
Isaksson Rø et al. 
BMC Health Services Research         (2022) 22:1509  
https://doi.org/10.1186/s12913-022-08905-3

RESEARCH

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Open Access

Duty to treat and perceived risk of contagion 
during the COVID‑19 pandemic: Norwegian 
physicians’ perspectives and experiences—a 
questionnaire survey
Karin Isaksson Rø1*, Morten Magelssen2,3, Fredrik Bååthe1,4,5, Ingrid Miljeteig6,7 and Berit Bringedal1 

Abstract 

Background:  The COVID-19 pandemic actualised the dilemma of how to balance physicians´ obligation to treat 
patients and their own perceived risk of being infected. To discuss this in a constructive way we need empirical stud-
ies of physicians´ views of this obligation.

Methods:  A postal questionnaire survey was sent to a representative sample of Norwegian physicians in December 
2020. We measured their perceived obligation to expose themselves to infection, when necessary, in order to pro-
vide care, concerns about being infected themselves, for spreading the virus to patients or to their families. We used 
descriptive statistics, chi-square tests and logistic regression analyses.

Results:  The response rate was 1639/2316 (70.9%), 54% women. Of doctors < 70, 60,2% (95% CI 57.7–62.7) acknowl-
edged to some or a large degree an obligation to expose themselves to risk of infection, and 42.0% (39.5–44.5) held 
this view despite a scarcity of personal protective equipment (PPE). Concern about being infected oneself to some 
or to a large extent was reported by 42.8% (40.3–45.3), 47.8% (45.3–50.3) reported concern about spreading the 
virus to patients, and 63.9% (61.5–66.3) indicated worry about spreading it to their families. Being older increased the 
odds of feeling obligated (ExpB = 1.02 p < 0.001), while experiencing scarcity of PPE decreased the odds (ExpB = 0.74, 
p = 0.01). The odds of concern about spreading virus to one´s family decreased with higher age (Exp B = 0.97, 
p < 0.001), increased with being female (Exp B = 1.44, p = 0.004), and perceived lack of PPE (Exp B = 2.25, p < 0.001). 
Although more physicians working in COVID-exposed specialties experienced scarcity of PPE and reported perceived 
increased risks for health personnel, the odds of concern about being infected themselves or spreading the virus to 
their families were not higher than for other doctors.

Conclusion:  These empirical findings lead to the question if fewer physicians in the future will consider the duty to 
treat their top priority. This underscores the need to revisit and revitalise existing ethical codes to handle the dilemma 
between physicians´ duty to treat versus the duty to protect physicians and their families. This is important for the 
ability to provide good care for the patient and the provider in a future pandemic situation.

Keywords:  COVID-19, Physicians, Duty to care, Infection risk, Professional ethics

Background
The first phase of the COVID-19 pandemic actualised the 
dilemma of physicians’ and other health personnel’s duty 
to treat patients despite their own risk of being infected 
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with a serious, potentially lethal, disease.
With increasing knowledge, effective treatment, 

and the use of personal protective equipment (PPE), 
the risks of occupationally contracted infections have 
been substantially reduced for physicians, especially in 
high-income countries. In Norway, tuberculosis and 
blood-borne viruses, the most common occupationally 
contracted infections in recent years, were registered 
in only 20–40 health personnel during a 15-year period 
(1992–2017), and only a few of these concerned physi-
cians [1].

The start of the COVID-19 pandemic in the spring 
of 2020 was a threatening scenario for both patients 
and healthcare workers, with potentially severe conse-
quences, as seen for example in Italy [2]. Various mobilis-
ing strategies were rapidly implemented throughout the 
health care system in Norway [3]. The reallocation of per-
sonnel and preparing healthcare for the potential wave 
of infected patients involved placing some physicians 
in settings with previously unfamiliar types of patients 
[4]. In addition to the capacity limitations, there was a 
lack of effective personal protective equipment (PPE) in 
both hospitals and primary/municipal care, that is gen-
eral practice, nursing homes for elderly and home care 
[3, 5]. The scarcity of PPE combined with the treatment 
of patients infected with the new COVID-19 virus, cre-
ated a situation with an increased risk of serious infec-
tion for health care providers. Indeed, studies have 
confirmed that Norwegian health providers experienced 
an increased risk of being infected by COVID-19 in 2020, 
especially in the first wave of the pandemic (February 
2020- July 2020), and the lack of PPE was probably a con-
tributing factor [6].

Do physicians and other health professionals have a 
duty or an obligation to treat patients when this exposes 
them to the risk of contagion? The scope and condi-
tions of such a duty have been discussed in the literature 
[7–18].

On the one hand, the social contract between the pro-
fession and society underscores the duty to treat patients, 
which includes loyalty to colleagues and to health institu-
tions to give epidemic patients the treatment they need 
[7]. This duty to treat is enshrined in national medical 
ethical codes and in the World Medical Organization’s 
Geneva Declaration. For instance, during the Span-
ish flu in 1918, the American Medical Association’s 
(AMA´s) code of medical ethics explicitly stated that 
“physicians were expected to continue their provision of 
care to patients without regard to the risk to [their] own 
health”[7]. In their discussion of physician’s moral char-
acter and virtues, Pellegrino and Thomasma argued that 
physicians should exhibit the virtue of ‘self-effacement’ 

[16]. In times of pandemics, this can imply the accept-
ance of a certain risk of infection.

On the other hand, physicians also have a duty to take 
care of themselves [19], and they have obligations to oth-
ers, such as family members, colleagues, and patients 
suffering from other diseases [7, 13, 20]. Furthermore, 
the employer or institution has an obligation to mitigate 
risks, for instance by supplying adequate PPE [14].

Although physicians´ obligation to treat has been 
discussed in the literature, few empirical studies have 
investigated their perspectives [11, 12]. Against this back-
ground, our research group wanted to examine physi-
cians´ views of their obligation to treat patients despite 
the risk of contagion, and how they experienced concerns 
for themselves and others regarding the risk of infection.

Materials and methods
Aim, design and setting of the study
We examined the views of physicians working in Nor-
way regarding their obligation to treat patients despite 
the risk of contagion and how they experienced concerns 
for themselves and others regarding the risk of infection. 
We examined how age, gender, work in different parts of 
the healthcare system, and access to PPE related to their 
views and concerns.

Participants
In December 2020, a postal questionnaire survey was 
sent to 2316 members of a panel of actively working phy-
sicians in Norway (the Norwegian Physician Survey). 
The panel was established in 1994 and is surveyed every 
second year. A randomly selected group of 2000 doc-
tors was originally invited to participate in a longitudinal 
study, and 1272 (64%) agreed. Approximately every four 
years, a randomly selected sample of the youngest doc-
tors are invited to join the panel, replacing respondents 
who have left, due to retirement, death or voluntary with-
drawal [21]. The sample is representative of physicians 
working in Norway regarding gender, age and place of 
work; see Table  1. Place of work was defined by group-
ing specialties in relation to COVID-19-exposion. In the 
comparison of the proportion of specialists, we used the 
numbers for certified specialists among Norwegian doc-
tors in general, while the proportions in the sample from 
this study include both certified specialists and specialists 
in training for the relevant specialty. Since the number of 
specialists in training should be related to the number of 
specialists in each specialty, we assume that these pro-
portions are comparable. Statistics for Norwegian doc-
tors in 2021 were obtained from the Norwegian Medical 
Association (www.​legef​oreni​ngen.​no/​om-​oss/​leges​tatis​
tikk/​om-​leger-i-​norge/ accessed 20 September, 2022).

http://www.legeforeningen.no/om-oss/legestatistikk/om-leger-i-norge/
http://www.legeforeningen.no/om-oss/legestatistikk/om-leger-i-norge/
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Main outcome measures
The main outcome measures were the perceived obliga-
tion to expose oneself to infection in general and under 
a scarcity of personal protective equipment (PPE) when 
necessary to provide care. We also studied perceived con-
cerns about spreading the virus to patients, being infected 
and spreading the virus to one´s family. Response alter-
natives were given on a four-point Likert scale where 
agreement to each statement was scored from "not at all" 
to "to a large degree" or "not relevant for me" (See ques-
tionnaire items in Table 2). For the analyses the response 
alternatives were dichotomised into scores of “not at all” 
and “to a small degree” (0) versus “to some degree” and 
“to a large degree” (1), while those who scored “not rel-
evant for me” were excluded.

Other variables
Gender was defined as male or female and age was 
reported as a continuous variable. In the results section 
we have generally included doctors < 70 years to focus on 
those who are in full clinical practice.

We measured the perceived scarcity of PPE and the 
perceived consequences for patients and personnel 
of such scarcity during the first part of the pandemic 
(March to May 2020). See the questionnaire items in 
Table  1. Response alternatives were given on a four-
point Likert scale where agreement to each statement 
was scored from "not at all" to "to a large degree" or "not 
relevant for me". For the analyses the response alterna-
tives were dichotomised into scores of “not at all” and 
“to a small degree” (0) versus “to some degree” and “to 
a large degree” (1), while those who scored “not rele-
vant for me” were excluded. Place of work: We grouped 
physicians into four places of work, hypothesising 
that different groups of specialties would undergo dif-
ferent kinds of challenges during such pandemics. 

(i) Emergency medicine, anaesthesiology, infectious 
medicine and pulmonary medicine are described here 
as "COVID-19-exposed specialties". There were two 
other groups with direct somatic contact with patients 
(ii) other somatic hospital specialties (including inter-
nal medicine specialties, paediatrics, neurology, rheu-
matology, oncology, dermatology, surgical specialties, 
gynaecology, ears- nose and throat, ophthalmology) 
and (iii) general practitioners and others in primary 
care. The last group (iv) included psychiatry/labora-
tory/diagnostic medicine (psychiatry, occupational 
medicine, social medicine, addiction medicine, clini-
cal pharmacology, clinical neurophysiology, clinical 
biochemistry, medical genetics, medical microbiology, 
nuclear medicine, pathology, radiology and doctors 
who responded "none of these"– like researchers, or 
on maternity leave). Both senior and junior physicians 
working in their respective specialties were included 
[21] (See Table  1). In the regression analyses "other 
somatic hospital specialties" was used as the reference 
group (since this group includes most respondents). In 
turn the other specialty groups are compared to this 
reference.

Statistics
The sample is presented with descriptive data using 
the number of respondents, proportions (%) and mean 
values. Differences between proportions were assessed 
with chi-square tests. Differences between mean values 
were tested with independent t-tests.

The associations between age, gender, place of work, 
and perceived scarcity of PPE with the outcome vari-
ables were investigated with univariate and multivariate 
logistic regression analyses. SPSS Version 19 was used. 
The significance level was set to < 0.05. Missing values 
were omitted from each analysis.

Table 1  Gender, age and place of work among respondents (< 70) compared to doctors working in Norway (< 70)

1  N for all doctors < 70 years in Norway = 30,360
2  N for certified specialists < 70 years = 16,851

Respondents in the present study 
(< 70 years)

Doctors working 
in Norway 2021 
(< 70 years)

Gender, women (%, 95%CI) 56.0% (862/1540) 54.4% 1

Average age (years, SD) 44.3 (SD 12.1) (N = 1540) 43.9 (SD 11.4) 1

Place of work

Doctors working in "COVID-exposed specialties" (%, 95%CI) 8,3% (123/1487) 9.1% (1528/16851) 2

Doctors working in other somatic hospital specialties (%, 95%CI) 42.0% (624/1487) 43.1% (7257/16851) 2

Doctors working as General practitioners (%, 95%CI 22,1% (329/1487) 23.9% (4031/16851) 2

Doctors working in psychiatry/ laboratory/diagnostic medicine (%, 95%CI) 27,6% (411/1487) 23.9% (4035/16851) 2
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Results
The response rate was 1639/2316 (70.9%). The sample is 
described in Table 1 and compared to working doctors in 
Norway. Of doctors < 70  years, 56.0% were women. The 
average age for women was significantly lower than for 
men: 41.7 years (SD 10.9) vs 47.7 years (SD 12.8); t = 10.6, 
p < 0.001. The distribution of physicians regarding their 
place of work is shown in Table 1.

Perceived obligation to expose oneself to the risk 
of infection to treat patients and concerns about spreading 
and being infected by COVID‑19
Of doctors < 70  years of age a majority,60.2% (95% CI 
57.7–62.7) acknowledged an obligation to some or a 
large degree to expose themselves to the risk of infection 
to treat patients (see Table 2). This number was reduced 
to 42.0% (95% CI 39.5–44.5) if their employer could not 
offer adequate PPE.

42.8% (95% CI 40,3–45,3)were to some or a large degree 
worried about spreading the virus to patients. In addi-
tion, 47.8% (95% CI 45.3–50.3) were concerned about 
being infected themselves, and 63.9% (95% CI 61.5–66.3) 
were worried about spreading the virus to their families. 
See Table 2.

Scarcity of PPE and consequences for patient treatment 
and personnel
For respondents < 70  years of age 54.8% (95% CI 52.3–
57.3) experienced scarcity of PPE to some or a large 
degree in the first phase of the pandemic, while 21.2% 
(95% CI 19.1–23.3) considered this to have led to poorer 
care (Table  2). Moreover, 20.8% (95% CI 18.7–22.9) 
reported that scarcity led to increased risk for patients, 
and 38.0% (95%CI 35.5–40.4) reported that the risk for 
health personnel increased. We performed chi-square 
tests to compare physicians working in different special-
ties for each of these items. When excluding those who 
answered "not relevant for me", physicians working in 
COVID-exposed specialties were significantly more likely 
than physicians from other specialties to experience a 
scarcity of PPE to some or a large degree (78.2% vs 61.6% 
for other somatic hospital specialties, 60.6% for GPs and 
56.3% for psychiatry/ laboratory/diagnostic medicine; 
chi-square test 17.6, p < 0.001, df = 3). Physicians work-
ing in COVID-exposed specialties were also more likely 
to perceive that scarcity led to poorer care for patients 
(37.3% vs 20.8%, 29.4% and 19.6% respectively for the 
other groups; chi-square test 22.1, p < 0.001, df = 3), 
that scarcity led to increased risks for patients (33.1% vs 
21.4%, 29.0% and 23.9% respectively for the other groups, 
chi-square test 11.3, p = 0.01, df = 3) and that scarcity led 

to increased risk for personnel (60.5% vs 42.7%, 40.9% 
and 39.6% respectively for the other groups; chi-square 
test 16.7, p < 0.001, df = 3).

Associations between outcome variables and age, gender, 
perceived PPE scarcity and workplace
Using univariate and multivariate logistic regression 
analyses the associations were examined between each 
outcome variable and age, gender, perceived scarcity of 
PPE and workplace. The multivariate results are reported 
in Table 3.

The odds of agreeing to some or to a large degree 
with an obligation to expose oneself to the risk of infec-
tion when necessary to provide healthcare, in univariate 
analyses, was significantly associated with male gender, 
higher age and scarcity of PPE. The association with gen-
der disappeared in the multivariate analyses, where we 
found that the odds increased significantly with higher 
age (Exp B = 1.02, p < 0.001) and decreased for doc-
tors who had experienced scarcity of PPE (Exp B = 0.74, 
p = 0.011), controlled for gender and workplace. See 
Table 3A.

The odds of reporting a perceived obligation to provide 
healthcare even if the employer cannot provide sufficient 
PPE to some or to a large degree was, in univariate anal-
yses, significantly associated with higher age and with 
male gender. The association with gender disappeared in 
the multivariate analyses, where higher age (Exp B = 1.03, 
p < 0.001) remained the only significant association, con-
trolled for gender, workplace and perceived scarcity of 
PPE. See Table 3B.

The odds of being concerned with infecting patients 
with COVID-19 to some or to a large degree was, in uni-
variate analyses, associated with age, gender and scarcity 
of PPE. These associations remained in the multivari-
ate model where the odds for concern decreased with 
higher age (Exp B = 0.97, p < 0.001), increased with being 
female doctor (Exp B = 1.61, p < 0.001), and increased 
when having experienced a scarcity of PPE (Exp B = 1.53, 
p < 0.001), controlled for work place. See Table 3C.

The odds of being concerned about being infected 
with COVID 19 oneself to some or a large degree was, 
in univariate analyses, significantly associated with being 
a woman and with perceived scarcity of PPE. In multi-
variate analysis the association with gender disappeared, 
and perceived scarcity of PPE (Exp B = 1.92, p < 0.001) 
remained a significant factor, where more scarcity was 
associated with more concern, controlled for age, gender 
and work place. See Table 3D.

The odds of being concerned about infecting one´s 
family with COVID 19 to some or to a large degree 
was, in univariate analyses, significantly associated with 
gender, age, perceived lack of PPE and with work place. 
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These associations remained in the multivariate analy-
ses, where the odds of being concerned decreased with 
higher age (Exp B = 0.97, p < 0.001), increased with being 
female doctor (Exp B = 1.44, p = 0.004), and increased 
with a perceived lack of PPE (Exp B = 2.25, p < 0.001). 
Working in COVID-exposed specialties (Exp B = 0.61, 
p = 0.025), in psychiatry/ laboratory/diagnostic medi-
cine (Exp B = 0.68, p = 0.014) and in general practice (Exp 
B = 0.71, p = 0.025) significantly decreased the odds for 
such concern compared to working in other somatic hos-
pital specialties. See Table 3E.

Discussion
Main findings
Most (60%) of the surveyed physicians, acknowledged an 
obligation to become exposed to COVID-19 infection to 
provide care to some or a large degree. When the phy-
sicians experienced a scarcity of PPE, 42% agreed. The 
odds of acknowledging these obligations increased with 
age.

Almost half of the respondents were to some or to a 
large extent concerned about being infected by COVID-
19 themselves, and about spreading the virus to their 
patients. Almost 64% worried about spreading the virus 
to their families. The odds of concern regarding spread-
ing the virus to patients or family increased with younger 
age and with female gender. A scarcity of PPE was experi-
enced by 55% of the respondents, and experiencing scar-
city decreased the odds of acknowledging obligation to 
treat, and increased the odds of concern about contagion.

Perception about duty to treat
In this study, 60% of the physicians acknowledged a 
duty to treat, despite risking contagion. Because the 
survey was sent during a pandemic, many respondents 
had recent experiences to draw on when they answered. 
Other studies have used hypothetical scenarios. In a 
study from 2003 in the US, a lower percentage—about 
half of the physicians—reported a duty to treat in a hypo-
thetical outbreak of a potentially deadly illness [11]. In a 

Table 3  Multivariate associations for physicians < 70  years between each outcome variable A-E (see note under table) and age, 
gender, perceived scarcity of PPE and workplace

*  < 0.05 ** < 0.01 *** < 0.001

A. Associations regarding the perceived obligation to expose oneself to the risk of infection when necessary to provide healthcare. R2 = 7.4 (Hosmer&Lemeshow), .024 
(Cox&Snell), .033 (Negelkerke). Model χ2 = 32.1

B. Associations regarding the perceived obligation to provide healthcare even if the employer cannot provide sufficient PPE. R2 = 9.6 (Hosmer&Lemeshow), .026 
(Cox&Snell), .035 (Negelkerke). Model χ2 = 34.1

C. Associations regarding concern for infecting patients with COVID-19. R2 = 7.5 (Hosmer&Lemeshow), .055 (Cox&Snell), .074 (Negelkerke). Model χ2 = 71.8

D. Associations regarding concern for being infected with COVID-19. R2 = 17.3 (Hosmer&Lemeshow), .030 (Cox&Snell), .040 (Negelkerke). Model χ2 = 39.9

E. Associations regarding concern for infecting one´s family with COVID-19. R2 = 2.4 (Hosmer&Lemeshow), .093 (Cox&Snell), .129 (Negelkerke). Model χ2 = 128.1

A B C D E
Exp(B) (95% CI) 
N = 1318

Exp(B) (95% CI) 
N = 1296

Exp(B) (95% CI) 
N = 1265

Exp(B) (95% CI) 
N = 1316

Exp(B) (95% CI) 
N = 1314

Constant 0.71 0.27*** 1.55 0.76 8.34***

Age 1.02*** (1.01–1.03) 1.03*** (1.02–1.04) 0.97*** (0.96–0.98) 1.00 (0.99–1.01) 0.97*** (0.96–0.98)

Gender (male = 0, 
female = 1)

0.98 (0.77–1.24) 0.99 (0.79–1.25) 1.61*** (1.27–2.04) 1.16 (0.92–1.46) 1.44** (1.13–1.85)

Perceived scarcity 
of PPE (not at all/to 
a small degree = 0, 
to some/a large 
degree = 1)

0.74* (0.58–0.93) 0.99 (0.79–1.25) 1.53*** (1.21–1.93) 1.92*** (1.53–2.42) 2.25*** (1.77–2.88)

Workplace – reference category "other somatic hospital specialties"

  Workplace (COVID-
19-exposed 
specialties = 1 vs 
other somatic = 0)

0.89 (0.59–1.33) 0.94 (0.62–1.41) 0.94 (0.62–1.42) 0.69 (0.46–1.04) 0.61* (0.39–0.94)

  Workplace 
(psychiatry/ labo-
ratory/diagnostic 
medicine = 1 vs 
other somatic = 0)

0.99 (0.74–1.32) 1.03 (0.77–1.37) 0.87 (0.64–1.17) 0.96 (0.72–1.27) 0.68* (0.50–0.92)

  Workplace (gen-
eral practice = 1 vs 
other somatic = 0)

0.99 (0.74–1.32) 0.88 (0.66–1.17) 1.27 (0.95–1.70) 1.13 (0.85–1.49) 0.71* (0.52–0.96)
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2006 survey of employees in a German university hospi-
tal, 24% of physicians agreed that it was ethical to refrain 
from providing care; thus 76% thought there was a pre-
dominant duty to treat during a hypothetical influenza 
pandemic [12].

Balancing the duty to treat and the duty to protect 
healthcare workers and their families
Conflicts between physicians´ duties have been dis-
cussed concerning previously threatening epidemics or 
pandemics, such as those caused by HIV/AIDS (Human 
Immuno-deficiency Virus/Acquired Immuno Deficiency 
Syndrome), Ebola or SARS (Severe Acute Respiratory 
Syndrome) [7, 8, 10]. On the one hand, there is concern 
that the duty to treat patients during epidemic or pan-
demic outbreaks has eroded [10]. On the other hand, 
there is an increasing focus on the duty to care for car-
ers´ own health, which is both intrinsically important 
and instrumentally necessary for them to provide their 
patients with good care in the longer term [19, 22].

A US study found the concern for one´s family safety to 
be the most significant barrier that would prevent health 
personnel (including physicians) from signing in to work 
in an influenza pandemic [23]. In a German survey, about 
a quarter of physicians found it ethical to refrain from 
providing care to protect themselves and their families 
[12]. Among the Norwegian physicians in this study, we 
found a difference between older and younger physicians. 
The odds were significantly higher for older physicians 
to report the traditional obligation or "duty to treat". 
Younger physicians and female physicians had higher 
odds of experiencing concern about spreading the virus 
to patients and to their own families.

These distinctions between age groups and genders 
could be stable between generations (due to life phases 
and professional experience). Conversely, it might also 
result from sociocultural changes in medicine, as in soci-
ety in general. If the traditional medical duty to treat to a 
larger degree becomes challenged by the duty to protect 
healthcare workers and their families from infection, this 
can imply, over time, that fewer physicians will consider 
the duty to treat their top priority.

Do physicians from all specialties feel equally obligated?
Physicians working in "COVID-19-exposed specialties" 
had significantly lower odds of concern about spreading 
the virus to their families. These physicians did not have 
higher odds of concern about being infected themselves, 
even though they actually experienced more scarcity of 
PPE than others and reported that this led to higher risks 
for health personnel. Thus, one could surmise that these 
physicians were less stressed by the situation or that they 
were more accepting of these kinds of risks. However, 

physicians in these specialties do not acknowledge a duty 
to treat patients more often than others.

The findings are important regarding whether certain 
specialties or groups of physicians should have a stronger 
duty to treat than others. Malm et al. question the extent 
to which physicians, in general, feel bounded by the rel-
evant provisions in ethical codes or the Geneva Decla-
ration [8]. There can be an implied consent to abide by 
such general codes when starting one’s career as a phy-
sician. However, the authors claim that many physicians 
will not have internalised and thought through what this 
means in different scenarios. They further argue that one 
might establish special contracts or codes detailing a spe-
cial duty to treat for physicians who work in specialties 
that are more regularly exposed to such risks and, sub-
sequently, have more training in handling them. One 
example of such experience and training could be treat-
ing contagious patients in departments for infectious dis-
eases [8].

PPE and the employers´ duties
Our study has demonstrated a link between scarcity of 
PPE and less support for the duty to treat. The scarcity 
of PPE is also linked to more concern about the infec-
tion of self and others. Cowper et  al. emphasise the 
potential tension between the employer’s dual duties in 
a pandemic situation: to provide adequate treatment for 
patients and to provide physicians and other employ-
ees with a safe work situation, in this case, by providing 
adequate PPE [14]. The responsibility to provide health-
care workers with PPE can be the employer´s, but Schuk-
lenk emphasises that governments are also responsible 
for securing an adequate stock of PPE. This is especially 
the case when a pandemic has been anticipated, as was 
the case with COVID-19 [15]. Thus, insufficient pan-
demic preparedness on the part of the governments and 
institutions arguably weakens physicians’ moral obliga-
tion to care. Johnson and Butcher argue that physicians 
who make sacrifices to provide care during a pandemic 
are owed reciprocal obligations from their institutions 
and society [17]. The provision of adequate PPE could be 
such an obligation. The authors claim that opting out of a 
high-risk procedure because adequate PPE is unavailable 
could be justified.

Britain´s General Medical Council has acknowledged 
this dual duty in relation to the present pandemic: "We 
do not expect physicians to leave patients without treat-
ment, but we also don´t expect them to provide care 
without regard to the risks to themselves or others" [9]. 
In the Norwegian Medical Association’s ethical code for 
physicians, the obligation to treat patients is emphasised, 
but nothing is stated about how this obligation should 
be balanced against potential risks to physicians´ own 



Page 8 of 9Isaksson Rø et al. BMC Health Services Research         (2022) 22:1509 

health [24]. A recent paper by Gamlund et al. argues that 
neither the Declaration of Geneva, the Norwegian Medi-
cal Association’s ethical guidelines, nor Norwegian laws 
give a precise answer to whether physicians have a moral 
obligation to provide medical care, without adequate 
PPE, during a pandemic [18].

Frameworks for balancing duties
The fact that about 40% of the physicians in this study, 
and a substantial number of physicians in previous stud-
ies [11, 12], are hesitant to expose themselves to the risk 
of infection, underscores the importance of finding ways 
to handle this dilemma. Different frameworks have been 
proposed for balancing duties and interests that might 
conflict.

McDougall et al. [20] describe a structure for individual 
reflection, staff discussions and decision making. They 
stress the importance of transparency and accountability 
for the decisions made. Ethically challenging dilemmas 
must be verbalised and discussed, and healthcare work-
ers must understand and participate in deliberations. 
Participation and knowledge will increase the acceptance 
of difficult decisions.

McConnell developed a deontological framework 
(defining actions that are good or bad according to a clear 
set of rules) for evaluating health professionals’ duty to 
provide care [13]. He argues that professionals are mor-
ally justified to refrain from care when their duty to treat 
is outweighed by the risks and burdens to themselves. 
The obligation to protect family members can be a sig-
nificant part of such burdens. He suggests that healthcare 
workers exposed to a higher risk of infection should be 
compensated, for example with prioritised healthcare for 
their family. Meanwhile, a healthcare worker relocated 
from a higher risk situation might be morally required 
to compensate society for this, for example financially or 
with free labour after the epidemic. Deontological frame-
works like McConnells could inspire to thorough and 
broad normative discussions and deliberation processes 
with relevant stakeholders. Our study can be a useful 
empirical contribution into these processes.

Strengths and weaknesses
A strength of this study is the closeness in time between 
the start of the COVID-19 pandemic and the measure-
ments of physicians´ attitudes and concerns pertaining to 
this period. This can contribute to results that are closer 
to the practical dilemmas experienced in healthcare dur-
ing a pandemic and not just measure theoretical ideals of 
what physicians´ duties to patients entail.

The relatively high response rate (70%), which is higher 
than for other surveys of the medical profession [25], and 
the fact that the sample is representative of practising 

physicians in Norway in key aspects [21], provide a good 
basis for generalisation to the population  of doctors. 
There were also no significant disparities regarding age or 
gender between the respondents and the non-respond-
ents. This does not, however, rule out the possibility of 
nonresponse bias.

The pandemic laid great stress on large parts of the 
healthcare system, particularly its personnel. There is a 
possibility that the most stressed physicians opted out of 
answering the questionnaire. Conversely, the most bur-
dened physicians might have wished to document the 
situation in which they found themselves. Although the 
scarcity of PPE and perceived risk were high in the first 
months of the pandemic in Norway, as in other coun-
tries, it soon improved. Compared to other countries, the 
infection rates, hospitalisation and lack of resources have 
been low. Therefore, the results in this study could be dif-
ficult to generalise to other countries.

Because attitudes and concerns can also vary with 
personality and coping style [26] it could be important 
to include such co-variates in future analyses. Another 
limitation could be that we have only self-reported data 
in this study. However, when investigating attitudes and 
concerns, this is a plausible method.

We did not used validated questions in this study, as 
we could not find good examples that explored what we 
wanted to study.

Conclusion
Our study points to the challenging dilemma that the 
COVID-19 pandemic has actualised. If the traditional 
medical duty to treat to a larger degree becomes chal-
lenged by the duty to protect healthcare workers and 
their families from infection, this can imply, over time, 
that fewer physicians will consider the duty to treat their 
top priority.

As healthcare and society are in transition, national and 
international ethical codes (including the Geneva Decla-
ration) no longer seem sufficient to handle this dilemma. 
Additional ethical frameworks have been proposed that 
increase transparency and involve physicians and other 
health personnel in decision making, as well as explic-
itly differentiating the "duty to treat" between specialties 
or individuals. Research concerning the impact of such 
changes is needed. The responsibilities of the individual, 
the employer and the government to ensure the optimal 
balance between these duties, should also be understood 
and recognised.

These new or revised ways of balancing the duty to 
treat with the duty to protect healthcare workers from 
infections is important to focus on before the next pan-
demic, to give both patients and healthcare personnel the 
care they need.



Page 9 of 9Isaksson Rø et al. BMC Health Services Research         (2022) 22:1509 	

Abbreviations
AIDS: Acquired Immuno Deficiency Syndrome; HIV: Human Immuno-
deficiency Virus; PPE: Personal Protective Equipment; SARS: Severe Acute 
Respiratory Syndrome.

Acknowledgements
Not applicable.

Authors’ contributions
All of the authors cooperated in conceptualising the study and formulating 
the questionnaire items. BB and KIR analysed and interpreted the data, and 
KIR, BB and MM wrote the manuscript. Additional amendments were made by 
FB and IM. All authors read and approved the final manuscript.

Funding
The study had no external funding.

Availability of data and materials
The datasets for this study are not publicly available due to legal and ethical restric-
tions (the participants of this study did not agree for their data to be shared publicly), 
but they are available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
According to the Regional Committee for Medical Research Ethics, studies 
based on data from the ‘Norwegian Physician Survey—A prospective ques-
tionnaire surveyof a representative sample of Norwegian physicians’, issued 
every two years, is exempt from review in Norway, cf. §§ 4 of the Act. The 
project can be implemented without the approval of the Regional Committee 
for Medical Research Ethics (IRB 0000 1870). In addition, approval for the data 
protection of the biennial prospective survey among Norwegian doctors was 
obtained from the Norwegian Social Science Data Service (Reference 19521).
All subjects signed an informed consent for their participation.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Institute for Studies of the Medical Profession, Oslo, Norway. 2 Centre for Medical 
Ethics, Institute of Health and Society, University of Oslo, Oslo, Norway. 3 Norwegian 
School of Theology, Religion and Society, Oslo, Norway. 4 Institute of Stress Medicine 
-ISM at Region VGR, Gothenburg, Sweden. 5 Institute of Health and Care Sciences, 
Sahlgrenska Academy, Gothenburg University, Gothenburg, Sweden. 6 Bergen 
Centre for Ethics and Priority Setting (BCEPS), Department of Global Public Health 
and Primary Care, University of Bergen, Bergen, Norway. 7 Department of Research 
and Development, Helse Bergen Health Trust, Bergen, Norway. 

Received: 5 May 2022   Accepted: 29 November 2022

References
	1.	 Rosta J. Infectious diseases among doctors [In Norwegian: Smittsomme 

sykdommer blant leger]. Tidsskr Nor Legeforen. 2020. https://​doi.​org/​10.​
4045/​tidss​kr.​20.​0478.2.

	2.	 Megna R. First month of the epidemic caused by COVID-19 in Italy: Cur-
rent status and real-time outbreak development forecast. Global health 
research and policy. 2020;5(1):1–7.

	3.	 Commission TC. “The authorities ́ handling of the COVID-19 pandemic.” [In 
Norwegian: Myndigheteneshåndtering av koronapandemien] Norway. 
Contract No. NOU 2021:6.

	4.	 Miljeteig I, Forthun I, Hufthammer KO, Engelund IE, Schanche E, Schaufel 
M, et al. Priority-setting dilemmas, moral distress and support expe-
rienced by nurses and physicians in the early phase of the COVID-19 
pandemic in Norway. Nurs Ethics. 2021;28(1):66–81.

	5.	 Alsnes IV, Munkvik M, Flanders WD, Øyane N. How well did Norwegian 
general practice prepare to address the COVID-19 pandemic? Fam Med 
Community Health. 2020;8(4):e000512.

	6.	 Magnusson K, Nygård K, Methi F, Vold L, Telle K. Occupational risk of 
COVID-19 in the first versus second epidemic wave in Norway, 2020. 
Eurosurveill. 2021;26(40):2001875.

	7.	 Evans NG. Balancing the duty to treat patients with Ebola virus 
disease with the risks to dialysis personnel. Clin J Am Soc Nephrol. 
2015;10(12):2263–7.

	8.	 Malm H, May T, Francis LP, Omer SB, Salmon DA, Hood R. Ethics, pandem-
ics, and the duty to treat. Am J Bioeth. 2008;8(8):4–19.

	9.	 Council GM. Coronavirus: Your frequently asked questions. GMC Online 
[https://​www.​gmc-​uk.​org/​ethic​al-​guida​nce/​ethic​al-​hub/​covid-​19-​quest​
ions-​and-​answe​rs#​Worki​ng-​safely] Accessed 5 May 2022)

	10.	 Orentlicher D. The physician’s duty to treat during pandemics. Am J 
Public Health. 2018;108(11):1459–61.

	11.	 Alexander GC, Wynia MK. Ready and willing? Physicians’ sense of prepar-
edness for bioterrorism. Health Aff. 2003;22(5):189–97.

	12.	 Ehrenstein BP, Hanses F, Salzberger B. Influenza pandemic and profes-
sional duty: family or patients first? A survey of hospital employees. BMC 
Public Health. 2006;6(1):1–3.

	13.	 McConnell D. Balancing the duty to treat with the duty to family in the 
context of the COVID-19 pandemic. J Med Ethics. 2020;46(6):360–3.

	14	 Cowper A. What the law says about PPE responsibility. BMJ: British Med J. 
2020;369:m1718.

	15.	 Schuklenk U. What healthcare professionals owe us: why their duty to 
treat during a pandemic is contingent on personal protective equipment 
(PPE). J Med Ethics. 2020;46(7):432–5.

	16.	 Pellegrino ED, Thomasma DC. The virtues in medical practice: Oxford 
University Press; 1993.

	17.	 Johnson SB, Butcher F. Doctors during the COVID-19 pandemic: what are 
their duties and what is owed to them? J Med Ethics. 2021;47(1):12–5.

	18.	 Gamlund E, Müller KE, Solberg AC, Solberg CT. Heroes in white? In Nor-
wegian: Helter i hvitt]Tidsskrift for Den norske legeforening. 2020. https://​
doi.​org/​10.​4045/​tidss​kr.​20.​0702

	19.	 Parsa-Parsi R. The revised declaration of geneva: A modern-day physi-
cian’s pledge. JAMA. 2017;318(20):1971–2.

	20.	 McDougall RJ, Gillam L, Ko D, Holmes I, Delany C. Balancing health worker 
well-being and duty to care: an ethical approach to staff safety in COVID-
19 and beyond. J Med Ethics. 2021;47(5):318–23.

	21.	 Rosta J, Aasland OG. Doctors’ working hours and time spent on 
patient care in the period 1994–2014. Tidsskr Nor Laegeforen. 
2016;136(16):1355–9.

	22.	 Bodenheimer T, Sinsky C. From triple to quadruple aim: care of the 
patient requires care of the provider. Annals Fam Med. 2014;12(6):573–6.

	23.	 Garrett AL, Park YS, Redlener I. Mitigating absenteeism in hospital workers 
during a pandemic. Disaster Med Public Health Prep. 2009;3(S2):S141–7.

	24.	 NMA. The Norwegian Medical Association`s ethical rules [In Norwegian: 
Etiske regler for leger]: The Norwegian Medical Association; 1961 [http://​
legef​oreni​ngen.​no/​Om-​Legef​oreni​ngen/​Organ​isasj​onen/​Rad-​og-​utvalg/​
Organ​isasj​onspo​litis​ke-​utvalg/​etikk/​etiske-​regler-​for-​leger/]. Accessed on 
5 May 2022)

	25.	 Cunningham CT, Quan H, Hemmelgarn B, Noseworthy T, Beck CA, Dixon 
E, et al. Exploring physician specialist response rates to web-based sur-
veys. BMC Med Res Methodol. 2015;15(1):1–8.

	26.	 Parkes KR. Personality and coping as moderators of work stress processes: 
Models, methods and measures. Work Stress. 1994;8(2):110–29.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.4045/tidsskr.20.0478.2
https://doi.org/10.4045/tidsskr.20.0478.2
https://www.gmc-uk.org/ethical-guidance/ethical-hub/covid-19-questions-and-answers#Working-safely
https://www.gmc-uk.org/ethical-guidance/ethical-hub/covid-19-questions-and-answers#Working-safely
https://doi.org/10.4045/tidsskr.20.0702
https://doi.org/10.4045/tidsskr.20.0702
http://legeforeningen.no/Om-Legeforeningen/Organisasjonen/Rad-og-utvalg/Organisasjonspolitiske-utvalg/etikk/etiske-regler-for-leger/
http://legeforeningen.no/Om-Legeforeningen/Organisasjonen/Rad-og-utvalg/Organisasjonspolitiske-utvalg/etikk/etiske-regler-for-leger/
http://legeforeningen.no/Om-Legeforeningen/Organisasjonen/Rad-og-utvalg/Organisasjonspolitiske-utvalg/etikk/etiske-regler-for-leger/

	Duty to treat and perceived risk of contagion during the COVID-19 pandemic: Norwegian physicians’ perspectives and experiences—a questionnaire survey
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Materials and methods
	Aim, design and setting of the study
	Participants
	Main outcome measures
	Other variables
	Statistics

	Results
	Perceived obligation to expose oneself to the risk of infection to treat patients and concerns about spreading and being infected by COVID-19
	Scarcity of PPE and consequences for patient treatment and personnel
	Associations between outcome variables and age, gender, perceived PPE scarcity and workplace

	Discussion
	Main findings
	Perception about duty to treat
	Balancing the duty to treat and the duty to protect healthcare workers and their families
	Do physicians from all specialties feel equally obligated?
	PPE and the employers´ duties
	Frameworks for balancing duties
	Strengths and weaknesses

	Conclusion
	Acknowledgements
	References


