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Ethical Issues in Emergency Preparedness and
Response for Health Professionals
Health care policy changes are needed to minimize the risk to physicians
responding to public health emergencies and aid in their longer-term
responsibility of protecting and promoting the nation's health.
Lisa A. Eckenwiler, PhD
As the United States has focused on its vulnerability to violent terrorist acts, it has turned to protectionist initiatives in
political and economic policies and defensive measures such as biodefense and emergency preparedness programs in
health policy. Arguing that their efforts will afford needed protection from bioterrorist threats and also strengthen the
health system, the nation's leaders have called upon health professionals to play a central role in securing the homeland
[1-4]. On this new landscape, emergency planning and response revolve more than ever around complex emergencies,
where human action plays a role in creating crisis [5-6].
Much has been said about first responders, physicians, and other health professionals' obligations to participate in
emergency preparedness efforts, to face great danger, and to confront new and difficult moral questions in an actual
crisis. Considerably more discussion is needed on the social and institutional policies that should exist to support
health care professionals in these endeavors. Here I hope to shift the conversation toward what is owed to health
professionals both as they prepare to face possible crisis and also in their longer-term project of protecting and
promoting the nation's health. Social norms, economic structures, and institutional processes demand our attention
because they can support (or undermine) health professionals' ability to defend public health, protect their own bodily
integrity, and uphold key ethical ideals.

Giving Health Professionals Their Due in the Face of Disaster
Emergency preparedness now captures the energies and expertise not only of first responders and emergency
physicians and nurses but virtually all clinicians and public health professionals—and increasingly defines the specific
ends which organize their work. Many health professionals find themselves working to secure funding from the "war
chest" set aside by the federal government for research on biological pathogens and medical countermeasures [7-9].
Others are redesigning public health statutes and forging new links with law enforcement [10-11]. Education in
emergency preparedness—with emphasis on bioterrorism and weapons of mass destruction—currently constitutes part
of the preferred curriculum for medical students and other health professionals in training [12-18]. Public health
agencies, academic health centers, and physician specialists have organized task forces and defined competencies for
readiness and protocols for emergency response [19-31]. Some health professionals have found themselves serving as
participants in (highly controversial) studies of the smallpox vaccine [32].
It appears, however, that "readiness" remains an elusive goal [33-36]. Evidence suggests that needed resources—
including protective equipment, personnel, facilities, and information regarding past experiences with bioterrorism—
are lacking [37-46]. This presents serious ethical concerns for public health and health professionals, especially those
who would serve as first responders, given pervasive expectations that they come forward to serve in a crisis.
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Indeed, along with calls from the nation's leaders, legal obligations and ethical codes compel health professionals to
confront danger. Under the force of law, and specifically the Emergency Medical Treatment and Active Labor Act
(EMTALA), emergency departments are required to stabilize patients in need of emergency care. Proposed revisions
to public health statutes require some health professionals to give care in an emergency as a condition of licensure
[47]. More generally, federal authorities and health care accreditation organizations mandate participation in the
National Disaster Medical System [48].
Ethics codes generally give less explicit directives but can make strong moral claims on health professionals. The
American Medical Association, for example, stops short of postulating a duty but nevertheless calls for physicians to
"apply [their] knowledge and skills when needed though doing so may put [them] at risk" [49]. According to the
American Nurses Association, nurses are obligated to provide care in certain circumstances (emergency not noted), yet
they also have duties to themselves, namely to preserve their integrity and safety [50]. At the same time, the National
Association of Emergency Medical Services Physicians notes that "prehospital care providers have no duty to place
themselves at risk for the benefit of another" [51]. Although not an ethics code, the Association of American Medical
College's report on training future physicians for crisis at once refers to "professional obligations to treat" and "rights
to protect . . . personal safety" [12]. While many codes thus reveal tensions between obligations to others and to self,
health professionals are left to determine which holds the most moral weight.
It appears, at least at present, that requirements and entreaties for health professionals to face the grave dangers
presented by bioterrorism or weapons of mass destruction fail to meet the ethical principle of proportionality, which
holds that policies and practices are ethically justifiable when the risks of harm are minimized and reasonable in
relation to anticipated benefits. To be sure, the expertise of health professionals would bring great benefit to public
health in a disaster. Yet, without adequate resources, health professionals' capacities to protect their own bodily
integrity in a crisis is severely impaired. This in turn poses serious risks for the health of the public.
If the risks of harm are to be minimized and the principle of proportionality is to be met, it is essential to transform
features of social and institutional context that undermine the provision of adequate resources and other needed
support for health professionals. Economic structures, such as existing processes for reimbursement to health care
institutions, are one example. Factors contributing to state budget deficits also demand attention. Taking a broader
view, sustained financial support for strengthening the health system and its personnel has not been a priority for
policy makers, a problem that has contributed to an overburdened health system and an inadequate pool of available
health professionals as well as difficulties in recruiting [52]. Social norms also undervalue caregiving work, making it
difficult to recruit new health workers. Sustained financial support for the health system and strategies for shifting
social norms toward heightened respect for the work of caregivers should be moral priorities for policy makers in any
case, but most certainly given expectations that health professionals will face danger for the sake of others in an
emergency.
In perhaps the most visible initiative aimed at minimizing the risks of harm for a subset of health professionals, federal
officials launched the smallpox vaccination program in 2003. While appreciative of this effort to provide them, and in
turn, the public, with added protection, not all health professionals accepted the proposition that taking the vaccine was
their duty. The refusal of some to participate in the vaccination program revealed the tension between health
professionals' duties to others and their right to protect their own bodily integrity. Indeed, supporters of the smallpox
vaccination program showed contempt for those who raised questions about the program or rejected it altogether.
There are, they argued, "moral and medical reasons to deplore the decisions of physicians and hospital officials who
opt[ed] not to participate. . . . Their job is not to assess intelligence risks or second guess public health officials" [53].
Reflection and debate over the program were construed not as exercises of autonomy, but instead as expressions of
ingratitude, and seen as dangerous impediments to protecting against an imminent attack.
In a security-conscious environment, it might be assumed that by accepting the protection the government affords, we
tacitly consent to any measures it deems necessary to protect us—including those that entail sacrifices of liberty. Yet,
to the extent that such an assumption holds, unquestioning deference to authority can become the norm, which
undermines the autonomy of health professionals as individual moral agents. An operating assumption of tacit consent
also thwarts medical professionals' abilities to contribute to policy and, in turn, could compromise public health and
safety.
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Past experience suggests that when health professionals lack decision-making authority in a health emergency with
national security implications, the health of the public suffers. When collaborating with other agencies, divergent
institutional norms, objectives, and processes can thwart health professionals' efforts. Allegations about how the FBI
and military officials' secrecy may have hindered the CDC's assessment, and in turn, swift and effective response to
the anthrax-laced letters are an especially poignant example [54]. Most recently, health professionals have found
frustration with Department of Defense officials over a study on the anthrax incidents that was censored for 2 years—
and that is still not available in its entirety—on the basis of national security [31, 51]. Unless we achieve consensus on
ideal decision-making structures and processes between justice authorities and health officials during crisis preparation
and response, we risk undermining health protection.
Besides developing ethically defensible decision-making structures among agencies and institutions, it is essential to
train individual clinicians in ethical decision making in crisis situations so they can effectively treat patients and
provide information to colleagues and to the public. This means challenging institutional and professional norms that
can marginalize ethics in the curriculum. Providing them with this essential resource will help clinicians minimize the
risk to the public and will support ethical ideals such as respect for autonomy, privacy, and equality, and fair resource
allocation in the face of challenges that, without preparation, could be overwhelming [55].

The Long-term Project: Protecting and Promoting Health
As we have seen, the assumption that social organization and cooperation should center around security has led to
preparedness initiatives aimed at controlling or containing the health consequences of future acts of aggression. Yet
the current emphasis on emergency preparedness presents profound social justice concerns. Society's vulnerable
members and health professionals will be the most affected if emergency response planning diverts resources from
urgently needed prevention and health promotion endeavors and from under-resourced hospitals, nursing and other
health professional shortages, and the growing population who are underinsured or uninsured [52, 56-58]. The
diversion of resources may undermine the nation's health and perpetuate, or even worsen, health disparities. This
circumstance constrains health professionals capabilities to uphold the ideal of social justice. Economic and other
structural reforms in health care and the public health system are urgently needed if social justice is to be recognizable
in the health system and if emergency preparedness efforts are to have any hope of success.
Our methods for threat assessment and the role for health professionals in bioterrorism protections call for scrutiny.
Some health policy makers believe the current focus on medical control or containment of extreme events rests upon
highly controversial assumptions and reductive models for understanding the nature of the threat. The present
approach may represent a troublesome retreat from advances in social medicine and social epidemiology. To
understand the nature of the threat, we might also concentrate on the global economic structures that contribute to
unstable production systems and jobs markets, weak democracies, the erosion of cultural identity and political
freedoms, and the international weapons trade. Health professionals should work to enhance self-determination and
equality and promote health security around the world instead of being compelled to focus their cooperative efforts on
emergency preparedness on the homefront. Health professionals can play a vital role in addressing these and other
social determinants of health [59]; yet present policy constrains their capacities to effectively promote health and to
support social justice globally.
Emergency preparedness initiatives constitute an integral part of health systems globally. The changing landscape of
health policy and practice presents ethical complexities about how to secure health and support the efforts of health
professionals in the face of disaster and over time. It is essential to direct our attention to social and professional
norms, institutional arrangements, and economic structures in the current context, and assess how they enhance or
undermine ethical principles and ideals.
Lisa A. Eckenwiler, PhD, is an associate professor of philosophy at Old Dominion University and an adjunct professor
at Eastern Virginia Medical School specializing in bioethics. Her work thus far has been in research ethics and ethics
in public health. She is working on ethics and biodefense, global justice, and caregiving for the elderly, and on a book
on the ethics of bioethics.
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