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Abstract As is often the case in clinical ethics, the
discourse in COVID-19 has focused primarily on diffi-
cult and controversial decision-making junctures such
as how to decide who gets access to intensive care
resources if demand outstrips supply. However, the
lived experience of COVID-19 raises less controversial
but arguably more profound moral questions around
what it means to look after each other through the course
of the pandemic and how this translates in care for the
dying. This piece explores the interface between the
pandemic, ethics, and the role of palliative care. We
argue that the ethical discourse should be broader, and
that the principles that underly the discipline of pallia-
tive care provide a solid ethical foundation for the care
of all patients through the coronavirus pandemic.
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If I had understood (when down the river
you and I went swirling in that boat)
that there were those who knew the ways of water
and how to use the oars to keep afloat …
(Bruce Dawe, “White-Water Rafting and Pallia-
tive Care,” 2007, 18–19)

The COVID-19 pandemic has swept the earth like a
merciless storm. Abruptly and simultaneously, it has
confronted the people, health professionals, and govern-
ments of the world with a cascade of issues. The objec-
tive of this article is to examine the interface of the
pandemic, ethics, and the role of palliative care. Much
attention has been placed on the ethics of resource
allocation, especially ventilators, ICU beds, and person-
al protective equipment. We argue that the ethical dis-
course should be broader and that the principles that
underly the discipline of palliative care provide a solid
ethical foundation for the care of all patients through the
pandemic, including those who are dying and their
families.

Tragically, many people will become very ill and die
from COVID-19 (Verity et al. 2020). In humanitarian
crises, the traditional approach is to save as many people
as possible. Numbers of lives saved or number of life
years saved are common metrics through the necessary
utilitarian lens (White and Lo 2020). The danger is that
this becomes the new or even sole “locus of value,”
allowing other critically important things to be placed to
one side or, potentially, ignored altogether. It becomes
easier to lose sight of the deeply personal and individual
nature of care. Related to this, it is easy to forget to
“value” each person’s particular journey—and respect
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for each person as themselves (and related notions of
“human dignity”) can be lost in the rapidly changing
context of care delivery. We argue that this would
represent tragedy on tragedy. If, on the other hand, there
is a holistic response to the suffering of a patient who
may die, what are the ethical foundations of that care?

The Role of Palliative Care in a Pandemic Response

In recent years there has been a growing emphasis on the
integration of palliative care within humanitarian crises
such as pandemics (Nouvet et al. 2018; Sphere
Association 2018).

Historically, the discipline of palliative care arose in
response to the needs of people with life-limiting ill-
nesses. According to the World Health Organization,
palliative care is an approach which improves the qual-
ity of life of patients and their families facing life-
threatening illness through the prevention and relief of
suffering by means of early identification and assess-
ment and treatment of pain and other problems—phys-
ical, psychosocial, and spiritual (World Health
Organization 2014).

The structure of this response to the needs of a
deteriorating and dying patient has a rigour that belies
a sense, often expressed, that there is little to offer a
person in that situation. If the latter attitude is adopted,
nihilism prevails and patient, family, and clinicians may
rapidly feel overwhelmed.

What are the ethics that underly and suffuse the
discipline of palliative care and how do they apply in
the context of the pandemic?We consider a virtue ethics
approach in relation to healthcare workers, link this to an
understanding of the obligation to relieve suffering in
the COVID-19 context, and relate both to two core
foundational principles of palliative care practice—the
“principle of non-abandonment” and the “principle of
personal care.”

A Virtue Ethics Approach

Virtue ethics concentrates on the attributes and motiva-
tions of the virtuous person. As Zagzebski states: “The
virtuous agent is motivated to seek (and subsequently
produce) that which is right and good” (Zagzebski 1996,
119). As a way of ethical thinking, virtue ethics is
different to utilitarianism (where the action is justified
if the consequences are good) or deontological (is the

action objectively right or wrong?). Virtue ethics con-
centrates on the moral character of the person. Examples
of the virtues include the virtue or ethic of care, com-
passion, discernment, trustworthiness, integrity, and
conscientiousness (Beauchamp and Childress 2001,
32). Using this lens, how should a clinician respond to
a deteriorating and dying COVID-19 patient?

The Virtue or Ethic of Care

“Utilitarianism is most useful at the macro-level …
reminding us of problems of cost and allocation. Care
reminds us never to lose sight of actual persons”
(Manning 2012, 112).

Attempting to deconstruct the elements of caring is
fraught as it involves so many tangible and intangible
aspects. Arguably, it is endless in its variety. Neverthe-
less, ethicists have isolated four central processes in an
ethic of care: moral attention, sympathetic understand-
ing, relationship awareness, and harmony and accom-
modation (Manning 2012). In the clinical setting of a
seriously ill or dying patient with COVID-19, this
would involve a health professional being morally at-
tentive to the needs of the patient and family, sympa-
thetically understanding of their experience, and sensi-
tive to a set of relationships: doctor–patient, and the
relationship between the patient and other members of
a multi-disciplinary team.

Compassion

Compassion is critical for all seriously ill patients in the
pandemic. As Beauchamp and Childress state: “The
virtue of compassion combines an attitude of active
regard for another’s welfare with an imaginative aware-
ness and emotional response of sympathy, tenderness,
and discomfort at another’s misfortune or suffering”
(Beauchamp and Childress 2001, 32). Recognizing then
responding to suffering is key (Cassell 1982). The prac-
tical fulfilment of that ethic in any humanitarian crisis is
the challenge that confronts all clinicians.

Discernment

Discernment is the ability to make good judgements.
Aristotle expressed this as practical wisdom (Reeve
2013). One important aspect of this is to be well-in-
formed. In the context of the pandemic, this requires—
indeed necessitates—health professionals having a good
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understanding of the pathophysiology of COVID-19, its
likely trajectory, the anticipated symptoms and their
management, and the manner and appropriate care of
the dying, anticipating the related constraints. There is,
therefore, an obligation on palliative care health profes-
sionals to prepare, educate, and guide their colleagues
outside the discipline in the principles of the discipline.
This wisdommay well need to reach into the granular—
the most appropriate classes and doses of medications
for symptoms such as shortness of breath, cough, secre-
tions, and feelings of suffocation and distress. Equally,
that wisdom includes the manner of, and approach to,
the support of the family, and indeed extends beyond the
dying person and their family to include those clinicians
providing care in this heightened and anxiety provoking
milieu.

Trustworthiness, Integrity, and Conscientiousness

Each of these virtues are important in all health profes-
sionals in all circumstances, including in the care of
COVID-19 patients. Patients trust that their health pro-
fessionals will act in their best interest. In the care of
deteriorating and dying patients, an example is the trust
patients place in their health professionals to recognize
their limits in symptom management and care of the
dying and to be willing to refer to clinicians with those
skills, including, but not confined to, the discipline of
palliative care. That recognition is also an aspect of
discernment. An example of integrity and conscien-
tiousness would be a team of palliative care health
professionals making themselves available to, and read-
ily contactable for, their colleagues.

The Principle of Non-Abandonment and the Principle
of Personal Care

Consistent with the ethic of care is a founding principle
of palliative care practice: the principle of non-abandon-
ment. Broadly, this means that no matter how poor the
patient’s condition is, something can be done, and the
skills of palliative care can and should be applied. This
principle has profound implications in the present pan-
demic. Where supportive intensive treatment such as
ventilatory support is not offered or exhausted and ra-
tioning or triaging processes have been triggered based
on resource scarcity, doctors may surrender to nihilism.
They may feel there is nothing more that can be done.
There may be inadequate response to symptom

management or psychospiritual distress. Patients may
be dying alone. Patients may feel they are drowning in
fluids, be agitated, or be profoundly anguished. This
foundational principle reminds us as of our professional
obligation not to surrender to nihilism.

The second relevant foundational principle is the
principle of personal care: in palliative care practice
we consider each patient in their full particularity
(Hanks et al. 2010). This looks to autonomy and respect
for persons and how these concepts relate to complex
ideas such as the inner worth or value of the human
person (Sulmasy 2008; Kant [1797] 1991; Field and
Cassel 1997; Ashby 1997). This is an important foun-
dation to the ethic of care and it reminds us that the
person themselves is the core locus of “value” in man-
aging their dying. As Dame Cicely Saunders put it: “you
matter because you are you, and you matter to the end of
your life” (quoted in Twycross 2006).

It is important to note two facts. Firstly, that palliative
care is not the only discipline that has this focus. Indeed,
it is an objective of all medical care. Second, palliative
care cannot guarantee perfection and strives daily to
meet the high standards of its definition. However, both
of these principles inform how we consider both the
challenges and the obligation to provide palliative care
for the dying in the context of COVID-19.

How do we understand suffering in the context of the
symptomatic, deteriorating, and dying patient with
COVID-19? The very nature of this highly contagious
disease means that the usual response to a deteriorating
and dying patient and their family is upended: patients
being unable to have visitations or farewells from family
or loved ones; pastoral care workers embargoed; limited
access to medical and nursing personnel (concerned
about their own personal protection and potentially
overwhelmed); the challenges of any health professional
sitting for long periods with the patient to speak, coun-
sel, and reassure; issues of access to medications, in-
cluding opioids and sedatives; the loss of touch and
togetherness as a result of isolation requirements; and
that reality that patients may be dying alone. Virtually
every aspect of the daily work in caring for the dying is
either circumscribed or absent. That suffering flows into
complicated grief and bereavement: limited visitation
rights; sudden, sometimes catastrophic, deterioration
with limited opportunity to prepare and farewell their
loved one; small funerals that may be rushed and
stripped of ritual; and multiple deaths in the one family
or circle of people. These sources of suffering challenge
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the foundations of ethical practice as described, high-
light the risk of us not attending to and contributing to
“tragedy on tragedy,” and remind us of the importance
of solidarity and compassion.

Conclusion

The pandemic will mean that all relevant disciplines,
simultaneously challenged, will learn from each other.
What could other disciplines learn from palliative care?

The first lesson may be a broadening of the sense of
medicine and nursing as professions. Simply because
ventilatory support is unavailable, deemed inappropri-
ate, or failing to clinically improve the condition of a
patient, does not mean that nothingmore can be done for
that person. What may be revelatory to other disciplines
is the breadth and depth of the discipline of palliative
care: that the content of beneficence and “care” is broad
not narrow, that the principle of non-abandonment pre-
vails, that the dignity of person is critical throughout,
and that the response to the suffering of patients can be
met by a sophistication of technical and personal skills
in potentially novel and creative ways given the unprec-
edented constraints. We should never lose sight of the
deeply human nature of caring for other through this
pandemic.

Consciously or otherwise, clinicians set an ethical
tone. That tone at the time of the illness, deterioration,
and dying of a patient can be remembered forever by
families. These issues— singly and collectively—cause
significant moral distress in health practitioners
(Ducharlet et al. 2020). To practice the highest standards
of palliative care may seem impossible in this context,
but it requires ingenuity and high degrees of flexibility
in each patient encounter. Practicing the art of the pos-
sible may be all that is possible. But practicing, never-
theless, and never abandoning.
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