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 In the midst of the rapidly evolving COVID-19 pandemic, many frontline 

healthcare workers acquired the disease, several of them becoming 

critically ill. While the psychological and emotional care for patients and 

their families is integrated into some management guidelines for COVID-

19 patients, there is little guidance on caring for co-workers who contract 

the disease. This essay describes and analyzes the case of a healthcare 

worker who succumbs to severe COVID-19 infection at a major Saudi 

Arabian hospital. It illustrates an example of moral conflict occurring in the 

course of caring for a hospitalized healthcare worker during the broader 

context of a global pandemic. This paper discusses three main ethical 

challenges. First, identifying an appropriate surrogate decision-maker, 

specifically when the family is not physically available due to travel 

restrictions. Second, maintaining medical confidentiality of sick co-

workers. Third, addressing the unique ethical challenges associated with 

caring for a fellow healthcare worker, including emotional distress and 

additional professional burdens on the treating team. The authors 

contemplate these ethical issues and present recommendations for similarly 

challenging situations. COVID-19 infection among healthcare workers and 

their hospitalization may result in moral conflict that impacts those caring 

for sick colleagues. The authors hope that this article offers some guidance 

to other practitioners encountering similar moral dilemmas. 
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Case 

Dr. Colleague (Dr. C), a 55-year-old attending, was hospitalized with signs of a stroke at the same institution 

where has been practicing medicine for decades. No signs or symptoms of COVID-19 were apparent upon 

admission. Like thousands of healthcare workers (HCWs), Dr. C had continued to work during the pandemic 

and had closely followed strict infection control protocols. During his admission, several of his colleagues 

visited him to wish him well. As Dr. C’s family lived abroad, his close colleagues took on responsibility for 

his well-being. On the second day of admission, Dr. C tested positive for COVID-19 and was transferred to 

the isolation word. As his condition deteriorated, he became hypoxic and was eventually transferred to the 

intensive care unit (ICU), where he was intubated and placed on mechanical ventilation. Due to travel 

restrictions imposed during the pandemic, Dr. C.'s family could not travel to see him. However, details of 

his condition were shared with them over the phone. Concerned for him, several of Dr. C’s colleagues 

frequently called the ICU for updates, and some wanted to be involved in treatment decisions as surrogate 

decision-makers. As Dr. C’s status continued to worsen, he developed cardiopulmonary arrest requiring 

cardiopulmonary resuscitation (CPR) which resulted in a significant neurological insult that left him unable 

to communicate his wishes. He did not have an advance directive. The treating team discussed Dr. C’s very 

poor neurological outcome with his family and agreed with them that a no-code status was an appropriate 

choice. Meanwhile, several of Dr. C.'s colleagues were uncomfortable with this decision. They hoped that 

there might be some change in his neurological function over the ensuing months and argued in support of 

their right to be involved in his care [1]. 

 

1. INTRODUCTION 

As the COVID-19 pandemic began in early 2020, the rapid rise in cases had a massive impact on healthcare 

systems globally1. Both local and international medical literature revealed consistent reports of anxiety, 

stress, and depressive symptoms in HCWs due to COVID-19 [2- 5]. In September 2020, it was estimated that 

COVID-19 has infected around 570,000 HCWs in the Americas, with an estimated 2,500 death in that region 

alone [6]. 

 

The case of Dr. C illustrates an example of moral conflict occurring in the course of caring for a hospitalized 

HCW during the wider context of a global pandemic. This paper will discuss three main ethical challenges. 

First, the identification of an appropriate surrogate decision-maker. As an expatriate living in Saudi Arabia, 

Dr. C’s immediate family- his next of kin- were not physically available to the care team and were prevented 

from travel by restrictions put in place to combat the spread of COVID-19. Instead, Dr. C’s co-workers were 

present and actively involved in his care. Second, Dr. C’s care team faced challenges while attempting to 

maintain his medical confidentiality. As a much-beloved member of the hospital community, multiple 

colleagues keenly sought information about his status. Third, caring for a fellow HCW posed unique ethical 

challenges including emotional distress and additional professional burdens. Below, the authors contemplate 

the ethical issues at the center of caring for a HCW- patient and present recommendations for similarly 

challenging situations. 

 

2. Background 

 

2.1 Challenge 1: Surrogate Decision Making 

In the midst of the rapidly evolving COVID-19 pandemic, many frontline HCWs acquired the disease, several 

of them becoming critically ill. While psychological and emotional care for patients and their families is 

integrated into some management guidelines for COVID-19 patients, there is little guidance on caring for co-

workers who contract the disease [7]. Of salience, the identification of an appropriate surrogate decision-

maker for a sick HCW may prove challenging in the presence of several concerned parties. 
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Upon hospital admission, patients are usually asked to nominate a surrogate decision-maker to make decisions 

on their behalf. The surrogate is frequently the patient’s “next-of-kin”. The treating team will notify the next-

of-kin if there is any change in the patient's condition requiring their involvement and ascertain their views 

when considering interventions for patients lacking Decision Making Capacity (DMC). 

 

The next-of-kin relationship has been defined as "one or more persons in the nearest degree of relationship to 

another person,” and its first known use was in the 15th century [8]. If the patient is unconscious upon 

hospitalization or otherwise unable to state a next-of-kin, hospitals usually designate the nearest blood 

relative, though there are no specific rules, and variations occur both in national and international regulations. 

For the HCW, that designation may vary (Fig 1). When a HCW becomes critically ill, colleagues often 

perceive themselves as de facto next-of-kin. Shared experiences often result in close bonds between 

colleagues, especially those formed under times of stress or conflict [9]. However, while both families and 

colleagues may seek involvement, only the next-of-kin are eligible for disclosure of private medical 

information or are authorized to make surrogate decisions. 

 

 
Fig 1: Schematic representation of a healthcare worker's personal relationships, from community-wide 

relations to next-of-kin. 

When the patient is a healthcare provider, more personal interactions are possible. 

 

2.2 Challenge 2: Medical Confidentiality and the sick HCW 

In caring for a sick HCW, the sudden shift from provider to a patient- particularly within the context of a 

rapidly spreading infectious disease- results in unique ethical challenges. Colleagues of the sick HCW may 

feel an obligation towards their co-worker, and a desire to learn about their condition or become involved in 

their care. While patient confidentiality protects against the sharing medical information without consent, 

some colleagues may believe that their hospitalized co-worker would have authorized, and indeed welcomed, 

their involvement had he/she been able to consent. 

 

The threat to confidentiality may be compounded if concerned colleagues attempt to access the sick HCW’s 

records by misusing their access privileges, further violating their colleague's privacy. Although well-
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intentioned, this unauthorized access may lead to a potential conflict between the family and those inquisitive 

colleagues. While both may be concerned about the patient's wellbeing, unauthorized access may be in 

violation of ethical guidelines and local laws. 

 

2.3 Challenge 3: The Psychosocial wellbeing of the Medical Team 

At the beginning of the pandemic, there was great emphasis on personal protective equipment (PPE) to ensure 

the physical safety of frontline HCWs. There was, however, little attention on the snowballing impact of the 

pandemic on HCWs' mental, social and professional endurance, particularly when caring for sick colleagues. 

Evidence finds that relatives of ICU patients report the need to be empowered and supported in order to cope 

with having their loved ones in critical care [10]. Further research is necessary to explore the needs of HCWs 

caring for colleagues. HCWs have been observed to experience significant psychological impact during 

epidemic/pandemic outbreaks, with depressive symptoms reported in 27.5-50.7% [11]. Another co-founder 

issue may be that HCWs have internal fears and stress about acquiring COVID-19 infection, [3] and therefore, 

may be unintentionally seeking knowledge from their sick colleague’s experience. This signals a need for 

more information about the psychological toll of COVID-19 on HCWs and may serve as the basis of a support 

system that aims to provide psychological support for both the relatives and colleagues of the sick HCW.  

 

3. Case Analysis 

There are several ethical challenges within the context of this case. Perhaps the most discernable of which are 

those surrounding decision-making. As Dr. C's condition worsened, his capacity to make medical decisions 

concerning his own care declined. His care team was put in the difficult position of identifying the most 

appropriate surrogate decision-maker, choosing between two conflicting sides: Dr. C’s family and his 

colleagues. 

 

Who has the moral and legal authority to make critical medical decisions for a patient lacking DMC? How 

can the treatment preferences of incapacitated patients be upheld and respected? These dilemmas frequently 

contribute to conflict between care providers and would-be surrogates. A 2016 study charting consults 

received by the clinical ethics service at a major U.S hospital found that over 93% of all consultations were 

related to decision-making, over 73% occurred at the end-of-life, and around 57% involved DMC [12]. These 

findings were consistent with earlier work indicating decision-making to be a frequent source of conflict [13], 

[14]. A recent Saudi Arabian study found similar results; decision-making accounted for 91% of all ethical 

issues encountered by surveyed clinicians, 79% specifically related to incapacitated patients, and 68% 

occurred in the context of end-of-life [15]. 

 

Underscoring the emphasis on ethical decision-making is a moral obligation to ascertain and uphold the 

preferences of the patient, respecting in turn, patient autonomy, privacy, and a right to self-determination. 

Although these concepts have now become familiar in medical practice, this was not always the case. 

Traditionally, medicine has been paternalistic; omniscient, well-intentioned physicians made decisions 

exclusively without patient input or knowledge [16]. As social advocacy and rights movements gained ground 

in Western Societies in the 1960s, they helped give rise to bioethics [16]. The developing field brought 

newfound knowledge and pushed medicine to re-examine its practice [16]. A distinct shift from paternalism 

to autonomy transpired, particularly in regards to decision-making [17]. This focus on patient autonomy was 

partly inspired by the work of ethicists Tom Beauchamp and James Childress, who in 1979 put forth the four 

classic principles of bioethics: autonomy, beneficence, non-maleficence, and justice [18]. A new moral 

obligation was found: clinicians had a duty to ensure their patients were informed, involved, and respected in 

the course of decision-making, liberating the process from an exclusive physician domain to a patient-

centered, shared endeavor. 

https://www.teikyomedicaljournal.com/
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In practice, patient autonomy was exemplified in the doctrine of informed consent. A relatively recent 

concept, it is best understood as a process that enables the continuous, two-way exchange of information 

between doctor and patient rather than a single, circumscribed event [19]. Adequate informed consent must 

satisfy three requirements: disclosure, the patient must be informed of all treatment options, alternatives, 

risks, and benefits; voluntariness, consent must be free of coercion or pressure; and comprehension, patients 

must demonstrate DMC [20]. These criteria ensure that informed consent moves beyond a mere legal 

requirement to active patient understanding and participation [21]. 

 

Although initially limited to the individual patient, this focus was eventually widened to include family 

members and loved ones in the decision-making process [22]. This is particularly salient for patients who 

lack decisional capacity. DMC is determined by assessing four abilities: the ability to communicate a choice, 

the ability to understand relevant information, the ability to appreciate consequences, and the ability to reason 

about decisions [23]. Persons who lack these abilities can be said to lack decisional capacity and to require a 

surrogate decision-maker. Surrogates must ensure that patients' preferences are considered whenever possible 

[24]. Indeed, surrogate decision-making was partly conceived of to uphold patient autonomy, including the 

right to be free of unwanted intervention [25]. A hierarchy of standards is utilized to guide decision-making 

for those who lack DMC: known wishes, the written or verbal declarations of patients; substituted judgment, 

the inferred wishes of patients based on previous actions, statements, and values; and best interest, what is 

presumed to be in the patient's best interest [26], [27]. 

 

Surrogates' moral authority stems from their intimate knowledge of the patient and their investment in his 

wellbeing [25]. Family members are given particular preference due to their close ties and since they are most 

directly affected by these decisions [28]. Further, some ethicists have argued that the family should be viewed 

as an independent moral unit with decision-making responsibility for its members [28]. In addition to moral 

standing, surrogates are also afforded legal authority- which varies by setting. In Saudi Arabia, the 2019 

Ministry of Health (MOH) consent guidelines granted decision-making authority to family members of 

incapacitated patients and created a duty for clinicians to involve them in decision-making [29]. 

 

The clinicians caring for Dr. C. found themselves confronting the challenging ethical dilemma of locating an 

appropriate surrogate decision-maker. Since Dr. C's treatment preferences were unknown- not having made 

by any verbal or written declarations, surrogate decision-making must first utilize the substituted judgment 

standard and failing that, the best interest standard. In this case, conflict arose not only around who gets to 

make decisions but also regarding what those decisions entailed. 

 

Dr. C's colleagues knew him well, having worked with him closely for years. They had developed close bonds 

and were doubtless well-intentioned and invested in his wellbeing. They were present, readily available to 

the treating team, and understood his condition. Their investment, concern, and involvement made them good 

candidates for surrogate decision-making. Ultimately, however, Dr. C's family should take precedence as 

surrogates for several reasons: they have intimate and close knowledge of Dr. C, these decisions directly 

affect them as family members, and they have legal authority as outlined in the MOH's guidelines. Although 

not authorized decision-makers, Dr. C's colleagues may be invited into the decision-making process with the 

family's permission. 

 

The involvement of multiple actors in Dr. C's care constitutes the second ethical issue in this case: medical 

confidentiality. Longstanding ideal confidentiality is understood as preventing the disclosure of patient 

information gleaned during the doctor-patient relationship [27], [30]. Confidentiality is a deontological virtue; 

it puts forth an obligation for the physician towards his/her patients that should be honored.31 Safeguarding 
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patients' secrets is essential to maintaining a trusting relationship between patient and physician [30]. The 

very nature of healthcare practice grants practitioners access to patients' private lives, frequently at their most 

vulnerable [32]. Absent the expectation of confidentiality, some patients may not be willing to disclose private 

information about themselves, which may negatively impact their healthcare [31]. Further, confidentiality 

respects patient dignity and empowers patients to make autonomous medical decisions should they choose to 

[30]. 

 

A duty of confidentiality has persisted through centuries of medical evolution, cementing its place as a 

foundational component of medical practice [32].  This duty has been supported through philosophical debate, 

concepts of honor and good practice, professional interests, health policy, and the law [32]. In most countries, 

a right to confidentiality has been established for all patients [28], a right that persists even after death [30]. 

In Saudi Arabia, the right to confidentiality is guaranteed through the MOH Law of Practicing Healthcare 

Professionals [33] and is reiterated in the Saudi Commission for Health Specialties’ Code of Ethics [34]. 

 

Still, it would be inaccurate to characterize confidentiality as an absolute moral duty; rather, it is better 

understood as a prima facie duty- one that can be overridden when there is sufficient ethical justification to 

do so [27]. The scope of this justification is very narrow and is ordinarily restricted to circumstances where 

disclosing private information is essential to the protection of third parties [27]. Common examples include 

reporting infectious diseases, intimate partner notification, direct warnings to those at risk, and suspected 

crimes [27]. Even when there is legitimate, ethical justification for overriding confidentiality, practitioners 

still have an obligation to protect their patients and minimize harm sustained from disclosure [27]. 

 

In the course of caring for Dr. C, the medical team faced the challenge of maintaining his confidentiality 

while respecting the well-intentioned involvement of his colleagues. With Dr. C's family so far away, his 

colleagues became a "stand-in" family. Still, despite these colleagues' caring involvement, absent evidence 

that Dr. C would have wanted them involved, the care team was justified in withholding information. As 

aforementioned, the ethical justification for overriding confidentiality is limited, and the concern of 

colleagues- even those with close ties to the patient- is not considered a legitimate moral reason to break 

confidentiality. Since Dr. C's family has been established as decision-makers, their authorization must be 

sought before disclosing his medical information. Permission may be encouraged because having some 

knowledge of Dr. C's condition may limit attempts at unauthorized access to his records. 

 

Identifying an appropriate decision-maker and protecting patient confidentiality represent two significant 

ethical concerns in the above case. An additional consideration relates directly to Dr. C's status as a fellow 

HCW. Evidence suggests that caring for sick HCWs presents unique challenges for practitioners, including 

reports of emotional distress, self-doubt, difficulty in dividing boundaries, and lasting implications for 

interpersonal relationships [35]. Additional challenges include managing access to medical records and 

navigating medical opinions from other co-workers [36]. 

 

These challenges were similarly experienced by Dr. C's care team and were perhaps heightened by the 

pandemic's unique context. During major global health crises, frontline workers were reported to be 

vulnerable to psychological stress, including depression, fear, anxiety, and Post Traumatic Stress Syndrome 

[4], [37]. In Saudi Arabia, several studies conducted during COVID-19 found that a majority of HWCs 

reported high and changing levels of concern and anxiety, including feeling unsafe at work and stress about 

transmitting the disease to friends and relatives [3], [38- 42]. These psychological burdens may be 

compounded by the stress of caring for sick HCW. 

 

https://www.teikyomedicaljournal.com/


   ISSN: 03875547 

Volume 45, Issue 01, February, 2022 

  

3629 
 

The experience of treating Dr. C put forth a myriad of ethical challenges for his care team. We turn to consider 

how some of these challenges could be avoided in the future. 

 

3.1 Case Conclusion and Recommendations 

After contemplating Saudi law, hospital policy, and ethical rationale, Dr. C's team found that his family- 

despite not being physically present- to be the most appropriate surrogate decision-makers and shared medical 

information with them exclusively. Unfortunately, Dr. C's condition deteriorated, and he passed away 

peacefully. 

 

The case of Dr. C led to the moral distress of those caring for him. Moral distress occurs when morally 

challenging situations- due to conflict or uncertainty- give rise to distress [43], [44]. Moral distress may be 

alleviated through clinical ethics consultation (CEC) [45]. CEC aims to help patients, families, and providers 

address dilemmas regarding value-laden healthcare issues [46]. Studies find that CEC helps assuage moral 

distress, resolve moral conflict, and support meaningful ethical practice [47], [48]. Further evidence suggests 

that CEC reduces the length of ICU and hospital admission, and resolves the conflict over the use of 

nonbeneficial or unwanted treatment [49]. CEC was also found to support consensus over goals of care 45 

and increase patient, family, and provider satisfaction [50]. Indeed, the early involvement of CEC services in 

cases such as those of Dr. C can help lessen moral conflict, support key stakeholders, and reach ethically 

justified resolutions.  

 

Healthcare institutions have an essential role in navigating the moral challenges arising from caring for a 

fellow HCW, particularly during a public health crisis. Organizations must provide emotional and 

psychological support to employees; and strive to increase awareness regarding privacy, confidentiality, and 

local law and policy. 

 

Practitioners must also familiarize themselves with fundamental ethical issues such as surrogate decision-

making and confidentiality. They must maintain the same standards of privacy, care, and professionalism in 

treating HCWs as they would other patients, avoid preferential or excessive treatment, and ensure clear and 

direct communication with HCW-patients or their loved ones to establish boundaries and improve quality of 

care [36]. 

 

Lastly, HCWs should pre-determine- through an advance directive- whether they permit sharing their medical 

information with colleagues not directly involved in their care. These stated preferences should be strictly 

enforced to avoid conflict between families, providers, and co-workers. Unauthorized access to patient 

information should not be tolerated. To limit inquires, hospitals may wish to dedicate a hotline with a 

summary on the status of HCW-patients if that is authorized by the patient or his next-of-kin; it may 

alternatively state a wish for privacy. 

 

Dr. C's hospitalization and its resulting moral conflict left an indelible impact on those caring for him. The 

authors hope that this article delivers some guidance to other practitioners encountering similar moral 

dilemmas. 

 

4. List of Abbreviations 

Dr. C: Dr. Colleague 

HCW: Healthcare Worker 

ICU: Intensive Care Unit 

CPR: Cardiopulmonary resuscitation 
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DMC: Decision-making capacity 

PPE: Personal protective equipment 

MOH: Ministry of Health 

CEC: Clinical Ethics Consultation 
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