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Ethics in the E.R 
Lecture 1 

•  What does the Ethics committee do? 
•  Ohio DNR law: Patient Self Determination Act. 
•  Grandview Level of Care orders 
•  Who decides when the patient cannot? 
•  EMTALA 



Bioethics Advisory Committee 

•  Provides consultations 
•  Reviews policies 
•  Education 
•  Mentoring 



Who Decides? 

•  By law and by convention / tradition, the 
spouse is spokesperson, unless there is 
a compelling reason to suspect they do 
not have best interest of pt at heart. 

•  Adult Children are next in line. 
•  Parents are next 





Who to Contact 

•  Each hospital has an Ethics Committee 
•  Nursing supervisor, risk manager 
•  Program Chairperson 
•  Write an order 
•  Discuss with attending if appropriate 
•  Attend a committee meeting to learn 

more! 



Ethics in the E.R 
Lecture 2 

•  Ethics in Disasters and Epidemics 

•  Katrina 
•  Uniform Emergency Volunteer Health 
Practitioner Act -- UEVHPA 

•  Good Samaritan Laws 
•  Influenza and Pandemics 



Katrina Euthanasia Case 
•  Would You have Stayed Behind? 



Hurricane Katrina 

•  Correctly forecasted by weather 
reporters and large percentage of 
population evacuated. 

•  Hits New Orleans Aug 28 2005. 
•  Leaves entire city under water, without 

power, drinkable water, or police/
security. 



Flooding after Katrina 
Note the barge on the wrong side of the levee! 



New Orleans Airport used as staging facility  
After Katrina hits. 



Flooding on Canal Street.   
 
Many hospitals in the flooded 
Area had their backup generators in the Basement. 



Memorial Medical Center after the flooding.  
Anna Pou, MD and 4 nurses stay behind to  
Care for 9 patients who were too sick to evacuate. 

The rest of the facility is evacuating.   
Would you have stayed? 



Memorial Medical Center after the flooding.  
The Air conditioning is out.  There is no light. 

Would you have stayed? 



Memorial Medical Center after the flooding.  
Toilets aren’t working.  Reports of looting and gunfire  
In the streets. 

Would you have stayed? 



Memorial Medical Center after the flooding.  
 

On the fourth day, Dr Pou and the nurses realize they 
Cannot safely stay or care for the patients.  They decide 
To give the patients lethal doses of Morphine and Versed. 
 



The summary states that Pou told the nurse executive of Lifecare, the acute care facility on the seventh floor of 
the hospital that housed the nine patients, that "a decision had been made to administer lethal doses of 
morphine to Lifecare patients." 
 
According to the report, none of the nine was a patient of Pou's and there was no indication she had talked to 
their doctors before seeing them on the day they died. 
 
The attorney general's report also said that other medical personnel told Pou that one of the patients, Emmett 
Everett Sr., was conscious and alert. Everett was 61 years old, weighed almost 400 pounds and was confined to 
a wheelchair. 
 
"Dr. Pou decided (patient name blacked out) could not be evacuated. He could not be taken out by boat because 
he was not ambulatory and Dr. Pou felt he was too heavy to be evacuated by helicopter," according to the report. 
 
In a written statement, Pou's lawyer denied that the combination of morphine and Versed is a "lethal cocktail." In 
addition, Rick Simmons said Pou's own expert said it is well-known among scientists that blood levels of 
morphine are "greatly increased" in patients who have been dead for many days. Read Dr. Pou's response to 
attorney general (pdf) 
 
Pou does not deny giving the patients drugs. In the days following Hurricane Katrina, floodwaters ran freely 
through the sweltering, pitch-black hospital, carrying human waste through its corridors, Pou told Newsweek. 
 
Patients were moaning and crying in the halls; some were being fanned with slats of cardboard, others cooled 
off with dirty water and ice. Treatment was being administered under flashlights, Pou told the magazine. 
 
"What you have to do when resources are limited, you have to save the people you know that you can save. And 
not everybody is going to survive those kind of conditions. And we knew that," Pou told Newsweek. 
 
The patients on the seventh floor were among the sickest in the hospital, Pou said. Pou administered painkillers 
and sedatives "to help the patients that were having pain and sedate the patients who were anxious," she ackno 



District Attorney Jordan Proffers Murder Charges against  
Dr Pou and 4 nurses.   
 
Pathologist labels autopsy findings  
Consistent with Homicide. 



 
AMA and other medical organizations weigh in,  
Arguing that to prosecute this case would put 
A chill on medical volunteers in the future. 
 
After almost two years, grand Jury decides not to  
Send case to trial, exonerating Dr. Pou and the  
Nursing staff at Memorial medical Center. 
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States which have enacted the Uniform 
Emergency Volunteer Health Practitioners Act 

as of 2014 

UEVHPA 
•  Arkansas (2009) 
•  Colorado (2007) 
•  District of Columbia 

(2010) 
•  Illinois (2010) 
•  Indiana (2008) 
•  Kentucky (2007) 
•  Louisiana (2009) 
•  Nevada (2011) 

UEVHPA 
•  New Mexico (2008) 
•  North Dakota (2009) 
•  Oklahoma (2009) 
•  Oregon (2009) 
•  Tennessee (2007) 
•  Texas (2013) 
•  Utah (2008) 



Aviation Medical Assistance 
Act of 1988 

•  An individual shall not be held liable for 
damages in any action brought in a Federal 
or State court arising out of the acts or 
omissions of the individual in providing or 
attempting to provide assistance in the case 
of an in-flight medical emergency unless the 
individual, while rendering such assistance, is 
guilty of gross negligence or willful 
misconduct 



AAMA 1988 

•  the laws of the country in which the carrier is 
based apply. 

•  some countries, such as Australia and 
countries in the European Union, impose a 
legal duty on the physician to respond.  

•  The United States, Canada, and the United 
Kingdom do not have a requirement to act. 
–  Dachs RJ, Elias JM. What you need to know when 

called upon to be a Good Samaritan. Fam Pract 
Manag. 2008;15(4):37-40. [PubMed] 



AAMA 1988 
•  One study by the FAA of five US airlines estimated 

the incidence of in-flight emergencies from 1996 to 
1997 to be 8 per one million enplanements, or 13 
events per day. 

•  In general, studies have shown that the most 
common medical problems encountered in-flight are 
GI; neurologic, specifically syncope; respiratory; and 
cardiovascular. 

•   Cardiovascular emergencies result in the greatest 
number of flight diversions. 
–  Ruskin KJ, Hernandez KA, Barash PG. Management of in-

flight medical emergencies. Anesthesiology. 2008;108(4):
749-755. 



Common Features of All Good 
Samaritan Laws 

•  any physician... 
•  who renders first aid or emergency care... 
•  at the scene of an accident or emergency... 
•  in good faith... 
•  gratuitously without compensation or expectation 

thereof... 
•  to a person not presently his/her patient... 
•  shall not be liable for civil damages resulting from any 

acts or omissions by the person rendering the 
emergency care... 



Good Samaritan Laws 
Exceptions 

•  In 49 States (all except Kentucky) the statute 
specifically mentions that physicians licensed in any 
state acting as Good Samaritans have immunity in 
that particular state. 

•  Some Air Carriers request a copy of the physician’s 
medical License. 



Potential Threats 

•  Epidemic  
– Flu 
– Anthrax 

•  Natural Disasters 
– Hurricane, Earthquake, Flood 

•  Manmade Disasters 
– Catastrophic structural failure 

•  Terrorist attack 



Summary 

•  Triage 
•  Limited Resources 
•  Who does Triage at each level of care? 
•  Emergency Standard of Care 
•  Public Education 
•  Procedural Considerations: How the 

response changes as events progress 
•  System Requirements 



Triage 

•  System first used by military to assess 
mass casualties.  

•  Still valuable today for sorting patients. 
•  Evaluate who needs the most help 

quickly to survive, who needs help to 
return rapidly to function, who can wait, 
and who cannot survive. 



Triage Categories 

•  Red  most critical/ life saving 
treatment needed now. 

•  Yellow   Treatment ASAP can return to 
battlefield or a stabilized RED pt. 

•  Green   medical treatment/can wait for 
definitive therapy 

•  Blue  Expectant  Comfort care only. 



  

•  Who does Triage at each level of care? 
– Prehospital  EMTs 
– ER  Nurses 
–  ICU  Doctors 



Pandemic Triage 

•  Limited Resources 
– Vaccines 
– Antibiotics/Antivirals 
– Hospital Beds 
– Staffing (remember that staff will get sick 

too!) 
– Ventilators (Grandview has about 50) 



Value Statements 
•  Respect for persons 
•  Truth telling, transparency, and openness. 
•  Community good as primary goal 
•  Best estimates of patient survival with low 

morbidity. 
•  Stewardship of scarce resources 
•  Decision making authority shifts from 

family to Incident commander or designee. 
•  Fairness. 



Emergency Standards of Care 
•  Also called Altered Standards of Care 
•  Recognizes that patients will not be able to be treated 

the usual way. 
•  Recognizes that not all pts will receive treatment. 
•  Lastly, providers cannot be held liable based on the 

usual community standards that would apply when an 
emergency is NOT present. 



Emergency Standards of Care 

•  Examples: 
–  Postponing an elective Lap Chole because of the 

epidemic: is the surgeon liable if the pt then 
presents with acute cholecystitis? 

–  Dialysis pts may receive only 2 treatments per 
week to increase capacity at functioning dialysis 
units: is the nephrologist liable if a pt dies from 
hyperkalemia or CHF between treatments? 



Procedural Considerations 

•  Community Health care response 
– Community clinics and resource pooling. 
– Stay home. 
– Stock up on provisions. 

•  Declaration of emergency status of 
operations 

•  Decision Making authority shift. 
•  Reassessment of procedures and 

implementation guidelines 



Procedural Considerations 

•  Which patients get admitted to facilities? 
•  Maximize capacity. Withdrawal for certain 

patients to free up ICU beds. 
•  Fairness in Triage 
•  Change to presumption of need based, 

instead of first come first served service. 
•  Pain and palliative care to those not admitted. 
•  Family and public access to facility likely to be 

restricted. 



Procedural Considerations 
•  Privacy and confidentiality try to continue 

but will need reporting of data to central 
database to tailor response. 

•  Outpt and home health care – will it 
continue? 

•  Preventive treatment of essential staff. 
•  Employed and professional staff obligation 

to provide treatment.  
•   Facility obligation to provide safe 

environment. 



Procedural Considerations 

•  Staff allocation and roles during 
emergency may change based on 
demand.  (vents on wards once ICU full) 

•  Facility support for staff after wards.  
(support for PTSD, legal support of staff 
that followed directives.) 

•  Declaration of End of Emergency. 



Procedural Considerations 

•  For Pandemic Flu: 
– Expect at least 8 weeks  of disruption. 
– Schools closed 
– Public events / gatherings cancelled 
– Cities that ended the emergency status too 

soon saw outbreaks up to 16-30  weeks 
•  Based on Influenza/ polio pandemics 



Pandemic Triage 
•  Each step along the way has protocols for deciding 

who gets treatment and what kind of treatment is 
offered. 

•  Public expectations have to be managed 
•  Healthcare system must be ready 

–  Funded 
–  Planning 
–  Exercises. 



Public Education 

•  General information already available 
– 3days3ways.org  Ready.gov 
– SeattleRedcross.org 
– Commercials about the 1911 flu epidemic, 

stating “it will happen again”. 
•  Just in time info will be broadcast as the 

pandemic is recognized and spreads. 



PreHospital Triage 

•  Schools and malls will close. 
– Mexico 2009 pandemic: soccer matches 

continue, with empty stadiums. 
•  Clinics to be set up in community 

centers, churches, schools. 
•  Stores of Vaccines, Amantidine, 

Theraflu will be distributed as available. 
•  Groceries will be sold out/ fights will occur. 



ER Triage 
•  First Cases will be handled as we currently do, until 

the pandemic is recognized. 
•  Subsequent cases will be isolated and hospital 

personnel will be given whatever prophylaxis is 
available. 

•  Once  the ERs are full, patients will be triaged in 
waiting room or parking lot, noncritical pts sent to 
community centers. 



ICU Triage 

•  Protocols for emptying hospital of 
noncritical patients, cancelling 
nonurgent procedures. 

•  What do we do with critical patients on 
vents in the ICU?  



ICU Triage 

•  Hospitals, Intensivists will have to 
decide who is removed from life support 
to free up ventilators and ICU beds for 
Influenza patients. 



Factors to Consider 

•  Age 
•  Risk of dying from comorbid conditions 
•  Lifestyle and compliance issues 
•  Likelihood of responding to treatment 
•  Expected outcome of successful 

treatment 
•  How much support will be needed and 

for how long? 



Which Patients get  the Vent? 

•  Protocol for this decision is in place. 
•  Developed by multidisciplinary team for 

state of Ohio. 
•  Uses SOFA score (Sequential Organ 

Failure Assessment) 
•  Green Yellow Red Blue categories, 

same as above. 







Triage Liability 

•  Triage is fast and brutal in mass 
casualty situation. 

•  There can be no appeal process due to 
the urgent nature of the process. 

•  People will feel wronged/cheated if they 
or their loved one is not treated first. 

•  Triage officer must be protected from 
lawsuits.   



Triage Liability 

•  The triage officer will be protected from 
liability under the Good Samaritan laws, 
or the UEVHPA assuming they are 
acting in accordance with their training 
and using protocols. 

•  There will be a retrospective review 
process to evaluate how reproducible 
the decisions are. 



Triage Review 

The image part with relationship ID rId1 was not found in the file.



System Requirements In 
Advance of Disaster 

•  Prepositioned Resources 
•  Distributed resources 
•  Cross state credentialling for ALL levels 

of responders. 
•  Training for the disaster response 

teams 
•  Exercising of the response to work out 

kinks 



System Requirements In 
Advance of Disaster 

•  Backfill for the positions who do the responding. (who will take 
care of the patients we leave  behind when we go to the disaster 
area?) 

•  Liability coverage or waiver in place and SET IN STONE.  
•  Insurance and funding rules worked out. 

–  Responders should be PAID 
–  Practices MUST be PAID 
–  Care of the patients left behind must continue AND get paid 
–  There should be a premium paid by the insurer or the State  to 

encourage participation in the disaster response. (currently it is 
assumed we will do this for FREE?) 
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