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Introduction

This response to the Public Accounts Committee’s Call for Evidence concerning initial lessons from
the government’s response to Covid-19 has been prepared by the members of the multi-disciplinary
team running a UK Research and Innovation Arts and Humanities Research Council (UKRI AHRC)
funded study. Our research is exploring decision-making and the ethical challenges of restarting and
reconfiguring NHS services in maternity and paediatrics since April 2020. The team members, from
the Universities of Liverpool, Warwick and Lancaster, have expertise in bioethics, law and clinical
medicine.

Our project is entitled ‘When pandemic and everyday ethics collide: supporting ethical decision-
making in maternity care and paediatrics during the Covid-19 pandemic — NHS Reset Ethics Project’,
and is led from the University of Liverpool by Dr Lucy Frith (PI).

The coronavirus (COVID-19) pandemic is causing far-reaching consequences for health systems
worldwide. In England, the response to the sudden demand for critical care services was to reorient
clinical capacity. Many non-urgent services were suspended, and staff and resources were
redeployed to acute care. In April 2020, the UK Government declared that non COVID-19 clinical
services must resume but that capacity to manage subsequent waves of COVID-19 should be
maintained. This created a unique ‘reset’ context in which it became critical to consider how ethical
considerations did and should underpin decisions about how to reset health services while new
infection control measures were also managed.

The National Audit Office (NAO) has published a number of reports on the government’s response to
COVID-19, and the Public Accounts Committee (Committee) has conducted inquiries on almost all of
them. The NAO’s report, Initial learning from the government’s response to the COVID-19 pandemic,*
(Report) brings together its initial thoughts on this learning across six key themes. These six key
themes are as follows:

e risk management;

e transparency and public trust;

e data and evidence;

e coordination and delivery models;

e supporting and protecting people; and

e financial and workforce pressures.

The Committee now intends to examine these key themes to inform an understanding of what the
Government can learn from its response to date. The call is for evidence on these key themes across
the Government’s response to the pandemic.

The Report notes, as part of the ‘supporting and protecting people’ theme, that:

Due to the speed of the response required, government did not always fully consider the
implications of design decisions on different groups of individuals. In future, there will be
opportunities for government to reflect on how its actions may have affected inequalities,
and what ongoing assistance may need to be provided to the front-line and other key

! National Audit Office, Initial learning from the government’s response to the COVID-19 pandemic, (Session 2021-22 19
May 2021, HC 66) available at https://www.nao.org.uk/wp-content/uploads/2021/05/Initial-learning-from-the-
governments-response-to-the-COVID-19-pandemic.pdf [accessed 27 May 2021)
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workers, on whom the pandemic placed significant physical, mental and emotional
demands.?

Further, it acknowledges that the pandemic placed great stress on healthcare professionals who have
reported suffering from depression, anxiety, stress, burnout, emotional distress or other mental
health conditions relating to or made worse by their work.3

The Report also notes, as part of the ‘risk management’ theme, that:

The pandemic and government’s response so far have highlighted the importance of carrying
out robust risk planning and being clear about risk appetite and risk tolerance as the basis for
choosing which trade-offs should be made in emergencies.*

Under its consideration of risk planning, the Report highlights the importance of identifying the wide-
ranging consequences of major emergencies and developing playbooks for the most significant
impacts.®

Further, under the ‘coordination and delivery models’ and ‘data and evidence’ themes, the Report
acknowledges the importance both of ‘ensuring that there is effective coordination and
communication between government departments, central and local government, and private
and public sector bodies’® and of ‘gathering information from end-users and front-line staff more
systematically to test the effectiveness of programmes and undertake corrective action

when required’.” Our data suggests that, in the healthcare context, these themes should be
considered as interconnected.

Our response links these four themes. We suggest that:

a. Risk appetite and risk tolerance are not the only bases for choosing which trade-offs should
be made in emergencies. Decision-making in healthcare, particularly in the context of a
pandemic, must also be values-based,

b. Transparency as to what, and how, values underpin decision-making is crucial to support
healthcare decision-makers during a pandemic. Our rapid review of guidance published by,
amongst others, the Government and the Royal Colleges, found most to be ‘ethics-lite’.?
Healthcare decision-making can (and should) be supported by clarity and transparency with
an underpinning ethical framework for the reset phase of a pandemic;

c. The COVID-19 pandemic was characterised by a rapidly changing public health picture.
Information-gathering, communication, co-ordination and corrective action are all critical
activities in this context. Our data suggested that senior NHS Trust decision-makers came
together to co-ordinate regional responses, including mutual aid between Trusts, but that the
national response might have benefitted from greater communication with regional decision-
makers.

d. The possibility of healthcare professionals suffering mental health conditions linked to moral
distress, as well as other mental health conditions, should be identified as a consequence of a

2 NAO Report, p 27.

3 NAO Report p 29.

4 NAO Report p 12.

5 NAO Report p 12.

5 NAO Report p 23.

7 NAO Report p 22.

8 Chiumento A, Baines P, Redhead C, Fovargue S, Draper H, Frith L., ‘Which ethical values underpin England’s National
Health Service reset of paediatric and maternity services following COVID-19: a rapid review’. Forthcoming in BMJ Open
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pandemic. Frontline healthcare professionals’ mental health will be affected where failures in
co-ordination and communication result in differing regional approaches to healthcare
decision-making and healthcare professionals lack practical ethical support; and

e. Any ‘pandemic playbook’ must therefore attend to the ethical dimensions of decision-making
for healthcare professionals and organisations.

Our response reflects the findings of our rapid review of COVID-19 related guidance for paediatric
and maternity services® and offers a perspective on experiences of doctors, nurses and midwives,
working in those specialist services during the COVID-19 pandemic. Our focus is the reset phase
(described above). We have collected qualitative data by interviewing senior managers and
healthcare professionals in four NHS Trusts spread geographically across England. These interviews
have explored their experiences of making decisions about how best to restore, recover and reset the
services that were suspended or reconfigured in the first wave of the pandemic, whilst continuing to
offer care for patients with COVID-19. Our comments reflect the data gathered during the course of
our research and our response is underpinned by this data, recognising that this is a qualitative study
that produces rich data on the lived experience of our participants not large-scale quantitative data.

Response

1.

Values based decision-making is a key aspect of managing healthcare services during a pandemic.
Fairness and transparency, openly stating, and defending, the values and principles that underpin
Government decision-making and policy are always important but become crucial in the context of a
public health emergency. Policy decisions of the kind that must be made in response to a public health
emergency require collaborative engagement between scientists, political and policy decision-makers
and, where possible, the public but also, and crucially, (bio)ethicists. The process of making political and
policy decisions requires the consideration and weighing of various, often competing, perspectives and
considerations. It is not possible simply to “follow the science’.

Transparency as to what, and how, values underpin decision-making is crucial to support healthcare
decision-makers during a pandemic. Pandemics—and public health emergencies more generally—
reinforce approaches to ethics that emphasise or derive from the interests of communities. Accordingly,
in the acute phase of the coronavirus pandemic, attention was focused on saving as many lives as
possible, and to that end, on infection prevention and control measures and on the approach that
should underpin resource allocation between patients with COVID-19 in the event that demand for life-
saving equipment were to outstrip supply.® Guidance on ethical responses to questions of this nature
relating to the acute phase of a pandemic is readily available. In the UK, the Pandemic Flu Ethical
Framework guided decision-making.

The reset phase, however, incorporates elements of recovery and reimaging future health services. It
operates alongside and continues after the crisis phase, and must therefore mediate the tensions
between the ethical orientations of ‘usual’ and ‘crisis’ phases, operating to balance the values of both
patient-centred care and public health. This mediation between patient-centred care, underpinned by
clinical ethics; and public health concerns, underpinned by public health ethics, presents the ethical
challenges that characterise (and are unique to) the reset phase. The decision-making context is
challenging, with emerging evidence and uncertain outcomes, rapid adjustments to healthcare policies

°See note 7.
10 Baines P, Draper H, Chiumento A, Fovargue S, Frith L.“COVID-19 and beyond: the ethical challenges of resetting health
services during and after public health emergencies’. Journal of Medical Ethics 2020; 46:715-716.
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and practices and uncertainties around personal risk. No nationally recognised ethical framework exists
to guide decision-making in the reset phase.

The absence of an ethical framework leaves healthcare decision-makers in a difficult position. Whilst a
plethora of rapidly changing guidelines were promulgated during both the acute and reset phases of the
coronavirus pandemic, our rapid review of guidance published by, amongst others, the Government and
the Royal Colleges, found most to be ‘ethics-lite’.'* While key ethical principles were referenced,
sometimes only in passing, many sources failed to operationalise them. We defined ‘operationalisation’
as applying ethical principles to specific situations, considering how predictable ethical dilemmas might
be managed, or offering suggestions as to how, in practice, ethical principles might be balanced against
one another. Guidance lacking this dimension leaves healthcare professionals without a coherent ethical
framework to support decision-making. In the context of the reset phase, characterised by rapid change
and uncertainty, consistently interpreting and applying broad-brush ethical guidance to practice
becomes impossible. Regional differences in approach exacerbate this uncertainty. Where national
guidance lags behind regional decision-making, a coherent and operationalisable healthcare response to
a pandemic is difficult to achieve. A clear ethical framework to underpin healthcare decision-making is
therefore required.

The possibility of, and the reasons for, healthcare professionals suffering mental health conditions
linked to moral distress, as well as other mental health conditions, should be identified as a
consequence of a pandemic. The findings of our qualitative interviews with healthcare professionals
suggest two key issues, relevant to the theme ‘supporting and protecting people’, for the Government to
consider in reflecting on its response to the pandemic. These both relate to ‘care’, and the nature of
what healthcare means in the context of the reset phase of a pandemic.

a. ‘Silver standard care’

Our research has explored the tension between clinical and public health ethics during the reset phase.
We have found that providing so-called ‘gold-standard’ care — usual care — has often not been possible.
Healthcare professionals are providing the best care they can in the circumstances; care that is limited
by infection control measures in how it is delivered, what can be offered, and the length of waiting
times. Remembering that the reset phase requires the continuing care of patients infected with COVID-
19, the recovery of services that were suspended during the crisis phase, and the redesigning of services
that cannot be offered in the usual way, the continuing ability of the system as a whole to function
becomes the objective. Patients therefore must expect to receive care that treats their clinical needs,
‘good enough’ care, what could be termed ‘silver-standard’ care’.!? There is a pressing need to
acknowledge the reality of silver standard, or ‘good enough’ care. The concept, and language, of
excellence should specifically not, in the reset phase, be used as a standard to which healthcare
professionals are expected to aspire, save insofar as excellence is regarded as being concept specific — so
an excellent pandemic response might be one that embraces the ‘good enough’ or ‘silver standard’ care
that circumstances allow.

It is crucial that this is made obvious both to patients and to healthcare professionals from the outset.
Patient and public information must be clear as to what is possible, and what is ‘good enough’ must be

11 Chiumento A, Baines P, Redhead C, Fovargue S, Draper H, Frith L., ‘Which ethical values underpin England’s National
Health Service reset of paediatric and maternity services following COVID-19: a rapid review’. Forthcoming in BMJ Open
2 Horne, S. James, R. & Draper, H. (2021). Reconsidering triage: a panel presentation giving ethical, historical and
medical perspectives on planning for mass casualty events in military and civilian settings. Conference presentation,
10th ICMM Workshop on Military Medical Ethics, Zurich, April 2021.
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reinforced clearly and transparently in professional guidance. If it is not, healthcare professionals are set
up for failure, and they deserve better than that. As the reset phase continues into what might be
described as the post vaccination new normal’, the Government and policy-makers must prioritise how
to make compromises in standards of care fairly and transparently. This should include considering how
to balance COVID-19 care and non-COVID-19 care, and at what point (and how) to resume an aspiration
to higher standards and possibly ‘gold-standard care’ (whether or not gold-standard care can be
considered to have been the prevailing standard prior to the coronavirus pandemic).

b. Care and Caring.

Our research has discovered that the caring aspects of treatment - an essential component of patient-
centred care - have been an immediate casualty of the reset phase, due primarily to the continuing
requirement for strict infection prevention and control measures. We understand care as embracing the
interpersonal relationships between the patient (and their family) and the healthcare provider, and as an
ethically important dimension to healthcare delivery. Our participants, for example, reported that while
treatment delivered wearing personal protective equipment can largely meet a patient’s clinical needs,
there are significant barriers to offering or demonstrating care. Care from behind a mask or a ventilated
hood is experienced differently by both healthcare professionals and their patients. Accordingly, it is
clear that balancing public health concerns with the ‘human’ aspects of patient-centred care is a crucial
difficulty for healthcare professionals during the reset phase. It is here that the distinctive ethical
tensions arise for healthcare professionals and decision-makers aspiring to ‘gold standard care’ in a
‘silver standard’ context. Our research suggests that healthcare professionals are burdened by their
experiences of offering treatment that they feel is ethically lacking because it fails to attain the
relational, caring, and human dimensions of healthcare.

Many healthcare professionals are motivated by the possibility of offering compassionate care, where
care is a relational, multi-directional activity. The implications of de-humanising care are therefore
significant. How far should care be compromised to prevent viral transmission? Public expectations of
what care should look and feel like under the constraints of a pandemic need to be realistic. Equally,
where understanding of a new disease increases as the pandemic progresses, as it has done during the
rest phase of the coronavirus pandemic, ethically operationalisable guidance should allow for flexibility
in decision-making where the risk of infection in particular circumstances is known to have reduced.

Crucially, there are implications too for failing to care for healthcare professionals. As well as opening the
door to moral distress, a failure to support and protect frontline healthcare staff might create a work-life
imbalance such that the personal and relationship costs of working in healthcare outweigh its rewards,
and people will choose not to do it.

Any ‘pandemic playbook’ must therefore attend to the ethical dimensions of decision-making for
healthcare professionals and organisations. Such a playbook will need to consider a variety of concerns.
We set out below a brief summary of our key findings.

a. Healthcare professionals have lacked structured ethical support in the absence of an ethical
framework tailored to the unique public health/clinical ethics tensions characterising the reset phase.
This has meant nationwide consistency of decision-making has been/is lacking. This, in turn, increases
pressure on local decision-makers.

b. Infection prevention and control measures impacted on the nature and quality of ‘care’ that
healthcare professionals have been able to offer. It is crucial that transparent communication manages
public expectations of what is possible during a pandemic to support ‘good enough’ or ‘silver standard’
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care. If ‘usual’ care is the benchmark, healthcare professionals will be set up for failure and it is crucial
that the system is designed to care for healthcare professionals as well as for patients and their families.

c. Infection prevention and control measures discourage close physical proximity and impede non-
verbal communication, both of which impact on emotional and social support for patients at critical
times. Within a hospital setting, these measures begin with policies designed to reduce footfall.
Designated visitors are allowed on paediatric wards — but only one at a time. Someone attending for an
emergency antenatal scan must attend alone. Those giving birth may have a birthing-partner present but
only when active labour has been confirmed. Rigid interpretation of the criteria for confirming active
labour, coupled with the time it takes to don full PPE, means a partner sometimes misses the birth. The
existence of these measures, and having to enforce them, causes difficulties for healthcare professionals
and opens the door to moral distress. The impact on healthcare professionals of being unable to offer
‘caring’ treatment must be recognised.

d. Further work is required as to what ‘ethics support’ might help healthcare professionals. The next
phase of our research will explore the perspectives of healthcare professionals and inform the design of
materials. Such support should be built into the Government’s pandemic playbook to specifically inform
the design of its response the next time.

Concluding comment

Our research activity is continuing, and the responses above are therefore informed by our findings to date.
Our research is a small qualitative project, but demonstrates themes that could be explored to ascertain
prevalence by quantitative methods. We would be pleased, if it were to be considered helpful, to report on
subsequent findings, or to expand our response as our project progresses.

NHS Reset Ethics research team
Submitted 2nd June, 2021



