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Section 7

Ethics and
End-of-Life Decisions
P. Van de Voorde, L. Bossaert, S. Mentzelopoulos, MT. Blom,
K. Couper, J. Djakow, P. Druwé, G. Lilja, I. Lulic, V. Raffay,
GD. Perkins, KG. Monsieurs

T his guideline was provided on 24 April 2020 and will be subject to evolving
knowledge and experience of COVID-19. As countries are at different stages
of the pandemic, there may be some international variation in practice.

KEY MESSAGES
 ny ‘temporary’ adaptations to existing guidelines should be
A
interpreted within the context of each healthcare system, taking into
consideration the prevalence of COVID-19, the available resources,
etc. Our knowledge about COVID-19 is still limited and guidelines
may need to be updated as more data become available.
T he general principles of ethics in resuscitation remain valid. Where
possible, advance care planning should be considered.1 This may
be particularly challenging in the context of the current COVID-19
pandemic due to knowledge gaps, social distancing measures), etc.
We consider cardiopulmonary resuscitation (CPR) to be a ‘conditional’
treatment and suggest criteria for withholding or withdrawing
resuscitation. Implementation of these criteria within a healthcare
system will depend on the local context (legal, cultural, and
organisational).
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KEY MESSAGES
Healthcare teams should carefully assess for each individual patient
their chances of survival and/or ‘good’ long-term outcome, and their
expected use of resources. As these are not static facts, such evaluation
should be reviewed on a regular basis. We advise against the use of
categorical or ‘blanket’ criteria (e.g. age thresholds) to determine the
‘eligibility’ of a patient to receive or not receive certain resources.
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Introduction
The COVID-19 pandemic presents a worldwide crisis, causing significant morbidity
and mortality in many regions. The SARS-CoV-2 virus is highly contagious and, without
population immunity, substantially deadlier than seasonal Influenza, especially in
those most vulnerable.2 COVID-19 is a ‘new’ disease and, despite a lot of recently
published studies, our knowledge about it is still very limited.
Many concomitant risks have been identified that might put further pressure on the
already strained healthcare system and potentially lead to excess mortality:3,4
•

 hen many people become ill at the same time, the demand for resources may
W
significantly exceed resource availability. This includes, among others, critical care
beds, ventilators, medicines, test materials and personal protective equipment
(PPE).

•

 ealthcare workers are at an increased risk of contracting COVID-19, creating
H
additional challenges in providing adequate staffing for both direct patient care
and support work.

 isruptions to the healthcare system (because of insufficient resources, decreased
D
delivery of non-COVID related care and, importantly, exaggerated fear) will also
affect the care for patients with other medical problems, both acute and chronic.
Eventually this could lead to more morbidity and mortality than caused by
COVID-19 itself.5

In view of the above, the ERC Ethics writing group [WG] identified a clear need for
ethical guidance. We are very much aware that important changes to resuscitation
guidelines might have a significant and potentially long-lasting impact on subsequent
outcomes.
Any ‘temporary’ adaptations of the existing guidelines should always be interpreted
within the context of each healthcare system and take into account factors such
as the prevalence of COVID-19 within a region, and the overall impact on available
resources. Given the limited evidence available, most of the following statements are
the result of expert consensus. They are based on the very recent ILCOR systematic
review on the risk of transmission of COVID-19 to rescuers during resuscitation, on
existing guidelines from other societies and councils and recent, mostly observational,
clinical studies.4,6-12 Indirect evidence from non-clinical papers, such as those on
pathophysiology, also informed our final ‘insights’.

Healthcare organisation during the COVID-19
pandemic
Based on the principles of beneficence, justice and equity, each individual patient
should have access to the current standard of care. However, the harm-benefit for the
individual patient needs to be balanced with those for the whole of society. Especially
when demand for healthcare resources exceeds capacity, this may mean providing
the best possible medical support to the maximum number of people (distributive
justice).12-13
Whilst healthcare systems should essentially strive to help all those whom they serve,
and be well-prepared to do so, the extent of the crisis is such that it could overwhelm
the current existing resources in certain regions.2,14 When there is a clear imbalance
between resource needs and capacity available, policies of resource allocation and
distribution should be developed at system level (for example government, national
agencies) rather than by individual institutions or healthcare providers.
Such policies should be informed by both healthcare professionals from different
background and experts in medical ethics, law, economics and sociology. Special
attention should be given to vulnerable populations who, despite a higher risk of
contracting the disease, are more at risk of ‘unjustified discrimination’.13, 15-16 The
effectiveness of any measure will depend on the trust in, and credibility of public
health authorities, political leaders, and institutions.14, 17-18 In view of this, fully
transparent, fact-based communication is crucial.
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T he key challenge with resuscitation during the COVID-19 pandemic
is the difficulty of reliably balancing the risk for the provider and
the potential benefit for the patient. Whilst doing their best for an
individual patient, healthcare providers should equally be aware
of their responsibility towards their relatives, colleagues, and the
wider community. Healthcare providers (including first responders)
should use personal protective equipment (PPE) for all patients
with confirmed or suspected COVID-19. The type of PPE should
be defined at system level, proportionate to the presumed risk of
transmission. Whilst protocols may be adjusted locally to the current
reality of the pandemic, if excess morbidity and mortality from
delayed CPR is to be avoided, it is imperative that we continue to
provide dispatcher-assisted CPR and recruit, train and/or dispatch lay
rescuers and first responders to CA.

•





is our opinion that there is, in this specific context, no ethical difference between
withholding or withdrawing medical support even if one is passive and the other
active. While we acknowledge that viewpoints may differ depending on cultural
and ethical background, we think withdrawal of medical support ethically differs
from active life-ending procedures, which we consider not ethically permissible
even during a pandemic.25,26 Appropriate end-of-life comfort care is always
mandatory.

Ethical decision making when resources are lacking
Ethical decision making in disasters, by definition, demands a specific approach,
especially when there is a major imbalance between resource availability and
resource needs.8, 19-21 In such a situation, decisions are typically based upon contextual
parameters (safety, accessibility, availability and ability), as well as the expected
individual patient outcomes.14 It is fundamental that all patients receive care according
to best standards as long as reasonably possible, but once this can no longer be
guaranteed, prioritisation should include all patients needing resources, regardless
of whether they became ill or injured as a direct consequence of the disaster or from
any other cause.

 hat limited evidence there is from literature should be carefully considered,
W
rather than just expert opinion.

•

T here are no ethical grounds to specifically favour distinct groups because of
profession, rank, status or similar criteria. Neither should personal characteristics
of people, such as ability to pay, lifestyle or merits to society, be counted as ethical
criteria in prioritising. Some authors advocate the prioritisation of healthcare
workers and other ‘critical professions’ because of their (difficult to replace)
‘instrumental value’ and the risks they are willingly taking.2,23 This argumentation,
however, would only be relevant if the identified persons are really playing ‘key’
roles, which is often challenging to define precisely,, and there is an anticipated
long-term shortage in that type of ‘key’ professional.13 It is our opinion that
categorical inclusion (as in the example above) or exclusion (severe chronic lung
disease, severe cognitive impairment, etc.) are ethically flawed.4,23 Essentially,
within the ethical boundaries of autonomy, beneficence and non-maleficence,
every life is ‘worth saving’. Rather than identifying populations for whom it is no
longer needed to evaluate their ‘eligibility’ to receive certain resources when these
resources are scarce, the ethical principles of justice and equity demand unbiased
evaluation of each individual patient regardless.

The initial phase of the current pandemic has shown that the surge capacity of a
certain healthcare system at a certain point in time may be overwhelmed and cause a
real shortage of ICU beds, ventilators, PPE, and overall resuscitation capacity.2 If and
when this happens, decisions will have to be made with regard to resource allocation.
Such decisions should be timely (not pre-emptive, but not too late) and consistent. As
stated above, these decisions should not be made solely by individual institutions or
healthcare providers, but be based on system-level protocols. At different operational
levels, ‘ethics teams’ should be instituted to support and/or relieve individual
healthcare providers of the responsibility of making rationing decisions.22,23 Once
decisions have been made, healthcare providers should act accordingly and those
who are unable to accept the defined ethical framework should preferably take up
clinical support roles in areas where no rationing decisions are needed. At all times,
such allocation decisions should be well documented (ideally also in a registry) to
allow for transparency and future audit.
The ethical decision making in the context of a pandemic is complex. It should be based
on the careful appreciation of different, sometimes conflicting, ethical principles and
societal preferences, within the concrete context of resource availability and needs
at that time.2,13 Although we acknowledge the fact that there is no universal ‘truth’,
the ERC ethical WG wants to emphasize some considerations to inform healthcare
systems in developing their local guidelines:
•

•

•

•

 hen there is truly an imbalance between the available and needed resources,
W
most authors would argue for some degree of ‘distributive justice’, meaning ‘the
greatest good for the greatest number of people’, and value the needs of a society
higher than that of a single individual. 8,12,19,24

 hen patients are truly comparable, some would still rely on the principle of ‘first
W
come first served’. Other, however, have the opinion that this leads to unfairness,
for example when persons become sick later in the pandemic because they
adhered more strictly to recommended public health measures, or when persons
have less access to healthcare due to social inequality, and would advocate a more
egalitarian approach in these circumstances (e.g. by means of ‘lottery’).2,23 One way
of dealing with this conundrum is to optimise, within the given ethical framework,
the differentiation between individual cases, considering , for example, not only
their initial status but also their evolution and how they respond to treatment.

•

T his concept is extremely challenging to apply in practice. A primarily ‘welfarebased’ approach might be reasonable in the context of disaster, but there is
difficulty in defining what actually counts as ‘welfare’ and how to really maximise
it. This includes potential conflicts between quantity and quality of life-years, and
the challenge of assessing and predicting quality of life.

 riteria are not static and need to be timely adjusted to changes in COVID-19
C
treatment possibilities, in epidemiology and/or in hospital resources.4

Any decision with regard to treatment limitation at any moment in the care trajectory
should be communicated, respectfully and empathically, with full transparency and
directive, with the patient and/or their next of kin. At all times, proper attention
should be given to patient comfort.

 ealthcare teams should carefully assess each individual patient’s chances of
H
survival and/or ‘good’ long-term outcome, and their expected use of resources. As
these are not static facts, such evaluation should be reviewed on a regular basis. It
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Advance care planning
Advance care planning [ACP] should be considered in all patients with an increased
risk of cardiac arrest, or predicted poor outcome in the event of cardiac arrest. ACP
should include decisions on resuscitation, mechanical ventilation, admission to
intensive care, and admission to hospital. For those with a pre-existing ACP, it might
be necessary to re-evaluate its appropriateness within the given context. Discussion
about ACP should involve the patient (if feasible), their relatives (if the patient agrees),
their treating physician and other involved healthcare professionals (e.g., intensivists,
nurses, palliative care team). We are aware that this may be challenging in the context
of social distancing where much communication is done via telephone or video
link.27,28 Moreover, important knowledge gaps still exist that make prognostication
difficult in the context of COVID-19.

Indications to withhold and withdraw CPR

The outcome of non-shockable rhythm cardiac arrest caused by hypoxaemia from
COVID-19 pneumonia is very poor.17,29 In such a case, healthcare systems (and/
or providers) may consider the risk of harm outweighs the anticipated benefit of
resuscitation, thus providing a reason for early termination of resuscitation.

Changing CPR procedures in view of provider safety
Rescuer safety is important, be it a bystander or healthcare professional. For
resuscitation, there is inevitably a trade-off between risk to the provider and benefit
for the patient. Whilst trying to keep it as low as reasonably acceptable, healthcare
providers routinely accept a certain risk as part of their profession. To a certain degree,
this is also true for lay bystanders, and will depend on their relationship with the
victim as well as their perception of risk. The key challenge with resuscitation during
the COVID-19 pandemic is that the precise risk to the provider and the true benefit for
the patient are both unknown.
Many healthcare professionals consider themselves to have a duty of care to the
patient, regardless of risk, to help to the best of their abilities. For physicians, this is
reflected in the Hippocratic oath). Whilst doing their best for an individual patient,

CPR carries a clear risk of transmission of infectious disease even if it is chest
compression-only CPR.11,32 Healthcare providers should therefore use appropriate PPE
(and be knowledgeable about its proper use) in all cases with confirmed or suspected
COVID-19. The type of PPE is defined in the introductory section to these guidelines.
Lay bystanders or first responders should protect themselves as far as feasible and
avoid actions with a high risk of transmission, especially if they themselves are at
high-risk of poor outcome in the event of transmission (elderly, chronic lung disease,
heart disease).
Rescuers who are caregivers or household members of the victim may have already
been exposed and may be more willing to deliver CPR regardless of the potential
increased risk.
In the current setting, it is very important to systematically debrief after every
resuscitation attempt, to address the team performance, the medical and ethical
decision-making process, and potential issues such as personal protection and
rescuer safety.

Responsibilities of individual healthcare providers
Despite the considerable stress caused by the current pandemic, healthcare
professionals should:
•

help to the best of their abilities

•

align their practice with guidelines provided

•

protect themselves, their patients, and their colleagues from transmission

•

steward resources, e.g. avoid wasting or inappropriate use

•

properly document and communicate medical (ethical) decisions

•

 rovide continuity of care to patients with acute or chronic problems not directly
p
related to COVID-19

•

 e compassionate and empathic to the needs, emotional and psychological, of
b
colleagues as well as patients and their relatives. Consider referral and follow-up
where needed.
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The general principles of ethics in emergencies and resuscitation remain valid
during the COVID-19 pandemic.1,12 Cardiopulmonary resuscitation (CPR) should be
considered a ‘conditional’ treatment and healthcare systems should implement
criteria for decision-making about resuscitation, taking into consideration their
specific local context, legal, cultural and organisational. Resuscitation should not be
started or continued in cases where the safety of the provider cannot be sufficiently
assured, when there is obvious mortal injury or irreversible death, or when a valid and
relevant advance directive becomes available (see provider safety below).

healthcare providers should also be aware of their responsibility to their relatives,
colleagues, and the wider community.4 Healthcare professionals underestimating
the risk of transmission may spread virus to the rest their team and within the larger
community putting further strain on the healthcare system.30,31
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