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The Covid-19 pandemic has laid bare all manner of 
questions of ethics and social justice. These include 
substantive ethical questions: for instance, what 
weight should be given to the value of protection from 
the coronavirus as compared with other threats to 
health, including those that would directly follow from 
coronavirus restrictions or from the prioritisation of SARS-
CoV-2 over alternative health concerns; or how should the 
protection of health be weighed against the protection 
of other values, such as economic security or freedom of 
association? They include procedural ethical questions: 
who should make such decisions, on what (lawful) basis, 
with regard to what considerations, having consulted 
which people and groups, and with what degree and 
forms of explanation, transparency, and scrutiny? And 
they take place against a practical background of unequal 
susceptibility to risks of harm: both the direct harms of the 
virus itself; and the configuration of risks that result from 
measures to mitigate (or not) those harms.

Within the UK, the pandemic has shown, with renewed 
force, how social norms and institutions determine 
people’s unequal opportunities to enjoy good health. It 
has also let us see how public decision-making influences 
the spread of benefits and costs of being part of a shared 
society; of who may flourish and who may suffer in the 
face of threats to population health and to other values, 
such as freedom, happiness, and relationships of love and 
care. And it has demonstrated - for better and for worse - 
both how ethical values are inescapable aspects of public 
policy and decision-making, and that there are significant, 
real-world challenges to making ethics visible within our 
political and public structures.

The central place of ethics and value judgements

Since the possible impacts of Covid-19 became clear 
in early 2020, governments, public agencies, and other 
actors and organisations have had to make a wide range of 
decisions. These have included failures to act, as well as the 
implementation of political and legal interventions whose 
profundity is without precedent: most strikingly through 
emergency legislation restricting freedoms and limiting 
people’s rights across the UK, passed rapidly and with little 
scrutiny. At all stages, ethical values have been central: 
pandemic decision-making is characterised by questions 
of trade-offs and prioritisation, and of conflicts both 
between competing values, and the competing interests 
of different groups and communities.

Despite such obviously and heavily ethical context, ethical 
discourse and debate in the UK was - and felt- muted. 
Early in the pandemic, the Nuffield Council on Bioethics 
- a collaborator on the UK Pandemic Ethics Accelerator 
- published an excoriating statement calling for basic 
standards of democratic governance. Yet there has 
remained a tendency, particularly within Westminster, to 
frame difficult decisions as ones that are simply led by “the 
science”. A sound - or as sound as possible - evidence base 
is, of course, essential to good decision-making. But there 
are values at play when a Minister decides which science 
to follow. And there are value judgements in weighing up 
the costs and benefits of doing so, and in understanding 
whether and how this acceptably bears on people’s basic 
rights.

The Ethics Accelerator was developed to assist in this 
fraught environment. And part of that work entails 
reflection. To that end, we brought together a range of 
experts in a conference on 23rd May, 2022 to explore, 

HOW DO WE ENSURE THE PROPER PLACE AND VISIBILITY OF VALUE JUDGEMENTS IN PUBLIC HEALTH POLICY AND PRACTICE?

John Coggon

Professor John CoggonProfessor John Coggon is Professor of Law in the Centre 
for Health, Law, and Society at the University of Bristol 
Law School. He is also a member of the University of 
Bristol’s Population Health Science Institute and Centre 
for Public Health, an Honorary Member of the UK 
Faculty of Public Health, and a member of the Nuffield 
Council on Bioethics. In this piece, he reflects on the 
contributions to this collection – which are drawn from 
an event hosted on 23rd May, 2022, by the UK Pandemic 
Ethics Accelerator, on which he is a co-investigator.
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examine, and explain how value judgements did, do, can, 
and should feature in public decision-making and policy. 
We asked how ethics has been incorporated, or not, in 
practice and planning during the pandemic, and how 
approaches in the future should be informed. Since the 
conference, we are delighted to have been able to draw 
together the speakers’ contributions as a series of written 
papers.

What does it mean to bring ethics to public health 
decision-making?

Ethics presents an unavoidable context to the pandemic 
and pandemic decision-making. And throughout the 
pandemic, bodies - including the Nuffield Council on 
Bioethics - have applied themselves to sharing ethical 
analysis and guidance. Government departments, public 
agencies, and influential organisations have also sought 
and published ethical advice. And formal mechanisms for 
including ethical deliberation were developed within the 
UK’s political decision-making structures: notably, through 
Moral and Ethical Advisory Groups and the participation 
of a bioethics expert in the Scientific Advisory Group for 
Emergencies.

But what places does, and should, ethical expertise have in 
public decision-making; with what forms of transparency; 
are these matters appropriately understood and explained; 
what works well; and where do we find problems or 
challenges? These are vital questions to address as we 
respond to the continuing pandemic, and as we plan for 
the future. To contribute to that endeavour, the collected 
papers present insights from a range of stakeholders 
whose professional positions and experiences lend 
valuable lessons. We hear about “in the room” advisory 
roles; experiences of speaking directly to decision-makers. 
And we see how different forms of “outside the room” 
scrutiny and analysis fit into the picture: scrutiny, for 
instance, from the media, law, and expert groups; and 
the generation and promotion of advice, guidance, and 
evaluation from academic and other stakeholders. Of 
course, the contributors to the collected essays are not 
the only people with a perspective on the matters that we 
investigated, but their insights span a range of disciplines 
and experiences during this critical period.

Voices from the UK’s ethics ecosystem

Across their contributions, we see explicit reference to the 
idea of the UK’s ethics ecosystem. There is no shortage 
of ethics expertise in the UK, whether understood 
narrowly as a sub-discipline in philosophy, or as a broader 
collection of applied areas of inquiry as reflected in the 
multi-disciplinary field of bioethics. However, bringing 
this wealth of ethical expertise and insights into public 

decision-making can present challenges. Some of these 
relate to competing priorities: for example, concerns for 
transparency may come into tension with demands for 
candour. Some relate to contingencies and political will - 
even political courage - or a lack of it.

The idea of an ethics ecosystem allows us to imagine 
multiple roles for ethics: explaining, advising, providing 
scrutiny, aiming for meaningful inclusivity, communicating 
(sometimes complex) reasoning, critically exploring 
justifications, and so on. It also allows us to see that 
there will not be just one role or remit for ethical input. 
Our contributors span different points of professional 
expertise, but also have contributed to shared efforts in 
the pandemic from different positions relative to society, 
professional groups, and the government. We hope that 
readers will take their own lessons from the different 
reflections, with a view not just to learning about past 
practices, but also to assuring our policy and decision-
making systems and structures are better prepared for the 
future.
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BEYOND “FOLLOWING THE 
SCIENCE”: VALUE JUDGEMENTS 

AND TRANSPARENCY IN PANDEMIC 
DECISION-MAKING
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The United Kingdom was in a strong position at the 
beginning of the pandemic. Looking at the science, there 
were many achievements - the development of the Oxford 
Astra Zeneca vaccine; the Recovery Trial; the OpenSAFELY 
work; and genome sequencing. From that point of view it 
was very promising. More than that, in the Global Health 
Security Index published in 2019, the UK was second in 
the world for pandemic preparedness – only the United 
States was ahead. Everything that we needed was there, at 
least in theory. However there was one thing our ranking 
did not take account of – our leadership. We had a political 
leader who was largely absent at the beginning of the 
pandemic and who would subsequently pursue a series of 
poorly thought-through policies.

Weaknesses in advice

I’ve written extensively elsewhere about the weaknesses 
in preparedness, reflecting how the machinery of 
government had spent a decade labouring under 
austerity, with large cuts to the civil service, while those 
who remained in post had been taken away from their 
usual roles in a failed attempt to make sense of Brexit. 
But once the pandemic hit, there were further problems, 
not least in the advice on which ministers depended. 
The main source of advice was the Scientific Advisory 
Group for Emergencies (SAGE). The membership of SAGE 
varies depending on the threat. Membership was initially 
secret, as was the advice that was given. We, and others, 
were concerned about this. We wanted to know whether 
Ministers were “following the science”, but we couldn’t, 

unless we knew what the scientific advice was. 

I want to stress that I am not criticising the members 
of SAGE. My concerns relate to its position in the 
government advisory structure. However there has been 
some justified criticism of its composition, including 
from the joint Parliamentary science and health and 
social care committees, which said that SAGE was 
“insufficiently informed by public health expertise” and 
“lacking situational awareness and input from the ground” 
and that it did not have “sufficient representation from 
social care”, or give “enough weight to the impact on the 
social care sector”, and paid “less attention to practical 
considerations”.  

The approach to SAGE reflected a strongly held view that 
science is one thing, and policy is another, and the two 
should be kept separate; as Margaret Thatcher famously 
said, “scientists advise, and politicians decide”. However, 
we think that there was a bigger problem encapsulated by 
the quotation from Douglas Jay in 1937: “The gentleman in 
Whitehall really does know better what is good for people 
than the people know themselves”.  Our concern was 
that a lot of people who could have contributed to this 
discussion and to the evidence were not being listened to.

Independent SAGE

We set up Independent SAGE as a group of scientists who 
came together to provide independent scientific advice. 
If the United Kingdom Government had been interested, 

Martin McKee

Professor Martin McKeeProfessor Martin McKee is Professor of European Public 
Health and Medical Director at the London School of 
Hygiene and Tropical Medicine. He trained in medicine 
and public health and has written extensively on 
health and health policy. He is Research Director of the 
European Observatory on Health Systems and Policies, 
Past President of the European Public Health Association, 
President of the British Medical Association and a member 
of Independent SAGE.

BEYOND ‘FOLLOWING THE SCIENCE’: VALUE JUDGEMENTS AND TRANSPARENCY IN PANDEMIC DECISION-MAKING
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we would have advised them. We advised the devolved 
administrations, local government, and other sectors. 
However, it’s not clear that our advice had any impact in 
the executive in Westminster, although MPs of all parties 
took an interest. 

We’re a group of virologists, immunologists, behavioural 
scientists, clinicians, public health professionals, and 
others. We are committed to engaging with ordinary 
people, listening to their problems, reviewing the 
evidence transparently, and presenting it to the public in 
weekly briefings, and in reports etc. What is crucial, as my 
colleague said in an email reflecting on our role, is that:

“We’re essentially a trans-disciplinary collective. The 
checks and balances and complementarity of routine 
communication and sharing of expertise and advice 
creates both the confidence and competence to construct 
and communicate what is no longer a uni-disciplinary 
contribution, but a trans-disciplinary synthesis.”

We spend time every week discussing these difficult issues.

Unheard voices

We remain concerned that a lot of people were not 
listened to:

• • Foreigners: Foreigners: Jeremy Farrar, a medical researcher and 
Director of the Wellcome Trust said: “I wish SAGE had 
drawn on a wider group of experts with first-hand 
insights from China and the surrounding region” and 
the Joint report from Parliamentary science and health 
and social care committees said that the “unwillingness 
to consider seriously and act on the approach being 
taken in Taiwan, Singapore or Korea was a serious 
error.” I saw this from the other side, in my own work 
within the European Commission and the World Health 
Organisation. The challenges of engaging with the 
UK were profound. In the work we did on the COVID 
Response Monitor, in the European Observatory, we 
saw significant mistakes made - like putting France on 
the Amber + list – which seems to have been a simple 
mistake from a misreading of a web page that could 
have been easily corrected by dialogue with French 
scientists. But the channels of communication that 
existed previously were no longer working. 

• • Lab scientists: Lab scientists: Experts working in laboratories were 
also ignored and this had serious consequences. Alan 
McNally, professor in microbial evolutionary genomics 
at Birmingham who helped set up the Lighthouse 
COVID Lab at Milton Keynes said of the Immensa 
scandal “In the long list of COVID disasters and scandals, 
this [the Immensa affair] is pretty near the top […] 
You shouldn’t be relying on anecdotal reports to spot 

a problem of this size. That’s the unforgivable thing 
about this …I don’t think it’s going too far to say that 
an absolute failure of quality in that lab is going to 
lead to very serious illnesses, maybe hospitalisations, 
and maybe worse.” Paul Nurse, Director of the Crick 
Institute, said that talking to ministers was “like poking a 
blancmange.”

• • Local public health teamsLocal public health teams were marginalised in the first 
wave of the pandemic. We put together a diagram to 
show the complexity of the relationships involved in 
managing testing and tracing and yet those in local 
public health – who had real expertise from contact 
tracing around sexual infections – were not listened to. 
When we needed to build a system, the government 
contracted with outsourcing and accountancy firms 
with no expertise and failed to establish links to local 
government, the NHS or other stakeholders.

Source: Rajan et al., 2020 

• • Frontline staffFrontline staff: There are many accounts of how people 
on the frontline felt that they were being ignored and 
how the advice they were trying to give was not being 
heard. We tried to help with this. We wrote a paper at 
the beginning saying COVID-19 is a complex multi-
system disorder, convening people from cardiology, 
urology, intensive care, and respiratory medicine. We 
were clear that this was not just another respiratory 
infection; it was much more than that. But there 
wasvery little attention paid. In the end health workers     
were exhausted. The clapping was nice, but PPE and 
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a bit of respect would have been better. We had the 
expensive fiasco of the Nightingale Hospitals where 
people were saying: “It’s fine to build these things, but 
you need the staff. Where will you get the staff from?”  
Several doctors, including Dr Rachel Clarke, have 
written their accounts of this. 

• • Patients Patients were largely ignored despite repeated 
demands to be included in the discourse. There’s been 
a virtual denial of the existence of Long COVID and 
there was a concerted effort by some to minimise the 
risk of it because it was inconvenient for the narrative 
around opening up. The Long-COVID SOS support 
group said: “A shocking lack of attention has been paid 
to this significant group of people of all ages, and many 
sufferers feel badly let down.” 

• • Essential workers: Essential workers: Essential workers and people in 
precarious employment, or the gig economy were not 
listened to. Politicians seemed unaware of the lived 
reality of the poorest families. Many of the measures 
that were put in place did not work. The isolation 
payment only covered one in eight workers, and it was 
complex to apply for. 

• • Care home workers: Care home workers: There were particular issues around 
care. We published a paper on the claims made that the 
Government had thrown a protective ring around care 
homes. A recent court judgment on this shows this did 
not happen. There has been criticism of SAGE’s lack of 
attention to this area from Parliamentary committees, 
and John Edmunds (who was a member of SAGE) has 
said: “I think sometimes [SAGE] were…removed from 
daily decisions that other organisations were putting in 
place… I would have liked – personally speaking – a bit 
more input on the ground. We knew care homes would 
be a risk. But I remember distinctly the day we first saw 
the data. ‘Oh my god, there’s a hundred or so outbreaks 
in care homes in the last week’. Dreadful. But I don’t 
think we had such good general situational awareness. 
That background to it. We were missing that.” 

• • Procurement experts:Procurement experts: I was the rapporteur for a major 
European Commission report on public procurement 
that started before the pandemic. It was very clear that 
we were not learning the lessons from that experience, 
and not talking to people who had expertise in 
procurement. Instead we had the VIP Lane, scandals, 
and numerous failures. 

• • School teachers School teachers were also ignored. They saw guidance 
being sent out on Sunday nights to be implemented 
Monday morning; there was a failure to provide support 
for remote learning; and a failure to appreciate airborne 
nature of virus, long after evidence was clear, and as 
a result a failure to invest in ventilation and filtration. 
The Government did not seem to understand the 

challenges of teaching in person and online, and its 
impact on workload and burnout. And there was a 
lack of appreciation of challenges of running a school 
with high rates of absence of children and staff. This 
was not helped by disingenuous activities from some 
UK paediatricians who were in denial about major 
role of schools in transmission of infection and risks to 
children. One teacher said: “The DfE goes on television 
promising all sorts and telling people this is going to 
happen – but it is left for the schools and the parents to 
pick up the pieces when it doesn’t.”

Failures in policy making

I contend that this is not surprising given what we know 
about public policy in the UK. There are some things that 
have never changed. The classic example with which 
people will be familiar is the attempt to grow groundnuts 
in colonial-era Tanganyika – which is worth reading about 
and in which everything that could have gone wrong, 
did go wrong. The fundamental point was that nobody 
asked the local people why they didn’t grow groundnuts. 
Rehousing people into concrete jungles in the 1960s is 
another example. A contemporary example is helping 
Ukrainian migrants. Nobody asked those struggling with 
online forms about what the problems were; those in 
charge seemed unaware of the fact that you could put QR 
codes into posters. It is appalling. 

The problem is well explained in the classic book “The 
blunders of our government”. The authors, Anthony 
King and Ivor Crewe, said there: “One reason that today’s 
British Government screw up so often is that ministers are 
reluctant to engage fully with others and to see them as 
active participants in the policy making process.” 

And so it goes on. 
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When thinking about how to approach the question of 
values in the COVID-19 outbreak in the UK, I begin with the 
values that we hold at The BMJ and consider how these 
played out in the pandemic. Our values are openness 
and transparency; being evidence based; being patient-
centred; and being courageous. I think values are very 
important, and I remind our editorial team of them on an 
almost daily basis.

Openness and transparency

Turning to the pandemic, we can see many instances in 
which there was no openness and no transparency. Take, 
for example, the government contracts that were awarded. 
Information emerged slowly and belatedly, and after 
intense inquiries from a number of people to get at what 
happened. These contracts run into hundreds of millions, 
potentially billions. So, a lot of money was awarded with 
a complete lack of transparency. We now realise that this 
went to many parties, individuals, or corporations that 
were entirely unsuited to delivering on the contracts.

Another area of lack of transparency was around science 
policy. Even though, we, in medical journals, often have 
an inside track, we were left baffled as to where science 
policy was coming from. The advice was often attributed 
to government’s Scientific Advisory Group for Emergencies 
(SAGE), and also the Joint Committee on Vaccination and 
Immunisation (JCVI), but it wasn’t always clear how much 
any advice was reinterpreted by politicians. Although 
policy makers regularly said they were “following the 
science”, it wasn’t clear what science they were following. 

I think the test of transparency and openness was 
thoroughly failed. 

Being evidence based

Looking at whether policy was evidence-based, I think we 
can say that it probably wasn’t. We don’t know what the 
government was taking as its scientific advice. However 
we know that there was existing international evidence, 
from the countries of East Asia for example. Anyone who 
attended conferences about SARS in that region could 
not escape discussion of their experiences and what they 
learned had worked well and didn’t work so well. The idea 
that somehow the UK and other major countries were 
unaware of that evidence or those experiences, or were 
unable to use what was already known about handling 
pandemics, or that the challenge of responding to a 
pandemic somehow came as a bolt from the blue, is not 
credible.

To take the example of asymptomatic transmission of 
SARS-CoV-2, and the recent judgments relating to what 
happened in care homes: the government tried to deny 
that it knew about asymptomatic transmission. Yet 
this was something people were talking about at the 
beginning of the pandemic. If you’d read the evidence 
or spoken to anyone about the experience of East Asia, 
and of other pandemics, you would understand that 
asymptomatic transmission is possible and needs to be 
catered for. To pretend that this evidence did not exist is 
certainly not following the evidence. 

There are many such examples. So, it’s clear policymakers 
did not live the value of being evidence-based.

Kamran Abbasi

Dr Kamran AbbasiDr Kamran Abbasi is a doctor, journalist, editor 
and broadcaster. Following five years in hospital 
medicine, working in various medical specialties such 
as psychiatry and cardiology, he moved into senior 
editorial roles at the British Medical Journal. In January 
2022 he became Editor in Chief.

BEYOND “FOLLOWING THE SCIENCE”: VALUE JUDGEMENTS AND TRANSPARENCY IN PANDEMIC DECISION-MAKING
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Being patient-centred

All the progress that had been made towards making 
decision-making more patient centred in health systems, 
including in the UK, went out the window with the 
pandemic. We went back to the bad old days in which 
patients were told what needed to be done to them. They 
were instructed, there was no co-creation, or listening 
to the patient voice and the patient experience.  And it 
wasn’t just the patient voice that wasn’t heard. The voice of 
frontline staff was also largely ignored. So we failed too on 
this third value..

Being courageous

You might say that the government, or governments were 
courageous in their policy making, in that they withstood 
a good deal of criticism. Perhaps they did, but I would say 
they haven’t been truly courageous. For example, it would 
have been courageous to have held a public inquiry early 
on in the pandemic: to hold a learning-oriented public 
inquiry, where we learn from our past experiences and 
modify policy in the wake of them. The UK government, 
particularly in relation to decision-making for England, did 
not want to do that because they didn’t want to be shown 
to have failed on the pandemic. I think that not opening 
up or facing your mistakes, being unaccountable and 
being seen to be unaccountable is a lack of courage. This 
has been a major failing of the political classes during the 
pandemic, and it needs to be fixed. 

Hence, I argue that the values that we hold dear at The 
BMJ, values that are important for health and wellbeing, 
were absent during the pandemic.

Other questions of values

The other issue to highlight is a lack of learning. We 
failed to learn from international experiences. Countries 
behaved as if they were isolated and unconnected to other 
countries. That isn’t the case. The pandemic was a global 
event which affected nations across the world. Learning 
from the evidence and experiences which are readily 
shared was crucial. In any case, what any one country 
did had an impact on another country. An isolationist 
approach was a terrible and grave mistake.

The final point, I’d like to highlight, is the impact of the 
pandemic on inequalities. In many health systems, not just 
the UK, inequalities were worsening pre-pandemic. The 
pandemic simply accelerated that deterioration. Now we 
have a cost of living crisis, and yet there seems still to be an 
absence of political will to tackle these inequalities. I think 
that we will continue to pay for these mistakes for many 
years to come.
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To answer the question of what is the place of values in 
decision-making in a pandemic, we need to zoom out a bit 
and travel back in time; to spend a few minutes thinking 
about the social determinants of health.

As part of the Health Foundation’s COVID Impact Inquiry 
we reviewed and commissioned evidence to understand 
better the impact of the pandemic on health and health 
inequalities.  The report we published in July 2021 shows 
that the nature of the UK’s recovery from the 2008 financial 
crisis, the last major global shock we faced, has had a 
direct bearing on our experience of the pandemic. In 
addition, more than a decade of austerity impacted who 
fell through the safety net during the pandemic. 

It’s crucially important that we learn from the lessons of 
the previous crisis and this current one, so that we can 
build a more resilient society. I’ll therefore look at the 
overall picture of the UK and what that has meant, and 
then drill down more into this question of inequalities.

Weaker before the pandemic

In terms of our overall experience in the UK, the 
evidence shows that although the pandemic challenged 
governments around the world, the UK was notable in 
entering the pandemic with life expectancy stalling for 
the first time in a century and falling for some. You may be 
wondering why this happens in a country as affluent as 
ours. What we learned from the data is that the greatest 
influence on our health and opportunities for good health 
are factors that shape the conditions in which we are born, 

grow, live, work and age and there are huge disparities in 
people’s access to opportunities for good health. 

Political choices undermined our resilience

What we’ve seen is that the political choices - the decisions 
that have been made following the 2008 financial crisis 
- meant that public services had been frayed, and the 
underlying economy and social fabric was weakened. This 
meant that going into the pandemic the UK’s health, social 
and economic assets were poor and, as a country, we were 
less resilient to withstand another external shock and were 
weaker compared to other countries.

What we found, in addition to this overall picture of the 
UK, was that countries with the greatest improvements 
in healthy life expectancy over the previous decades, 
experienced lower excess mortality during the early 
phases of the pandemic. We also saw that countries with 
more equal improvements in healthy life expectancy 
also fared better. That means, healthier, and more equal 
societies are more resilient societies. 

It’s crucially important that we think about how we value 
health and ensuring there are opportunities for good 
health in future. 

Mehrunisha Suleman

Dr Mehrunisha Suleman Dr Mehrunisha Suleman is Director of Medical Ethics 
and Law Education at the Ethox Centre at the University 
of Oxford. She recently led the Health Foundation’s 
COVID-19 Impact Inquiry. She is a medically-trained 
bioethicist and public health researcher, whose research 
experience spans healthcare systems analysis to 
empirical ethics evaluation. 

BEYOND “FOLLOWING THE SCIENCE”: VALUE JUDGEMENTS AND TRANSPARENCY IN PANDEMIC DECISION-MAKING
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Unequal experiences

The other key factor is the issue of inequalities. Behind 
these overall UK figures lies the unequal burden carried 
by different populations and different regions. There are 
many groups that have been disproportionately impacted, 
but the group that I want to focus on are families and 
communities that were financially worse off prior to the 
pandemic and are facing a worsening crisis, as we move 
forward.

We know that COVID mortality in England was more 
than twice as high in the most deprived areas compared 
to the least deprived areas. However, this was acutely 
problematic for working age people. Those younger than 
65 in the most deprived areas were four times more likely 
to succumb to the virus than those in the least deprived 
areas. There are a whole host of reasons that underlie 
these inequalities.

Addressing gaps in the safety net

What I want to focus on is the safety net. What we see 
is that low rates and coverage of statutory sick pay and 
difficulties in accessing isolation payments had a huge 
impact on people’s ability to self-isolate and increased 
their exposure to the virus. In fact, UK statutory sick 
pay (SSP) covers only a quarter of the average worker’s 
earnings and two million of the lowest paid workers are 
ineligible. Financial incentives to keep working are very 
strong in the UK - with only 12% of average wages being 
covered by unemployment benefits compared to 50 to 
60% in most other European countries. We have the lowest 
SSP, and some of the lowest unemployment benefits in 
Europe.  What this means is that our existing social security 
is designed towards incentivising work, rather than 
allowing a minimum standard of living for those outside of 
work.

We need to think carefully about these sorts of choices, 
and how our welfare system is designed, and we need to 
address these weaknesses in the welfare state, in order to 
provide people with an adequate safety net to support 
them through both income and health shocks.
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THE CHALLENGES OF REAL-TIME 
PUBLIC ETHICS: INCORPORATING 

ETHICS EXPERISE IN PUBLIC DECISION-
MAKING
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I’m going to share reflections on some pieces of work I 
was involved with during the pandemic. I’d like to start 
by reflecting on some problems that are implicit in 
the premise of incorporating ethics expertise in public 
decision making. 

The meaning of “ethical expertise”

First of all, we need to ask ourselves what we understand 
by the term “ethical expertise”. There are a number of 
ways in which we might think about that, and they lead to 
different expectations about involvement:

• It could be that we are looking for ethical expertise 
to give us the best answer to the concrete problems, 
all things taken into account. If we do that, we’re very 
unlikely to get any consensus about what that answer 
is.

• Secondly, we might think that involving ethical 
expertise is about ensuring that decision-makers are 
aware of the range of alternative approaches to ethical 
decision making. Of course the problem with that 
is that you can’t guide decisions by explaining how 
complicated the question might be.

• Thirdly, and I think more plausibly for the sorts of work 
that I’ve been engaged with, we might think that ethical 
expertise being involved in public decision making 

would be about ensuring that there is proper analysis of 
the situations for ethically-significant features, to reduce 
the risk that important things are overlooked.

When we look back on how we went about things, I think 
we should bear this in mind. 

Is ethics the right discipline?

The second issue with the premise is the balance between 
ethics and other forms of contribution.

You might think of this as the challenge of ethical 
imperialism. There’s a difference between saying that 
something is not the best ethical solution and saying that 
it is unethical. However as soon as we think about those 
sorts of parameters, we might ask whether ethics is the 
right discipline, or maybe we are really thinking about 
the parameters, created by, say, human rights. We need 
to be clear that embedding ethical expertise is, in itself, 
challenging.

Then we have a problem around moral agency, and 
the danger that incorporating ethical expertise might 
undermine the importance of public decision-makers 
recognising their personal responsibility for the moral 
dimensions of their decisions. It may also be important to 
remind them that they are representatives, who are taking 
decisions in the public interest, not merely on the basis 
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of their personal moral commitments – this is something 
we see regularly in the area of abortion. We need to 
incorporate our ethical expertise, without undermining 
the accountability of decision makers.  And this is a similar 
issue to the question of “following the science.”

Intrinsic and extrinsic contextual features

I want to reflect on work that I was involved with during 
the pandemic in terms of what you might call intrinsic 
contextual features, which are likely to emerge in all 
pandemics, and some extrinsic, or contingent, ones that 
seemed to emerge significantly in this one.

Urgency, uncertainty, and emerging data

The main intrinsic feature, which we will always have to 
deal with, is how you incorporate ethical expertise in 
circumstances where decision making is urgent, where 
the evidence is uncertain, and the knowledge is inevitably 
evolving. 

We found ourselves being asked to do a number of pieces 
of work in very short timeframes. I was part of a group, 
giving advice on the ethics of digital contact tracing, which 
we produced and submitted to the Government within 
three weeks of our first meeting. Perhaps, with hindsight, 
we should have assumed it would take months not weeks 
for NHSX to get an app designed, and refused to give 
advice so rapidly. However we took the brief at face value, 
and produced a letter to the Secretary of State within the 
three weeks. It took another month for it to be published, 
during which we took a lot of flak for not having given any 
advice. 

However, working on a three-week timescale meant that 
our scope for public engagement was extremely limited. 
We were able to convene some virtual roundtables, but 
not to do any broader consultation. That meant that what 
could be done in terms of incorporating ethics advice, in a 
short period, depended a lot on the group of people you 
got together and the quality of advice and information 
that you had.

A second piece of work involved guidance on critical 
care triage, which was commissioned by the four nations’ 
Chief Medical Officers (CMOs) in late March and was then 
decommissioned by them at the beginning of April. The 
reason for the decommissioning was that the projections 
showed that the UK was unlikely to run out of critical 
care beds in the way that had originally been anticipated. 
We thought we were doing something that had to be 
available to the CMOs for approval in a very short period 
of time. We got quite far towards the draft in just ten 
days, but we were doing this work in a context in which 

there was very little evidence on critical care outcomes. 
However, there was a narrow window of opportunity 
to avoid the proliferation of guidance. A key part of 
incorporating ethics advice into public decision making 
was the possibility that we might achieve what one of my 
colleagues described as the “Tolkien principle” (referring 
to The Lord of the Rings) - one guidance to rule them all. 
There was a lot of diplomacy behind the scenes to try and 
get to a consensus, all of which faded away when we were 
decommissioned. We continued to work as individuals and 
the document was subsequently published as guidance 
from the Intensive Care Society. 

Responding to intrinsic contextual features

Given those perceived contexts of urgency, of uncertainty, 
and emerging, but low quality, data, we tried two different 
sorts of responses to incorporating ethics advice:

• The first was to phrase our advice conditionally. In 
the letter from the NHSX ethics advisory board to 
the Secretary of State, we aimed to explain how he 
might go about taking a decision and the sorts of 
questions he would need to answer in order to act 
ethically, both at the time and going forward. We set 
out in our letter a series of principles: The first was 
the principle of value - did we have sufficient reason 
to think that there was net value to the public health 
by implementing digital contact tracing? This was 
linked to the principle of impact – did we have a good 
enough reason to think it will be effective in limiting the 
spread of the disease? We then asked about whether 
there was adequate protection for security and privacy 
of those who use the app; whether there would be 
accountability for decisions made as it developed; and 
whether we were giving as much control as possible to 
those who chose to engage with the app. We identified 
an example of the idea of using self-reporting as a 
trigger for notifications to isolate through the app. This 
would make sense in the context of asymptomatic 
transmission, and the slowness of knowing whether 
or not people were affected by COVID or something 
else. However our advice was that if self-reporting were 
used to trigger alerts, it would undermine public trust, 
and if this happened the app couldn’t be effective – so 
the value proposition that lay behind the app would 
be undermined. We also noted that if they were to 
progress on that basis, it would be crucial that there 
was easy access to biological testing in place before 
you deployed it. We then added some conditions for 
further accountability and development if the app 
were progressed.  In essence our approach was to try to 
incorporate ethical advice by setting out the questions 
you should ask and the values you should bring into 
play.
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We took a similar position in a background paper that 
three members of MEAG produced for members of SAGE 
on COVID vaccine certification – in trying to identify 
how various possible scientific situations related to the 
ethical arguments.  For example we had a typology of 
cases: does the vaccine prevent transmission, or does it 
just protect people from being harmed themselves? You 
have a different ethical framework, depending on which 
is the case. If all the vaccine does is prevent people from 
harm, then certification is actually dangerous in relation to 
transmission, because of the false security it creates. This 
was all conditional advice.

• We approached the COVID care triage advice in a 
slightly different way. Here we tried to create an 
adaptive framework. The idea was that the guidance 
would incorporate an ethical framework of what was at 
stake, driven primarily around capacity to benefit, and 
avoiding questions about the value of any particular 
lives, but focusing only on whether a person’s life could 
be saved. Secondly it would incorporate a decision 
tool, which tried to make the best available evidence 
accessible to frontline clinicians, with the idea that the 
tool would be kept constantly under review and as 
evidence of capacity to benefit improved, we would 
be able to get clearer guidelines to frontline clinicians. 
Thirdly it would encompass a tool to enable the NHS to 
manage its capacity, through processes of mutual aid 
in order to avoid the need for those hard choices about 
triage to arise.

• Effectively our approach to the embedding of ethical 
decision-making included a front-loaded bit around 
“what are the values at stake” and then tools to enable 
those values to be deployed, as evidence changed, in 
an adaptive way. 

• Those are things we would be likely to try again if we 
had another pandemic. 

Extrinsic, or contingent factors

However embedding ethical expertise into actual decision-
making proved tricky because of various contingent 
features of our particular situation. 

Understanding decision-making 

The first of these was that it proved very difficult, at 
least early in the pandemic, to identify who was taking 
decisions. If you can’t identify who’s taking the decisions, 
it’s hard to offer advice in a timely manner.

While working on the Ethics Advisory Board for the 
contact tracing app, as well as writing our letter to the 

Secretary of State, we also recognised a need to make 
other interventions – we sent various emails at crucial 
points, which are available in the report we published. 
For example, in relation to decisions about moving to 
the Google/Apple interface, which was supposedly more 
confidential and secure, we came to an understanding 
that particular weekend was when decisions were being 
taken; that this was happening in Number 10, not in the 
Department of Health and Social Care; and that the best 
route to influence would be to directly email the chief 
executive of NHSX setting out the things we thought 
needed to be fed into the decision-making.  

There is a real problem about knowing who’s deciding, and 
therefore how to influence them. 

Playing the game

When you know who’s deciding, you need to think about 
how you can have some influence. You need to consider 
if you need to translate the principles as you understand 
them into politically-actionable language that you think 
might be taken into account. For example, the Moral and 
Ethical Advisory Group accepted the alteration of the word 
“solidarity” in the draft ethical framework for Adult Social 
Care, because it was told that it was unlikely to land. 

A big part of this, in a particular contingent framework, is 
thinking “If I’m trying to achieve a better outcome, how 
can I hope to influence that? How much do I have to play 
the game that the decision-makers are playing?” 

Choosing the opportunities

There were lots of opportunities to give advice, but it was 
hard to tell which ones were most likely to have impact.  
My view was that you should take every opportunity 
that you could, in the hope that somehow something 
might feed in. So the Moral and Ethical Advisory Group 
spoke to any civil servant who wanted to come to it. 
We participated in a civil service teach-in around COVID 
status certification. We put forward views into SAGE and 
JCVI and when the Gove Review called for evidence, we 
submitted some. We collaborated with other agencies on 
an individual basis. Our approach to trying to get ethical 
advice into public policy was essentially taking every 
opportunity that was available, even at some degree of 
risk. 
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Trust and transparency

That leads me on to the second issue of context which is 
about trust. Trust cuts in many different ways. 

We’ve heard a bit about transparency. Transparency is not 
always helpful in winning the trust of the decision-makers. 
The work of the Ethics Advisory Board to the contact 
tracing app was significantly undermined by a perception 
among the Secretary of State’s advisors that it was a 
leaky board. That undermined our ability to give advice. I 
pulled out of a Today program interview, despite having 
previously decided I would accept invitations to speak 
about ethics, because I was advised that, if I went on, the 
advice I was offering would be less likely to be heard by 
the Secretary of State. These are judgements that you 
make in the midst of a pandemic, which one would hope 
would be different in different pandemics.

Trust in context

There’s also something around the context of trust in terms 
of what connections people make between the advice 
you’re giving and other dimensions of their perception of 
what was going on. In relation to critical care triage, the 
key point was whether there might be so much demand 
on critical care beds that we might need that guidance. 
However, if the government were to issue guidance on 
triage at the same time as trying to reassure the public 
that there would be sufficient capacity there would be 
conflicting messaging, which might undermine public 
confidence.  Some of these questions were above the 
ethical “pay grade” although there were ethical dimensions 
to the judgements being made.

Limitations of transparency

There are also questions about who is able to be 
transparent about what. Independent SAGE had its own 
sense of its stakeholders and its responsibility to speak. 
But if you are a Minister, you are subject to collective 
responsibility. If you’re an advisory body within the 
Department of Health and Social Care, as the Moral 
and Ethical Advisory Group was, you are bound by the 
framework of your terms of reference and accountability. 
If you’re an individual advisor you have a little bit more 
freedom, but you also have your personal integrity to think 
about. Each of these things leads to a slightly different set 
of parameters around the expectations of transparency. 

Government is entitled to expect it can receive confidential 
advice, but it’s not entitled to keep secrets from the public. 
How do you locate ethical advice within that?

And finally, in relation to the trust dimension I will share a 

couple of things that were said about the work that I was 
doing. The critical care guidance: I was told that it wasn’t 
a good idea for the NHS to issue this because it would put 
the future of socialised medicine at risk, because of the 
impact of the US media being able to portray the NHS as 
having set up ‘death panels.’ The sense from that source 
was that, unless you really needed it, you wouldn’t want 
to be seen to commit the government to the idea that 
some people wouldn’t get care that they could benefit 
from because they were selected out. Similarly with digital 
contact tracing there was a lot of pressure on the idea that 
this was a Trojan horse for a broader surveillance state and 
that the Government would use the pandemic to change 
the nature of the state in which we live. So here you have 
to grapple with the contingent context; what seems to you 
to be a focused issue is seen, by others, to be one which is 
indicative of something much broader.

Advice in a hostile environment

Finally, on the contingent elements of giving advice in this 
pandemic: it was apparent, as the pandemic unfolded, 
that the environment became increasingly hostile in 
relation to government. The critical care guidance that I’ve 
mentioned was portrayed by Sunday Times journalists as a 
form of ageist Nazi extermination programme. That didn’t 
help our relationship with the CMO in terms of giving 
trusted advice. I went on the Today program and they had 
absolutely no interest in the advice we were giving to the 
Secretary of State, which I’ve summarised earlier, about the 
usefulness of the contact tracing app, only whether or not 
we were going to tell him he couldn’t have the app that he 
wanted. The substance of the ethics was not of any interest 
to the journalist. 

In relation to COVID triage, the Department of Health and 
Social Care has been judicially reviewed for not giving 
guidance, and threatened with judicial review for giving 
guidance that it hadn’t given. That creates a particular risk-
averse context in the minds of civil servants. 

Of course we were also working in an environment of 
Trump, and post-truth politics, all of which radically 
changed the way in which you could think about having 
influence. 

An ethics ecosystem

Those are the key things that struck me as giving a flavour 
of trying to offer responsible, ethical advice during this 
pandemic. I conclude by making a couple of observations:

The first is that it is important that people who understand, 
and are interested in, and care about ethics are in the 
room, but it’s equally important that there are people 
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outside the room, holding up a mirror to decisions and 
enabling us to have critical reflection. If you don’t have 
people in the room, it’s highly probable that ethical 
issues are overlooked. If you do have people in the room, 
of course, they risk being captured. So we want to have 
people who care about ethics close to decision making. 
But we also want to have people independent from that, if 
we’re going to have an effective system. 

So how do we evaluate our success in incorporating 
ethical expertise into public decision making? Well we 
want to reassure ourselves that the ethical perspectives 
that were deployed, did capture the range of issues that 
are significant, so we didn’t overlook things. We also want 
to ask ourselves whether there were some decisions that 
fell so far outside the boundaries of acceptability, and the 
ethical implications are exposed, that it’s fair to call them 
unethical, as opposed to just a different ethical solution 
than the one we prefer. And absolutely we should hold on 
to the expectation that the public are entitled to have the 
values on which decisions are based explained to them.

So my last remark is that, if we’re thinking about the effect 
of ethical advice, we should think about it as an ecosystem, 
and we shouldn’t examine specific components separately, 
as if they could achieve all the things we need from 
ethical advice each and every time it’s offered. We should 
ask ourselves whether the net impact of the ecosystem 
that we have in place is that public decision-making is 
sufficiently informed by ethical expertise. 
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I’m going to organise my thoughts under three headings: 
ethics advice during COVID; the role of the ethicist in these 
kind of situations; and the ethics of advisory committee 
membership.

I think it’s important that we reflect on the roles through 
which, and the ways in which, more attention can be 
brought to bear on the ethical dimensions of policy. It 
is important for policy-makers to recognise that many 
of the decisions they need to be made are, or have as 
a key part of them, value judgements. To say that one 
can “follow the science” or “follow the data” is to fail to 
acknowledge that the making of value judgements about 
what matters morally is an unavoidable step in any policy-
making process. This step is, however, often, implicit and 
unnoticed.

I think this reflection is important and these aspects are 
often unacknowledged parts of the problematic policy-
making process.

Ethics advice during COVID

It is important to note that the amount of direct ethics 
input into UK policy during COVID-19 has been very 
significant and many ethicists and social scientists with an 
interest in ethics have been involved.

In my own case, over more than two years throughout 
the pandemic I’ve attended more than 100 main SAGE 
meetings, and an equal number, at least, of meetings of 
various SAGE subgroups, including on vaccines, on the 
events research programme, on children in education, on 
mass gatherings, and on the Scientific Pandemic Insights 
Group on Behaviours (SPI-B) and so on. My guess is that I 
have put in more than a thousand hours over those two 
years, over and above the day job, and I know that I am not 

alone in this.

It is interesting, I think, that government has seen the need 
for ethics input to its various advisory groups and those 
subgroups. I think it is without precedent, except perhaps 
in the work of Mary Warnock on ethics and reproductive 
medicine. It is likely to be one of the most sustained and 
intensive periods over which a government has had access 
to timely ethics advice on policy evolving in real time. 

Against that background I think it is important to ask 
ourselves why, at this particular time, through my 
involvement in SAGE, the forming of MEAG, and the work 
that the Nuffield Council on Bioethics has been asked to 
undertake, has ethics has been seen as important and 
relevant by policy-makers? There are a range of ways in 
which it could have been better, and there could have 
been more of it. But I do think it is important to ask 
ourselves the question why did this happen, why was 
ethics input seen as important and how can we build on it 
for the future? 

As you can see, I would want to challenge the narrative 
that ethics has not been central through COVID. I think it 
has been in many interesting and novel ways.

The role of the ethicist

If we all agree that value judgements are central, it raises a 
question around what is the role of the ethicist in this kind 
of setting, and in the context of an advisory committee. 
Here are a few thoughts on this.

I think it is clear that, as a member of an advisory group 
of this type, it’s not the job of the ethicist to tell elected 
governments what they should do. That’s not the job 
of the scientific advisors either. I think there are some 
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exceptions, which I’ll come to. But in general this is the 
case.

If that is true, then what is the role? - I think there are three 
things:

• I think it was my role to ensure that decision-makers 
were aware that policy-making has an ethical 
dimension and to encourage them to see the 
importance of paying careful attention to this and to 
the making of value judgements; 

• Second bringing the moral significance of specific 
decisions to their attention - the fact that there is 
a moral dimension. I call this mapping the moral 
landscape - setting out the ethical and moral 
implications of different available courses of action, 
and setting out the arguments in favour of and against 
pursuing them;

• Finally, emphasising the need for justification, and 
providing tools for navigating these dilemmas - i.e. 
concepts, arguments, reasons and so on - the kinds of 
tools that are needed to make moral judgements about 
different courses of action. It is about providing the 
tools to make and justify decisions, rather than telling 
decision-makers what to do. 

The ethics of committee membership 

I think the ethics of committee membership and advisory 
roles is an unexplored topic in the bioethics literature. It’s 
important, but not enough work - if any - has been done 
on it.

When you’re in this kind of situation there is, to some 
extent, a degree of collective responsibility for advice. As a 
member of SAGE, I have some responsibility for the advice 
that emerged from those meetings. Not all of it will have 
reflected my argued positions within the context of the 
meetings. This is the nature of committee work. Clearly, 
it is possible to imagine situations and conditions under 
which it would be appropriate for an ethicist to resign 
or speak out publicly. But that can’t be the default every 
time there is a disagreement, or something you do every 
week. The default position has to be to argue the case, to 
make the tools available, and to do the best job you can. 
There is then an important ethical question about what 
are the limits of that, what changes the expected into the 
exceptional? 

Secondly, I think you have to recognise that the role of 
senior adviser comes with some responsibilities. I think 
it’s important to ask ourselves what the nature, scope and 
the limits of those responsibilities are. I don’t think that’s 
had as much attention as it ought to do. Some of the most 

influential ethicists and moral philosophers in the UK have 
played these kinds of roles – such as Mary Warnock and 
Bernard Williams, and many of our currently active friends 
and colleagues in bioethics – and have struggled with 
these kinds of problems. I think that we need to do more 
work on this.

Then there is a difficult balance as an individual. Before I 
joined SAGE, I had written papers on ethical issues in the 
pandemic around resource allocations in intensive care 
units for example – a fairly controversial paper. I also wrote 
a paper on the contact tracing app and argued about 
ethical aspects of that. When I joined SAGE I decided to 
stop writing papers that were personal positions on this 
particular issue. However, I’d be interested to think more 
about what is the appropriate balance in these kinds of 
roles between being an advisory group member and an 
active member of the bioethics community.
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It’s important to be clear about where I come in this 
debate: I am not an accredited expert in ethics. I’m a 
paediatrician, with an interest in the wellbeing of children 
and young people, and indeed everybody else, in Wales. 
I am a professional advisor to policy colleagues and 
Ministers, with a key opportunity to influence ethical 
approaches to policy-making.

I had the huge privilege of being the Welsh representative 
for the Chief Medical Officer and Chief Nursing Offer for 
Wales on the Department of Health and Social Care’s 
MEAG. I was able to draw on that experience when it 
became clear that, because of the different political, legal 
and social circumstances in Wales, we needed separate 
arrangements for ethical advice for Wales. 

The COVID-19 Moral and Ethical Advisory Group for 
Wales

I set up the COVID-19 Moral and Ethical Advisory Group for 
Wales (CMEAG-Wales) to respond to policy colleagues who 
were directly briefing Welsh Ministers on key Covid-19 
decisions.  These included prioritisation of treatments, 
resuscitation decisions, vaccination priority, restrictions 
of civil liberties - a wide range of issues with differential 
effects on different parts of the population.  Our group 
was focussed on key policy decisions, their implications, 
benefits and risks. We were clear that the advice we gave 
was in response to policy questions that were brought to 
the group.

A legal framework to support decision-making

To set the scene - since devolution, there is a steadily 
increasing body of specifically Welsh legislation, diverging 
from England. We had the first children’s rights legislation 
in the UK - the Rights of Children and Young Persons 
(Wales) Measure 2011 - and since then we’ve had the 
Social Services and Wellbeing Act 2014, the Wellbeing of 
Future Generations Act 2015, and we have the Quality 
and Engagement Act coming into force in 2023 - which 
includes a duty of quality and a duty of candour for health 
and social care services in Wales.

An excess of information

It’s important to set the context for the work of our group, 
in that policy colleagues were faced with numerous rapid 
decisions with a huge amount of conflicting information 
being published. There were about 1000 Covid-related 
papers on MedRxiv per month, mostly not peer-reviewed 
- so these needed careful analysis to identify the evidence 
prior to evaluating equipoise.  A lot of the reported 
findings were very medically-modelled, which had to be 
reconciled with the Welsh Government’s commitment to 
the social model of disability. 
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A broad-based advisory group

The group that I chaired was broadly based. A broad 
citizen voice was involved, with representation from the 
Equality and Human Rights Commission in Wales, Welsh 
Commissioners for Older People, Children, Disability, 
Learning Disability, and Welsh Language. We also had 
health and social care professionals, black and ethnic 
minority communities, trade unions, faith and belief 
groups, legal, ethics and human rights experts, and a very 
wide representation from the third sector.

Statement of values

We built on the work of MEAG, developed and published a 
Wales-wide statement of core values and principles. It was 
helpful structurally to enable colleagues to articulate and 
understand the values and principles by which they were 
making difficult decisions. The “executive summary” was a 
checklist for good decision-making, which could be used 
during a clinical consultation or a policy conversation. 
It was consistent with policies on social services and 
wellbeing and our policy document “A Healthier Wales”, 
which is based on coproduction and involving people. 

The role of the advisory group

I always emphasised that the CMEAG-Wales was not some 
kind of Jiminy Cricket sitting on people’s shoulders telling 
them what to do. We emphasised that what we were doing 
was helping people in power to decide, being aware that 
they had to justify any decision which appeared to impact 
differently on different groups. And the pandemic was 
important as a syndemic - relentlessly exposing existing 
inequalities across our society. 

We advised on Do Not Attempt Cardio-Pulmonary 
Resuscitation decisions, and the problems that clinicians 
faced when presented with overwhelm within the health 
system at the height of pandemic pressures. Sometimes 
these pressures led to inappropriate responses, but advice 
from the group helped to modify processes that improved 
these decisions. 

At first, requests for guidance were brought to us after 
the event, but once we had established ourselves as 
giving advice that could help people make good quality 
decisions, we established a referral and advice route to see 
proposals in advance of decision-making. 

We advised on a wide range of questions, including:  
clinical prioritisation for treatment escalation; balancing 
the harms of Covid and non-pharmaceutical interventions; 
the impairment of civil liberties; restriction of children’s 
schooling; hospital visiting policies - balancing visiting 

and access and infection control; the administration of 
vaccines and the use of restraint for people with learning 
disabilities or lack of competence; vaccine prioritisation; 
access to clinical ethics advice on the ground; support for 
NHS organisations to minimise risk to staff experiencing 
moral distress, and sometimes moral injury.

Key themes

The recurring themes in our advice were repeating existing 
principles and commitments; co-production, a social 
model, which is enshrined in Welsh Law, the use of Equality 
Impact Assessments early on, and following equality 
law. We found that most issues were simple applications 
of existing policy and legal expectations, and we never 
really needed to decide “how many angels can dance on 
the head of a pin?”. Policy decisions are obliged to justify 
how they have balanced competing rights and conflicting 
views, and our group repeatedly found that we weren’t 
telling policy colleagues what they should do, we were 
telling them how they should go about deciding. 

Questions for the future

Looking to the future, the group feels that there is still 
work to do in dealing with the post-Covid backlog fairly. 
We’re hoping to support and embed good decision 
making in government and clinical colleagues who are 
ultimately accountable at different points in the process of 
health and social care. The hanging question is, when we 
talk about “capacity to benefit”, as a key criterion for clinical 
prioritisation, is that more premised on a medical model 
than it should be in the views of all our population? The 
voice of disabled people was clear that more emphasis on 
a social model is needed.

I hope that our experience will be helpful. The group 
hopes to work more closely with the forthcoming Citizen 
Voice Body to promote ongoing moral and ethical 
considerations in NHS Wales. 
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ANTICIPATING, IDENTIFYING, 
AND RESPONDING TO ETHICAL 

CONTROVERSY AND UNCERTAINTY
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The UK Pandemic Ethics Accelerator is a collaborative of 
different institutions across the UK. It’s an ongoing project 
and I’ll be reflecting on what we set out to do, what we’ve 
achieved and where we’ve struggled, and what we think 
needs to happen next.

Aspirations for the Accelerator

When we established the Ethics Accelerator (EA), one of 
our inspirations was that the UK is an ethics powerhouse. 
One the functions we envisaged for the project was 
to harness and mobilise that expertise. I use the term 
“expertise” broadly, because in our group we have social 
scientists, bioethicists, people from a medical background 
and others - all of whom work on ethical issues. We saw 
our work as a national endeavour and an opportunity to 
build a platform. In the same way that we had a COVID-19 
economics observatory, we wanted to create something 
for ethics - but we called it an accelerator, because we 
wanted to accelerate the ethics input to the pandemic, not 
just observe it.

We also saw a role in enabling a systematic public 
deliberation around key ethical issues. We recognised 
that this was something the public wanted and around 
which we could organise. The role of the Nuffield Council 
on Bioethics was critical in this aspect, and we are pleased 
they were willing to join this collaborative.

We also wanted to think about strategies to embed ethics 
into the future pandemic preparedness. We talk about 
“pandemic recovery,” but I like to talk about “pandemic 
resilience” because it suggests we are contributing 
something sustainable for the future. 

Challenges for accelerating ethics

One early signal that ethics wasn’t being seen as equally 
important as other matters was that UKRI’s COVID-19 
Research and Innovation Fund, which initially promised 
a response within 10 days, ultimately was not able to 
respond to all requests in that timeframe. Instead it 
undertook a kind of prioritisation across different areas, 
and ethics was not at the forefront. This is something I 
am aware of because I sat on the strategy committee for 
the fund.  Perhaps this approach was fair enough in a 
pandemic. However there was a lot of dialogue through 
the Medical Research Council with researchers in medical 
fields, to identify the strategic needs and to prioritise 
them, but the Arts and Humanities Research Council 
(AHRC), which is where ethics fits, was not taking a similar 
approach to discussing needs. The awareness of the lack of 
ethics in the portfolio did not come until later.

We applied for funding in May and had a project ready to 
go and people in place, but we didn’t hear until six months 
later. By that time we were already behind in the game. We 
started in January 2021, and we expect to finish at the end 
of July 2022.

Early on we thought this should be a four nations project. 
If we’d have known it would have taken six months for a 
response, we’d have worked harder to build representation 
right across the four nations, but as it is we have the 
Universities of Oxford, Edinburgh and Bristol, University 
College London and the Nuffield Council on Bioethics. We 
also have an important policy and communications role 
held across the Nuffield Council on Bioethics and Oxford 
University.
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The approach

We took a ground-up approach to come up with our 
priority areas. Each area was led by an expert and together 
we built a picture of what were the priority areas for 
work in this pandemic. As we went along, the different 
areas of work came together, and we have worked as a 
collaborative. This is something I’m pleased and proud of. 
We didn’t go off into our own silos. One way we did that 
was through our early career researchers who are the core 
engine of this project. 

As well as our priority areas we also established cross-
cutting areas of interest - mental health, children and 
resilience - which we see as priority areas for the future.

We realised we couldn’t come up with full-bodied ethical 
frameworks. That wasn’t what was needed. Instead, we 
needed an agile system of response. Looking at what the 
other national observatories were doing, there was a lot 
of responsive advice, rapid reviews, and people churning 
out work, but that had the academic imprint of rigour and 
systematicity. That rigour was important – we weren’t just 
turning stuff out without a system. We spent a lot of time 
thinking about our methods to ensure there was rigour 
and justification. This is something I think we have to offer.

We provided responsive advice, rapid reviews and created 
summaries for policy-makers and lay audiences.  We also 
had significant funding available for commissioned ethics 
research - as part of our strategy was to mobilise UK ethics 
excellence. We also wanted to engage the public - as we 
don’t believe ethics is the exclusive domain of experts; we 
wanted to support stakeholder engagement. 

The UK Pandemic Ethics Accelerator had a very broad 
specification and has produced a wide range of outputs 
across different areas of focus. By last autumn we were still 
providing rapid ethics responses, but we were also talking 
to the media. Some colleagues became go-to people for 
ethics debate and input. 

I think the other positive thing about the EA is that we 
agreed at the start that we didn’t need to speak with a 
unified voice. There were differences of ethical opinion and 
ethical approach, among the co-investigators. We were 
able constructively to use that as a way of demonstrating 
that there is no one right answer to most of the questions 
that arise, but there are ways of thinking about these 
questions, and approaching the answers from different 
ethical angles. These approaches may lead us to different 
positions on what the right thing is to do, but the key 
thing is that the reasoning that led to these different 
positions is transparent. This transparency makes it easier 
for someone to understand how one gets from A to B; and 
also makes it easier to take issue with a reasoning pathway. 
Transparency in reasoning and decision-making is an area 

that was important for the EA to model, as it is definitely 
an area of improvement for this Government in their 
handling of the pandemic.

Reflections 

In the spirit of reflection, I wanted to point out where 
we’ve struggled. I think what is clear and becoming 
increasingly so the more we do this kind of collective 
reflection, is that there were a lot of networks who were 
trying to engage ethics, to think about public trust, and 
to generate dialogues. These networks exist at all levels 
of society and have proliferated as a function of the 
pandemic. I don’t think we’ve established a good enough 
connection between this on-the-ground work, and our 
work, in committees and in the kind of normative ethical 
analysis that we are able to do. That’s something on which 
we need to make progress.

We have struggled to make policy impact and to engage 
policy-makers. We were at the House of Commons in 
May 2022 and had a good session, but this was the first 
time I felt that people wanted to engage in dialogue 
and to listen. Perhaps that is simply a reflection of how 
the pandemic has moved and that people now have the 
headspace to do this. However, I think we’ve struggled not 
just to penetrate, but also to understand what the needs 
are and how to make strategic decisions on how to help 
direct ethics analysis. Again, we don’t come in thinking we 
have the right answers, but we wanted to bring tools and 
processes to the table. 

Another challenge is that we have had an ambiguous, or 
lack of, relationship with pandemic science leadership. We 
have had trouble identifying where the leadership was. 
It wasn’t just Chris Whitty and Patrick Vallance, there was 
leadership all the way down. That’s an important lesson 
for us to do more to understand those layers of leadership 
and who is creating scientific strategic direction and where 
it is coming from. I think that the AHRC within UKRI has not 
been as proactive in helping us make these relationships 
and perhaps they need to think more about that. 

Finally we have not been able to mobilise the UK ethics 
community in the way we hoped. We struggled with 
commissioning, despite trying in a number of ways. We 
don’t know why that is. I think there has been a splintering 
of the ethics community in different valuable and 
important activities. However, the EA was not seen as a 
platform for ethics community mobilisation in the way we 
had hoped, unfortunately.
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Lessons for the future

What we’re learning is that ethics is part of everyday 
pandemic life and that during a pandemic decision-
making is essentially ethical across multiple societal levels. 
It’s not the realm of expertise, it is all of us, including in 
our lives as citizens.  The fact that we all played multiple 
roles - we weren’t just academics but were also citizens 
- is something we can think much more about as we go 
forward. 

We can think about what the opportunities are to help 
people understand how important ethics is in everyday 
decision-making.  Because, whether or not ethics was 
recognised in policy, I’m not sure this happened in 
public. As a result we missed opportunities to do basic 
things that we as academics would do. For example 
when we talked about duties, or rights or sacrifices, 
we could have supported a conversation around what 
those terms mean. At the moment we clearly don’t have 
shared understandings and it would be better if we had 
transparency around what was meant by these terms. We 
have dismissed the fact that there are different underlying 
values, and that people don’t agree on the sense of 
the right thing to do. As a result, we did not have an 
opportunity to explore those different underlying values 
with respect for our differences.

Institutionalising ethics

We have the tools, frameworks, processes and ways 
of thinking that can support these debates and the 
decision making, that can help get, not necessarily to the 
right place, but to more balanced arguments and more 
transparency and arguments that are better justified. I 
know some people will worry that this takes time, and 
it probably does take time to do it well, but we have the 
opportunity in this period of recovery and resilience-
building to try to institutionalise ethics in in public debates 
and in societal everyday life.

And so our final quarter priority is around the 
institutionalisation of ethics, in public and policy 
landscapes. I think that this idea of capacity-building 
within institutions across society is important. We want 
to build resilience, through ethics, so that ethics becomes 
really embedded in the core of decision-making and 
public dialogue going forward. 

Ethics in plain sight

We think that part of the core ways we can build ethics 
into decision-making is grappling with ethical questions 
in plain sight, through the full range of policy and public 
mechanisms. We are only just glimpsing what the full 
range is - but clearly committee work and advice is 

important, but also the public work. Where are the public 
levers that we could access to help bring ethics into plain 
sight? What are the frameworks and expertise that we 
have that are considered useful and agile enough? I think 
utility and agility have to go together in a situation like 
that. How can we build plans to engage publics more in 
developing strategy and guidelines? We’ve been behind 
in that process. And critically important, perhaps most 
important, is listening to the voices that tend to get 
missed, or dropped off, or are ignored or excluded, as 
we try in this period of recovery and resilience to make 
the next phase of the pandemic as good as it can be for 
people.
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I need to be clear that I have no formal grounding in moral 
philosophy or ethical reasoning, so I offer reflections as a 
journalist. My role as science columnist and commentator, 
is to communicate on scientific issues of interest and 
concern to Financial Times (FT) readers, to highlight 
uncertainty and offer clarity, to hold those in positions 
of power accountable for their decisions, to point out 
inconsistencies in policy, or where things just don’t seem 
to make sense, to highlight and sometimes advocate 
different policy positions. Essentially, during the pandemic, 
my role was to help FT readers think their way through the 
pandemic. 

In terms of ethics, one of the things I wrote about early on 
was how ventilators might be rationed, as was happening 
in Italy at that time. However I expected mostly to be 
writing about the science of the virus, the development 
of vaccines and so on. But I found I became increasingly 
confused by the Government’s broad ethical objectives 
during the pandemic and who was formulating them. 

Confusions and frustrations

My confusions were: Was government policy aimed 
at saving lives or preventing infection? When the 
Government said it wanted to “save the NHS” who were we 
saving it for? And where did the precautionary principle 
come in?

In preparing my reflections, I went back to the Coronavirus 
Action Plan from March 2020. I remember thinking 
at the time that there did not seem to be an urgent 
objective to prevent infection. Yet that seemed to me 
to be the immediate thing you needed to do to keep 
people safe, in view of what was happening in other 
countries. Much of the government’s action seemed to 
me to presuppose that it was acceptable for people to 

be infected with a new virus to which none of us had 
immunity; and that there was such a thing as acceptable 
deaths and collateral damage, particularly when it came 
to a perceived herd immunity strategy. That seemed to me 
ethically problematic. It wasn’t what other countries were 
doing, like Korea and Singapore, and they’d already had 
experience of SARS1.

It was not clear to me how UK decisions had been arrived 
at, or what values and thinking had underpinned them. 
It was not clear to me who had access to power, and 
Ministers, and who could therefore influence decisions. 
I was confused about why there was no cross-party 
committee. I didn’t know who was ultimately accountable 
for the decisions – was it the Scientific Advisory Group 
for Emergencies (SAGE), was it Ministers? The decision-
making process seemed very opaque. I wasn’t clear what 
outside scrutiny any decisions had received. I wasn’t clear 
how short-term health consequences were being weighed 
against long-term health consequences, and whose 
voices were being listened to – for example businesses, 
healthcare workers, immunocompromised patients etc.

It was confusing to me, in a public health crisis, who 
we should be listening to when there is conflicting 
information - should we listen to national governments 
who have a democratic mandate, or to global health 
institutions, such as the World Health Organization (WHO), 
which has experience with dealing with infectious disease 
outbreaks?

Unequal outcomes 

Another ethical issue that came up that bothered me 
was the fact that early in 2020 it was becoming very clear 
that marginalised groups, particularly ethnic minorities, 
were more likely to become infected and, once infected, 
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were at higher risk of bad outcomes. It seemed to me 
that government policies were, essentially, permitting 
racist health outcomes. Others have highlighted the other 
inequalities that arose. In one column I phrased this as 
the pandemic splitting us into the “shielded rich and the 
exposed poor.”

There seemed to be no explicit discussion about the rights 
and wrongs of exposing frontline health workers to an 
unknown virus. 

A lack of transparency and consistency

Many decisions during the pandemic seemed to be 
underpinned by unclear objectives and opaque criteria 
- a lack of transparency and consistency. For example, 
it was very unclear to me what was driving the policies 
on masking, and dropping masking – was it infection 
numbers, vaccination rates, or was it political pressure?

Consistency was an issue. I was confused about the 
message on child vaccination – why was the Joint 
Committee on Vaccination and Immunisation (JCVI) 
reluctant to vaccinate children against COVID given that 
we had a safe and effective vaccine, when we have a 
vaccine programme for flu? Why were we allowing parents 
to decline measles vaccines, but not allowing them to give 
their kids an approved vaccine?

A responsibility to challenge

I was interested in those under-the-radar ethical issues. 
They became an important focus for my FT columns 
through the pandemic, because they bothered me. I 
couldn’t understand the decisions, and I had to explain 
them to readers, or challenge them. They made me 
think about fundamental things: What is the purpose of 
government in a health crisis? What are a government’s 
duties and responsibilities to citizens? How are ethical 
considerations weighed and included in policy-making? 
Where is the transparency so they can be debated and 
challenged outside Whitehall? 

I covered those issues because I felt I should, as an outside 
observer who had some influence. I like the distinction 
Jonathan Montgomery drew between being inside and 
outside the room. I felt as a non-expert, but informed 
person, I should be outside the room, asking those 
basic questions about the strategic objectives of the 
government’s pandemic policy and how they were being 
formulated.

My last reflection is that when I was writing Spike with 
Jeremy Farrar I spoke to many people, both inside and 
outside government, including modelers and people at 

WHO and the whole experience reassured me that I had 
not gone completely mad in what I had been writing. 
It confirmed to me that real experts and ethicists, and 
those modelling the pandemic, were also unsure of the 
government’s objectives, reasoning and values. 

It genuinely was as chaotic and disorganised on the inside, 
certainly in the beginning, as it appeared on the outside.
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I was asked to think about what contribution the law 
can make to anticipating, identifying and responding to 
ethical controversy and I want to offer a few thoughts by 
way of contribution to this discussion. I’m afraid my overall 
conclusions have been fairly negative.

The law and the context of pandemics

The reason for this is that one thing the law is really bad 
at is anticipating things. Judges like facts and evidence 
and certainty. They don’t like speculation, and worries, 
and general problems. They want something that they can 
focus on and grapple with.

On top of that, the courts have a wide range of formal 
and informal strategies for avoiding answering questions 
that are difficult, or which raise ethical issues or matters of 
social policy or public policy.  Judges often consider they 
are not the right people to make these types of decision, 
and there are a number of procedural barriers in the way 
of them getting involved.

Procedural barriers to intervention

There are questions of standing. It can be hard to establish 
who can bring a claim in challenge to a government policy 
or piece of legislation, particularly when the claim is being 
brought on behalf of a large group of affected people. 

There are also aspects of judicial review (which is the 
mechanism for challenging government decisions) which 
make a claimant’s job more difficult.  For example, there is 
no testing of evidence in judicial review cases generally, 
and the defendant’s evidence in a judicial review is, in 
effect, assumed to be correct. 

Deference and caution

These procedural problems are then compounded by a 
general sense of deference to government policymakers, 
which is enhanced in the midst of a pandemic when there 
are obviously a large number of complex and urgent 
decisions required. 

There were many discussions about possible legal 
challenges during the height of the pandemic, with a 
frequently-expressed concern that the courts would say 
that the government had other things to worry about 
and be even more hesitant about intervening. There 
was a sense that the courts might feel that the last thing 
government needed was a judge footling around in just 
one area of decision-making on the basis of a single claim, 
whatever its apparent merits.

There is an inherent tendency among judges to be 
cautious, and to recognise that policymakers have many 
competing obligations. They are very aware that the 
person in front of them is just one of the people to whom 
the government has obligations, and there are many 
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others who aren’t there who may have equally valid things 
to say that pull in different directions.

Adding to that is the judges’ permanent worry that they 
mustn’t get into the question of resource allocation.

Legal challenges in the pandemic 

All of these factors combined to make bringing legal 
challenges during a pandemic very difficult. There were 
some examples where courts intervened, or where the 
threat of legal action was enough to see decision altered. 
The most obvious was the change to National Institute for 
Health and Care Excellence (NICE) guidelines on critical 
care admissions. The original draft suggested using a frailty 
scale which had been developed for older adults, but 
which did not take account of the fact that the scale was 
inappropriate for use in relation to people with long-term 
disabilities. That only needed a pre-action letter and media 
coverage for the government to make changes. But that 
was a one-off, focussed problem, where it was clear there 
had been a mistake and experts could confirm that in a 
straightforward manner - it wasn’t just those famous “lefty 
lawyers” pointing out the problem.

But there were a lot of potential challenges that weren’t 
brought, or didn’t go anywhere, during the pandemic. 

Beyond the pandemic

Now that we know what has happened, and we have 
more evidence, and much more will come out during the 
Inquiry, there may be more challenges brought.  These 
may be about what happened during the pandemic – for 
example the recent challenge to the decision to send 
people back to care homes without proper testing and 
isolation. There may also be attempts at legal challenges to 
do with the next pandemic, where courts might be more 
willing to say something about what should happen in the 
future, because there is something concrete to base it on.  

There may also be evidence from the pandemic which 
supports challenges in respect of wider issues which 
have been known about for some time, in particular racial 
inequalities in healthcare. 
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During the pandemic my job was a straightforward one, 
which was to bring some guidance out from the British 
Medical Association (BMA), for whom I work. We saw what 
was happening in Italy and the potential for intensive care 
to be overwhelmed and the risk of having insufficient 
ventilators. We knew that this may be coming to the UK 
and that some guidance was going to be needed. 

It’s important to say straight out that the guidance I 
worked on was primarily for the BMA. Therefore part of 
its focus was on protecting the interests of our members, 
who are doctors.  Having said that, we can’t put out 
guidance that’s not legally coherent and based on good 
ethical reasoning, because that’s what you do in an ethics 
department.

So when this came to us, we had no extant guidance on 
the issue around triage. There was nothing substantive on 
this issue. So I dug back into the files, to things developed 
over the years, for example in the previous pandemic 
H5N1. I gathered this together, and then I drew on the 
expertise of the BMA medical ethics committee. 

A lack of centralised guidance

One question that arises is “on what authority does the 
BMA speak?” We turned to the government, we wanted 
centralised guidance, we wanted something about 
which there was consensus, and where the legal risk had 
been analysed – but it wasn’t there. And it couldn’t be 

developed in time. 

You can understand a certain moral queasiness, but 
there was an enormous reluctance to grasp the fact that 
we might have had to set some people aside for non-
treatment who may in other circumstances have benefited. 
That was the kind of ethical nub of it. And we saw a great 
reluctance in government to go anywhere near this issue. 
They wanted to push back and leave the question to 
doctors. But how were they to make these decisions?

So we wrote some guidance. It was a collective effort, sent 
rapidly around the ethics committee, which included QCs, 
and two great intensivists – it was clearly going to be in 
their bailiwick. We worked very quickly. The day after we 
published, legal claims started coming in. 

Facing criticism

We had one of the defence bodies saying we were inciting 
people to murder. We had several City law firms saying the 
guidance was fundamentally discriminatory and unlawful. 
Everyone was concerned about the criteria for these triage 
and allocative decisions. There was a lot of criticism saying 
these were the wrong criteria, but nobody was willing to 
put forward positive criteria. So how do you operate in 
these circumstances? We were being criticised for what 
we had put out, and people said it was not adequate, 
but nobody was willing to put forward a coherent set of 
clinical criteria that could be used as a basis for resource 
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allocation in those circumstances. 

So we had to put our guidance out and defend it. Criticism 
and defence can be incredibly helpful, if it’s happening 
over a reasonable period of time and you’re not right up 
against it. It can be a very productive process because 
you finesse and improve, and you get a more dialogic 
production of guidance. But we didn’t have much time, 
and we had members saying “Look, we’re going to be 
forced to make these decisions whether everyone likes it 
or not, and we don’t want to do it unsupported.”  

Obviously, it was an important role for us to play – we 
had to step in – but there were also other professional 
medical bodies wanting to step into the field and produce 
guidance. What happens if the guidance disagrees? How 
do you achieve some kind of consensus? 

Those were the central problems for us.  

Planning for the future

Looking forward, one of the things we’ve got to come out 
with is a way of having guidance that’s ready-prepared so 
that we can respond, where there is a consensus around it. 
Throwing it back on individual organisations and moving 
out into enormous legal and ethical uncertainty to try to 
provide support for individuals working in these contexts 
is radically less than ideal.
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