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At the Bedside

ABSTRACT

The COVID-19 pandemic may have left many of us need-
ing closeness with others more than we have before. Three
contexts in which we may especially need this closeness are
(1) when we must triage and some but not all will benefit, (2)
when families may be separated from loved ones who have
COVID-19, and (3) when people for any reason experience
shame. In this article I examine sources of present, harmful
emotional distancing. I suggest how we might do better in
each of these contexts due to what the COVID-19 pandemic
can teach us.

This issue of The Journal of Clinical Ethics
(JCE) features a special section on responses to
the COVID-19 pandemic in New York City, writ-
ten by clinical ethicists at two campuses of New
York Presbyterian Hospital. As I write, the pan-
demic is far from over. But it is not too early to
ask what we might learn from what we have

gone through already. Looking back may help
us immediately and in the future. In this intro-
duction to the fall 2020 issue of JCE, I will dis-
cuss three of the most taxing questions posed
by the epidemic: (1) How should we triage pa-
tients who present to our emergency rooms? (2)
What should we do when a patient’s family
members want to stay with their loved one, who
is in the hospital with COVID-19? (3) How might
we help all people, including clinicians, avoid
feelings of shame in response to aspects of the
pandemic?

The first question, How we can best perform
triage? is the most difficult ethical question. In
“The COVID-19 Crisis and Clinical Ethics in
New York City,” Joseph J. Fins and Kenneth M.
Prager sum up: “If there is a lesson to be learned
from the New York experience, it is to better
anticipate the need for crisis standards of care
and to prepare the legal landscape for that even-
tuality.”1 This difficulty extends further than
might be imagined because the virus brings
about secondary health problems.

An example of such a secondary health prob-
lem is the need for dialysis: Should we fully
dialyze a few patients, and thus optimize their
chances for survival, or should we provide a
shorter, less efficacious course of dialysis to a
greater number of patients, knowing that more
patients will be likely to survive? This is dis-
cussed in “Phases of a Pandemic Surge: The
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Experience of an Ethics Service in New York City
During COVID-19,” a second article in the spe-
cial section on COVID-19 in New York City,
written by Barrie J. Huberman, Debjani
Mukherjee, and colleagues.2

The second question I will address is: How
we should respond to family members who want
to stay with a loved one who is hospitalized due
to COVID-19, when the hospital does not allow
visitation? Later in this introduction to the is-
sue, I will describe one hospital that resolved
this dilemma for children who have COVID-19,
and consider whether this practice should be
expanded, and what it might suggest for family
members in other clinical contexts.

This question regarding visitation by fam-
ily members is spurred by the painful isolation
that family members have experienced during
the pandemic. Kenneth M. Prager and Joseph J.
Fins capture this in a third article in the special
section on COVID-19, “Meeting the Challenge
of COVID-19: The Response of Two Ethics Con-
sultation Services in New York City.” They write,
“Ethics consultants were often crucial collabo-
rators for their colleagues in the middle of the
night, surrounded by 10 to 15 critically ill intu-
bated patients in the emergency department,
while the patients’ panicked relatives sat ner-
vously in a (virtual) waiting room, anxiously
expecting news of their loved one.”3

The third question I will consider is: How
might we help all people, including clinicians,
avoid feelings of shame in response to aspects
of the pandemic? This pandemic brings about
many different sources of shame, and the effects
of shame on individuals and their quality of life
can be singularly devastating. Feelings of shame
can, for example, wholly devastate our self-es-
teem for the rest of our life. Some people feel
shame, for instance, because they fear that they
infected another person, and the person died as
a result. Feelings of shame may be especially
deep-seated when transmission could have been
avoided, as, for example, when a caregiver could
have quit working at a nursing home but did
not. Others feel shame because, due to the
COVID-19 epidemic, they lost their job.4

Careproviders are exceptionally vulnerable
to such feelings of shame.5 They hope to heal
their patients, but, due to COVID-19, this has
not been possible, to an unusual extent. Fins and
Prager write that clinicians were often expected
by patients and families “to have remedies that
we could not provide because of legal con-

straints regarding the New York State do-not-
resuscitate (DNR) law. While we might have
agreed with their ethical analysis we were con-
strained as well.”6

As Atul Gawande states in his book, Being
Mortal: Medicine and What Matters in the End,
when we are confronted with the fear that we
may die, we tend to change what we care about,
regardless of our age. Before we feel fear that
we could die, we are usually preoccupied with
everyday affairs. But once we believe we could
die soon, we look to what we find most mean-
ingful. Commonly, what we find to be most
meaningful are the people closest to us and our
relationships with them.7 The pandemic brings
the fear that if we contract COVID-19, we could
die. For some of us, this fear is triggered, for in-
stance, whenever we merely cough.

As I consider possible responses to these
three questions, there is common thread: we—
meaning all of us, throughout the globe—may
be better able to get through this pandemic with
each other’s support. Working together to craft
triage policies that are fair will make triage poli-
cies more possible to implement. Helping fam-
ily members to stay in touch with their loved
one, as much as is medically reasonable, may
help them get through their loved one’s illness.
And, if we are able to limit feelings of shame
and reverse them once they occur, even in care-
providers, we will be more able to give each
other the care we need. We have limited control
over this virus. We can, though, always be there
for each other, as much as we can.

TRIAGE

There are many competing moral priorities
at play when policies regarding triage are de-
signed. I will consider three of these priorities
to show how, even when they may seem to be
mutually exclusive, they may be meaningfully
combined. The three priorities are utility, jus-
tice, and enhancing quality of life.

Triage policy should be transparent, able to
be understood by all, and fair. With these quali-
ties, a policy might be acceptable to all or at least
most people, even when they may not be among
those who would benefit from the policy. One
approach is a weighted lottery, which has been
tried in Pittsburgh and appears to be effective.
It was developed in the spring of 2020 by Bruce
B. White, Robert Truog, and others, to allocate
remdesivir.8 (In May 2020, a large clinical trial
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found that remdesivir “slightly improved recov-
ery time for hospitalized patients.”9 In June 2020,
White reported that Pittsburgh hospitals had
enough remdesivir to treat one in four patients
who needed it.10) A weighted lottery is one way
that disparate values—utility, justice, and qual-
ity of life—may be reconciled and combined in
a way that most of us find acceptable. 11

To achieve both transparency and fairness
may be extremely difficult. Complex algorithms
may, for example, best achieve fairness, but due
to their complexity may be difficult for most
people to understand.12 The triage algorithm in
use in Pittsburgh may achieve wide support,
even among those who will not themselves re-
ceive the treatment they need. At this time this
report remains speculative.13

There are many views on how to best do tri-
age. In general, they all involve what is best for
large numbers of people, as opposed to what is
best for the individual patient. To meet even one
of the three priorities listed above—utility, jus-
tice, and quality of life—may be most difficult,
as I will elaborate below.

Utility
For many people, utility is the starting point

for planning the allocation of scarce resources.
Many of us prioritize saving the most lives and/
or maximizing the number of years that people
will live. Even if we can agree that utility should
be the primary ethical principle furthered by tri-
age, how to do this in practice may remain
wholly open to debate.

We need to agree, for instance, on who
should be in the “first cut” to receive the scarce
resource, and who should be in later, progres-
sive cuts, as the need to further prioritize pa-
tients arises. It would seem that careproviders
should be in the first group, since they are
needed to treat others. Beyond this, there may
be thorny challenges. For example, epidemiolo-
gists might receive higher priority than other
careproviders because they may be able, to a
greater extent, to help marshal limited re-
sources.14 Should those who remove our wastes
be next? We may want to prioritize them, so we
do not risk undergoing a second plague.

Age as a Criterion
The degree to which age should be used as

a criterion in triage decisions is controversial.
Some see its use as a violation of the absolute
sanctity of life, as well as a violation of the need

for absolute equality that follows from it. Prac-
tically, sometimes people who are older will do
better medically than some people who are
younger. Emotionally and ethically, some people
feel we owe older people “back pay.” That is,
some assert that, in addition to our need to re-
spect aged people as persons, we owe them com-
pensatory justice, that is, compensating them for
what they have done in the past, regardless of
what they can or cannot offer in the present.

These factors favor the use of age as a crite-
rion: (1) Age is an objective determination. That
is, it eliminates possible wrongs that may be
caused by conscious or unconscious subjective
bias. (2) We all age; thus, in this sense, there is
equity. For example, a person who is 21 years
old is prioritized to receive a treatment over a
person 101 years old. Any of us could live to be
101. This is not the case with other characteris-
tics, such as race, and, in most cases, gender. (3)
We may see being able to live a full life as a
priority. Most of us tend to grieve more when a
child dies than when an older person dies.15

There are more nuanced limits associated
with any use of age as a triage criterion. F.M.
Kamm argues, for example, “if doctors think in
terms of helping people based on expected life
years they would have to help a sixty year old
whose life would be extended 20 years by treat-
ment in preference to a thirty year old whose
life would be extended 15 years by treatment.”16

Keeping Families Together as a Criterion
If feelings are to be included as a criterion

under the heading of utility, namely, as a good,
a core concern in triage decisions might also be
to give moral weight to keeping family mem-
bers together. What people feel—for example,
feeling anxious or feeling calm—is a good, since
we greatly value what people feel. What people
feel may be a basis, for example, for people in
one country to believe that something is wrong,
but for people in another country to believe is
right—thus, in this regard, a basis for cultural
relativity.

Concern for the importance of families’ feel-
ings, even during triage, arose years ago, in 2005,
after Hurricane Katrina hit New Orleans. At one
inner city hospital there, some hospital staff
brought family members, pets, and possessions
to the hospital for safety during the flooding.
But after days without power, air conditioning,
and supplies, patients, staff, and their family
members waited for rescue boats. (Their pets
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were euthanized.) When the boats arrived, there
were two options for triage: prioritize the res-
cue of patients or prioritize rescue to keep fam-
ily members together. As the boats were loaded
at the emergency room ambulance ramp, the
hospital CEO asked doctors present “ ‘why the
hell’ ” they were loading their own family mem-
bers onto the boats when “ ‘We’re trying to get
the patients out!’ ” One of the doctors explained,
“ ‘Everybody’s a patient, including us.’ ”17 (The
physician’s statement should be understood
metaphorically: “everyone” was not a patient,
but everyone was striving to survive. This raises
the question: What meaning should “worst-off”
have in this context and in similar contexts?)
Even with assistance, the patients moved slowly;
the boats would only stay until dark; the doc-
tors wanted to get as many to safety as possible
before the boats left.

It should not be a surprise that such sharp
feelings and disagreement about prioritizing the
rescue of family members emerged. This was
especially the case because careproviders and
their families were competing for space with
patients and their families. Our feelings move
us to keep families together. For example, we
grieve deeply at the thought of young children
who lose their parents.

There are some cons to this line of reason-
ing. If we assign higher priority to patients with
family, we deny equal treatment to patients who
don’t have family. Examples include those who
wanted children but couldn’t have them and
those who simply chose not to have children. A
group for whom this source of injustice is espe-
cially troubling are those whose wishes to have
children were obstructed by society. Although
such obstruction is now changing, in the past
this included people who were not able to adopt
a child because they are gay.18

Justice
People of different races and ethnicities have

been subject to societal injustice for centuries,
and it continues. For this reason, members of
these groups may have a greater claim to being
assigned priority for COVID-19 treatment. As-
signing priority to persons who have a lower
socioeconomic status has been suggested as one
way to address societal injustice.19 This was a
component of the Pittsburgh weighted lottery.
Such a “proxy criterion” might help more per-
sons who are worse-off and may be a preferable
way to assign priority, for this reason.

This might, to some, not adequately com-
pensate members of our society for wrongs so-
ciety has done to them in the past: African
Americans and Native Americans. Greater ben-
efits for these patients might be achieved by giv-
ing them increased priority.

An additional criterion for triage policy is
that most people find the triage scheme accept-
able. This need is morally objectionable to the
degree that it is risks being “ethical by majority
rule.” This concern is solely pragmatic: people
should find acceptable a triage plan that will
affect them.

An approach that favors the worst-off may
face barriers because those who are better-off
may be less sensitive to the needs of those who
are not well-off. This has always been a prob-
lem, and it is likely to be the greatest obstacle to
implementing new applications of justice such
as those described above. Although it is abso-
lutely ethically wrong, it is an obstacle to bet-
ter-off countries (including the United States)
meeting the needs of worst-off persons through-
out the world.

For example, there is a “10/90 gap” in re-
search funding: only 10 percent of global health
research funding is devoted to conditions that
account for 90 percent of the global disease bur-
den.20 One problem is that, emotionally, people
are less likely to feel committed to strangers than
they are to family, friends, and others in their
own country. Although this makes sense, these
preferences affect the survival of strangers, and
even though they are strangers, their life and
health should be granted far greater moral weight
than they often are. Thus, it seems appropriate
that resources be assigned using objective mea-
sures rather than our emotions, as Peter Singer
and many others have suggested.21

A Weighted Lottery
As mentioned above, a weighted lottery was

used in Pittsburgh to allocate remdesivir to treat
COVID-19.22 Doctors and ethicists created the
policy to determine who should be accorded
priority, and to what degree. For example, first
responders were prioritized over very sick pa-
tients who were unlikely to recover. A weighted
lottery of a different sort could be used to allo-
cate resources among countries that are worse-
off . Needs that could be accorded greater weight
could include a country’s population and medi-
cal resources, relative to those of other coun-
tries that were less worse-off.
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A starting consideration might be whether
careproviders from a less-well-off country have
means to protect themselves that are equal to
the protections given to careproviders from a
country with greater resources, such as the U.S.,
when careproviders from a wealthier country
go to another country to help out. In the past
this has not always been the case; careprovid-
ers from wealthier countries, including the U.S.,
have received multiple protections that carepro-
viders from less-well-off countries did not.

Research
Research is another key utilitarian end. Re-

search gains, such as vaccines, should help to
prevent COVID-19 from spreading. Prevention
is better than most cures. The use of a weighted
lottery could help in the conduct of vaccine re-
search. While members of one research arm
would receive treatment and members of the
other arm would not receive treatment, mem-
bers of the two groups would be the same in
other respects. Those who did not receive treat-
ment would constitute a naturally created con-
trol group. To achieve greater equity for those
who are studied, some of the ethical standards
that are regarded as ideal may need to be com-
promised. One example could be pregnant wom-
en who have COVID-19.23

Ideally, pregnant women—as for all research
participants—should have sufficient time to re-
flect on whether they want to participate in re-
search. It would be best to discuss their partici-
pation during a prenatal visit. But this would
omit pregnant women who see a careprovider
for the first time when they are in labor. Their
medical needs may be different than the needs
of women who received prenatal care; for ex-
ample, they may not have been given vitamins,
such as vitamin D, typically prescribed during
prenatal visits. This may lead them to be more
vulnerable to acquiring and/or becoming seri-
ously ill with COVID-19. Greater equity might
require accepting these women into a treatment
protocol when they are in labor, although that
is not an ideal time to ask someone to reflect on
and decide about participation in research.

Quality of Life
A different but no less critically important

question is which patients, if any, should be
excluded from a weighted lottery (or whatever
allocation scheme is adopted) based on the qual-
ity of life that others imagine the patients would

have in the future. When patients can discuss
their future quality of life, their own views
should prevail. When they cannot, however,
their quality of life may be imagined based on
the extent of their physical, cognitive, or emo-
tional impairment. These impairments could
include, for example, quadriplegia, cognitive
deficits, dementia, and psychiatric illness (those
with unremitting psychoses). The impairments
may have further, possibly morally relevant sub-
categories. Dementia, for example, may be fixed
or later get better, as when it is due to a stroke.
Dementia may predictably worsen, however,
when it is caused by an underlying illness such
as Alzheimer’s disease.

This is a critically important point that
should be made initially: patients’ quality of life
may not be correlated, and thus may not be val-
idly inferred, from the extent and severity of
their deficits or limitations. Rather, their qual-
ity of life, for them and for those who care for
them, if they need a caregiver, may surpass that
of people who have no limitations. I think of a
woman who loved her child and found exceed-
ing joy and meaning in raising her. The child
could not talk or walk, but could communicate
only by banging a toy hard against the floor to
show that she wanted something. I think also of
a woman, who, for months, found joy and mean-
ing sitting by her husband’s side as he lay in
bed in a coma. She would sometimes speak to
him. As discussed in the next section, speaking
to him may not have been as futile as it seems.
But whether or not it was futile is not the point.
The point is that what may seem to be a poor
quality of life may be anything but to the pa-
tients and caregivers who are most affected.

It may be useful, in designing a weighted
lottery that would include quality of life as a
factor, to begin with those groups of patients that
might be excluded, out of hand, from any con-
sideration of triaged treatment. The reasoning
would be that if patients who have many dis-
abilities should be included in a weighted lot-
tery, then perhaps other patients who have dis-
abilities should be included. But if patients who
have disabilities are to be excluded from con-
sideration in a weighted lottery, who else should
be excluded, and why?

One example of a “worst-off” group that
could be considered for exclusion from triaged
treatment might be patients who are in a persis-
tent vegetative state, or in a minimally conscious
state that has not yet been detected. These pa-
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tients may have no awareness, or may have some
awareness, or may not have awareness at the
present time but possibly acquire it in the fu-
ture, if their brain heals. At present, such deter-
minations can take place only in a research set-
ting. But some ethical questions still loom: for
example, if patients are in a minimally conscious
state, or could later be, and they have COVID-
19, should they be in a queue for treatment?

Researchers have described how it may be
possible to communicate with these patients if
they have awareness. In the first research study,
in 2006, researchers asked a patient who fulfilled
the criteria for a diagnosis of a vegetative state
to imagine playing tennis or moving around her
home, and with the use of functional magnetic
resonance imaging (MRI), compared the patient’s
reaction with that of healthy volunteers. The au-
thors reported that “the patient activated pre-
dicted cortical areas in a manner indistinguish-
able from that of healthy volunteers.”24 In a more
recent study, researchers asked subjects with
severe brain injury to (1) imagine playing ten-
nis or swimming, (2) answer a yes or no ques-
tion, and (3) answer a multiple choice question.25

Subjects’ responses were detected, but not con-
sistent, leading the researchers to conclude that
larger studies with larger sample sizes are
needed.

Based on who these patients are, or even on
who they could become, it may be reasonable
to include them in a weighted triage lottery. The
latter group would include those who have not
yet shown that they are aware, but who could
have and show awareness at a later time.

In an article published in the New York
Times, Joseph Fins and coauthors described a
patient, “Maggie,” who suffered a massive stroke
during her senior year at college. She made cog-
nitive progress over the next several years. The
authors reported that magnetic resonance im-
aging showed that reconnections could be made
and the brain could heal, even when it had been
badly injured. This possibility suggests the im-
portance of giving these patients optimal, ongo-
ing, loving care.26

If patients like Maggie are included in treat-
ment queues, inclusion criteria may have to be
rethought altogether. A new criterion to be con-
sidered, for example, could be whether or not
patients would be likely or highly likely to re-
turn to their previous, pre-COVID-19 state. But
realistically, at this point, it is unlikely that these
patients would be included in a treatment queue.

The criteria used in triage decisions should be
acceptable to most people, so what other fac-
tors in triage might be acceptable to most people?
Most of us probably want to be able enjoy life,
and not find it painful to continue to be alive.
Thus, in general in these triage decisions, the
benefits of staying alive should be seen as out-
weighing the burdens, even though the benefits
might have to be inferred.

Most people want to have awareness. Some
patients with dementia lack all awareness of
their previous life, but seem to enjoy their
present life. Should they develop a fatal illness
such as a fast-growing cancer, and their health
foreseeably go quickly downhill, how should
they be positioned in a triage queue? Their po-
sition in the queue would probably not be high.
Likewise, the child I described earlier, who
could only communicate by banging a toy on
the floor, might not be given priority for treat-
ment for COVID-19. The elderly man in a coma,
whose wife stayed by him and talked to him,
probably would not be assigned a priority. There
would be insufficient grounds to believe that
their future benefits could be great enough to
justify being assigned priority.

FAMILIES

Early in the pandemic, I was part of a dis-
cussion regarding whether the wife of a patient
who was hospitalized with COVID-19 should be
permitted to remain with him, isolated in his
room, as she requested. I imagined the possibil-
ity of a fixed, semicircular perimeter that would
form a barrier outside his single room, guaran-
teeing a “safe” six-foot distance. While this so-
lution wasn’t tried, the possibility raises the
question of whether it should have been.

New Approaches at a Children’s Hospital
This solution is not as farfetched as it may

appear. St. Mary’s Hospital for Children in
Queens, New York, did something similar this
spring. Benjamin Weiser, in an article in the New
York Times, relates, “Ultimately, 20 mothers and
two fathers have moved into St. Mary’s, bring-
ing pajamas, sweatpants, toiletries, vitamins,
and laptops. Most now have been there for
nearly three months, sleeping on recliners in
their children’s rooms and becoming immersed
in their child’s care.” Weiser relates that one
mother, whose six-year-old son was on “round-
the-clock oxygen” said, “ ‘We just thought it was
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going to be a two-week thing, but then they kept
extending and extending.’ ”27

St. Mary’s Hospital allowed only one par-
ent to join the child with COVID-19. Once there,
the parent couldn’t leave and come back again.
Feasibly, many parents would want to be able
to do this. Many parents say, for instance, that
they would give their life in a heartbeat for their
child, and they seem to mean it. Risking con-
tracting COVID-19 or death by being with their
child would not seem to be a large risk for these
parents. This raises the question of why a par-
ent would be allowed to be with a child who
has COVID-19, but an adult would not be al-
lowed to be with an infected parent, or an older
parent be allowed to be with an adult child. Per-
haps these instances are not allowed because
the risk to others that visitation poses is too great.
Still, assuming that the risk could be fundamen-
tally mostly avoided, it is worth noting a counter
example: that a competent adult who is not sui-
cidal can refuse lifesaving treatment. If an adult
knowingly chooses to risk contracting COVID-
19, then it does not seem to be going too far to
respect that person’s autonomy and allow visi-
tation with an infected loved one.

Such greater emphasis and priority on fam-
ily members’ feelings for each other is common
in some non-Western societies. For instance, this
different emphasis on relationships and feelings
is notable in sub-Saharan Africa and in China,
Taiwan, Japan, and Korea.28 Thaddeus Metz pos-
ited that such a relational preference “implies
that a being warrants moral consideration only
if, and because, it exhibits some kind of inten-
tional or causal property with regard to another
being.”29 Bishop Desmond Tutu, speaking of a
“typically African” standpoint noted, “We say,
‘a person is a person through other people.’ It is
not ‘I think therefore I am.’ It says rather: ‘I am
human  because I belong.’ I participate, I share.
. . . Harmony, friendliness, community are great
goods. Social harmony is for us the summum
bonum—the greatest good.”30

Other Ways to Respect the Feelings of
Patients’ Family Members

The example of St. Mary’s Hospital in
Queens on parental visitation for children with
COVID-19 suggests we might consider other
ways that we can respect, to a greater extent,
family members’ feelings. Each of the following
examples involves a different way to interact
with patients’ family members.

What to Say When a Child Dies Early On
A fetus may be stillborn and a newborn may

die shortly after birth due to COVID-19, although
both of these outcomes appear to be uncom-
mon.31 In the past some clinicians believed they
should encourage pregnant women to have an
abortion when it was clear that the fetus would
die, and to not provide life-prolonging treatment
to a newborn who would soon die. These clini-
cians most likely thought this advice would
spare mothers and parents greater and unneces-
sary grief. It has become clear, however, that a
considerable subgroup of these parents would
find great joy and meaning in seeing, holding,
and bathing their child, for as long as they can,
and retain these feelings after their baby has
died.32 It may be even a considerable majority
of these parents. They may find keepsakes of
their baby to be a source of precious memories.33

These experiences may move the parents to
choose to try to have another child, when other-
wise they might not try.34

These possibly profound benefits for parents
have led some careproviders to believe that even
when parents initially refuse to see, hold, or
bathe a child because they are aware that the
infant will die soon, the parents should be asked
again, later, whether they want to interact with
their infant. They may change their mind. I sug-
gest that careproviders who want to ask parents
a second time if they want to interact with their
infant to first ask whether it would be okay to
do so, and say why they are asking. Careprovid-
ers can explain that the parents may later change
their mind and choose to see, hold, and bathe
their dying infant, and find the experience of
loving the dying infant exceedingly meaning-
ful. The parents may then be able to have memo-
ries of the infant that are precious to them, and
they may later be able to consider trying to have
another child, when they otherwise might not.35

Performing a First Lumbar Puncture
Clinicians who perform lumbar punctures

(LPs) or spinal taps on infants, to discern men-
ingitis, must at some time perform their first LP
on their own. Some clinicians choose not to tell
the infant’s parents that this is the first time they
will do a “solo” procedure, unless the parents
ask. Even when parents ask, some clinicians may
not disclose that this is the first LP they will
perform on their own.

Should clinicians take the initiative to dis-
close to parents that this will be their first solo
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LP, or should they tell parents only when par-
ents ask, or should clinicians always lie about
this? Some believe that, based on parents’ ex-
tremely intense and involved feelings for their
child, that clinicians should always lie about
this, or at least lie somewhat, by saying that they
have done “several” LPs on infants “alone” be-
fore, when in fact they have done an LP before
under supervision.36 This is a potentially peril-
ous course. In principle, it gives clinicians tacit
consent, in cases that suit their needs, to lie.

What to Say at Discovering Nonpaternity
Nonpaternity may be accidentally discov-

ered during genetic testing. Before a genetic test
will be done, when this is medically and practi-
cally possible, some clinicians will explain to a
mother who is to be tested that there is a risk
that such information may be discovered, so that
she can choose not to have her child, her hus-
band, or herself tested. If the father is not tested,
testing cannot show biological nonpaternity.
Other clinicians insist that if nonpaternity is
detected, a mother must tell the child’s father,
and if she does not, the clinicians will follow
up and tell the father themselves.37

These practices may wholly differ when
there is some medical reason to share the re-
sults of genetic testing. Some clinicians hold that
since a mother in this situation engaged in an
“indiscretion,” she should suffer the conse-
quences. I find this egregious. I relate these dif-
ferent approaches and express my personal
views because such judgments can be so harm-
ful. Those who have power, as careproviders
may, who make such judgments may harm oth-
ers to an extent that few others can. Other care-
providers hold—as egregiously, or at least
naïvely—that the father, learning he isn’t bio-
logically related to the child, will simply still
love the child just as much, as the father would
if the child had been adopted. Would that this
were always so! The information may, on the
other hand, destroy both the child’s and the
family’s subsequent life.

It may be possible to respond differently in
these situations. For example, it may be possible
to not indicate that we have this incidental in-
formation. Even if we have access to this infor-
mation and say that we won’t share it, this may
alert a father, for the first time, that it is possible
to discern nonpaternity by this means. A father
then may pursue genetic testing on his own, and
it may decimate the family.

I have been informed of instances when staff
who did genetic testing for another medical pur-
pose chose not to mention that they had infor-
mation regarding nonpaternity. I know of an-
other case in which, at a parent’s request, a
careprovider deleted this information from the
medical record. The family had previously cared
greatly for each other, and with this action, their
great caring for each other continued.

It is possible to imagine that, in these two
situations, the families’ relationships were op-
timal prior to testing and that, because the in-
formation was not disclosed, the optimal rela-
tionships were preserved. In these situations,
should we consider not disclosing test results
to a greater extent than we do now? Should we
do more to help preserve families’ fond feelings
to a greater extent than we do now?

What to Say about a Body Left to Science
Family members may have concerns regard-

ing what will happen to the body of loved ones
who leave their body to science. This may be
for the use of the body in an anatomy lab, for
example in medical schools, or for research. One
example is research that uses a deceased
person’s body to test the effectiveness of a new
type of helmet that will protect a live person
from head injury, for example, in the military.
In this instance, how specific should clinicians
or researchers be regarding the type of research?
Family members may want more detailed infor-
mation, but greater detail may be painful for fam-
ily members to imagine.38 They could, with more
detailed information, choose to withdraw their
consent for the body to be used in research.

The images that research brings up may
haunt them. When we are asked about the spe-
cific intent of research with the body of a de-
ceased family member, or even asked about the
intent of more general research, should we give
out this information?39 The question of how
much detail to provide involves possibly spar-
ing loved ones discomfort, while denying them
the opportunity, with the added information, to
object if they want. When we need to make an
important decision, we value information
around the decision above all else. This ratio-
nale may provide us, in most contexts, with the
better answer.

What to Say about Forensic Evaluation
A final example of the greater respect we

could show to family members’ feelings involves
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the conduct of forensic examinations for the
state. In the process of examining a patient, some
clinicians will contact family members to ob-
tain more information. While the information
gained may benefit the patient, it might, on the
other hand, cause harm. The information that
family members provide may, for example, make
a difference in whether a patient receives com-
pensation for an alleged disability, or conceiv-
ably even get the death penalty for a crime the
patient has committed.

Forensic examiners do not work for the ben-
efit of the patient, but for the state, and they must
inform the patient’s family members of this. The
ethical question is how much further, if at all,
forensic examiners should go in informing fam-
ily members. We could tell family members,
even in a general way, of the harm that could be
done by providing us with information about
the patient. The likely consequences of this may
be that the family members might not give us
any information. Does respecting family mem-
bers’ feelings, not to mention their autonomy
and personhood, warrant never receiving infor-
mation that may further more just results from
them? Dear although this price may be, it may.

Can Such Changes Practically Be Made?
This is a fair question. Changing the ways

things have been done, and are currently done,
isn’t easy. In a recent issue of JCE, an attempt to
make such changes is worth citing. Erin Talati
Paquette and Lainie Friedman Ross, in their ar-
ticle “Abusive Head Trauma and Parental Par-
ticipation in Pediatric Decision Making,” chal-
lenge what has previously been the almost sac-
rosanct notion that parents who have abused
their child should be precluded from participat-
ing in treatment decisions for their child.40

Paquette and Ross state, “nuanced consideration
of these issues requires careproviders to remain
open to parental involvement in the decision-
making process. . . . Parents are essential con-
tributors to these deliberations.” Such a nuanced
approach opposes an all-or-none outcome.

The present discussion, spurred by COVID-
19, is intended to relate why it is appropriate to
respect family members’ feelings to a greater
extent than we may have in the past. It may have
been just as “appropriate” to have respected feel-
ings in the past, but we didn’t perceive this. The
fears evoked by the pandemic, as Gawande has
told us, may help us now to see this. If this is
the case, looking for such nuanced approaches,

as Paquette and Ross have, would seem to be
the way we should go.41

When a Loved One May Be Able to Hear
But Not Be Able to Communicate

In a recent study, Elizabeth Blundon, Ro-
mayne Gallagher, and Lawrence Ward report that
patients who are dying may hear and presum-
ably understand when they are spoken to, even
when they are no longer able to communicate.42

It has been established in other contexts that we
should watch what we say when patients are
undergoing surgery or are in a locked-in state,
as there is evidence they remember what is said,
and later report what they have heard.43 This
new finding can be used to benefit our loved
ones when they are dying.

We may find that we talk to our loved ones
more when they can’t talk back, even on the
phone. For example, a man couldn’t be with his
mother during the time that she was dying, but
he arranged for those who were caring for her to
regularly hold the phone to her ear so that he
could continue to speak to her. We can encour-
age family members to do as he did. This may
add a different light to the case of the patient’s
wife who sat beside her husband daily, for hours,
and talked with him as he lay in a coma, over a
period of months. It may not at all have been in
vain. The patient’s wife may model for us the
kind of caring to which we can aspire.

SHAME

There are many sources for the feelings of
shame that people have felt during this pan-
demic.44 People condemn themselves because
they believe they passed the virus to another,
because they lost their job, or, as careproviders,
they could not save enough patients who had
COVID-19. I would like to consider this last
group, careproviders. They—like anyone else—
are vulnerable to blaming themselves when
there is even just a possibility they have failed.

One instance when it is all too common to
blame ourselves is when someone we love takes
his or her life. We may call the other person and
find out we are too late. “I should have called
earlier,” we may tell ourselves. Forever. We
blame ourselves for what our reasoning tells us
we could have done, but didn’t. Bernard Will-
iams calls this “agent-regret.”45 Another example
of agent-regret is when a truck driver kills a child
who runs into the path of the driver’s moving
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truck. The driver is innocent, but is likely to feel
at fault.

Similarly, careproviders may wrongly feel
devastating shame when, it seems to them, too
many of their patients have died due to COVID-
19. These feelings of shame, unlike other feel-
ings, may obliterate our self-respect, and the loss
may remain throughout our entire life.46

This feeling was expressed intensely by the
physician David Hilfiker in his book, Facing Our
Mistakes. Hilfiker describes how, in his rural
practice in 1984, a patient he knew well had
missed several menses and “felt” pregnant, but
had four negative urine tests and no growth of
the fetus. After more than two months, Hilfiker
was worried that the fetus had died. He did not
order an ultrasound because the patient would
have to travel to have it, and her family could
not afford it. Thus, Hilfiker performed a dila-
tion and curettage (D&C), but found, to his hor-
ror, that the fetus was healthy and alive. He
wrote, not at all to excuse himself, that mistakes
are an inevitable part of everyone’s life and that
they demonstrate our fallibility. He wrote, “But
mistakes seem different for doctors. This has to
do with the very nature of our work. A mistake
in the intensive care unit, in the emergency
room, in the surgery suite, or at the sickbed is
different from a mistake on the dock or at the
typewriter. A doctor’s miscalculation or over-
sight can prolong an illness, or cause a perma-
nent disability, or kill a patient. Few other mis-
takes are more costly.” He continued,

We are not prepared for our mistakes, and
we don’t know how to cope with them when
they occur. . . . Doctors are not alone in har-
boring expectations of perfection. Patients,
too, expect doctors to be perfect. . . . But the
degree of perfection expected by patients is
no doubt also a result of what we doctors
have come to believe about ourselves, or
better, have tried to convince ourselves
about ourselves. . . . Unable to admit our
mistakes, we physicians are cut off from
healing. We cannot ask for forgiveness, and
we get none. We are thwarted, stunted; we
do not grow.47

Hilfiker’s view, that we can grow after and in
response to such experiences, is an important
expectation that may be hidden to most of us.
We might want to keep this in the back of our
mind, available for a later “archeological dig.”

When careproviders feel this kind of shame,
they need to be with others.48 We can be these

others for colleagues, and, when we need to be
with our colleagues, we should seek them out.

CONCLUSION

COVID-19 has raised many new challenges.
This article earmarks a few. First is the need for
triage to be fair and transparent enough to en-
able patients to accept it, even when they don’t
“win” and receive a scarce resource, as they may
in a weighted lottery. Second, given the agony
that family members feel when they are isolated
due to COVID-19, we may do more to respect
their feelings in numerous contexts. Third, care-
providers need others when they experience
shame. As suggested by Gawande, when we fear
death more, we need to be with others more.49

M.T. Anderson wrote a partial biography of
the Russian composer Dimitri Shostokovich, set
during the Siege of Leningrad by the Army
Group North of Nazi Germany, from September
1941 to January 1944. Throughout his life, the
composer wrestled with his own beliefs and
fears, which were in conflict with those of Rus-
sian society. Anderson wrote that Shostokovich’s
life was a “tale of a utopian dream turned into a
dystopian nightmare.” The author states that the
biography is a story of how music “coaxes us to
endure unthinkable tragedy.” He noted, “It can
still comfort your suffering, saying, ‘Whatever
has befallen you—you are not alone.’ ”50 COVID-
19 has been and will continue to be an unthink-
able tragedy. We must create this kind of com-
fort for each other.
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I wish to thank Norman Quist for his many in-
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