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In early March 2020, Ms. B., a woman in her 
mid-70s, was admitted from her nursing home 
to Seattle Harborview’s medical ICU with sus-

pected Covid-19. When she rapidly decompensated, 

the ICU team resuscitated her as 
they would any patient: central 
line, fluids, pressors. But when it 
became clear that her death was 
imminent, providing supportive 
end-of-life care proved more dif-
ficult. Because Ms. B. had been 
quarantined in the nursing home 
for several days, her family was 
already quite distressed about not 
being able to see her. And the hos-
pital’s strict visitor policy meant 
that even if they could get there 
quickly enough, their time at her 
bedside, if they were allowed any 
at all, would be severely limited.

For Courtney Enix, a senior 
resident who cared for Ms. B. and 
other patients with Covid-19 dur-
ing her recent ICU rotation, Ms. 
B.’s clinical course exposed the 
difficulty of maintaining stan-
dards of care amid the pandem-

ic’s constraints. In an effort to 
limit exposure, ICU team mem-
bers alternated time at the bed-
side, so Enix spent the majority 
of the time outside the room, ad-
mitting other patients, returning 
pages, and updating Ms. B.’s fam-
ily. She was on the phone with 
Ms. B.’s son, eyeing the telemetry, 
when the patient’s heart slowed 
and she died. Though this expe-
rience was particularly wrench-
ing, the sense of disconnected-
ness was not unique to Ms. B. 
“We’re still trying to figure out 
how to give these patients a ‘good 
death,’” Enix told me. “Watching 
patients spend their remaining 
days isolated and alone is devas-
tating.”

Recognizing the resulting mor-
al distress, the hospital began in-
volving the palliative care service 

as soon as a critically ill patient 
with Covid-19 was admitted. But 
determining how best to care for 
patients at the end of life is just 
one of countless challenges Seattle-
area health care workers faced as 
they bore the initial brunt of the 
U.S. epidemic. Though the chal-
lenges are diverse, behind them 
all lies a fundamental tension: 
How do we effectively care for 
patients with Covid-19 while pro-
tecting ourselves, our other pa-
tients, and our communities from 
further viral spread? Health care 
workers on the front lines must 
not only constantly grapple with 
this unusual calculus, but also 
somehow manage the resulting 
emotional dissonance.

Describing the chaos caused 
by constantly changing and con-
flicting guidance, the challenges 
related to shortages of tests and 
personal protective equipment 
(PPE), and the terrifying uncer-
tainty about what’s coming next, 
Megan Reitz, a Seattle family med-
icine doctor, said, “It’s like a wave 
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about to break, but you’re not 
sure which way it’s heading or 
what’s in the way.”

One theme that emerged from 
my conversations with health care 
workers on Seattle’s front lines 
was the need for clear leadership 
and guidance. As Jennelle Badu-
lak, a University of Washington 
(UW Medicine) intensivist and 
emergency medicine physician 
who has helped lead her institu-
tion’s response, told me, “In a 
time of fear and uncertainty, the 
best thing to have is a protocol.” 
Badulak’s general advice to hos-
pitals is to be nimble in develop-
ing these protocols, given the 
rapid pace of learning. But she 
also warns that protocol modifi-
cations cause more anxiety than 
solace when they reflect the need 
to ration resources rather than re-
flecting data on safest practices. 
The consternation among health 
care workers when the Centers 
for Disease Control and Preven-
tion recommended using bandanas 
when no masks are available was 
a case in point.

Those tasked with leading their 
institutional charge find them-
selves juggling the imperative to 
offer their workforce clear guid-
ance on best practices, thereby 
allaying some fear, with the need 
to be transparent about resource 
constraints. Reviewing the prac-
tices of China, for instance, sug-
gests that far more extensive PPE 
use can dramatically reduce in-
fection rates among health care 
workers.1 Though under normal 
circumstances, we would reject 
guidelines that did not reflect 
the highest-quality evidence, in the 
face of dwindling resources, the 
workforce seemingly has no choice 
but to make the most of what is 
available.

How do these constraints affect 

patient care? Mark Wurfel, one of 
the first intensivists at Seattle’s 
Harborview Hospital to care for 
patients with Covid-19, said one 
of the biggest challenges involved 
diagnostic tests. Even obtaining 
something as routine as a chest 
x-ray was difficult because it re-
quired a radiology technician to 
enter the room, consuming pre-
cious PPE, and rendered the ma-
chine unusable for other patients 
without a deep cleaning. But with 
some ingenuity, the nurses and 
radiology techs developed a work-
around. The nurse would move 
the bed up to the window of the 
door and sit the patient as up-
right as possible, with the plate 
behind the patient, allowing the 
tech and the machine to stay out-
side the door.

CT scans, however, proved 
more difficult. As Wurfel ex-
plained, in the best-case scenario, 
you send someone to the scanner, 
the scan’s done in 15 to 20 min-
utes, and the machine is disin-
fected (though long cleanings 
after patients with Covid-19 dis-
rupt workflow for the rest of the 
hospital). Unfortunately, critical-
ly ill patients who most need im-
aging also tend to be the most 
unstable. Wurfel told me about a 
patient who had respiratory de-
compensation inside the scanner, 
necessitating bag–mask ventila-
tion. “It’s the worst place to have 
to manage copious endotracheal 
secretions that are potentially in-
fectious,” he said. This scenario 
also highlights the need for hyper-
vigilance among patients who are 
presumed not to have Covid-19. 
This patient, for instance, initial-
ly presented with stroke symp-
toms, but a further history ob-
tained from the family raised 
suspicion for Covid-19 infection, 
which was later confirmed.

Given mounting PPE shortages 
and the rising death toll from 
Covid-19 among health care work-
ers globally, such scenarios induce 
terror and necessitate rethinking 
of routine standards of care. 
Should we run to codes of pa-
tients with known or suspected 
Covid-19? Should physicians refuse 
to intubate a patient unless they 
have adequate PPE? Should we of-
fer bedside comfort to the elderly 
patient with possible Covid-19 
who becomes increasingly deliri-
ous as unrecognizable health care 
workers speed in and out of the 
room while TV coverage of the 
pandemic drones on in the back-
ground? The clarion call of the 
profession — to put our patients’ 
needs above our own — is far 
less directive when meeting one 
patient’s needs may leave us too 
ill to care for the next. As David 
Walton, a hospitalist at Boston’s 
Brigham and Women’s Hospital 
who has been on the front lines 
of infectious disease outbreaks 
in Africa and Haiti, pointed out, 
negotiating these trade-offs is 
highly unusual, particularly for 
U.S. clinicians. “The challenge 
of taking really good care of pa-
tients with the precautions we 
need to care for ourselves is new 
for us.”

To Nick Mark, an intensivist at 
Seattle’s Swedish Medical Center 
whose young physician colleague 
was critically ill with Covid-19 
when we spoke, the threat to 
health care workers is palpable. 
Predicting a workforce shortage, 
Mark likened the epidemic to a 
marathon, emphasizing that “we 
are only on mile 2 or 3.” Particu-
larly worrisome to him are the 
intense ventilatory needs of pa-
tients with Covid-19–associated 
acute respiratory distress syn-
drome (ARDS). “People tend to 
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think of machines as magic and 
undervalue the people who [oper-
ate] them,” Mark said. Noting 
the widespread calls for physi-
cians from other specialties to 
pitch in, Mark noted how few 
among us actually know how to 
intubate, manage ventilators, or 
insert chest tubes.

Reflecting on other challenges, 
Mark lamented the absence from 
the hospital of patients’ family 
members, who provide comfort 
and often translate for critically 
ill patients who can’t communi-
cate. “Everyone is worried about 
not having sufficient ventilators,” 
he said. “I am worried about not 
having sufficient compassion and 
not having sufficient people.”

When it comes to protecting 
the workforce from infection, an 
adequate supply of PPE is the 
first priority, and it is unconscion-
able that supplies are lacking. 
But many people I spoke with 
emphasized that even if physical 
risk is minimized, we need to 
tend to the workforce’s emotion-
al well-being in the face of per-
vasive and well-warranted fear. 
Given concerns about inadequate 
protection, knowledge that we 
might expose other people, and 
awareness that people we love 
will die, telling people on the 
front lines not to be scared is 
like asking them not to breathe. 
But if compassion has sometimes 

been a necessary cas-
ualty of our attempts 
to save as many lives 
as possible, what 

struck me about Washington’s 
front lines was how clearly the 
workforce’s fundamental human-
ity shone through.

EvergreenHealth, just east of 
Seattle, is the hospital where the 
nation’s first influx of coronavi-
rus patients received care. David 

Reed, the environmental ser-
vices manager there, told me 
that though his team is used to 
“cleaning up all kinds of icky, 
scary stuff,” anxiety about Cov-
id-19 compels him to tend more 
to his staff’s emotional needs. 
So Reed spends more time than 
usual checking in with the work-
ers who clean rooms, making 
sure they feel confident in their 
ability to protect themselves. The 
supportive spirit trickles down to 
his team leaders: Warren Julve, 
who leads the day-shift team, is 
highly attuned to his team’s 
fears. One typically fearless team 
member, for instance, entered a 
room that had been occupied by 
a patient with Covid-19 and just 
stopped. “I’m scared,” she told 
Julve. “I can’t do this.” So Julve 
cleaned the room with her, re-
minding her that they know how 
to protect themselves, the staff, 
and patients. “That sort of sensi-
tivity to what people are feeling 
is more important now than 
ever,” Reed told me.

Sensitivity to the well-being of 
medical trainees was emphasized 
by many people as well, and it 
will continue to be a nationwide 
focus of discussion if workforce 
shortages intensify. Though ini-
tially UW Medicine intended to 
keep trainees from caring for pa-
tients with Covid-19, it quickly 
became clear that that was oper-
ationally impossible. Mindful of 
trainee well-being, however, the 
residency program created a “no 
questions asked” policy, allowing 
house staff to opt out of caring 
for infected patients. Neverthe-
less, as Douglas Leedy, one of 
UW Medicine’s chief residents, 
told me, residents overwhelming-
ly preferred to be on the front 
lines. Leedy said he had been in-
undated with email from house 

staff offering to help by, say, 
coming off elective rotations or 
giving up vacation. Leedy was 
not surprised by the outpouring 
of support. “A lot of us health 
care workers go into medicine 
for moments like this,” he said.

Sharukh Lokhandwala, an in-
tensivist at EvergreenHealth, was 
similarly struck by the nearly uni-
versal urge to help the commu-
nity get through this crisis. Lok-
handwala recalled, in particular, 
a patient in her 70s with refrac-
tory ARDS. After he’d explained 
to her family, on the phone, the 
terminal nature of her disease, 
they agreed to transition to sup-
portive care. A morphine infusion 
was started and the patient was 
extubated. A few minutes later, 
Lokhandwala looked up from his 
workstation and saw a nurse in 
PPE, comforting the patient. The 
nurse rubbed the patient’s arm, 
told her that her daughter wished 
she could be with her, and held 
her hand until she died.

As the pandemic spreads 
around the world, we’ll continue 
to be plagued by resource con-
straints that will compromise 
our ability to protect ourselves, 
our patients, and our communi-
ties. But as Seattle’s response to 
Covid-19 reminds us, the profes-
sional spirit marches on, uncon-
strained.

Disclosure forms provided by the author 
are available at NEJM.org.

Dr. Rosenbaum is a national correspondent 
for the Journal. 

This article was published on April 1, 2020, 
at NEJM.org.

1. Gawande A. Keeping the coronavirus 
from infecting health-care workers. The 
New Yorker, March 21, 2020 (https://www 
.newyorker .com/ news/ news - desk/ keeping 
- the - coronavirus - from - infecting - health - care 
- workers).

DOI: 10.1056/NEJMp2007466
Copyright © 2020 Massachusetts Medical Society.Harnessing Our Humanity

            An audio interview 
with Dr. Rosenbaum  

is available at NEJM.org 

The New England Journal of Medicine 
Downloaded from nejm.org on September 2, 2022. For personal use only. No other uses without permission. 

 Copyright © 2020 Massachusetts Medical Society. All rights reserved. 


