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Unmasking the Triumphs, 
Tragedies, and Opportunities 
of the COVID-19 Pandemic 
The COVID-19 pandemic has resulted in many changes to society and the 
practice of critical care medicine. Perhaps now is the time to address defi-
ciencies in communication and decision-making that impact quality of care 
provided to older patients with serious illness. 

The COVID-19 pandemic has created a 
juxtaposition of triumph and tragedy. In 
triumph, the pandemic has metaphorically 
brought humans together like nothing 
else we have observed in recent times. 
The international community has been 
mobilised to provide the best patient care 
while simultaneously protecting health 
care workers by identifying solutions to 
local problems like workforce and resource 
shortages. Research priorities have shifted 
to rapidly test novel therapies, to identify 
a vaccine, and to establish ‘best practices’ 
for managing patients with COVID-19. 
With temporary obscurity of the electronic 
health record, doctors and other healthcare 
providers are talking with one another. The 
chatter is ripe with novel clinical observa-
tions and teeming with pearls and stories 
of how individuals and healthcare systems 
are innovating during a crisis. Thanks to 
social media, many communities, industries, 
and organisations have banded together 
to procure personal protective equipment 

(PPE) for front-line healthcare workers.
In tragedy, over 25 million people have 

been infected and the death toll continues to 
climb, reaching nearly 850,000 worldwide, 
and unfortunately, older individuals bear the 
burden of severe disease, hospitalisations, 
and mortality (Johns Hopkins University 
2020). Outcomes data demonstrate afflicted 
hospitalised individuals 80 years of age or 
higher survive less than 15%, and survi-
vors often require more than three weeks 
of mechanical ventilation and prolonged 
hospital stay (Cummings et al. 2020). 
Pre-COVID-19, longitudinal post-critical 
illness follow-up studies suggest only 25% 
of older patients return to pre-critical illness 
level of functioning while 25% endure a 
significant reduction in their quality of life 
and functional status and the remainder 
will die (Heyland et al. 2016a). Not yet 
available, but longitudinal outcomes data 
from survivors of COVID-19 related critical 
illness are likely to be grim owing to the 
prolonged nature of illness. Death, while 
tragic, may overshadow the real tragedy, 
which is dying (or surviving) in a person-
ally unacceptable manner. Here, we cast a 
light on problems with communication 
as it relates to decision-making for older 
individuals suffering from critical illness (no 
communication, insufficient communica-
tion, and ineffective communication) and 
how the COVID-19 pandemic has further 
impaired the decision-making process by 

serving as a barrier to timely and effective 
communication. We offer pragmatic tools 
to enhance the decision-making process to 
ensure the older patient with COVID-19 
disease transitions through the healthcare 
system in a personally acceptable manner. 

Caring for critically ill patients with 
COVID-19 disease has called for cluster-
ing care, preserving personal protective 
equipment, limiting interactions with 
patients, and prohibiting visitors into 
an ICU. The intended consequences of 
these measures are to protect healthcare 
workers and limit the spread of SARS-
CoV-2 virus. The unintended consequences 
are unknown. However, communication 
between the healthcare team and families 
may be sub-optimal. Due to the prohibi-
tion of visitors, families are updated via 
telephone and unable to witness their loved 
one physically and emotionally suffering. 
Consequently, decision-making is marred 
and incomplete, without consideration of 
the subjective bedside experience gained 
by families, and decisions made with 
incomplete information opens a pathway 
for medical errors to occur, including the 
receipt of unwanted treatments.  

Reviewing the consequences of inad-
equate communication from the pre-COVID 
era may provide insight into the magnitude 
of the problem. For example, older hospi-
talised patients were interviewed to identify 
their values and preferences for CPR and 
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compared those preferences to CPR orders 
in the medical chart (Heyland et al. 2016b). 
The chart indicated the patient prescribed 
CPR when, in fact, the patient did not 
identify it as a preference on average 35% 
of the time and this error rate ranged in   
14-82% of hospitals surveyed. These data 
suggest older patients had the potential to 
receive a life-sustaining therapy (CPR) that 
was unwanted. In another study, families 
of 600 incapacitated patients aged 80 or 
older were interviewed throughout the 
patients’ ICU stay. Families were interviewed 
to elucidate patients’ underlying values 
and preferences. Preserving comfort and 
‘to suffer as little as possible’ were the 
most common responses (Heyland et al. 
2015). In fact, 24% of families expressed 
that the preferred medical treatment plan 
be ‘comfort measures only.’ Yet, all the older 
patients had been admitted to an ICU for 
aggressive treatments that increased their 
pain and promoted discomfort. Just over 
50% of families acknowledged that a 
doctor had talked to them about treatment 
options. Approximately half of these older 
patients died in the hospital, on average, 
after two weeks of intensive care. Families 
were most dissatisfied with communication 
and decision-making and the amount of 
‘control’ they had over what happened to 
their loved one.  

Arguably, these results suggest the health 
care system’s decision-making superseded 
patients’ and critical care services served 
to prolong the dying experience, which 
seems inconsistent with a ‘quality finish’ 
from the patient’s point of view. Finally, by 
analysing audio recordings of approximately 
250 patient-clinician interactions in the 
ICU setting, Scheunemann and colleagues 
provided us with greater insights into how 
values and preferences are elicited from 
family members of critically ill patients 
(Scheunemann et al. 2019). Overall, 63% of 
family conferences contained no informa-
tion exchange or deliberation about patient 
values or preferences and clinicians made 
treatment recommendations informed 

by patient values and preferences in less 
than 10% of the conferences. These results 
suggest ICU family conferences to estab-
lish treatment plans often lack important 
elements of shared decision-making and 
‘patient-centred care.’  

Overall, these data suggest poor-quality 
communication negatively impacts decision-
making, which can lead to overutilisation 
of ICU services for older individuals who 
did not want them in the first place, or 

who, once in an ICU, had their dying 
experience unnecessarily prolonged, and 
thus, the ICU experience merely served 
to enhance discomfort and suffering. Not 
only do unwanted treatments harm patients 
and add stress on families, but during 
the COVID-19 pandemic, they (unneces-
sarily) expose health care providers to a 
greater risk of SARS-CoV-2 virus transmis-
sion. For some older patients, protracted 
critical illness represents a far worse state 
than death and data suggest many older 
individuals would rather choose conser-
vation and dignity-preserving treatment 
pathways in lieu of aggressive supportive 
care system technology when faced with 
serious illness (Rubin et al. 2016). For 
older persons with SARS-CoV-2 infection 
requiring critical care services, the disease 
state has left them in isolation, tethered to 
machines, at-risk of never speaking again 
nor hearing a familiar voice or seeing a 

recognisable face, which for many may be 
an unacceptable way to live or die. When 
the COVID-19 pandemic settles, it will 
be unclear how many older critically ill 
patients with SARS-CoV-2 infection will 
have received a life-sustaining therapy 
when their values and preferences would 
have suggested otherwise, merely due to 
inadequate or ineffective communication.

Fortunately, triumph and tragedy converge 
on opportunity. In continuing to triumph, 
when the COVID-19 pandemic dust finally 
settles, perhaps the exercise in masking and 
physical distancing will stoke and sustain 
a collective yearning for human connec-
tion, where we seize opportunities to build 
bridges, instead of silos, to enrich our lives 
through meaningful interactions with our 
families, colleagues, and communities. In 
remediating the tragedies, the pandemic 
presents us with opportunities to innovate. 
Not isolating SARS-CoV-2 infected individu-
als increases the risk to healthcare workers 
and the burden on healthcare systems, 
and thus the tragedy of dying alone may 
be inevitable. Many centres have installed 
bedside videoconferencing technology for 
loved ones to hold virtual bedside vigils, 
and where available, compassionate use 
of PPE for families to visit dying patients.  
As the pandemic rages, addressing inad-
equate communication and incongruent 
decision-making may be the most important 
opportunity to tackle, to ensure healthcare 
systems do not breach the boundary of 
patients’ values and preferences. The core 
of patient-centred care asks: how do we 
ensure right treatments are applied to the 
right patient at the right time to derive 
the right benefit?

To address inadequate communication 
surrounding decision-making, some experts 
call for more ‘end of life’ conversations or 
the traditional form of advance care plan-
ning (Rubenfeld 2020; Shajahan 2020). 
Unfortunately, these approaches are likely 
not helpful during the COVID-19 pandemic.  
Planning for death under conditions of 
certainty (like advanced cancer) is not 

over 25 million 
people have been infected 

with COVID-19 and the death 
toll continues to climb …. 
older individuals bear the 
burden of severe disease, 

hospitalisations, and 
mortality  
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the same as planning for unexpected and 
serious illness (like SARS-CoV-2 pneumo-
nia), where prognosis may be uncertain 
(Heyland 2020).

The basic tenets of clinical decision-
making include providing information 
on the prognosis and possible treatments, 
learning about patients’ personal values 
and preferences, and using language of 
shared-decision making. We do not believe 
“in the moment” clinical decision-making 
is as simple as asking patients their values 
and preferences. We have previously shown 
eliciting values in an open-ended, uncon-
strained manner, like what often happens 
in the real world, whereby the patient 
does not explicitly see the conflict between 
competing values, may not be helpful in 
determining the best plan of care for seri-
ously ill patients (Heyland et al. 2017). Lay 
people’s expressed values often conflict with 
each other and bear little relationship to 
their preferences for medical care (Heyland 
et al. 2017). A statement like, “My mom 
is a fighter" could imply she should be 
given every chance at curative treatment 
without acknowledgement of risks and 
alternatives. What is not transparent in such 
a statement is the collateral damage of this 
value-driven choice: survivors of prolonged 
critical illness experience significant reduc-
tions in their physical, psychological, and 
cognitive functions which impair quality of 
life. Some patients even consider survival 
from critical illness a health state ‘worse 
than death' (Rubin et al. 2016).  The early 
experiences with SARS-CoV-2 infected 
patients requiring critical care services 
demonstrate their mortality rate exceeds 
50%, and survivors often require weeks 
of mechanical ventilation (Livingston and 
Bucher 2020; Wu and McGoogan 2020).  
We do not know the long-term health 
outcomes of survivors of critical care with 
SARS-CoV-2 pneumonia but early experi-
ences suggest survivors will be similar to 
other survivors of prolonged critical illness 
and will experience significant reductions 
in their quality of life (Servick 2020). For 

many older patients or those living with 
chronic or life-limiting illnesses and barely 
maintaining their independence, further 
reductions in quality of life may not be an 
acceptable form of living. 

Next, many healthcare providers may 
unfortunately treat patients as informed 
consumers and, after describing the vari-
ous treatment options, ask them “What 
do you want us to do?” Such a strategy 
violates the principles of shared medical 
decision-making where most people want 
to share in decisional responsibility with 
their healthcare providers. Moreover, most 
people are ill-informed about the risks, 
benefits and possible outcomes of life-
sustaining treatments and should not be 
treated as informed consumers. 

We suggest a new approach to planning 
for serious illness called Advanced Serious 
Illness Preparations and Planning (ASIPP), 

which aims to prepare patients (or their 
surrogates) for ‘in the moment’ clinical 
decision-making (Heyland 2020).  Ideally, 
before a crisis, ASIPP calls for asking patients 
their values in a way that highlights the 
trade-off with competing values.  Ques-
tions like, “Are you the kind of person 
that wants medical treatments to focus 
on prolonging your life or enhancing 
the quality of your remaining days?” and 
“Are you the kind of person who prefers a 
natural death or are you willing to accept 
the use of machines, such as breathing 
machines, to prolong your life, for as long 
as possible?” allows doctors to link stated 
values to medical treatments that could 
be proposed to treat serious illness in a 
reliable and transparent way, thus reducing 
medical errors (Figure 1) (Heyland 2020). 
Complementary decision aids, such as 
the Plan Well Guide, are useful in helping 

Figure 1: Values-Preferences Grid        
The cell that is at the intersection to the answers to the values question may be indicative of the medical treatment 
plan that might be right for the patient.

http://www.planwellguide.com
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patients clarify their authentic values and 
informing patients about the risks, benefits 
and possible outcomes of these different 
treatment options and have been shown 
to improve the quality of serious illness 
decisions (Heyland et al. 2020).

 Once informed, asking patients, “Are 
you willing to put up with the risks and 
possible outcomes of critical care treat-
ments?” will help doctors then propose 
the ‘acceptable’ treatment plan for the 
seriously ill patient using the language 
of shared decision-making. In a recent 
randomised clinical trial, this approach 
improved decision-making quality, patient 
and physician satisfaction, and reduced 
time physicians spent on their interac-
tions with patients compared to usual care 
(Heyland et al. 2020). If there is not time 
to ‘prepare’ the patient in advance of clini-
cal decision-making, as often is the case, 
the Plan Well Guide provides a worksheet, 
which enables clinicians to optimally 
elicit values and transparently link them 
to acceptable treatment preferences (Plan 
Well Guide 2020). A similar decision-aid 
tool aimed at family members of critically 
ill patients, called “My ICU Guide,” has 
been developed and undergoing clinical 
evaluation (Van Scoy et al. 2017). 

In the midst of the COVID-19 pandemic, 
addressing deficits in serious illness commu-
nication and decision-making may seem 
like a far-fetched idea. We argue, if our 
aim is to reduce the demand on precious 
and finite critical care services, there is 
no better time than now to address these 
deficits. Importantly, the crucial conversa-
tion may ensure patients get the care that 
is right for them, which may preserve 
autonomy, enhance justice and fairness 
of allocation, and reduce the potential to 
minimise exposing health care professionals 
to the SARS-CoV-2 virus. The alternative, 
and foregone conclusion, is the “ration-
ing conversation,” where only patients 
who have the best chances of surviving 
are going to get ICU care. We worry the 
rationing conversation is threatening to 
lay individuals.  They fear beneficial treat-
ments may be withheld from them or 
their loved ones and that their lives are 
unworthy of saving. We believe a focus on 
efforts to restore ‘patient-centredness’ to 
health care decision-making (“What are 
your authentic values and informed treat-
ment preferences?”) would be welcomed 
and embraced, as opposed to the ration-
ing conversation. Perhaps, by prioritising 
‘patient-centred’ care and optimal commu-

nication and decision-making practices, we 
could reduce unwanted ICU admissions, 
preserve resources, and delay, minimise, or 
even omit the ‘rationing’ conversation to 
ensure the right patient receives the right 
treatment at the right time to derive the 
right benefit.
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Key Points
• The COVID-19 pandemic has created a juxtaposition of 

triumph and tragedy.

• Poor-quality communication negatively impacts 

decision-making, which can lead to overutilisation of 

ICU services for older individuals. 

• Limiting the spread of disease is the intended 

consequence of quarantine, strict hospital isolation, 

and prohibiting hospital visitors during the COVID-19 

pandemic.  However, the fault lines from fractured 

communication during the pre-COVID era may 

deepen during the COVID-19 pandemic and lead to the 

unintended consequences of impoverished decision-

making and improper and perhaps unwanted resource 

utilisation.

• Now is the time to put new processes and procedures 

in place to improve communication and decision-

making with seriously ill older patients regarding the 

use of life-sustaining treatments.
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