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There have been great efforts on the federal and local levels to prepare for the
specter of a severe influenza pandemic, however knowledge gaps and operational
challenges remain. It is critical to assess if current top-down efforts actually are
improving and/or likely to improve the ability of on-the-ground clinicians to
respond effectively, efficiently, and ethically to the formidable healthcare chal-
lenges of a severe influenza pandemic. Because severe pandemics involve acute
shortages of resources, such as ventilators, beds, and clinical staff, a formidable
challenge will include planning for and responding to the ethical questions of
who will receive resources and care, when and under what conditions?1 Hospital
clinicians, and in particular, emergency physicians, will be at the forefront of
these decisions which will require more than mere technical consideration of
survival probabilities and resource capabilities.2–7 Rottman and co-authors of
the study, “Pandemic Influenza Triage in the Clinical Setting”
are to be commended for recognizing the need not only to study the efficacy
of current planning efforts on the hospital level, but to particularly focus on
the preparedness and willingness of hospital clinicians to make the necessary
ethical decisions.

The study results are striking. By surveying 46 healthcare professionals,
Rottman and co-authors highlight that hospital clinicians are unaware of the gen-
eral and ethical challenges that occur during a pandemic.  Moreover, the study
shows that when hospital clinicians are made aware of the potential challenges,
including triage and resource allocation decision scenarios, they are “quickly over-
whelmed” and unable to reason through the scenarios and/or draw upon cohesive
and consistent response action plans. This study is immensely helpful in that it
demonstrates the acute preparedness and knowledge gaps regarding ethical deci-
sion-making, although the results would be statistically stronger with a larger
respondent pool. This information is highly relevant because a failure by the clin-
ical community to make ethical decisions in a pandemic not only exposes the clin-
ician and his or her hospital to legal liability, but also is likely to lead to a failure to
save the most amount of lives possible. For example, without preparedness in eth-
ical decision-making, a clinician may decide to allocate resources and provide care
on a first-come, first-served basis or lottery system. Although these two systems
might seem superficially fair, this type of decision-making is not likely to maximize
the total number of lives saved. Additionally, because select survey responses
extend beyond pandemics to include bioterrorism and disasters generally, the study
results may be applicable for consideration in multiple hazard disaster planning.

A significant strength of this study is that it highlights the necessity for
developing a national, standardized, ethical framework that may be consistent-
ly applied, taught and communicated.  The authors highlight this knowledge
gap by concluding that although particular ethical challenges “have been iden-
tified, the necessary clinical and ethical guidance for the emergency department
triage of large numbers of variably ill patients remains elusive.”  It is correct that
a select number of preparedness initiatives have made efforts to discuss and
identify ethical issues and values, however, these same initiatives also have, to
varying degrees, generated ethical frameworks. The issue is not so much that no
ethical frameworks exist, but rather no single, nationally adopted ethical frame-
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erature support this need for ethics training, however, greater
evidence was needed, which this study contributes.11,12 

A further forte of this study is that it highlights poten-
tial emotional and psychological challenges for clinicians as
necessary pandemic planning concerns. The authors dis-
cover this necessary planning step through an emergency
department nurse survey response stating that his or her
“biggest concern is the emotional wear and tear on the
staff….” This finding relates to the finding of the necessity
for greater ethics education because it not only creates
awareness of the types of ethical questions that will arise,
but by explaining the ‘why’ behind the ‘what’ to do, it can
assist in providing the necessary conviction for clinicians to
adopt what could be psychologically overwhelming proto-
cols, as well as avoid potential crisis of conscience. This
study result is supported by general disaster medicine liter-
ature; for example, the 2005 Hurricane Katrina disaster
forced clinicians to make emotionally and psychologically
challenging decisions for which they were unprepared.13

Rottman and co-authors are to be praised for identifying
the need, and for providing preliminary supportive evidence
for, the development of a standardized national ethical
framework and policies.  The authors conclude their paper by
stating that, “such actions, (the creation of clinically applica-
ble guidelines) perhaps in concert with public health, med-
ical society, and legislative authorities will help clinicians,
define, adopt, and communicate to the public those practice
standards that will be followed in a mass population infec-
tious diseases emergency.”  Interestingly, although study sur-
vey responses indicate a need for ethics training, the need is
not emphasized in the study conclusions as a means for fos-
tering adoption and communication of national policies and
frameworks. Nonetheless, the study is immensely valuable in
that it evidences a need for the development, adoption, and
communication of  a national ethical framework and policies
that may be applied at the hospital level. The creation and
operationalization of such a framework will greatly assist in
minimizing disparities in quality of care and applied ethics,
unethical personal or system biases, loss of public trust,  legal
liability hazards for clinicians and hospitals, and most impor-
tantly, failures to maximize the number of lives saved.

work has emerged. In fact, the New York State Pandemic
Workgroup, the Task Force for Mass Critical Care, the
Institute for Medicine, and the University of Toronto all
have promulgated ethical frameworks. However, the ethical
frameworks, though partially convergent, differ in their
overall recommended ethical principles as well as their tar-
get audiences. For example, the Task Force for Mass Critical
Care recommends a comparatively streamlined set of three
ethical commitments.8 The New York State Workgroup
includes a more expansive five-element ethical framework.6
The Institute of Medicine’s ethical framework provides a
total of seven ethical norms9 and the University of Toronto
Joint Centre for Bioethics Pandemic Influenza Working
Group identifies 15 necessary ethical values.10 These four
prominent planning guides yield a list of 18 different prece-
dent ethical values.11 The multiplicity of ethical frameworks
and values presents a potential challenge to developing and
promulgating a standardized national framework that may
be applied to multi-level decision-making. Nonetheless, sur-
vey results, which includes comments such as “I don’t really
feel we would do anything different for any kind of disas-
ter…” and “whether our patients are urgent or non-urgent,
they all get the same type of care”, clearly  demonstrate a
need for efforts in this area.

A further helpful aspect of the Rottman study is that it
posits the need for ethics training that fosters greater clini-
cian comprehension, willingness, and ability to meet the
demands entailed during a severe pandemic. For example,
one study responder states, “I don’t think we have that kind
of experience... I don’t think we have the training to under-
stand what decisions might need to be made.”  This evidence
contribution is critical because merely developing a stan-
dardized, national ethical framework is insufficient to guar-
antee the clinician community’s ability and willingness to
adhere to the framework. Ethics education is needed to help
operationalize the ethical framework. Additionally, although
not referenced in the study, hospital ethics training programs
are of further value in that they offer means for refining a
nationally implemented ethical framework by providing
opportunities for clinician feedback. Experts and limited lit-
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