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risks they face (globally, many frontline health care work-
ers have acquired Covid-19 and died) and the shortage of 
highly skilled critical care professionals in most sub-Saharan 
African countries; keeping these frontline health workers 
alive must be a top priority. 

If SARS-CoV-2 infections rise dramatically in sub-Saha-
ran Africa, the main imperative will be to save those who 
can be saved with what few resources are available to lessen 
the damage to communal life. It will not be pretty. Ethical 
recommendations imported from HICs (and even interna-
tional agencies)12 will be of limited relevance; what is also 
needed is guidance that is informed by how scarcity deci-
sions have been made in LMICs for decades, that is respon-
sive to current circumstances, that embodies shared cultural 
values, and that is developed through a transparent, com-
munity-engaging process. Short of that, how prioritization 
unfolds will less likely rely on complex allocation schemes 
and external committees focused on high-tech critical care 
and more likely depend on the judgments of experienced 
African doctors as they distinguish between those needing 
symptomatic treatment such as oxygen and those to be tri-
aged to palliative care. To be ethically defensible, such judg-
ments should incorporate relevant ethical considerations 
and reasoning and should be documented for potential eval-
uation. Perhaps more than elsewhere, health care providers 
in LMICs during the Covid-19 crisis could find themselves 
regularly confronted with what Lisa Tessman calls “moral 
failure”: situations in which avoiding moral wrong is impos-
sible. Even then, it is up to local bioethicists to make sense 
of what unfolds—and to bear witness.
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The Covid-19 pandemic—with, at the time of this 
writing, nearly two million cases worldwide and 
113,030 deaths1—has highlighted many of the dif-

ficult ethical issues that health care professionals confront in 
caring for patients and families. The decisions such workers 
face on the front lines are fraught with uncertainty for all 

stakeholders. Our focus is on the implications for nurses, 
who are the largest global health care workforce but whose 
perspectives are not always fully considered.2

We see three overarching ethical issues that create a 
myriad of concerns and will likely affect nurses globally in 
unique ways: the safety of nurses, patients, colleagues, and 
families; the allocation of scarce resources; and the changing 
nature of nurses’ relationships with patients and families.
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Safety of Nurses

In the battle against Covid-19, the safety of nurses and oth-
er health care workers on the front lines is a pressing ethi-

cal concern, as they are asked to work under conditions that 
pose substantial and inadequately understood risks to their 
overall health and well-being. Risk of exposure to infectious 
diseases is not new within health care. Over the last fifty 
years, health care workers have encountered risks from HIV/
AIDS, SARS, swine flu, and Ebola. While Covid-19 has not 
yet been as deadly as HIV/AIDS or the swine flu, our insuf-
ficient understanding about the virus, its pathophysiology, 
mode of transmission, susceptibility profile, and contagious 
nature as well as failures in the supply chains for personal 
protective equipment (PPE) mean that health care workers 
are being asked to take on substantial but uncertain risk.

The inadequate protection of health care workers across 
all health care settings raises professional and ethical ques-
tions about the extent of these workers’ duty to care for pa-
tients—including the limits of that duty. The 2015 revised 
American Nurses Association Code of Ethics states that nurs-
es’ primary duty is to the recipient of nursing care, whether 
that be an individual patient, family, or community. The 
Code of Ethics also stipulates that nurses have a duty to 
promote their own health and safety.3 These multiple and 
even competing duties, especially as they combine or con-
flict with civic and personal interests, place nurses—many 
of whom have conditions that make them more vulnerable 
to Covid—in a quandary. They are trying to balance their 
obligations of beneficence and duty to care for patients with 
rights and responsibilities to address inadequacies within 
their health care systems in ways that are consistent with 
rights and duties to protect themselves and their loved ones. 

Contemporary nursing ethics scholarship foregrounds 
the relational dimension of all human activities, especially 
caring activities, and recognizes that nurses’ personal and 
professional lives are often grounded in interdependent re-
lationships of responsibility and care.4 Applying this rela-
tional account of care to current practice realities can help 
policy-makers and health care system leaders recognize ad-
ditional risks in nursing work—and the emotional weight 
and practical implications of those risks. This relational con-
text suggests that nurses’ concerns about PPE may arise not 
just because of concerns for personal safety but also because 
of concerns about transmitting Covid-19 to loved ones, 
especially those who have medical conditions that make 
them particularly vulnerable, or because they may be the 
sole support for and carer of children or dependent adult 
relatives. Nurses routinely and willingly care for patients in 
risky situations. However, requiring them to provide care 
under conditions of inadequate protection (such as lack of 
PPE) jeopardizes their safety, their loved ones’ safety, and 
their ability to provide longer-term nursing care.  Nursing in 
these conditions demands a disproportionate level of altru-
ism and self-sacrifice. 

Employers have a duty to their employees to provide 
adequate PPE, and any harm that may come to patients 
through lack of PPE and personnel to safely care for patients 
is a failure of institutions and systems, not of individuals. 
If employers provide adequate PPE and appropriate guid-
ance on how to use it, and reasonably address and mitigate 
the additional foreseen risks that caring for patients with 
Covid-19 present, then nurses and others will continue to 
provide patient care that is more aligned with the usual risks 
that health care workers knowingly take on when they enter 
their professions. 

Both organizations and health care workers also have a 
duty to steward resources with care. Organizational leaders 
should provide guidance and support to nurses and other 
health care providers about when PPE is and is not essential. 
They should make every effort to supply PPE, encourage its 
appropriate use, and define expectations for situations where 
there is a shortage of PPE. Organizations should support 
decisions to delay or deny treatment in those difficult cases 
when the absence of PPE poses significant risks to nurses 
and others so that health care workers can fulfill their duty 
to protect themselves and their duty to patients who need 
their care.

Faced with the potential reality that a patient will suffer, 
clinically deteriorate, or die, many health care profession-
als will find it extremely difficult to make or implement a 
decision to deny or delay treatment given their own human 
response, their professional socialization, and their profes-
sion’s expectations and norms about saving lives, relieving 
suffering, and not abandoning patients. In most places, the 
hope is that rigorous contingency planning and preparation 
for surging capacity will obviate the need for denying treat-
ment to anyone. Nonetheless, taking the time required to 
don adequate PPE might lead to small delays in patient care 
such as implementing cardiopulmonary resuscitation and 
providing aerosol-generating procedures. Leadership should 
reassure health care professionals that doing what is neces-
sary to protect themselves will ultimately save more people 
and that they are doing the morally and professionally ap-
propriate thing. At the same time, nurses and other health 
care providers should do everything they can to minimize 
suffering and to support their colleagues who are able to act 
safely. The possible effects of these difficult experiences on 
nurses and other health care workers should not be underes-
timated. Many health care organizations are already taking 
steps to address moral distress, psychological distress, and 
post-traumatic stress disorder experienced by their workers; 
many others need to integrate such support into their re-
sponses to the pandemic. 

Allocation of Scarce Resources 

The second key ethical issue concerns the allocation of 
scarce resources, which demands decision-making in 

which nurses are inconsistently included. In any health crisis 
or emergency, nurses prioritize their care goals for patients. 
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Covid-19 has demanded more substantive (and ethical) con-
sideration of how to prioritize care and resources across dif-
ferent settings and units of care. Many jurisdictions around 
the world have established and are prepared to implement, if 
necessary, crisis standards of care that apply in public health 
disasters and conditions of scarce resources. Crisis standards 
require modification in the care that can be delivered and 
shift the balance of ethical concern from the needs of the 
individual to the needs of the community.5 Triage guidelines 
use stringent clinical criteria and frameworks—usually de-
veloped in advance of public health crises—to guide a health 
care system’s decisions about which patients are most likely 
to benefit during a crisis from the allocation of, for exam-
ple, a scarce intensive care unit (ICU) bed, invasive ventila-
tion, or extra corporeal membrane oxygenation (ECMO). 
The intention is to ensure consistency in decision-making 
during time-pressured emergencies, remove the burden of 
decision-making from individual bedside providers, and en-
sure adherence with basic ethical principles such as fairness, 
transparency, proportionality, and protection for health care 
workers from legal liability.6 

Robert Truog and colleagues note that the allocation 
of ventilators is possibly one of the most difficult triage 
decisions,7 yet rationing them may be necessary because 
coronavirus frequently manifests as acute respiratory dis-
tress syndrome. Triage guidelines and algorithms are gen-
erally created by groups of experts, ideally from different 
disciplines and with public engagement. Some published 
guidelines and frameworks highlight the need for decision-
making by a multidisciplinary triage team that includes a 
nurse leader, whereas others call simply for a triage officer (a 
senior physician) to make these decisions. Even when nurses 
are not involved in the development of these guidelines, they 
are frequently responsible for managing these life-sustaining 
technologies and for implementing triage decisions, includ-
ing withdrawal. Nurses’ involvement in the withdrawal and 
reallocation of ventilator support varies from institution to 
institution and country to country. 

“Repeat triage” or reallocation is necessary during this 
pandemic. For example, with a shortage of ventilators, nurs-
es and other clinicians may have to continually reassess the 
effectiveness of invasive ventilation for particular patients 
and to reallocate a ventilator from someone whose likeli-
hood of recovery does not meet certain criteria to a patient 
more likely to benefit. Teamwork is essential in addressing 
critical allocation challenges, and teamwork requires that all 

voices be heard, especially since providing and withdraw-
ing ventilator support relies heavily on the ability of quali-
fied personnel—specifically, critical care nurses (and, in the 
United States, respiratory therapists)—to administer this 
therapy in a way that is actually beneficial. In addition to 
critical care teams, teams with expertise in palliative care and 
emotional support are needed when decisions are made to 
remove life-sustaining treatments.8 Even with the mantra 
“staff, space, and stuff” within preparedness planning,9 the 
need for qualified and trained providers can be overlooked 
in the bustle of preparedness planning. “Staff ” are not an 
infinite resource and are in danger of being pushed and 
stretched until they break.

Indeed, due to PPE shortages, many providers who are 
not nurses are not entering patient rooms, and so nurses 
(since it is already a necessity that they enter patient rooms) 
are being relied upon to conduct the roles of others. In ad-
dition to assessing patients, nurses are increasingly fulfill-
ing other necessary roles, from witnessing advance directives 
and setting up virtual communication platforms to cleaning 
patient rooms and emptying bins. More than ever, nurses 
are feeling the burden of taking on additional roles and re-
sponsibilities.

Nurse staffing is also a critical concern during a pandem-
ic. While there is a need to be context specific and fluid due 
to the inability to predict exactly how many nurses might 
become unwell or need to be quarantined, there is very little 
guidance regarding optimal or minimum staffing levels for 
preparation phases, for the initiation of triage, or for ade-
quate provision of crisis care. This creates further uncertain-
ty for nurses, who must be able to meet the needs of patients 
even if redeployed into unfamiliar areas and roles and even 
when facilities are understaffed. As with a shortage of beds 
and life-saving equipment, the lack of qualified nurses and 
other health care providers (and any relevant specific skill 
sets, such as ECMO training) ought to trigger the use of tri-
age criteria. Critics might argue that in a public health crisis 
all health care workers will be stretched thin and faced with 
harrowing choices. Our concern is whether nurses are at a 
significantly higher risk. Some have suggested that nurses 
already disproportionately experience moral-constraint dis-
tress (from being unable to carry out what one believes to 
be a morally appropriate action) and moral-conflict distress 
(because one feels morally uncertain about the appropriate 
action).10 Indeed, in many contexts, nurses do not have the 
same levels of authority to assure adequate staffing, apply tri-

We urge policy-makers to ensure that nurses’ voices and perspectives 
are integrated into both local and global decision-making so as to 
minimize the structural injustices many nurses have faced.
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age criteria, or make allocation decisions, even though they 
are involved in implementing these decisions. 

In some contexts, nurse-to-patient ratios seem to be com-
pletely indeterminate, as they may be left to the “discretion 
of the [c]linical [l]ead.”11 In England, nurse-to-patient ratios 
are already a point of heated debate due to a lack of legis-
lated minimum ratios (except in the ICU, where ventilated 
patients are strictly nursed at a one-to-one ratio). During 
a surge in Covid-19 cases, even protected ratios may have 
to change given the volume of patients who will need ur-
gent care. A recent document from NHS England suggests 
that during this pandemic, six ICU patients could be cared 
for by one critical-care nurse with support from two nurses 
with previous or recent ICU experience, two nurses with no 
critical care experience, and a support team of four auxiliary 
workers.12 Although these numbers may appear adequate, 
the level of requisite skill remains questionable, as indeed 
does whether hospitals will be able to stick to these sug-
gested numbers. All of this raises a multitude of both prac-
tical clinical questions and ethical questions about what a 
minimum ratio should be in a public emergency, what care 
is deemed essential, how and what to prioritize for patients 
(beyond obvious life-saving interventions), and at what 
point we begin to do harm. Nurse staffing levels have been 
shown to affect patient outcomes.13 It is also not clear how 
crisis standards of care apply to nursing care and how or for 
what nurses will remain accountable. In situations such as 
the Covid crisis, nurses should be encouraged to remember 
that the circumstances are not in their control and to accept 
that some patients will not survive, even as nurses work to 
ease their suffering and to save as many as possible.

Allocation decisions are likely to exacerbate a tension 
that health professionals experience even in normal circum-
stances—perceived moral and emotional discomfort when 
making or implementing a decision to withdraw medical 
treatment that is contributing to or keeping a patient alive 
for longer than they would survive without it. Health care 
professionals often intuitively feel that withdrawing treat-
ment is morally more troubling than withholding it; nurses 
have reported feeling that stopping a life-sustaining treat-
ment or therapy can feel like killing the patient.14 Health 
care professionals may believe that decisions to stop treat-
ments are more momentous and consequential than de-
cisions not to start them. By contrast, with some notable 
exceptions,15 decisions to withhold and withdraw treatment 
are generally considered morally equivalent by most bioethi-
cists, legal regulations, and international professional guide-
lines.16 This “equivalence view” holds that, if withholding a 
particular treatment for a particular patient is acceptable (for 
example, because it is not likely to be effective or is burden-
some), then, all else being equal, withdrawing the treatment 
is acceptable (if it turns out to be, or becomes after a time, 
ineffective or burdensome). The need to repeat triage in or-
der to consider incoming patients who may have a greater 
chance of recovery is likely to be a cause of moral distress for 
clinicians.17 

Dominic Wilkinson et al. propose some strategies that 
might help health professionals overcome their aversion 
to withdrawing treatment even when doing so is ethically 
justified.18 Under normal conditions, strategies of particu-
lar relevance to critical care nurses and other health profes-
sionals involved in withdrawing life-sustaining interventions 
include the conditional offer of treatment based on measur-
able treatment goals and the offer of time-limited treatment 
trials. These strategies might not, however, be possible in 
conditions of crisis standards of care. Due to the potential 
resource pressures that Covid-19 presents, the health care 
community has an obligation to be transparent about these 
limitations with patients and the community. 

Some authors argue that we should prioritize health care 
workers for testing, treatments, vaccines, and even triage be-
cause, without them, who will be left to provide care? Two 
justifications offered for giving priority to health care profes-
sionals are that the workers have instrumental value because 
they are needed for the health care workforce and that pri-
oritizing them would be an instance of due reciprocity, given 
the increased level of risk that health care workers expose 
themselves to. Other commentators argue that this prioriti-
zation may also incentivize health care workers to continue 
working in higher-risk environments. Yet these arguments 
raise serious concerns about who would count as a health 
care worker, why they should have priority over other es-
sential persons at risk, whether it is merely self-serving for 
health care workers to recommend that they be given higher 
priority, and whether considerations of priority status differ 
for treatments than for vaccines, for example. A related con-
cern is that, as Jackie Leach Scully highlights, many triage 
guidelines already contain a worrying degree of disablism 
and prejudice toward those with disabilities.19 Bringing con-
ceptions of social worth and utility into resource allocation 
decisions risks introducing other slippery criteria.

Relationships with Patients and Their Families 

Nurses have a long history of trust with their patients. 
However, many ethical issues have altered the nurse-

patient-family relationship in the context of Covid-19. A 
recent Hastings Center publication highlighted the need for 
nurses, physicians, and other clinicians to move during a 
pandemic from a patient-centered to community-focused 
model of practice and care.20 Nurses have traditionally been 
motivated by community thinking, and the history of nurs-
ing ethics has its roots in a social-justice orientation focused 
on issues of equity, disenfranchisement, and structural forms 
of oppression.21 Some of the necessary steps to protect the 
public in this pandemic have created new and unfamiliar 
tensions between nurses and patients and their families. 

During the Covid-19 pandemic, many people are dying 
in isolation from their loved ones, and end-of-life-conver-
sations are taking place over the telephone or “behind the 
dehumanizing veil of plastic gowns and respirator masks.”22 
The challenge for nurses and other health care workers is to 
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temper these potentially dehumanizing scenarios with imag-
inative solutions that do not sacrifice compassion and equal 
respect on the altars of safety and efficiency. 

The effects of Covid-19 on nurses and other health care 
workers are likely to be long-lasting. We urge policy-mak-
ers to ensure that nurses’ voices and perspectives are inte-
grated into both local and global decision-making so as to 
minimize the structural injustices many nurses have faced 
to date. Finally, we urge nurses to seek sources of support 
throughout this pandemic. For nurses in North America, 
many health care systems have integrated clinical ethics 
consultation services with ethicists able to identify and un-
tangle the complex ethical issues that cause moral distress 
and help mitigate the negative effects of such distress. Other 
supportive services and colleagues include employee assis-
tance programs, clinical psychologists, chaplaincy services, 
and mental health hotlines to address psychological distress 
or other concerns that might arise. The unprecedented cri-
sis in which the global community finds itself is a lesson in 
humanity. Nurses bring their expertise, knowledge, and skill 
sets to the health care system in many ways; today, we see 
this intrinsic and extrinsic value and must do all we can as 
public citizens to advocate for all they do for us. We owe 
them much gratitude and respect.
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