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DEBATE

Needs to address clinicians’ moral distress 
in treating unvaccinated COVID-19 patients
Robert Klitzman*   

Abstract 

Background: Moral dilemmas have arisen concerning whether physicians and other providers should treat patients 
who have declined COVID vaccination and are now sick with this disease. Several ethicists have argued that clinicians 
have obligations to treat such patients, yet providing care to these patients has distressed clinicians, who have at 
times declined to do so. Critical questions thus emerge regarding how best to proceed.

Main body: Providers face moral tensions: whether to place the benefits to an unvaccinated patient over their duties 
to protect themselves and their families, staff and other patients, and goals of working collaboratively with patients. 
Clinicians’ duties to treat such patients arguably outweigh claims otherwise, but these obligations are creating moral 
conflict and distress for providers. Moral distress has been associated with burnout, post-traumatic stress disorder, and 
interpersonal and work difficulties. Given ongoing vaccine refusals, these problems are unlikely to disappear in the 
foreseeable future. Society has obligations to address this moral distress due to principles of reciprocity, and implicit 
social contracts, as part of which physicians risk their lives in caring for patients for the good of society as a whole. 
Responses are thus urgently needed at several levels: by hospitals, medical schools, professional societies, govern-
ments, media, providers and patients. Medical training on professionalism should address these stresses, probing why 
doctors have duties to treat these patients, but also how moral conflicts can ensue, and how best to address these 
tensions. Governments and institutions should thus alter relevant policies and devote more resources to addressing 
clinicians’ psychological strains. Institutions should also improve organizational culture. Public health organizations 
and the media described clinicians, earlier in the pandemic, as heroes, committed to treating COVID patients. This nar-
rative should now be changed to highlight the strains that unvaccinated patients cause—endangering hospital staff 
and others.

Conclusions: Unvaccinated COVID patients should receive care, but multi-level strategies, involving enhanced 
policies, education and practice are vital to alleviate ensuing moral distress, and thus aid these clinicians and their 
patients. Ethical arguments that providers must treat these patients have not considered these obligations’ effects on 
clinicians, but should do so.
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Background
Unvaccinated COVID-19 patients in many countries 
have been using limited resources, such as intensive care 
unit (ICU) beds, causing moral distress among front-line 
clinicians in ways that urgently need to be addressed. 
Multiple surges of the COVID pandemic have occurred; 
and though a recent increase, caused by the Omicron 
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variant, has subsided in many regions, leading epidemi-
ologists anticipate that additional such surges of this and 
other new viruses will occur [1]. Vaccination and other 
public health measures (e.g., masking, testing, contact 
precautions, social distancing) need to be encouraged at 
all levels, but have faced resistance from large propor-
tions of the population. In the U.S. and several industrial-
ized nations, most adults have been fully inoculated, but 
sizable proportions, often a third, have not [2]. Unvac-
cinated patients who develop serious COVID have thus 
crowded hospitals, reducing staff-patient ratios, jeopard-
izing themselves, their families, friends and healthcare 
professionals, impeding treatment of other, non-COVID 
patients, and posing critical ethical questions. The fact 
that the monoclonal antibody treatment Paxlovid has 
been found to be more efficacious against COVID among 
unvaccinated individuals than vaccinated patients has 
exacerbated these tensions [3].

Questions regarding allocations of scarce resources 
have received attention since the start of the COVID pan-
demic, initially with regard to distributing ventilators [4], 
yet the wide availability of vaccines that many severely ill 
patients refuse to take raises additional questions.

Specifically, heated controversies have arisen over 
whether physicians are obligated to treat COVID patients 
who have chosen not to be vaccinated, and if so, why 
or why not, and how this moral dilemma should be 
addressed.

Main text
Resistance to treating unvaccinated COVID‑19 patients
Several ethicists have argued that providers have an 
obligation to treat unvaccinated patients [5–7], and that 
COVID vaccine status should not be used in tie-break-
ing in allocation of scarce resources [8]. In determin-
ing which patients should and should not receive such 
resources during the pandemic, ethicists have widely 
drawn on principles of triage [9], developed in war-
time situations, when soldiers get wounded in perform-
ing their duty for the benefit of their country (i.e., not if 
they purposefully walk into the line of fire). These prin-
ciples dictate that such limited resources be distributed 
based on assessments of which patients are most likely to 
benefit and most likely to suffer without these interven-
tions, regardless of diagnosis alone per se [10]. Physicians 
might then   afterwards  use secondary considerations if 
needed, prioritizing, for example, front-line clinicians 
who then can treat additional patients. Yet unvaccinated 
patients may be the most in need of scarce resources, and 
the most likely to benefit from these, and thus justified 
in receiving these resources, despite their decision not to 
get vaccinated.

Considerable discomfort among clinicians has arisen, 
however,  along with debates about needs to treat these 
patients. Various U.S. providers have in fact expressed 
concerns to supervisors and each other and at times 
declined to provide such care. Doctors in Alabama, Flor-
ida, the District of Columbia and Toronto have refused 
to see unvaccinated patients [11]. A North Texas task 
force wrote a memo that supported denying ICU beds to 
unvaccinated patients, though after the memo received 
media attention, the task force announced that it was 
reversing its decision [12]. A recent prominent Washing-
ton Post op-ed entitled, “Doctors should be allowed to 
give priority to vaccinated patients when resources are 
scarce” [13] argued that, “vaccinated patients should be 
given priority over those who have refused vaccination 
without a legitimate medical or religious reason,” and 
that, “it would be morally wrong not to give priority care 
to the heart attack victim” over an unvaccinated COVID 
patient [13].

Arthur Caplan, a prominent bioethicist, also recently 
argued that in primary care, physicians have the right 
not to accept patients who refuse to get these vaccines, 
since such patients are thereby refusing to follow that 
physician’s advice, and are endangering the doctor, other 
medical staff and other patients in the waiting room 
[14]. This article clarified that this right to deny unvac-
cinated COVID patients care did not extend to ICUs and 
emergency rooms, where patients are severely ill, but 
that physicians could potentially use vaccine refusal as 
a reason to deny certain treatments, if non-vaccination 
predicts unsuccessful treatment response. Nonethe-
less, this online article generated many comments that 
averred that doctors should in fact treat all unimmunized 
patients [14].

Reasons against treating unvaccinated patients
In confronting requests to treat unvaccinated patients, 
providers are facing moral tensions. On the one hand, 
physicians, based on the principles of beneficence, have 
obligations to society to aid other, current and future 
patients, and to protect co-workers (who care for addi-
tional patients), and thus to remain healthy and able to 
work. If physicians treat unvaccinated patients, other, 
vulnerable patients may then be at increased risk for 
exposure. Physicians must thus weigh a patient’s rights 
to refuse vaccination against their own duties to reduce 
risks, including such a patient’s potential harm to other 
patients (e.g., in the ER, hospital and doctor’s waiting 
room). Such other patients may be immunocompromised 
or have pre-existing conditions, and/or may be elderly 
and/or people of color, and hence be more vulnerable 
to serious symptoms if they become COVID-infected. 
Doctors also have moral obligations to society, which 
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has provided resources for their education and train-
ing.  From a utilitarian perspective, a doctor should help 
as many patients as possible, and therefore steward cur-
rent and future use of limited resources, including his or 
her own time.

Staff and patients, even if vaccinated, should still wear 
masks in all hospitals, physicians’ offices, and waiting 
rooms, lowering risks of infection from any infected 
patients who might be present. Yet, personal protection 
equipment (PPE) is not 100% effective. Consistent use 
of N95 masks lowers infection rates by around 44%, not 
100% [15], and many patients prefer to wear less effective 
surgical masks [16]. Moreover, patients and their families 
and staff may occasionally need to remove these facial 
coverings  to eat or drink. Unvaccinated patients could 
therefore still endanger other patients, family members 
and staff in ERs, hospitals or a doctors’ waiting rooms.

Physicians, as individuals, spouses and parents also 
have rights and duties to keep safe and protect them-
selves and their families.

In addition, patients who refuse vaccinations appear to 
be breaking an implicit social contract between provid-
ers and themselves: that “doctors care for patients” and 
“patients care for themselves and others.” Patients have 
not only rights, but responsibilities  as well—to make 
responsible decisions about their own care, cooperate 
with treatment plans, and pursue self-care, given their 
relational responsibilities to others in their lives [17, 18]. 
Sociologists have described the “sick role,” in which soci-
ety excuses patients from certain obligations, such as 
working, but in return, requires that these individuals do 
all they can to get better [19]. Furthermore, patients who 
refuse vaccination endanger not only their own health, 
but that of others in a wide range of social settings (e.g., 
with family members, co-workers, fellow store custom-
ers and bus and subway passengers), and therefore have 
high likelihoods of contributing to the ongoing spread of 
the pandemic and potentially the evolution of new vari-
ants, all of which can endanger public health, and fur-
ther strain hospitals and healthcare systems that have 
already been severely stressed. While a small minority of 
unvaccinated patients may have medical reasons for their 
refusal (e.g., past  adverse medical reaction to compo-
nents in the vaccine), the vast majority of refusers do not. 
Patients who now continue to refuse vaccination without 
having such a medical reason are thereby failing to suf-
ficiently appreciate or value the risk that they then pose 
to others, disregarding crucial norms of beneficence, 
and implicit social contracts and reciprocity with medi-
cal providers. A patient refusing vaccine may therefore 
undermine providers’ sense of responsibility to uphold 
their own sides of such social contracts. Physicians and 
other medical staff may therefore feel less obligation to 

treat such patients, since this duty stems partly from this 
implicit social contract. In the current polarized politi-
cal climate, fueled by social media, COVID unvaccinated 
patients have also at times directed vitriol at healthcare 
and public health professionals [20], further angering, 
frustrating and distressing providers.

As part of the patient/clinician relationship, a provider 
should ask patients who have declined vaccination why 
they have done so. Yet since vaccination has become 
highly politicized—e.g., with many of former President 
Trump’s supporters strongly opposing it [21], patients 
may not want to admit that they are refusing vaccina-
tion for such political reasons, and may instead cite reli-
gious or philosophical objections. Still, no major national 
leader of a religion has opposed vaccines [22]—even Pope 
Francis I has urged all Catholics to get vaccinated [23]. 
Physicians’ efforts to elucidate reasons for vaccine refusal 
and to address these barriers and persuade patients oth-
erwise may thus not always succeed.

Reasons to treat unvaccinated patients
Yet despite these arguments against offering treatment, 
strong deontological as well as consequentialist argu-
ments support physicians instead caring for unvacci-
nated patients. Patients have vital rights of autonomy to 
decide about their own treatment, and hence to refuse 
vaccination, if they wish, and physicians have strong 
professional and moral duties to beneficence to care for 
patients, even if the latter are unvaccinated. Profession-
alism includes notions of altruism, compassion, unself-
ishness, helping others, placing patients’ interests above 
one’s own, being trustworthy, avoiding conflicts of inter-
est and upholding  responsibilities to the profession [24, 
25]. In entering their profession, physicians recognize 
and accept that doing so and administering to the sick 
may at times entail physical risks to themselves and their 
families.

Clinical care depends, too, on trust—on patients’ con-
fidence that they will not be judged for potentially stig-
matized behaviors or decisions. Doctors and nurses 
therefore have responsibilities not to judge patients for 
unhealthy behaviors. Clinicians routinely treat patients 
with emphysema due to smoking, diabetes from overeat-
ing, cirrhosis from alcohol abuse, and accidents from not 
wearing seatbelts, or engaging in other risky behaviors 
that endanger the individual and at times others and are 
hence costly to the healthcare system and society.

Treatment of such unvaccinated COVID patients by 
a physician is further justified since it may decrease the 
risk these patients  may otherwise, if untreated, pose to 
others. In addition, a doctor could also reduce risks from 
unvaccinated parties by treating them in a dedicated 
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examination room to reduce the potential dangers to 
other patients.

While arguments have been made that certain private 
primary care physicians may have a right to refuse to 
treat unvaccinated patients [13], patients in many pri-
mary care settings may lack choices of instead  going to 
other clinics or doctors for care, because of limitations 
of insurance or geography. Patients may also have long-
standing, ongoing relationships with these clinicians and 
institutions that could be challenging to sever, for both 
providers (because of professionalism) and patients.

Exceptions to these needs to provide care might exist 
when a particular treatment is in very short supply and 
vaccination is essential for survival. Notably, with organ 
transplantation, for instance, patients who refuse immu-
nization are given lower priority, since organ recipients 
must undergo immunocompromise to avoid organ rejec-
tion, and consequently have much heightened risks of 
morbidity and mortality if they become COVID-infected, 
justifying requirements for vaccination in this situation 
[26].

Logistical problems would  arise  as well in trying to 
incorporate vaccine status into triage decisions. While 
The Washington Post article, for instance, proposed to 
deny care to COVID patients who refused vaccination, 
“without a legitimate medical or religious reason” [13], 
doctors usually don’t know why a patient has avoided 
vaccination, and refusers may simply claim that their 
reasons are religious when that is not the case. Patients 
may have believed disinformation from social media or 
members of their community, or had real or perceived 
medical concerns, or limited access to vaccines. Others 
may hesitate because of long-standing ethnic or racial 
discrimination by medical institutions. Roles of vaccina-
tion among African-Americans, though increasing, still 
remain lower than for Caucasians [2]. From a justice per-
spective, deprioritizing non-vaccinated individuals would 
thus worsen current healthcare disparities and heighten 
mistrust among certain groups. Patients also often signif-
icantly misunderstand the needs for vaccines. Severely ill 
COVID patients have told colleagues, for instance, “I’m 
now willing to get a vaccine,” not comprehending that it 
is too late now to do so to prevent serious COVID. Pro-
viders and public officials in public health and other areas 
should emphasize that science unequivocally demon-
strate that vaccines are extremely effective.

Needs to treat resultant moral distress
Physicians’ duties to treat unvaccinated patients arguably 
thus outweigh arguments otherwise; but importantly, 
these obligations are causing moral conflict and dis-
tress among providers, and not all doctors feel fully per-
suaded by these arguments to provide treatment. Prior 

discussions of treatment that clinicians should provide, 
rather than deny to these patients [10] have, however, not 
examined these complexities and moral strains, which 
urgently need to be recognized and addressed.

Moral distress occurs when providers feel forced to 
act contrary to their values [27] and unable to “preserve 
all interests and values at stake” [28]. Moral distress has 
been examined among nurses who are instructed by a 
physician to carry out a treatment that they themselves 
feel will harm patients [29]. In these situations, nurses are 
forced to place institutional needs to adhere to a subordi-
nate role over their own perceptions of how to most ben-
efit the patient, creating conflict of values [6].

The moral distress providers now feel caring for unvac-
cinated patients differs in certain regards  from these 
other situations. With unvaccinated COVID patients, 
providers experience tension because these profession-
als could themselves get infected, making them unable 
to treat other patients, and exposing their own families 
as well as other patients. These professionals thus face 
moral conflicts between  their obligations to treat every 
patient (regardless of the patient’s vaccination decisions) 
and their  duties to protect themselves and their family, 
staff and other patients, and goals of working collabora-
tively with patients.

For clinicians,  treating unvaccinated COVID patients 
creates additional moral strains that do not occur in car-
ing, for instance, smokers and alcoholics, who are also 
endangering themselves and incurring healthcare costs, 
but are not also directly jeopardizing others by spread-
ing COVID, and thereby exposing clinicians and leading 
to more cases. Seriously ill unvaccinated COVID patients 
are also using scarce resources, such as ICU beds, in ways 
that smokers and drinkers usually do not.

Medical staff have thus argued that unvaccinated 
COVID patients should be considered differently because 
they threaten providers themselves. Similarly, in the early 
days of the AIDS pandemic, many medical trainees did 
not want to work in regions with high HIV prevalence, 
and chose training programs in other regions of the 
country [30]. But historically, doctors have at times had 
to face risks in treating various infectious diseases. Doing 
so can, however, nonetheless generate significant strains.

These difficulties can thus cause and/or exacerbate 
moral and psychological distress and burn out. Due to 
COVID, burnout among physicians is at an all-time high, 
with 63% of physicians reporting at least one symptom of 
it [31]. Since the pandemic began, physicians have strug-
gled, witnessing the deaths of countless patients and 
co-workers, often due to patients who have not taken 
precautions such as wearing masks and quarantining 
when sick. Earlier in the pandemic, PPE was not suffi-
ciently available, and many providers and their colleagues 
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became ill [32]. Physician burnout was rising even prior 
to the pandemic and vaccine roll-out  [33], with almost 
half of physicians (45.8%) experiencing symptoms [34]. 
COVID has increased such stresses. After a year of the 
pandemic, and even before the development of vaccines 
and of COVID patients declining such immunization, 
clinicians endured strains, rationing PPE, ventilators, 
ICU beds, and staff, and seeing many patients dying. 
Ratios of patients to nurses have increased two- to four-
fold [35, 36]. With COVID, almost a third of healthcare 
workers have felt stressed and depressed, and considered 
leaving the profession, worsening staff shortages, espe-
cially of nurses [27, 37]. Rates of burnout among hospi-
tal staff have increased about 62%—from 27% to 44.2% 
[38]. Moral distress has been associated with burnout, 
post-traumatic stress disorder symptoms, and interper-
sonal and work difficulties [39]. Failure to consider and 
address this moral distress can exacerbate problems since 
heightened provider burnout can threaten the quality of 
care delivered, and thus health outcomes.

Detailed quantitative studies measuring the pre-
cise amounts of physician moral distress resulting from 
unvaccinated patients  have not yet been published, 
given the relative newness of the vaccine roll-out, and 
the delays that can exist in obtaining institutional review 
board (IRB) approval for conducting studies, preparing 
manuscripts and responding to journal reviewers and in 
publication—all of which can easily take over a year—
with additional time elapsing if the researchers also first 
need to apply for government or other funding to con-
duct the research. However, the fact that approximately 
one-third of the population in the U.S. and other Western 
countries has not yet been fully vaccinated (despite the 
wide availability of vaccines), which has further  fueled 
the pandemic (with approximately 1.7 million cases per 
month in the U.S. and 635 million in the world as of 
November 11, 2022 [40]), and major news outlets (e.g., 
The Washington Post) and some bioethicists supporting 
physicians’ hesitancy to treat unvaccinated patients  in 
at least certain situations, all highlight the breadth of the 
problem and needs for concern [13, 14].

Ways of addressing resultant moral distress
Given possibilities of the COVID virus continuing to 
mutate [41], and millions of people undoubtedly continu-
ing to refuse vaccination, these problems are unlikely to 
disappear in the foreseeable future.

Suggestions have been made to reduce the numbers 
of seriously ill unvaccinated COVID patients by charg-
ing higher premiums to unvaccinated individuals. At 
least one employer has also proposed having unvac-
cinated workers pay a health insurance surcharge [42]. 
But at least in the U.S., the Kaiser Family Foundation 

has concluded that the Affordable Care Act and other 
laws bar insurers from doing so [42]. Such higher premi-
ums could also potentially incentivize vaccination, but 
unfairly disadvantage certain groups who are wary due to 
long-standing discrimination.

These clinicians’ moral distress will hence likely con-
tinue, and needs to be addressed, rather than simply 
ignored. Ethically, society is obligated to care for physi-
cians facing moral distress, for both consequentialist 
and deontological reasons—to ensure ongoing benefit to 
future patients and therefore society and to meet duties 
of reciprocity—in return for these physicians risking 
their own health for the benefit of society as a whole. 
Implicit social contracts exist between physicians and not 
only individual patients, but society more broadly. Doc-
tors dedicate themselves to caring for the sick in society 
in return for certain privileges, including governmental 
support of medical training, other assistance and in this 
case, to ameliorate such distress.

To reduce this moral distress, actions are therefore vital 
at several levels, including those of hospitals, medical 
schools, professional societies, federal and state govern-
ments, providers, patients and the media. These various 
stakeholders need to grasp and appreciate these moral 
strains. Arguments that providers should simply treat all 
unvaccinated COVID patients must consider the unin-
tended consequences. Efforts to increase immunization 
will help, yet unvaccinated patients will likely continue 
to get severely ill from COVID and need treatment with 
scarce resources, stressing providers.

At institutional levels, obligations to treat unvaccinated 
COVID patients underscore needs to lower staff stress by 
improving organizational culture, reducing administra-
tive burdens on clinicians (e.g., redundant and unnec-
essarily burdensome documentation requirements), 
avoiding increases in hours worked by providers and 
trainees, optimizing health information technologies, 
and encouraging and facilitating teamwork [43].

In addition,  hospitals should offer adequate resources 
and sufficient time off, and make mental health and other 
beneficial services readily available and accessible. Dur-
ing the COVID pandemic, many medical centers held 
“Employee Appreciation Days” and posted signs thanking 
staff. These gestures are welcome, but insufficient in and 
of themselves, and to many staff, feel like “Band-Aids.” 
Holding memorial services for staff to attend in honor 
of deceased patients or fellow employees can poten-
tially also help in the short term, reducing burnout from 
patient deaths [44]. But given the frustration, anger and 
moral distress from treating unvaccinated patients, poli-
cymakers and hospitals should do more.

Some hospitals have provided psychologists or psychia-
trists to meet with staff to provide assistance individually 
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or in groups informally, not as formal treatment per se. 
More institutions should establish such opportunities, 
if needed, for providers to discuss these tensions and 
reconnect with the underlying ideals that inspired them 
to enter their profession. Mindfulness trainings can 
be beneficial as well, yet given providers’ busy sched-
ules, sustained and ongoing mindfulness can be hard to 
achieve. Hospitals need to work to make each of these 
types of activities as easy and feasible as possible for pro-
viders to attend—for example, holding such sessions dur-
ing the time allotted for Grand Rounds, when physicians 
do not schedule other meetings.

Given ongoing duties to treat unvaccinated patients, 
medical educators should also be as aware as possi-
ble of these challenges and of needs to teach trainees to 
deal with such patients. Professionalism education often 
focuses on broad general principles, rather than on what 
to do when these and other ethical principles conflict and 
need to be weighed against each other. Education on pro-
fessionalism should thus address this situation of doctors 
not wanting to treat unvaccinated COVID patients, prob-
ing why doctors nonetheless have duties to care for these 
patients, how and why psychological and moral conflicts 
can  nonetheless ensue, and how best to address these 
challenges [45].

Clinicians can benefit, too, from enhanced awareness 
and discussion of this challenge and their resultant feel-
ings. Providers and trainees need to be aware of, and 
reflect on, their frustrations with uninoculated patients, 
rather than simply experiencing and acting on these frus-
trations without reflection. Providers can develop strong 
feelings toward patients, known as counter-transference, 
which can impede the quality of care [46]. Clinicians are 
obliged not to have warm feelings towards all patients, 
but to counter any negative feelings, and to therefore 
recognize, address, and overcome any negative counter-
transference feelings they may have. Yet doing so can be 
psychologically and emotionally difficult and require high 
psychological awareness or assistance.

Given that the mental health system is already overbur-
dened, federal and state governments also need to devote 
more resources to addressing these strains among clini-
cians. At the federal level, the Dr. Lorna Breen Health 
Care Provider Protection Act, which the U.S. Congress is 
now considering, would increase awareness and provide 
grants for programs that offer mental health services for 
front-line healthcare staff [47, 48]. This bill would provide 
important benefits, yet other institutional and systemic 
changes and significant commitment and efforts are vital 
as well to address the causes of such burnout.

In addition, state medical boards need to alter certain 
current policies. Though trainees and doctors have high 
rates of burnout, depression, and substance abuse, and 

higher rates of suicide than the population at large [49], 
they avoid seeking treatment because of fears of harms to 
their career due to several policies. Among medical resi-
dents and fellows, for instance, 61% thought they would 
benefit from treatment, but only 24% sought it, with 
76% concerned about confidentiality and 50% worried 
about difficulties continuing licensure afterwards  [50]. 
Many states ask doctors, as part of state license renewal, 
whether these professionals have any mental health 
problems, and answering affirmatively can threaten 
licensing. The Federation of State Medical Boards has 
recommended that such questions be changed, to require 
physicians to report mental health problems only if these 
symptoms impact job performance, and occurred within 
the past two years, and the physician is neither being 
monitored nor in good standing in a Physician Health 
Program. This Federation recommends, too, that state 
boards use supportive or normalizing language about 
obtaining mental health treatment. But only one state 
has thus far adopted all these guidelines [51]. Physicians 
in states in which initial license applications fail to follow 
such guidelines are 29% more reluctant to seek mental 
health treatment [52]. More state boards need to fol-
low these recommendations in order to support doctors 
in admitting, and seeking treatment for, mental health 
issues now faced.

Malpractice and disability insurance companies also 
still regularly ask about any past or current mental 
health diagnoses and treatment, rather than only current 
impairments [53], and should alter these policies. Federal 
and state may need to assist by encouraging or requiring 
such changes.

Additionally, public health campaigns, policymakers, 
and the media should shift how they portray and discuss 
providers. News organizations described professionals, 
earlier in the pandemic, as heroes, strongly committed to 
treating COVID patients. The media should now change 
this narrative to highlight more fully the immense strains 
that unvaccinated patients cause—endangering hospital 
staff, loved ones, and the nation as a whole. Public health 
officials and policymakers should seek further input 
from experts in communications, media, and advertis-
ing to develop such strategies and messages, highlighting 
more forcefully how much decisions to avoid vaccination 
are harming and stressing healthcare providers and our 
country. Such messages might emphasize, for instance, 
that, especially as the COVID pandemic continues, if 
people want a doctor to help them when they are sick for 
any reason, they should get vaccinated, since otherwise, 
providers may be in ever-shorter supply. The American 
Medical Association, the Association of American Medi-
cal Colleges and other professional organizations can 
encourage, aid and help guide these efforts as well.
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Conclusions
Moral dilemmas have arisen concerning whether physi-
cians and other providers should treat patients who have 
declined vaccination and are now sick with COVID, and 
how to address moral conflicts that ensue. Claims both 
for and against such treatment can be made. On bal-
ance, however, professional obligations to provide care 
appear paramount. Principles of autonomy support these 
patients’ rights to make their own decisions about their 
treatment. Beneficence requires that medical profes-
sionals provide care to patients in non-judgmental ways. 
Non-maleficence requires efforts to avoid further loss of 
trust among patients who may have declined vaccination 
because of past discrimination from the medical system. 
Principles of justice are critical as well, since among vac-
cine decliners, people of color are disappropriately rep-
resented [2]. Clinicians should thus provide rather than 
refuse treatment to unvaccinated COVID patients.

Yet society also has obligations to address the moral 
conflict and distress that physicians and other provid-
ers confront. Principles of reciprocity, and implicit social 
contracts (as part of which physicians risk their lives car-
ing for patients for the good of society as a whole) also 
urgently require heightened efforts to reduce the moral 
distress clinicians confront. Efforts are critical at several 
levels—through appropriate institutional and govern-
mental policies, education and practice. Arguments that 
providers must treat these patients should also consider 
the effects of these obligations. This need to reduce moral 
distress does not overturn obligations to provide treat-
ment, but should be addressed at several levels as criti-
cal parts of responses to the pandemic. As COVID cases 
continue, this approach can best aid both vital healthcare 
professionals and their patients.
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