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In response to the urgency of the COVID-19 pandemic, the Committee on
Ethical Issues in Medicine of the Royal College of Physicians (RCP) has
developed the following guidance for frontline staff.

As the COVID-19 pandemic progresses, new coronavirus variants are likely to emerge, and new
vaccines and treatments will become more widely available. The practical ethics will change as such
options emerge. This should be taken into account when reviewing this document and making
ethical decisions based on the advice presented here. This guidance has benefited from multiple
stakeholder input, including the General Medical Council (GMC), the Faculty of Intensive Care
Medicine, the Intensive Care Society, royal colleges and faculties. It provides guidance for the
difficult ethical issues that frontline staff will face while caring for their patients during the
pandemic. The Committee on Ethical Issues in Medicine reserves the right to change this advice at
any time to reflect the current situation with the COVID-19 pandemic.

Ethical framework that informs the guidance

Pandemics present difficult logistical, medical and ethical challenges to the medical workforce.
Pandemics require incorporating public health ethics with clinical ethics. Distributive justice is the
most often cited ethical principle during a pandemic; however, we suggest that, for the clinical
workforce in particular, equity is a better way of understanding and approaching the ethical
problems that the workforce will encounter and are encountering. Equity recognises the many
different ways that health is impacted on by the world around us, and as such presents a useful
ethical approach for clinicians caring during the COVID-19 pandemic. The principal values that
inform this guidance are that any guidance should be accountable, inclusive, transparent, reasonable

and responsive.

By these we mean:

Value Description

Accountability Measures are needed to ensure that ethical decision-making is sustained
throughout the crisis, ideally nationally.

Inclusivity Decisions should be taken with stakeholders and their views in mind.

Transparency Decisions should be publicly defensible.

Reasonableness Decisions should be based on evidence, principles and values that
stakeholders can agree are relevant to health needs, and these decisions
should be made by credible and accountable members of staff.

Responsiveness Flexibility in a pandemic is key. There should be opportunities to revisit
and revise decisions as new information emerges throughout the crisis, as
well as mechanisms to address disputes and complaints.

Good stewardship, guided by a doctor’s duty to care, is key to good ethical practice in a pandemic.
The above values promote action and decisions that are fair, reciprocal, respectful and equitable.
Adopting this approach will support the workforce as they cope with the increased demand, while
maintaining good ethical processes in their care, and continuing to promote the ethical values they
already maintain in their practice.
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Specific recommendations for ethical practice and
decision-making during the pandemic

Developed from the above values and principles, the following offers specific guidance for the kinds
of situation that frontline staff may find themselves in as the pandemic progresses. This advice
takes into consideration the joint statements released by the GMC, the NHS and the chief medical
officers in the UK. We hope that this practical advice will be of use to the workforce if and when
they are faced with difficult situations. This advice will be added to and adjusted, in accordance
with the value of responsiveness, as more is learned about the pandemic.

With all the guidance below, the usual principles of good care still apply:

Any decisions made to begin, withdraw or withhold care must also comply with the shared
decision-making policies of the NHS. This means that these decisions should include the patient and
their wishes (as much as is feasible for the given situation) and, if appropriate, the patient’s carers.
This is true regardless of whether the patient has COVID-19.

Ensuring fair and equitable care

Frontline staff, policymakers, management and government have a responsibility to patients to
ensure that any system used to assess patients for escalation or de-escalation of care does not
disadvantage any one group disproportionately. Treatment should be provided, irrespective of the
individual’s background (eg disability), where it is considered that it will help the patient survive and
not harm their long-term health and wellbeing. Care should be offered to all patients, regardless of
whether they have COVID-19. Patients without COVID-19 require the same access to care as COVID-
19 patients.

Caring for COVID-19 vs non-COVID-19 patients

Decision-making should not be disease specific — ie the presence or absence of COVID-19 should not
be a limiting factor in treatment decisions. Where care between a COVID-19 patient and another
patient in need of care is in question, care should be prioritised based on national guidance.
Resources will be inevitably stretched, with doctors having to make decisions about whether
patients can or cannot receive necessary treatment, regardless of COVID-19 status.

Efforts must be made to ensure that the public (patients, carers and those not yet ill) understand
the purpose of any treatment guidelines being used. Patients and their families must understand
how the guidance is applied, so they are able to trust that it is consistently and fairly applied.
This will help to avoid fears in the public that doctors and nurses are allowed to ‘ignore’ certain
patients, which is not and will not be the case.

Discussing care wishes with patients

Many frontline staff will already be caring for patients for whom any escalation of care, regardless of
the current pandemic, would be inappropriate, and must be properly managed. We strongly
encourage that all frontline staff have discussions with those relevant patients for whom an advance
care plan is appropriate, so as to be clear in advance the wishes of their patients should their
condition deteriorate during the pandemic. The RCP has published updated guidance for end-of-life
care in the acute setting, including a COVID-19 addendum.
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Making difficult decisions

For reasons of practical and moral support, it is advisable that assessment and prioritisation
decisions are carried out by more than one clinician colleague, where feasible. Decisions to escalate
care to ITU should have input from ITU doctors. As is normally the case it is recommended that,
where appropriate, decisions within ITU involve the multidisciplinary team. This is particularly so if a
decision is taken to withdraw treatment from existing patients in critical care. While it is ethically
equivalent to withdraw treatment instead of withholding treatment, the stakes will undoubtedly be
seen and felt by all to be very much higher when it comes to withdrawing treatment. These
decisions must be made with the patient and, if appropriate, their carers.

All decisions must be appropriately documented, to ensure accountability and for the legal
protection of frontline staff. Again, any decision to start, withdraw or withhold treatment must be
made in accordance with existing national guidance.

Accountability for decision-making

During a pandemic, all accountability for decisions still holds. While doctors may have to work
outside their usual location or specialty, they will still be held accountable for their decisions, just as
they would during their regular practice. Decisions, regardless of whether they are COVID-19
related, should be made according to protocol and justified where required, as per good clinical
practice. To provide accountability across the pandemic, documentation of the decision-making
process is very important. As far as possible, conclusions should be in writing, and the reasons for
any decision should be clearly set out.

Support with difficult decisions

Medical ethicists (sometimes referred to as bioethicists) can help frontline staff with difficult
decisions, particularly where there is significant disagreement or a stakeholder might wish some
form of external appeal other than a second opinion. Hospitals may wish to engage medical ethicists,
or form clinical ethics committees to help with such situations.

Teamwork and mutual support across the whole healthcare team are essential to making difficult
decisions. Working together and consulting colleagues regularly, including MDTs where appropriate,
recognises that everyone is working in very stressful situations, in different ways and may be
exhausted. Support and solidarity with all our colleagues is so important in this time.

Prioritising ITU beds and resources

ITU beds, in fact all hospital beds and resources, should continue to be allocated based on
appropriate assessment methods. This assessment should be continual as new cases present, to
ensure that those patients in most need of care are continually prioritised and cared for. As is always
the case in critical care, there will be some patients (with or without confirmed COVID-19) for whom
admission to ITU would be inappropriate. National Institute for Health and Care Excellence (NICE)
guidance on how to assess these patients for care during the pandemic has been issued and can be
found here.

Working outside of specialty

Doctors are bound by their duty of care for patients. In a pandemic, this duty of care is part of
equitable, reciprocal practice that shows solidarity while protecting the public from harm. To uphold
this duty of care, doctors will need to be flexible, and may need to work in locations or clinical areas
outside their usual practice. This will be especially true for those doctors who find their elective
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clinics and procedures cancelled during the COVID-19 pandemic. Doctors should be prepared and
supported to work outside their normal practice, but not obligated to work outside their
competency. There should be overt support of the clinicians — preferably by the government, but at
the very least by the trusts/health boards employing the clinicians. Doctors working out of remit
should be provided with appropriate training and personal protective equipment (PPE) to work
competently in their new role.

Doctors from ethnic minority backgrounds, with pre-existing
conditions and/or over the age of 70

Doctors have a duty to protect the public from harm, an extension of which is the right to protect
themselves from harm so they can continue to care effectively. In this respect, it is ethical for those
doctors who would be harmed by contracting the virus to refrain from treating patients with (or
suspected) COVID-19. In line with the above recommendation that doctors need to be flexible
during a pandemic, all doctors who feel they may be at risk should have a risk assessment. It may
be necessary to reassign these doctors to roles that do not involve contact with these patients (eg
as NHS 111 responders or teleconsultation services), so that their expertise can help with the
pandemic, while keeping these individuals safe. In addition, those doctors with care responsibilities
for vulnerable family members should also be given the option of stepping back from frontline care
of patients with COVID-19, as part of their duty of care to that family.

PPE for frontline staff

In order to fulfil their duty of care to their patients, frontline staff must be appropriately shielded
from harm, regardless of the source of that harm. While immunisation is now being carried out
for those staff who take up the vaccine, until such time as the pandemic no longer causes a
threat to staff, all existing pandemic safety measures should remain in place. This is an extension
of doctor’s duty of care to themselves. Caring for patients with or suspected COVID-19 requires
appropriate PPE, and all frontline staff should have constant access to PPE during the pandemic,
as specified in the current Public Health England guidance. If asked to care without appropriate
PPE, doctors should immediately report this to the relevant director of that clinical service. If
possible, please also report it via the RCP reporting system.

Specialty-specific advice

We recognise that other colleges have developed more tailored advice on ethical issues for their
members. When made available, links to this advice will be available here.

Appendices
Ethical guidance on the COVID-19 vaccination programme is available in Appendix 1.

Ethical dilemma scenarios for ambulance-based clinical assessments during COVID-19 are
available in Appendix 2.
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