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Abstract

Background: The COVID-19 pandemic has posed several ethical challenges worldwide.
Understanding care providers’ experiences during health emergencies is key to develop
comprehensive ethical guidelines for emergency and disaster circumstances.

Objectives: To identify and synthetize available empirical data on ethical challenges experienced
by health care workers (HCWSs) providing direct patient care in health emergencies and disaster
scenarios that occurred prior to COVID-19, considering there might be a significant body of
evidence yet to be reported on the current pandemic.

Methods: A rapid review of qualitative studies and thematic synthesis was conducted. Medline
and Embase were searched from inception to December 2020 using “public health emergency”
and “ethical challenges” related keywords. Empirical studies examining ethical challenges
experienced by frontline HCWs during health emergencies or disasters were included. We
considered that ethical challenges were present when participants and/or authors were uncertain
regarding how one should behave, or when different values or ethical principles are compromised
when making decisions.

Outcome: After deduplication 10,160 titles/abstracts and 224 full texts were screened. Twenty-
two articles were included, which were conducted in 15 countries and explored eight health
emergency or disaster events. Overall, a total of 452 HCWs participants were included. Data were
organized into five major themes with subthemes: HCWs’ vulnerability, Duty to care, Quality of
care, Management of healthcare system, and Sociocultural factors.
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Conclusion: HCWs experienced a great variety of clinical ethical challenges in health
emergencies and disaster scenarios. Core themes identified provide evidence-base to inform the
development of more comprehensive and supportive ethical guidelines and training programmes
for future events, that are grounded on actual experiences of those providing care during
emergency and disasters.
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Introduction

A newly emergent coronavirus (SARS-CoV-2) first recognized in Wuhan, China, in
December 2019, is responsible for causing COVID-19 disease. The severity of the disease
and the widespread of its transmission prompted the World Health Organization (WHO) to
declare it as a pandemic in March, 2020 (World Health Organization 2020).

Despite a significant focus on healthcare sector preparedness and response to this
emergency, the serious health needs of many people have put healthcare services

and providers under great pressure. This scenario has prompted medical associations,
international organizations, and governments to offer clinical ethics guidelines for the
pandemic (Joebges and Biller-Andorno 2020; Teles-Sarmento, Lirio-Pedrosa, and Carvalho
2021). Although not exclusively, most guidelines address issues related to health-resource
limitations and frontline healthcare workers’ (HCWSs) rights and obligations (World Medical
Association 2017; McGuire et al. 2020; Leider et al. 2017; Joebges and Biller-Andorno
2020; Valera, Carrasco, and Castro 2021; World Health Organization 2016; Teles-Sarmento,
Lirio-Pedrosa, and Carvalho 2021). However, these might not necessarily address the

extent of the real-world ethical issues experienced by those delivering direct patient care
(McGuire et al. 2020). The development of ethical guidelines has been criticized for lacking
transparency in its standards and processes for the formulation and quality of the ethical
recommendations provided (Mertz and Strech 2014). Accordingly, in order to improve the
guidelines and the acceptability and quality of ethical recommendations the development
should follow a systematic and transparent process (Mertz and Strech 2014). Mertz and
Strech’s (2014) six-step approach for the development of ethical recommendations suggests
that the first step should be to establish the full range of disease specific ethical challenges to
improve the quality and appropriateness of the guideline, recommending a systematic review
of issue-specific ethical challenges (Mertz and Strech 2014).

Qualitative evidence synthesis include different methodologies used for the systematic
review of qualitative research evidence (Flemming et al. 2019). By synthetizing findings
from studies of qualitative design, qualitative evidence synthesis offer a better understanding
of complex and context-sensitive issues, such as participants’ behaviors, experiences and
interactions around the issue being address (Flemming et al. 2019). The synthesis results go
beyond individual studies and can contribute to inform new theories, policy and guideline
development, clinical practice and areas in need of further research (Munn et al. 2014;
Flemming et al. 2019). Given that the experience of ethical dilemmas is an underexplored
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and a highly context-sensitive field, qualitative data provides a better means to answer our
research question. Accordingly, a preliminary review suggested that the great majority of
potentially included studies were of qualitative design.

Published systematic reviews on ethical challenges in healthcare emergencies are either
focused on context-specific: technological disasters (Khaji et al. 2018), group-specific:
nurses (Johnstone and Turale 2014); pregnant women (Hummel, Saxena, and Klingler
2015); children and families (Hunt, Pal, et al. 2018) or focused on a particular issue:
willingness to work (Aoyagi et al. 2015). We therefore conducted a rapid review of
qualitative empirical bioethics literature focused on ethical challenges experienced by
HCWs providing direct patient care during healthcare emergencies and/or disasters.
Although some empirical research has been already published exploring ethical challenges
during the COVID-19 pandemic (Sperling 2021; Mazza et al. 2020; George et al. 2020;
Friedman et al. 2021), there might be a significant body of evidence yet to be reported.
Therefore, we excluded COVID-19 related data in this review.

The aim of this study is to identify and synthesize evidence from available qualitative studies
on ethical challenges experienced by HCWs, in health emergencies and disasters, before
COVID-19 pandemic. We hope that this evidence could inform new guidelines for future
health emergencies and disasters, aiming to support good clinical practice and prevent moral
distress and its negative impact on HCWSs’ wellbeing and performance (Viens, McGowan,
and Vass 2020).

We conducted a rapid review of qualitative studies and thematic synthesis. The review
design was based on a proposed approach for systematic reviews of empirical bioethics
(Strech, Synofzik, and Marckmann 2008) together with Butler et al’s guide to writing a
qualitative systematic review protocol (Butler, Hall, and Copnell 2016) and the Interim
Guidance from the Cochrane Rapid Reviews Methods Group (Garritty et al. 2020). The
included items in this review are reported following the Preferred Reporting Items for
Systematic Reviews and Meta-Analysis statement 2020 (Page et al. 2021).

The review protocol has not been published nor prospectively registered.

Eligibility criteria

We used the Methodology, Issues, Participants (MIP) model to define the inclusion and
exclusion criteria (Strech, Synofzik, and Marckmann 2008) (Table 1).

We operationalized three key concepts: (i) Health emergencies and disasters include any
hazard — natural, man-made, biological, chemical, radiological and others, that implies a
“disruption of the functioning of a community or a society causing widespread human,
material, economic or environmental losses which exceed the ability of the affected
community or soclety to cope using its own resources” (United Nations Office for Disaster
Risk Reduction and World Meteorological Organization 2012); (ii) Ethical challenges were
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identified when study participants or study authors (Schofield et al. 2021b) reflect on
uncertainties regarding how one should behave, act, or react in a certain situation, or when
different values or ethical principles are compromised when making decisions (Hem et al.
2018); and (iii) HCWs providing direct patient care include: health professionals, health
associate professionals, personal care workers in health services, support personnel, and
other health service providers (World Health Organization 2008).

Search strategy

A literature search was conducted in Medline and Embase electronic databases, from
inception to December 2020. Key words were related to “public health emergency” and
“ethical challenges” and adapted for each database requirement. See the Medline search
strategy in Table 2.

Retrieved references were managed using RefWorks® reference manager software. After
deduplication, two authors (CM and MD) independently screened all titles/abstract against
inclusion/exclusion criteria. Selected studies for full text review were dually screened (CM
and DR) for final inclusion. Disagreements were discussed within the team, until consensus
was reached. Data was independently extracted by two authors (CM and DR) using an

Excel form including author, publication year, study setting (health emergency or disaster
context, year and country), study objective and study design, data collection instruments,
participants’ characteristics and study results relevant for the review aim. All texts included
in the results section were considered as study findings (Thomas and Harden 2008; Noyes et
al. 2018).

Data analysis

Aiming to produce a rich thematic description of the entire dataset (Braun and Clarke

2006), we conducted an inductive thematic synthesis (Thomas and Harden 2008), for
qualitative data analysis. This method was considered appropriate as it allows a more
flexible approach to the different theoretical frameworks underpinning individual studies,
and offered a well-structured approach that best fitted the research team’s skills and
experience with qualitative data synthesis methods (Nowell et al. 2017). Two authors

(CM and DR) independently conducted inductive line-by-line coding of individual study
results. Codes and corresponding quotes were migrated to a Microsoft Excel® worksheet,

an accessible alternative to the qualitative data analytic software (Bree and Gallagher 2016).
The initial worksheet included three columns (i) study author, (ii) quote from original

study, and (iii) code(s). These codes were then organized into descriptive themes after
discussion within the authors, considering that individual codes could contribute to more
than one theme/subtheme. Thereafter, each initial descriptive theme was sorted into different
worksheets to facilitate further analysis. Then, each author independently revised the themes
with the initial codes and quotes. Further group discussion led to checking several quotes

to ensure accurate interpretation of the primary data and the review’s credibility (Nowell et
al. 2017). Moreover, when considered appropriated, certain quotes were recoded and several
codes were relocated into different themes/subthemes. Finally, multiple group discussion
allowed for the refinement of themes and subthemes and its reorganization into broader
descriptive themes and subthemes (Dixon-Woods et al. 2005), which were reviewed by all
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the authors to improve the trustworthiness of the results. A detailed description of study
characteristics (country, healthcare emergency/disaster and participants’ role) are provided
to help the readers to contextualize the findings and assess the transferability of the results
(Nowell et al. 2017). We did not conduct quality appraisal for individual studies, neither
assessed the confidence in the review findings.

This review included only published data and therefore did not require ethical approval.

The electronic search retrieved 14,080 titles. After deduplication 10,160 titles/abstracts and
339 reports were sought for retrieval with 224 assessed in full text for eligibility. Finally, 22
articles were included in data synthesis. See PRISMA Flow diagram in Figure 1.

Description of included studies

We included 22 qualitative studies published between 2004 and 2020 and conducted

in 15 countries. Studies addressed multiple health emergencies and disasters including:
Infectious diseases (Severe acute respiratory syndrome -SARS 2003, Influenza -H1N1 2009,
Middle East Respiratory syndrome -MERS-CoV2 2015, and Ebola Virus Disease -EVD
2014-2016), natural disasters (fires -San Diego 2007 and Tasmania 2012/13, hurricanes
-Katrina 2005 and Wenchuan Earthquake), and three studies addressing unspecified health
emergencies (multiple humanitarian, mass casualty and natural disaster crises). Detailed
study characteristics are provided in Table 3 and an overview of characteristics of included
literature in this review is shown in Table 4.

Synthesis of the evidence

We organized our findings into five major themes with subthemes, and provide
representative quotes to illustrate them. To provide an overview of the review findings,
Table 5 shows the main themes and sub-themes with contributing studies, and represented
health emergency/disaster scenarios.

Wulnerability (Corley, Hammond, and Fraser 2010; Geisz-Everson, Dodd-McCue, and
Bennett 2012; Lam and Hung 2013; Kunin et al. 2015; Li et al. 2015; Wright et al. 2021,
Pourvakhshoori et al. 2017; Mulligan and Garriga-Lépez 2021).

The concept of vulnerability “reflects the fact that we all are born, live, and die within a
fragile materiality that renders all of us constantly susceptible to destructive external forces
and internal disintegratior”’ (Fineman 2012, 71). By recognizing themselves as vulnerable,
people also understand vulnerability as the need for care, responsibility and solidarity, and
not the exploitation of this condition by others (Morais and Monteiro 2017).

Participants’ accounts illustrated the experience of vulnerability, as human beings
susceptible to damage, suffering or death, in its individual and relational anthropological
dimensions. At an individual level, uncertainty about risks and lack of knowledge

on appropriate control and safety measures generated helplessness, fears of and guilt
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about themselves and/or their relatives becoming affected by the disease or by potential
aggressions due to the chaos and violence caused by the crisis.

One of the things that needed to be considered was how to comfort the rescuers
who went to the disaster area. Compared with the victims, our psychological
problems also needed to be paid attention to.

(Nurse, China) (Li et al. 2015).

In addition to these factors, increased workload and pressure were also experienced as
threats to participants mental health wellbeing, with many reporting anxiety, insomnia,
fatigue, irritability, and substance abuse, as expressed by a participant: “/ fook to drinking
[alcohol] every day for several weeks. | had to go back to work, so I couldn’t sustain that.”
(Nurse, USA) (Geisz-Everson, Dodd-McCue, and Bennett 2012, 210).

Participants also perceived their vulnerability in terms of their relationship with peers

and patients, frequently identifying themselves with others’ vulnerability; caring for their
colleagues or patients with whom they shared certain characteristics led them to reflect on
their own mortality and a feeling of shared uncertainty and fears, blurring the distinction
between patient and care provider.

...Cause now we were part of everyone, the thousands of people that were stranded
all along [Interstate]10 and walking around in a daze ... coming up to us, asking us
for help. We needed help ourselves...

(Nurse, USA) (Geisz-Everson, Dodd-McCue, and
Bennett 2012, 209).

For some participants these feelings of shared vulnerability motivated a sense of solidarity
within their community, helping and supporting each other, colleagues, and citizens, beyond
their strict professional duties (Mulligan and Garriga-Lépez 2021).

Duty to care refers to the healthcare professionals’ role-based responsibility to provide

care to patients, even when this involves some degree of burden or risk to the clinician
(McDougall 2014). Findings show that HCWSs acknowledge they are normally exposed to
certain known risks during their practice. However, emergency and disaster scenarios imply
uncertain, and maybe greater risks, challenging the balance between their professional duty
to care and the level of risk they ought or are willing to expose themselves and their families
to. Findings around the duty to care were organized into three sub-themes:

Arguments grounding, and limiting, the duty to care—(Almutairi et al. 2018;
Bensimon et al. 2007; Davidson et al. 2009; Draper and Jenkins 2017; Geisz-Everson,
Dodd-McCue, and Bennett 2012; Kiani et al. 2017; Lam and Hung 2013; Lee, Hong, and
Park 2020; Mak and Singleton 2017; Pourvakhshoori et al. 2017; Straus et al. 2004; Wright
et al. 2021; Li et al. 2015). Participants mentioned a diversity of arguments including those
related to professionalism and deontological duty, as expressed by this nurse:
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Everyone has to take their own responsibility towards the society. If I, as a nurse,
retreated from the threats of influenza, who is going to help the sick people? It is a
feeling of mission calling. | am doing what | need to do as a nurse, rather than act
cowardly.

(Nurse, Hong Kong) (Lam and Hung 2013, 244).

Some participants pointed to explicit duties established in their employment contracts, which
might also draw the limits to their duty; “/ didn’t sign up for this” or “they don’t pay me
enough to take this kind of risk”(Doctor, Canada) (Straus et al. 2004, 83).

Commitment toward their colleagues; spiritual beliefs, personal benefits, and an obligation
coming of holding particular competences to perform certain clinical tasks were also
described. For some participants, the differences among colleagues generated conflicts,
critically judging those who did not attend to provide care. Particularly within those serving
military and/or humanitarian action institutions, an over-arching duty to assist when required
was recognized.

Balancing the duty to care against the risks and burdens—(Almutairi et al.
2018; Bensimon et al. 2007; Davidson et al. 2009; Draper and Jenkins 2017; Geisz-
Everson, Dodd-McCue, and Bennett 2012; Kiani et al. 2017; Lee, Hong, and Park 2020;
Mak and Singleton 2017; Pourvakhshoori et al. 2017; Straus et al. 2004; Wright et al.
2021). Participants recurrently mentioned their personal safety as a critical factor to be
considered. The burdens and emotional impact of uncertainty regarding risks, and access
to appropriate professional protective equipment (PPE) was a conditioning element to
participants’ disposition to responding to their duty.

As time goes by, the hospital’s atmosphere becomes more and more serious, as the
severity of the symptoms increases and the number of patients increases, so the
guidelines for protective equipment are constantly changing. As | became more and
more anxious about what | was doing... | thought I could get MERS if | did wrong.
| couldn’t say it, but my fears grew...

(Nurse, Korea) (Lee, Hong, and Park 2020).

Further on, family safety and household responsibilities (i.e., pet care, home security) are
also considered in this balance implying certain limits to participants’ duty to provide care as
reported by this nurse: “My most troubling things were, one, not knowing where my mother
was....” Nurse, USA) (Geisz-Everson, Dodd-McCue, and Bennett 2012, 208).

Among military workers, the duty to assist as a soldier was seen to overcome the obligations
as a HCW and risk appeared to be less relevant and even an accepted threat of their
occupation: “/f... Jif you join the Army you are expecting to get sent into risky places and the,
the whole purpose of the Army is so that we can take that risk and so that the UK can remain
safe” (Military medical personnel, UK) (Draper and Jenkins 2017, 77).

Features of the duty to care—(Bensimon et al. 2007; Davidson et al. 2009; Geisz-
Everson, Dodd-McCue, and Bennett 2012; Kiani et al. 2017; Lee, Hong, and Park 2020;
Wright et al. 2021). Participants considered that their duty to care should not discriminate
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against individuals for their background, beliefs, medical condition, and associated risks to
the provision of care. “Providing services on a preferential basis and in view of ethnicity,
race, fellow citizenship, etc., is just unethical”(Participant, Iran) (Kiani et al. 2017, 346).

Additionally, participants considered that the duty to care has different degrees of
obligatoriness; some regard this duty as an absolute commitment, while others consider

it to have certain limits and even a voluntary call or a supererogatory duty under particular
circumstances.

Quiality of care

HCWSs’ reported that their ability to deliver good quality care and achieve the desired health
outcomes posed several ethical challenges. These were organized into three subthemes:

Challenges to the provision of person and family-centered care—(Corley,
Hammond, and Fraser 2010; Gearing, Saini, and McNeill 2007; Hunt, Chénier, et al.

2018; Koller et al. 2006; Kunin et al. 2015; Lam and Hung 2013; Lee, Hong, and Park
2020; Straus et al. 2004). Lack of time and the use of PPE have a negative impact

in communication and the ability to connect with patients, eventually affecting patients’
care. Participants experienced challenges in providing compassionate care and respecting
patients’ dignity, feeling unable to address the emotional dimension, understanding patients’
preferences and values, and promoting patient’s autonomy and shared decision-making
processes. These constraints, alongside to isolation caused by infectious control measures or
to infrastructure destruction, were especially relevant when patients were dependent on other
community members or required language translation support. Participants also expressed
concerns that patient’s respect for privacy and confidentiality could not be guaranteed, i.e.,
conflicts around the use of cameras to monitor patients (Hunt, Chénier, et al. 2018), as
mentioned by this participant: “That’s a huge piece of it too, like — not being on display

for everybody, so having privacy, | think, when you'’re talking about what’s important in
palliative care, the dignity aspect is huge”(Participant) (Hunt, Chénier, et al. 2018, 12).

Additionally, new isolation and visiting policies challenged involvement of relatives into
patients’ care and decision-making, which was considered especially relevant in pediatric
and end-of-life care scenarios.

There were children in isolation who used the phone as a security object. There was
one child who had the phone to his head all the time... In his sleep, he grabbed the
phone and hung onto it like a teddy bear, because that was his line to his family.

(Social worker, Canada) (Gearing, Saini, and McNeill
2007, 23)

Resource allocation—(Draper and Jenkins 2017; Hunt, Chénier, et al. 2018; Kunin et
al. 2015; Kiani et al. 2017; Mak and Singleton 2017; Pourvakhshoori et al. 2017; Wright
et al. 2021). Triage and resource allocation were experienced as ethical challenges from
different perspectives; when deciding which patient gets “the only ventilator in the red
zone’Draper and Jenkins 2017, 77) and, as referred by members of humanitarian groups,
when institutional policies prevented the use of available resources (i.e., empty beds)
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that were meant to be saved for patients with a specific disease or a particular group of
people (Hunt, Chénier, et al. 2018). In both scenarios, participants felt individual patients
were receiving substandard care. Additionally, they expressed concerns that when no clear
guidance is available, triage and prioritization decisions might follow questionable criteria,
such as families’ pressures.

You know? Because the victims’ families pulled us to this side or that side, on the
other hand, there was no plan. The priority of care delivery depends on who cries
more, to attract the nurses’ attention to attend to their victims. Everyone tried to
show that their patients were in more urgent need compared to the other patients

(Nurse, Iran) (Pourvakhshoori et al. 2017, 7)

Resource constraints, mostly in relation to staff availability, were particularly challenging
in relation to end-of-life care scenarios, with several participants feeling that although
compassion is central to responding to healthcare emergencies, it is largely neglected,
prioritizing a focus on saving as many lives as possible.

I’ve literally watched hundreds of babies seize to death and it’s just a terrible... But
I didn’t have a way of keeping them comfortable, and letting them die in a warm,
comfortable place and that really haunts me.

(Participant) (Hunt, Chénier, et al. 2018, 12).

Competence and professionalism—(Kiani et al. 2017; Kunin et al. 2015; Lee, Hong,
and Park 2020; Li et al. 2015). Participants acknowledged that either lack of training

and preparedness, providing care outside their usual professional role and skills, or being
emotionally affected by the situation limited the provision of standard care: “Knowledge and
experience form the basis of ethical performance. Incompetent workers create problems for
everyone”(Participant, Iran) (Kiani et al. 2017, 346).

In relation to emergencies resulting from new diseases, lack of evidence and training often
implied the use of novel equipment and/or innovative and *“off label” therapies, potentially
posing patients at unknown risks and burdens.

I’ve never prescribed Tamiflu until the swine flu season... it was a bit nerve
wracking, because you’re prescribing a drug you don’t really know much about,
new territory, you don’t know the risks, you don’t know the pros, and it was a bit
unsettling.

(Participant) (Kunin et al. 2015, 32)

Management of healthcare system

Participants reported how institutional policies and structural factors posed ethical
challenges to the provision of direct patient care. These were organized into two themes
representing different levels of decision-making:

Institutional policies and local management—(Al Knawy et al. 2019; Almutairi
et al. 2018; Bensimon et al. 2007; Corley, Hammond, and Fraser 2010; Davidson et
al. 2009; Gearing, Saini, and McNeill 2007; Geisz-Everson, Dodd-McCue, and Bennett
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2012; Kunin et al. 2015; Kiani et al. 2017; Lam and Hung 2013; Mak and Singleton

2017; Pourvakhshoori et al. 2017; Tseng, Chen, and Chou 2005; Walker et al. 2020;

Wright et al. 2021). Participants mentioned the challenges posed by poor organizational
management at their local institutions, including decisions being made following a fop-down
approach without incorporating concerns of those providing direct care and therefore,
lacking coherence with actual problems.

Poor communication between management and frontline staff, top-down approaches in
decision and policy making, and lack of consistent and clear guidelines affected participants’
confidence in their own safety and their clinical decision-making. This posed greater
burdens on them and affected the relationship with their patients and the provision of care

as shown by this comment: “ Confusion about when people were no longer considered
infectious... who decides this? No information to bedside nurses” (Nurse, Australia)
(Corley, Hammond, and Fraser 2010, 581).

Participants highlighted the need to receive opportune, clear, and coherent guidelines and
information about the emergency context and associated risks. HCWSs praised the presence
of a caring and collaborative institutional culture, which promoted respect for each other and
greater commitment within teams.

“He often told us that employees’ lives can never be sacrificed, do our best, and
that he would take full responsibility for everything. The Chief Executive said his
attitude was one of fairness to every member of staff so he pads on each member of
staff’s shoulder with the same weight”

(Nurse, Taiwan) (Tseng, Chen, and Chou 2005, 63)

Following institutional orders not considered appropriate to the context was a common
challenge within studies; while military members felt forced to implement these decisions
(Hunt, Chénier, et al. 2018), others advocated for a more pragmatic approach and the use

of “common sense” in adapting rules to facilitate patients’ care (Mak and Singleton 2017).
“You’ve got to be pragmatic about what you can have ready for a disaster. It is what it is. As
1 said, you do the best you can with the systems you’ve got available to you. (Pharmacist,
Australia) (Mak and Singleton 2017, 166)

More broadly, participants perceived how a lack of solidarity between different institutions
generated an unequal and unfair allocation of resources.

Global healthcare management—(Kunin et al. 2015; Geisz-Everson, Dodd-McCue,
and Bennett 2012; Walker et al. 2020). From a systemic perspective, several participants
referred to difficulties associated with poor service planning, unclear definitions of HCW’s
roles during the emergency, allocation of responsibilities that exceed actual capacity and
competences, and lack of integration of different service levels and providers, i.e., primary
and secondary care. “/ think there were a lot of uncertainties in my program as different
guidelines were rolling in and out in terms of what you could or couldn’t do; 1 think a lot of
staff were confused’(Social worker, Canada) (Gearing, Saini, and McNeill 2007, 23).

AJOB Empir Bioeth. Author manuscript; available in PMC 2023 January 27.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Dittborn et al. Page 11

Sociocultural factors

This theme represents how the interactions of HCWSs with broader society lead to ethical
challenges in the provision of patient care. These were organized into four subthemes:

HCWs’ cultural competence—(Draper and Jenkins 2017; Hunt, Chénier, et al.

2018; Geisz-Everson, Dodd-McCue, and Bennett 2012; Walker et al. 2020). Participants
highlighted a need to integrate culturally diverse beliefs when providing care, especially
those who were deployed to international settings. This aspect was mentioned in relation

to the perceived noncompliance with healthcare advice and public health measures, and to
those patients holding alternative and conspiracy theories. Instead of simply labeling these as
wrong, they need to be explored and better understood to adequately address them.

Participants also described that cultural competence was relevant when caring for dying
patients. They reported challenges due to the additional barriers posed by the infection
control measures in understanding and respecting individuals’ own beliefs and values around
death and dying, including management of death bodies and death rituals.

We had 2 deaths... [T]hat bothered me a lot because we took [1] body across the
street to the garage and left it there, because our morgue was in the basement, and it
was flooded, and | thought, my God, here it is, somebody’s family member.

(Nurse, USA) (Geisz-Everson, Dodd-McCue, and
Bennett 2012, 208).

Discrimination to HCWs—(Almutairi et al. 2018; Al Knawy et al. 2019; Gearing, Saini,
and McNeill 2007; Lee, Hong, and Park 2020). This challenge was only present in infectious
disease outbreaks. Some participants suffered stigmatization and social isolation because of
their role in caring for patients with infectious diseases. Some would avoid disclosing their
roles to protect themselves and their families from being discriminated against. “/ would
find myself thinking about whether it was wise to go here or there and trying to make those
decisions, balance what is reasonable and what might be better to not take part in’{Social
worker, Canada) (Gearing, Saini, and McNeill 2007, 24).

Global responsibilities—(Corley, Hammond, and Fraser 2010; Gearing, Saini, and
McNeill 2007; Al Knawy et al. 2019; Walker et al. 2020). Participants expressed concerns
about the amount of PPE being used and disposed and the consequent environmental impact:
“ ‘It was a huge number of big wheelie bins they had to take down, I think it was 80 in one
aay, full of masks and gowns” and “the workload was horrendous for the wards person staff”
(Participant, Australia) (Corley, Hammond, and Fraser 2010, 581).

Additionally, the role of the media was questioned by participants, particularly when
misrepresenting cultural attitudes regarding transmission through burial practices. Others
perceived journalists contributed to the pressure put on HCWs by exacerbating the
magnitude of the catastrophe.
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Discussion

Main findings

To the authors’ knowledge, this is the first structured review of empirical qualitative
literature reporting ethical challenges experienced by frontline HCWs in emergency and
disaster scenarios before the COVID-19 pandemic. This review includes studies conducted
in eight different scenarios, 15 countries and participants with various occupations,
providing a comprehensive view of ethical challenges from diverse perspectives. These
challenges were grouped into five major themes; Vulnerability; Duty to care; Quality of
care; Management of Healthcare system; and Sociocultural factors.

Many of the ethical challenges identified in this review are addressed and widely discussed
in ethics guidelines on healthcare emergencies and disasters. However, as also found in
other healthcare fields (Braunack-Mayer 2001; Schofield et al. 2021b), our findings suggest
that HCWs providing direct patient care in emergency and disaster scenarios face a broader
diversity of ethical challenges. This gap supports the promotion of bottom-up approaches
and stakeholders’ involvement when developing ethical guidance to ensure these resources
are coherent with real-world challenges.

Overall, most ethical challenges experienced by participants were common to the multiple
emergency and disaster scenarios. However, some of them seem to be specific to certain
situations (see Table 2). Military HCWs experienced dual-roles/obligations by holding
both medical and military-based principles and duties which might diverge and thus pose
additional difficulties in emergency circumstances. Also, particularly during infectious
diseases outbreaks, HCW’s experienced issues associated with social isolation due to
stigmatization and discrimination, and communication difficulties associated with the use
of PPE.

The lived experience of vulnerability blurred the common vertical relationship, where
patients are the vulnerable ones asking for help. The distinction between “they”, the
patients, and “us”, the HCWs is diluted. Vulnerability is understood not merely restricted

to the identification of certain groups in need of special protection but a wider relational
concept where this shared condition of vulnerable human beings stands as the foundation of
solidarity and responsibilities of care toward others (Delgado 2021).

Furthermore, vulnerability permeates into the four other major themes: the protection
required by HCWs as fundamental feature of the duty to care; the importance of support
and guidance by institutions and the social discrimination toward HCWs during infectious
disease outbreaks. Additionally, when HCWs recognize themselves as being vulnerable it
could contribute to build a better clinical relationship.

Regarding HCWSs’ duty to care, the American Medical Association’s (AMA) first Code
of Medical Ethics (1848) addressed the issue of personal risk during epidemics: “When
pestilence prevails, it is [physicians’] duty to face the danger, and continue their labors for
the alleviation of suffering, even at the jeopardy of their own lives” (American Medical
Association 1848, 105) maintaining this guidance for nearly two centuries. In 2006, the
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AMA added a longer-term perspective “Physicians should balance immediate benefits to
individual patients with ability to care for patients in future’ (Morin, Higginson, and
Goldrich 2006, 421), leaving decisions on the level of risk to be taken to individual
discretion and based on beneficence to future patients, without considering doctors’ further
obligations to themselves and their loved ones (Bailey 2010). With a different focus and
emphasizing that responsibility toward patients’ safety is shared by individual nurses and
institutional and health systems leaders, the latest version of the International Council of
Nurses Code of Ethics (2021) also refers to the nurses’ responsibilities in being prepared and
able to respond to emergencies and disasters (Internacional Council of Nurses 2021). Our
findings are aligned with the existing wide consensus that for HCWs to exercise their duty to
care, governments, institutions and society have a moral obligation to provide them with due
protection and support. This shall not be limited to PPE and other physical safety measures,
but also include emational and psychological care and more broadly, protection to HCWs
loved ones when appropriate.

The wide variety of reasons grounding the individuals’ duty to care add a layer of
complexity to the definition of HCWs’ obligations to care during healthcare disasters.
Acknowledging the diversity of individual reasons and thresholds allows for personal
vulnerabilities and contextual factors - which could strengthen or debilitate this obligation-
to be considered. However, differences among individuals might generate tensions within
colleagues and potentially affect teamwork, the sense of cohesion and mutual respect.

HCWs’ understandings on their duty to care during emergencies should be explored within
teams as a way to respect individuals’ judgements and set preparedness plans accordingly
(Iserson 2020). Since the duty to care is mostly considered as an obligation of future
healthcare professionals it should be discussed during training programs so that, when faced
to the emergency situation, HCWs have already reflected on its implications and limits.

By requiring HCWSs’ to switch into a public health approach where the focus is no longer
the benefit of the individual patient but in benefiting the most, patients might receive
substandard care when compared with normal circumstances. Many participants mentioned
that the lack of clear and consistent triage and prioritization guidance, alongside with

poor stakeholders’ involvement and lack of transparency in the guideline’s development
process, lead to ethically challenging situations. Findings highlight the importance of a
cohesive teamwork with a bottom-up approach and continuous effective communication,
between different levels in maintaining the team’s morale, sense of belonging and mutual
responsibility.

Participants were widely aware of their commitment to alleviate patients’ suffering but felt
helpless in responding to it due to the primary focus on saving lives. Remarkably, most
ethical guidelines mention the provision of compassionate end-of-life care as a minimum
standard for those patients who will not receive lifesaving care after triage. However,
findings suggest that this particular goal of medicine of relieving suffering (Hastings Center
1996) is actually challenged. There seems to be an inconsistency between the guidelines’
general recommendations on the provision of end-of-life care and the actual possibilities and
resources for this to be feasible. Ensuring palliative care as a minimum standard of care
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in response plans should also be considered in preparedness plans and resource allocation
decisions (Wynne, Petrova, and Coghlan 2020).

In a globalized world, cultural diversity is also a source of ethical challenges, particularly
when faced with the need to modify death rituals and to understand how this might
negatively impact relatives’ bereavement processes. Acquiring and practicing cultural
humility, which implies respectful and active openness to differences, might be helpful in
these circumstances where imposing restrictive measures will have a different impact for
different cultural groups.

While ethical challenges are common and somehow inevitable in medical practice, the
critical context during emergency and disaster emergencies exacerbates the likelihood of
ethical challenges and consequently a greater risk of HCWs experiencing moral distress
(Viens, McGowan, and Vass 2020; Morley et al. 2020). Initially described by Jameton

in 1984, moral distress refers to “the experience of knowing the right thing to do while
being in a situation in which it is nearly impossible to do it” (Jameton 2017, 617).
Evidence suggests that moral distress leads to impaired competency and wellbeing among
practitioners eventually impacting patients’ care (Lerkiatbundit and Borry 2009; Morley et
al. 2019).

It is, however, important to note that by offering this synthesis of qualitative evidence and
identifying the wider diversity of ethical challenges experienced by HCWs during healthcare
emergencies and disasters, we do not attempt to draw any normative conclusion, i.e., as to
how these ethical challenges ought to be experienced and/or solved (De Vries and Gordijn
2009). Instead, we aim to contribute to further ethical reflection and offer evidence to inform
the development of more context-sensitive and relevant ethical guidelines to appropriately
support clinicians.

Strengths and limitations

To our knowledge, this is the first rapid review of empirical literature that provides an
overview of clinical ethical challenges experienced by HCWs during health emergency

and disasters. The review includes studies focused on a wide variety of contexts, different
healthcare settings and diverse HCWSs’ occupation. Although data suggest that particular
fields will raise specific dilemmas, the overview provided by this synthesis allows a
comprehensive view of ethical challenges that might inform the development of guidelines
at institutional and system levels with a healthcare team rather than a profession/occupation-
specific approach.

However, this review has some limitations. As a rapid review, only two electronic databases
were searched and no citation and reference lists, nor gray literature were hand-searched,
limiting the comprehensiveness of the review. Identifying ethical challenges within studies,
both during the selection and data analysis processes, proved to be a difficult task since there
is not a unique definition of what constitutes an ethical challenge (Schofield et al. 2021a).
Consequently, there is a risk of having missed relevant studies and of overinterpretation

or omission of ethical challenges during data analysis. These limitations were hopefully
mitigated by independent dual screening and coding followed by multiple discussions within
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the whole research team. We did not conduct quality appraisal for included studies, neither
assessed the confidence in the review findings and therefore validity and trustworthiness of
the synthesis is not ensured.

Conclusion

Findings suggest that HCWs providing patient care in emergency and disaster scenarios
face a diversity of ethical challenges in multiple dimensions of their caregiving roles. Core
themes identified provide evidence to inform the development of comprehensive ethical
guidelines and training programmes for current and/or future events that are grounded on
actual experiences of those providing care during these scenarios. The development of
clinical ethics guidelines should ensure a bottom-up approach, including frontline HCWs
involvement. The provision of coherent and contingent support to frontline staff will
reduce the risk of moral distress and its negative consequences for individual practitioners,
institutions and individual patient’ care.
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Figure 1.

Prisma flow diagram. *Records identified from each database and **excluded by

automation tools and manually.
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