
People with pre-existing health vulnerabilities for whom the ’Surprise’ question is 

applicable: Guidelines for decision making concerning admission to hospital 

during this pandemic.  

This document applies to those people who are judged by the multidisciplinary medical team (led by 

the GP, specialist consultant or other doctor in charge) to be appropriate for a palliative approach to 

decision making. Proactive indicator guidance from the Gold Standard Framework has been 

established as a way of predicting who may be approaching this last stage in life. Do any of the 

following apply?   

1. Answering ‘no’ to the question:  “Would you be surprised if this patient were to die in the 

next 6-12 months?” 

2. General indicators of decline (Multiple co-morbidities, Weight loss >10% in last 6 months, 

Serum albumin <25g/l, General physical and functional decline, Performance status low eg 

Karnofsky < 50%, low ECOG/ WHO, Severely declining social factors) 

3. Specific clinical indicators of decline (see full Proactive indicator guidance for GSF 

(https://www.eolc.co.uk/uploads/NEW-PIG-20.1.17-KT-vs17.pdf) 

 

Some patients will have been identified pre-pandemic as fulfilling one or more of these criteria and 

will be on a GP palliative care/ GSF register. Others will have advance care plans documented in their 

care home, own home or a Coordinate my Care electronic record.  

But many will not have been previously identified.  

These guidelines apply to people who become acutely unwell during the 

pandemic, with or without suspected Covid-19 infection.  

Use the GSF PIG to judge if patient likely to be in last stage of life  

Categorise the patient according to baseline immediately prior to this acute episode: 

Baseline before this 
episode 

GSF code Action on 
deterioration  

Key considerations 

Unstable (months- 
years) 

Green Consider whether best 
to transfer to hospital 
or keep in usual place 
of care.  

See below* 
At the point where the 
NHS is totally 
overwhelmed/ 
hospitals beyond 
capacity with Covid-19 
patients, the balance 
will fall on keeping 
Green patients in their 
usual place of care and 
not transferring them 
unless situation in 
place of care is worse 
than would be in 
hospital.  

Deteriorating (weeks – 
months) 

Amber Keep comfortable in 
usual place of care 

These patients are 
unlikely to survive or 

https://www.eolc.co.uk/uploads/NEW-PIG-20.1.17-KT-vs17.pdf


benefit from hospital 
transfer/ admission 
during a pandemic 

Dying (last days) Red Keep comfortable in 
usual place of care 

Hospital admission is 
rarely indicated for 
these individuals and 
must be avoided 
during a pandemic 

 

*Green patients key considerations for ethical decision making 

What medical treatment will be on offer to this patient in the hospital setting? 

What medical treatment can be offered in their usual place of residence?  

What are patient’s wishes? 

What are the potential benefits** of transfer?  

What are the potential harms** of transfer?  

What are the potential benefits of keeping in usual place of care? 

What are the potential harms of keeping in usual place of care?  

 

**Harms and Benefits must include the effect on other people not just the patient in 

question. Other people include people with medical needs in hospital or in the 

community, family members, health and social care professionals and society as a whole.  

  



An ethical basis for clinical decision-making for admission/ non admission of patients to 

hospital from their usual place of residence during a pandemic 
 

Introduction 

The “four principles” for healthcare ethics is a framework designed to bring a number of different 

moral theories into a workable system (Non-maleficence, beneficence, justice and respect for 

autonomy). The authors (Beauchamp and Childress1) suggest that none of the four is superior to the 

others, and that all need to be held in balance with each other. However, several authors contend 

that one principle, Respect for Autonomy, is the “first among equals”2 and this approach has become 

prevalent in the law. In contrast, public health medicine tends towards a more utilitarian/justice 

approach. 

 

Basis for application during a pandemic 

• The extraordinary imbalance of capacity/resources v need means that our usual processes of 
decision making can no longer apply.3 

• Allowing a ‘first come first served’ approach is unethical. 
 
1. Non-maleficence 

1. Are there any harms arising from transfer and admission to hospital that need to be weighed 

against any benefit? Harms arising to the patient as a result of transfer and admission to 

hospital in the midst of a pandemic.  

 

The psychological and physical harm that may result from admission to a hospital 

environment in crisis with not enough staff, equipment or resource to manage the patient’s 

needs adequately 

That in hospital the person may be subjected to invasive and painful/ distressing 

interventions (blood tests, imaging, biopsies etc) 

Risk of contracting Covid-19 in hospital environment if not already positive 

Risk of contracting other hospital acquired infections 

Separation from family once hospitalised – dying without family members present. 

These would include the trauma of transfer (with a system in crisis there is likely to be a 

shortage of ambulances and staff, extremely long waits for transfer, uncertainty about 

whether transfer will take place or not).  

Potential harms to the patient would depend on whether the treatment escalation plan in 

hospital was ward based treatment or HDU/ ITU. The harms increase with escalation. 

 

Non maleficence also includes the harm potentially done to others through the act, and 

there may be harmful effects on other patients in the hospital setting of increasing the 

burden on limited hospital resources through the admission of patients with high nursing 

needs and often challenging behaviour from care homes.  

 
2. Beneficence 

1. Does the proposed transfer and admission to hospital have a reasonable chance of being 
successful, where what constitutes “reasonable” will have to reflect not only clinical criteria 

 
1 Beauchamp T, Childress J. Principles of Biomedical Ethics. [5th edn] New York: OUP, 2001 
2 Gillon R. Ethics needs principles—four can encompass the rest—and respect for autonomy should be "first among equals". Journal of Medical Ethics 2003; 
29(5): 307-312 
3 Domres B, Kees T, Gromer S et al. Ethical aspects of triage. Vojenské Zdravotnické Listy 2010;79(2):76-82 



but also resource availability, and what constitutes ‘’successful’’ would be defined by the 
patient or their advocate’s goals or previously expressed wishes.  
 
The benefit of admission to hospital would be access to appropriate investigations, diagnosis 

and hospital treatment. For example, a patient with sepsis will be able to receive iv 

antibiotics in a hospital setting but not in the community, a patient with heart failure would 

be able to receive iv diuretics, a patient in respiratory failure could be ventilated. Most of 

these measures assume the benefit would be life saved and life prolongation.  

 

There may be situations where the potential benefit would also be quality of life 

improvement but not necessarily with life prolongation. A pathological fracture that is 

unstable and painful could be fixated for example, or iv bisphosphonate could be given for 

hypercalcaemia to improve symptoms.  

 

In a crisis situation where the hospital is unable to function normally, it is likely that some if 

not all of these benefits may be reduced or non-existent – as usual investigations, 

treatments and interventions would not be possible in the usual way.  

 

Admitting to hospital may mean care can be provided where it might be totally absent in the 

community if person remains in usual place of residence.  

 
 
3. Justice 
Is use of the scare resource of hospital admission justified for this individual patient in this moment in 

time? This is the area where most shift will occur from our ‘ordinary practice’ outside a pandemic 

and the extraordinary practice necessitated in the midst of a pandemic. A pandemic changes the 

whole healthcare landscape. If there is an extreme shortage of resource, how do we choose who 

gets it?  

 

Priority should be on saving lives that can be saved, and maximising life years saved.  

Using the GSF guidance for estimating prognosis is aligning this to the potential life years approach.  

 
4. Respect for autonomy 
Does the patient want to go to hospital?  
 
Patients can refuse but not demand treatment. They can choose from a menu of options, but the 
options in a pandemic emergency situation will be severely limited. If the patient has capacity, 
efforts must be made to inform them fully of the options that will be available to them treatment 
wise in each setting. Where the patient lacks capacity for this decision, best interests’ decisions must 
be made by the medical team in consultation with the patient’s advocates.  
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