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From the Editors
We are pleased to share the third issue of our newsletter, BSK-News.

This issue focuses on the ethical challenges caused by Covid 19. The World Health Organi-

sation declared the Covid-19 outbreak a pandemic on March 11, 2020. To-date the virus has 

sickened over 48 million people and caused the deaths of over 1.2 million others. It is by all 

accounts the most widespread disease outbreak in human history.  This issue draws together a 

number of articles written by members of the BSK, exploring the ethical, social and economic 

challenges caused by the Corona pandemic. We hope that these articles will stimulate useful 

and lively discussion in line with the BSK vision of becoming a vibrant platform for exploring 

bioethical issues in the country. 

We are proud of what the BSK has achieved in the last eight months despite the immense 

challenges occasioned by the on-going pandemic. In March 2020 the BSK organised a very 

successful two-day conference whose theme was “Contemporary Issues in Bioethics’’. The 

conference attracted over 50 participants from different parts of Kenya and the world and very 

high quality papers were presented. The society was able to organise three very successful we-

binars in collaboration with the Universities of Kabianga, Maseno and Moi, respectively. Plans 

for the fourth BSK conference are underway and we urge you to continue visiting our website 

for updates. 

As the year ends, we wish to take this opportunity to wish you a joyous festive season and a 

happy and healthy new year.
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Economic hardship and loss of freedom are Kenya’s real 
COVID-19 challenge.
M.L. Cantamessa

By the time SARS-CoV-2 reached Kenya in 
March we had seen graphic images of Chi-
nese field hospitals the size of football fields, 
bodies stored in refrigerated trucks in New 
York, and mourned the Italian healthcare pro-
fessionals who had died from the virus. The 
predictions for Africa were apocalyptic, and 
preventing the spread of the virus seemed 
critical. Our government reacted quickly. I 
have no inside knowledge from the Ministry 
of Health but it seemed that they were follow-
ing the advice of the WHO, aiming to ‘flatten 
the curve’ and protect the health services from 
becoming overwhelmed. Kenya implemented 
classic public health measures to counter the 
pandemic, which significantly interfered with 
individual freedoms, and caused devastating 
economic losses - a secondary effect of the 
pandemic.

Should all countries adopt the same public 
health measures? The COVID-19 pandemic 
is a global problem but the world is radically 
diverse, with different countries facing widely 
varying circumstances and having vastly dif-
ferent capacities for responding to the crisis. 
Within countries, the impacts are also highly 
unequal and exacerbate existing inequalities.

The decisions in Kenya were made by poli-
ticians and public servants who have the 
benefits of an affluent lifestyle, and access 
to world-class private hospitals. Bed space 
worth protecting. Their directives were to be 
followed by 50 million Kenyans, of whom the 
large majority have some socioeconomic dis-
advantage, from poverty to precarious em-
ployment, overcrowded housing, poor sanita-
tion, and variable access to low quality health 
services.

The emerging picture in Kenya is that transmis-

sion has been higher but severity and mortali-
ty much lower than originally predicted based 
on experience in China and Europe. It seems 
that the epidemic actually first peaked here 
in July with around 40% of the population in 
Nairobi and Mombasa having been infected. 
This implies that measures put in place had 
little effect on viral transmission. But even be-
fore we knew this, we should have been ask-
ing if the public health measures were feasi-
ble, reasonable, necessary and proportionate 
to the threat.

How can you wash your hands when you do 
not have access to clean running water? How 
can you social distance when you live in an 
overcrowded informal settlement?

The dawn to dusk curfew significantly reduced 
working hours for those selling goods from 
roadside stands and outdoor markets, exacer-
bating economic hardship. Perhaps more hor-
rific is that within days, police brutality while 
enforcing the curfew caused the deaths of 
fifteen people. This far exceeded the official 
coronavirus death toll of one at that time.

The closure of schools further compound-
ed social disadvantage. Students at private 
schools with access to computers and fast 
Wi-Fi have continued online classes. Those at 
government schools have not. With schools 
closed, girls are more susceptible to forced 
early marriage, teenage pregnancy, sexual 
assault, and even circumcision. Poor children 
miss school meals, and older children are at 
risk of dropping out.

All this takes us to a big question: how do you 
gauge local risk? Age is by far the strongest 
predictor of an infected person’s risk of dying, 
and for the 95% of Kenyans under the age of 
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60, that risk is almost zero. Between 3000 and 13,000 Kenyans are killed in road traffic crashes ev-
ery year. If you are accustomed or at least resigned to riding on the back of a boda boda, perhaps 
with a child squeezed in behind the driver, no helmets to protect you, how worrying is the threat 
of Covid-19?

This is not to make light of the deaths of nearly 1000 Kenyans from Covid-19 in the last 9 months. 
We do need to protect the very old, and those with co-morbid conditions such as obesity and di-
abetes. Their chances of survival drop markedly if treated in hospitals lacking oxygen. Bed space 
worth protecting? Once again, socioeconomic inequality compounds social disadvantage.

It is hard to avoid the suspicion that the public health restrictions instituted to slow transmission 
and protect the healthcare system are harming more than they save. Kenya lowered tax rates to 
mitigate some of the hardship affecting the poor but cannot afford to implement other social safe-
ty nets such as furlough schemes and income support.

The secondary effects of the pandemic, and the increase in socioeconomic inequality, are Kenya’s 
real COVID-19 challenge.

The End



8BSK News

Volume I, Issue 3, 2020

Challenges to respect for autonomy: Some lessons from 
COVID-19

John Weru,

Aga Khan University (Kenya)

COVID-19 has ravaged many parts of the world 
sparing no country or any sphere of life. Howev-
er, the most significant challenge has been in the 
medical field with its interactive nature between 
doctors and patients. Health care is provided 
within the doctor-patient relationship of trust. To 
maintain this value of trust, the health care pro-
vider is called upon to respect the patient’s au-
tonomy, which is one of the 4 principles of med-
ical practice. Although the principle of respect 
for autonomy guides health care providers to re-
spect the decision by an autonomous patient, this 
guidance is challenged in case of a pandemic like 
COVID-19.  The principle of respect for autonomy 
is well documented in the Kenyan constitution and 
in the Patients’ Rights Charter, which details the 
rights to access of highest quality of care, right to 
confidentiality, right to informed consent and the 
right to select the health care provider of choice. 
All these details the recognition of choices made 
by competent patients to honor their liberty, pri-
vacy and integrity as independent beings. In case 
of informed consent, the patient is given informa-
tion regarding their diagnosis, the available treat-
ment options, the side effects of the treatment 
and what the outcome of non-treatment may be. 
This entails clear and detailed communication, 
which might be in multiple sittings thus providing 
full disclosure on the elements mentioned above. 
However, in the context of a pandemic like 
COVID-19, these values and ethos are not as-
sured or even practical. The approach changes 
and the optimal outcome is weigh against the 
benefit of the majority instead of the particu-
lar patient thus raising the question of just how 
much control should patients have regarding their 
health care and the attendant infrastructure. I will 
discuss some of the key areas where the practice 
of respect for autonomy is questioned.
Resource utilization
It might be difficult to conceptualize how resourc-
es relate to the principle of respect for autonomy. 
The limited resources demand an allocation that 

will consider the welfare of the majority even if a 
particular patient demands the said resource. This 
personalized need and demand may be over-
looked and curtailed. At the peak of the pandem-
ic, scarce resources such as ventilators, ICU beds, 
dialysis machines and the human capacity are 
not available for all patients who may be in need. 
Thus, the patient’s choices are limited by virtue 
of the unavailability and inaccessibility of the re-
sources. In this way, despite the choices and pref-
erences that the patients make, their autonomous 
decisions and demands may not be respected. 
The access to the highest available or attainable 
quality of health care enshrined in the constitution 
and other human rights documents is challenged.
 
The principle of first come first served has been 
the key guide in ensuring that equity in access 
is assured in health care. But in a pandemic, this 
might not be feasible thus requiring the health 
care providers to utilize other modalities of de-
cision making. COVID-19 has taught the medical 
fraternity that the concept of triage is the best 
guide on who is to access limited resources when 
demanded by many patients. The triage system 
uses multiple factors and considerations to arrive 
at a decision. The presence of other diseases or 
health conditions, the physiological status and 
laboratory findings of the patient at the given time 
are some of the factors considered in the triage 
system. This eventually avoids biases that might 
arise if only one factor is considered.

Privacy and confidentiality
These values are key to respecting autonomy and 
form the core of this principle in regards to pa-
tients controlling information about and regard-
ing themselves. However, an infectious pandemic 
demands that others are warned of the likelihood 
of getting infected emanating from their interac-
tion with the infected person. As such, personal 
medical information is collected and collated to 
be used in controlling the spread of an infection. 
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The infected person cannot refuse to provide this 
information in this context. Nor can the attending 
health care providers withhold this information 
from the authorities by invoking protection by the 
clauses of confidentiality and privacy.  It would be 
argued that authorities are justified in doing so 
in order to avoid massive loss of lives from the 
spread of infections. Further, the freedom and 
liberty of the infected person is limited and they 
cannot be free to be treated in the institutions of 
their choice as there are usually designated treat-
ing centers. Nor can they move or interact as they 
usually do. Thus, the right to privacy and confi-
dentiality conflicts with the right to health, beg-
ging the question of the obligation that we have 
to society vis-à-vis their obligation to respect our 
individual liberties.

Capacity to make decision on health care pro-
vision 

Healthcare professionals assess an individual’s 
capacity to consent to treatment that they pro-
pose. In doing so, autonomy is respected and 
the collaborative nature of treatment decisions 
assured. Capacity is important for the primacy to 
which it directly affects the right to decide what 
happens to one’s own body. But the consenting 
person must be able to fully comprehend the in-
formation being given in form of a full disclosure, 
understand the options they have and eventual-
ly make voluntary decisions to receive or refuse 
treatment. In the context of COVID-19, where 
some facts of the disease remain unknown and 

where there is no standard treatment available, it 
is questionable what full disclosure would mean. 
Further, such a disease with severe negative out-
comes (social and medical), presenting with sud-
den severe symptoms; capacity to make any well 
informed treatment decision may be significantly 
limited. There is a high likelihood of mental cloud-
ing coupled with anxiety when making decisions 
for or against treatment or when giving consent 
for any recommended medical intervention.

Human dignity

As Kant would say, autonomy belongs to moral 
agents who are able to reason and rationalize. 
Human dignity is a fundamental characteristic of 
these rational agents and need to be fully respect-
ed. At the foundation of dignity, is the respect of 
personal choices irrespective of the consequenc-
es.  However, in a pandemic, the right to personal 
freedom is weighed against the right to health of 
the individual and the greater society. We there-
fore find that personal dignity is tramped-on in 
favor of common good. Right, timely and quality 
information leads a patient to reason, rationalize 
and make a decision. However, in the context of 
COVID-19, with overstretched and overworked 
health care personnel, it is difficult to assure the 
access of all information that the patient may need 
to make a decision. This, it can be argued, further 
limits dignity and thus challenges the fronting of 
respect for autonomy as the key to care provision. 

1. The Constitution of Kenya, 2010.Available at:http://extwprlegs1.fao.org/docs/pdf/ken127322.pdf
2. The Kenya National Patients’ Rights Charter, 2013. Available at:http://medicalboard.co.ke/resources/PATIENTS_CHAR-
TER_2013.pdf
3. Beauchamp TL, Childress JF.  Principles of Biomedical Ethics. 5th ed. Oxford: Oxford University Press; 2001.
4. Pullman D. Ethics First Aid: Reframing the Role of “Principlism” in Clinical Ethic Education and Practice. The Journal of Clini-
cal Ethics. 2005. 16(3); 223-229
5. Palmer, B and Harmell, A. 2016. Assessment of Healthcare Decision-making Capacity
Available at:https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5007079/
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Can I still participate in clinical trials with my mental illness?
Innocent Abayo, 

Aga Khan University, Nairobi- Clinical Research Unit.

The COVID 19 pandemic has seen unprecedent-
ed re-orientation of clinical trials towards find-
ing therapies and vaccines to curb the ravaging 
effects of this virus. Many players in the clinical 
research field, including investigators, regulatory 
authorities, Institutional review boards and na-
tional governments have found themselves faced 
with uncertainties and broad ranging challenges 
including the need for expedited processes to 
support clinical research, while still safeguarding 
patient safety amidst the pandemic. 

One such dilemma has been the equitable treat-
ment of vulnerable populations and opportunity 
to participate in COVID 19 clinical research. There 
are several definitions available for the term “vul-
nerable population”. This phrase simply describes 
a disadvantaged subset of the population that re-
quires special attention, consideration and aug-
mented protection in research (1). The vulnerable 
individuals’ freedom and capability to protect 
one-self from intended or inherent risks is variably 
abbreviated, from decreased freewill to inability 
to make informed choices. The vulnerable popu-
lation refers to but not limited to children, minors, 
pregnant women, foetuses, human in vitro fer-
tilization, prisoners, employees, military persons 
and students in hierarchical organizations, termi-
nally ill, comatose, physically and intellectually 
challenged individuals, institutionalized, elderly 
individuals, visual or hearing impaired, ethnic mi-
norities, refugees, economically and educational-
ly disabled and healthy volunteers.

One of the foundational pillars of good clinical 
practice (GCP) is the respect of a person’s autono-
my to participate in research     . Each participant 
must be accorded the opportunity to provide in-
formed consent, even those deemed vulnerable. 

The ICH Guidelines for Good Clinical Practice (1) 
defines informed consent as a process by which 
a subject or his legal representative voluntarily 
confirms his or her willingness to participate in a 
particular trial after having been informed about 

all aspects of the trial that are relevant to the sub-
ject’s decision to participate.      Informed consent 
is documented by means of a written, signed and 
dated informed consent form (1) The informed 
consent process relies on three principles (2)

• Adequate information is provided, generally, 
what a reasonable person would want to know 
in order to decide.

• Participants comprehend the information
• Consent is given voluntarily
Due to the rapid rollout of COVID 19 clinical trials 
and the urgency caused by the pandemic, many of 
these trials have short enrolment and turnaround 
time windows for inclusion and randomization. 
Potential participants that would be considered 
for these trials      but fall under the category of 
vulnerable population, and who need special con-
siderations in the informed consent process may 
likely be quickly excluded from consideration as 
participants in these trials without fair consider-
ation. 

A special group, justifiably categorized as vulner-
able, are those individuals who suffer from mental 
illness.  According to the World Health Organi-
zation (WHO),       mental disorders comprise a 
broad range of problems, with different symp-
toms. However, they are generally characterized 
by some combination of abnormal thoughts, emo-
tions, behaviour and relationships with others. 
Examples      include schizophrenia, depression, 
intellectual disabilities and disorders due to drug 
abuse. In Kenya, it is estimated that one in every 
10 people suffer from a common mental disorder. 
The number increases to one in every four people 
among patients attending routine outpatient ser-
vices. (3). A diagnosis of mental illness does not 
equate to the inability of the individual to make 
personal choices. Most of these disorders can 
be successfully treated and controlled, allowing 
these patients the opportunity to live normal lives 
(in balance with their impairment) yet are able to 
lead functional lives, holding jobs, continuing with 
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their education, making financial, medical and 
other decisions, etc.

Participation of mentally ill patients in clinical re-
search raises an ethical and legal      dilemma, 
which would not ordinarily arise in average intel-
ligent adults and good mental health. Individuals 
with mental illness are commonly excluded from 
clinical trials yet the specific rationale for exclu-
sion is rarely explicated.      One-half of highly 
cited randomized trials across medical specialties 
excluded patients for psychiatric reasons (4)

Investigators may typically consider mentally ill 
patients as not able to provide informed consent. 
Multiple trials have provided evidence that adults 
with mental illness are indeed able to provide 
consent to participate in clinical trials (5). Patients 
with mental illness, and specifically schizophrenia, 
have a heterogeneity of cognitive functioning and 
levels of insight, which can create complexity and 
concern for consenting investigators. However, 
the consideration should be broadened to eval-
uate the individual’s capacity to understand and 
logically process the information necessary to 
make an informed decision to participate or not 
to participate in a clinical trial.      Thus, a diagnosis 
of a mental disorder should not be an automatic 
exclusion nor should the research community put 
additional burdens to their participation in a clin-
ical trial.  Inclusion of mentally ill participants re-
quires modified informed consent procedures to 
enhance the ability of these participants to com-
prehend the risks and benefits of the trial.  These 
measures are key to ensure that these participants 
are not exposed to coercion or misuse of their im-
pairment for research      purposes; however, their 
illness should not disadvantage them from reap-
ing the benefits of clinical investigation. 

Some safeguards proposed by the US. Depart-

ment of Health and Human Services include, 

• Involving someone independent of the study 
during the consenting process.

• Assessing Capacity to Consent. This may in-
volve asking prospective subjects to describe 
facets of the research such as the purpose of 
the study, risks, benefits, their option to de-
cline and other components to gauge their 
level of comprehension about the study activ-
ities. 

• Waiting Periods may need to take more time 
to decide whether to participate in the study.

• Use of Legally Authorized Representatives or 
next of kin.

Conclusion 

Clinical Trials offer access to novel therapies to 
patients where standard of care treatment may 
not be available. The principle of justice, outlined 
in the Belmont Report, emphasizes the moral re-
quirements that there be fair procedures and out-
comes in the selection of research participants. 
The opportunity to participate and access clinical 
trials can thus be argued as a fundamental health-
care right. Impaired decision-making capacity 
based upon a diagnosis of mental illness should 
not be used as an automatic exclusion from ac-
cessing these potentially lifesaving treatments. 
COVID 19 clinical studies are no different. 

As the research community works hard to come 
up with therapeutic agents and vaccines in the 
fight against COVID 19, they should consider 
mental illness as comparable to other comorbid 
chronic conditions such as diabetes, HIV and hy-
pertension. Researchers must incorporate recruit-
ment and safety strategies in their study design in 
order to ensure that patients with mental illness 
and other vulnerable populations are accorded 
fair opportunity to participate in clinical research

1. World Medical Association General Assembly. World Medical Association Declaration of Helsinki: ethical principles for 
medical research involving human subjects (revised October 7, 2000). HIV Clin Trials. 2001 Jan-Feb;2(1):92-5. doi: 10.1310/GT-
FR-2DRX-M6YE-ELXR. PMID: 11590516.
2. Kuthning M, Hundt F. Aspects of vulnerable patients and informed consent in clinical trials. Ger Med Sci. 
2013;11:Doc03. doi: 10.3205/000171. Epub 2013 Jan 21. PMID: 23346043; PMCID: PMC3551442.
3. Mental Health Taskforce urges government to declare mental health a National Emergency Nairobi, Tuesday July 7, 
2020.
4. Humphreys K, Blodgett JC, Roberts LW. The exclusion of people with psychiatric disorders from medical research. J 
Psychiatr Res. 2015 Nov; 70:28-32. doi: 10.1016/j.jpsychires.2015.08.005. Epub 2015 Aug 8. PMID: 26424420.
5. Nugent AC, Iadarola ND, Miller FG, Luckenbaugh DA, Zarate CA Jr. Safety of research into severe and treatment-re-
sistant mood disorders: analysis of outcome data from 12 years of clinical trials at the US National Institute of Mental Health. 
Lancet Psychiatry. 2016 May; 3(5):436-42. doi: 10.1016/S2215-0366(16)00006-7. Epub 2016 Mar 10. PMID: 26971192; PMCID: 
PMC4860062.



12BSK News

Volume I, Issue 3, 2020

Bioethical reflections of Covid-19 responses

Marion Mutugi

Amref International University 

The Covid-19 pandemic has not only revealed the 
fragility of our health systems and poor disaster 
preparedness, it has also brought to the fore the 
importance and dynamism of bioethics. When the 
pandemic was announced in China, many of us 
read about it with the ambivalence that suggest-
ed either our invulnerability or ignorance.  How-
ever, when the first case in Kenya was detected in 
March, we were reminded that we are part of the 
global community. Then came the responses and 
restrictions

The Covid-19 response has benefited from strate-
gies developed over time through experiences of 
previous pandemics. The stay at home, wearing 
of masks, washing of hands, social distancing and 
restricted burial formalities have all been used 
before. The stigma, disruption of livelihoods and 
near collapse of economies were experienced 
in the Black death of 1300s, the great plague of 
1600s as well as the Spanish flu of 1918. However, 
for many of us, this was our first experience. 

Compared to earlier pandemics, one of the differ-
ences is that this one has come at a time of social 
awareness that requires every action be analyzed 
through the prism of bioethics.  In this regard, 
public health control strategies should not only 
be compliant with the law but also with ethical 
standards. This often requires trade-offs between 
individual and community interests that is, as pre-
scribed by bioethics. An example is the freedom 
of association that is enshrined in the Constitution 
of Kenya vis a vis the Covid-19 response of restric-
tion of the number of people meeting in public 
such as places of worship, weddings and funer-
als. The bioethical principle of respect for persons 
is apparently in conflict with the public interest. 
In this regard, personal freedoms of association 
and movement must be curtailed for the public in-
terest of containment of infection to households, 
communities and counties.

Another consideration is that restrictions of infec-
tion containment affects livelihoods and the econ-
omy.  This is well illustrated by the often-heard 
statement where people declared that they would 
rather die of Covid than starve.  This conflict is ad-
dressed by the bioethical principle of beneficence 
and non-maleficence that requires a risk-benefit 
analysis.  The President of Kenya must have faced 
this ethical dilemma when recently considering 
extending Covid-related transmission control re-
strictions or lifting them to benefit the economy. 
The opening of schools is a case in point. All par-
ents of young learners know that infections such 
as colds, flus, measles and chickenpox come from 
school. The transmission starts from a home and 
thereafter an infected pupil whose mild symptoms 
do not warrant staying at home, comes to school 
and passes the infection to the others. Thereaf-
ter, these learners transmit to siblings at home 
who also pass it to their fellow learners in other 
schools. Parents and other adults in the homes are 
also not spared and so the infection spreads. We 
recognize how arguments that young learners can 
wear masks, social distance and sanitize while in 
school are a hard sell.  And so, although children 
may not be as vulnerable to Covid infection, they 
can be a conduit of infections to more vulnera-
ble adults, some with underlying conditions in the 
households they belong to. This is considered in 
the bioethical principle of respect for persons that 
recognizes that the vulnerable in society require 
special protection. And so, the risk benefit analy-
sis: does the benefit of learning outweigh the risk 
of transmission particularly to vulnerable people 
in the population; does the economic benefit of 
opening the economy outweigh the financial bur-
den of increased infections in a second wave?  

The principle of respect for persons is also appli-
cable in the enforcement of Covid-19 restrictions. 
The risk of criminalization of infection may arise 
where police enforce the set restrictions and vi-
olators are arrested and arraigned in court. Oth-
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er than respect for persons, the issue of human 
rights and criminality arise where there is assault 
and extortion of violators. Compare this approach 
to that of a country like Rwanda, where violators 
are assembled in a stadium and exposed to vid-
eo and audio clips on Covid throughout the night 
before release in the morning. Both approaches 
restrict freedom of movement but a risk-benefit 
analysis  would probably support the latter strat-
egy.

Stigma is a bioethical issue. We have observed 
stigma associated with infection, suspected in-
fection or persons associated with the infected. 
Stigma targets minority groups associated with 
a poorly understood condition be it race, gen-
der, religion or infection. After labelling persons 
with the condition, the community proceeds to 
discredit them by discrimination, isolation and 
exclusion from activities.  This has been report-
ed during this pandemic where travelers from 
hot-spots of Covid infections such as Nairobi and 
Mombasa have been stigmatized when they vis-
it their rural homes. There have been reports of 
actual exclusion, expulsion and even assault. In 
addition, those who have recovered from infec-
tion and whose loved ones have succumbed are 
further traumatized by the stigma. Again this is 
a bioethical issue covered by the principle of re-
spect for persons. Exposed, sick and those whose 
loved ones are deceased are vulnerable and re-
quire special protection. Enforcement of public 
health measures should ensure their vulnerable 
situation is not exacerbated by violation of their 
privacy and confidentiality. 

Finally, the principle of justice among others 
obliges equality and equity. Comparative jus-
tice requires equality so that people in similar 
circumstances are treated in the same manner. 
For instance, burial protocols for persons who 
succumbed to Covid requiring a set number of 
mourners should be enforced irrespective of the 
status of the persons involved. In respect to equi-
ty, non-comparative justice requires that each is 
given what is their due as per their unique circum-
stances. Consideration in this case should be giv-
en to the fragility of the health systems in respect 
to ability to respond to the pandemic. The allo-

cation of scarce resources such as PPEs, testing 
equipment and reagents as well as health workers 
should be fair as informed by social and distribu-
tive justice. Further, health financing to counties 
should be informed by among others the popu-
lation and the number of infected and vulnerable 
persons as well as the identified determinants of 
risk of infection. In addition is the allocation of 
financial resources between preventive, curative 
and research initiatives that requires equity. In this 
regard is a risk-benefit analysis; the effectiveness 
of preventive measures compared to the immedi-
acy of care for the infected compared to the long 
term benefits of research. This analysis may not 
work now but should inform policy and practice 
for future emergencies.

The Covid-19 pandemic has reminded us of the 
dynamism of bioethics. What is considered moral, 
right and acceptable today may not be so con-
sidered tomorrow. For instance who would have 
thought it would be possible to conduct an hon-
orable burial without copious amounts of food or 
attend a virtual wedding and still send a gift?  We 
all complained of the unnecessary expenses of 
burials and waste of time in weddings but seemed 
helpless to change for lack of courage to chal-
lenge what was considered normal. We should 
grab the opportunity for what we may have want-
ed but were unable to change is acceptable and 
ethical thanks to Covid.  

The pandemic has also reminded us that a com-
munity is more than an aggregate of individuals. 
It is a complex network of interacting and interre-
lated individuals intricately intertwined by compli-
cated social and cultural systems. In this regard, 
individuals may not accurately reflect the needs, 
priorities and rights of their communities. This in-
forms the public health Covid responses and ac-
companying restrictions that are more responsive 
to the benefits of the community as a whole. Last-
ly, the pandemic has reinforced the role of bioeth-
icists who should occupy a space that ensures that 
the cultural moralities, personal rights and ethical 
principles related to individuals are not violated 
as the needs of the communities are met. 
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Bioethics in times of Covid 19 pandemic and after

S. K. Langat, Bioethics Society of Kenya.

The last eight months have been unprecedented 
in recent human history. A pandemic suddenly ap-
peared and spread fast covering all the continents 
in about three months. Economies were locked 
down and movement of persons curtailed. The 
causative agent, a virus with a short incubation 
period shook the health systems of virtually all 
countries. It provided a ‘natural ranking’ of global 
health care services. Huge spending in health care 
without rational policy support is not necessari-
ly the best health care system. Countries spend-
ing less in health care but with rational policies 
were better able to contain the virus compared to 
those that are run on conventional business mod-
els. Health apparently, is a public good of a dis-
tinct category. It is too important to be left to mar-
ket forces alone. Indeed, at least eight heads of 
state and government, besides many well-to-do 
celebrity personalities infected and hospitalized 
alongside the nondescript poor citizens in many 
countries. 

What ethical lessons can we draw from the ongo-
ing pandemic? Bioethics looks at the ethics of life 
and its subject matter has expanded to include 
hospital ethics, public health ethics, research eth-
ics and environmental ethics. The Covid 19 pan-
demic has brought to the fore many issues and 
challenges that touch on each of these sub-disci-
plines of bioethics. 

Hospitals found themselves in the uninteresting 
situation where their employees were at great 
risk of infection.  A triage nurse would first decide 
whether they were safe enough to handle a pa-
tient. The question of who deserves room in the 
specialized care sections is not as easy as it would 
sound. Simple application of utilitarian or duty 
based principles per se was not very useful. In fa-
cilities where there were no clinical ethics commit-
tees, medical workers found themselves in diffi-
cult situations. Critical consideration of workable 

principles to guide decision-making is needed. 
Heightened cultural sensitivity witnessed in times 
of pandemic now makes it mandatory for ethicists 
to step forward and guide institutional processes.

Public health policy requires redefining priorities. 
The epidemiological picture may not be sufficient 
to make comprehensive policy decisions. Where-
as lifestyle diseases are the routine cases hospi-
tals handle in a well working health sector, infec-
tions may pose existential threats. The Ministry of 
Health and county health departments need ade-
quate capacity to handle epidemics. This should 
include capacity to do research, and rapid de-
ployment of control measures that inherently in-
clude communication strategies to an increasingly 
sceptical public. Lessons learnt from other recent 
epidemics are invaluable for control of future pan-
demics. A clear well-grounded policy that takes 
care of everyone and especially the most vulner-
able is vital.  Besides, there is an uprising against 
vaccines and the scientific enterprise for health 
care worldwide yet it remains an effective con-
trol against infections. Public health policy must 
have room for communicating health information. 
While it is easy to apply utilitarian thinking when 
making public health policy decisions, it leaves 
gaps that become problematic during implemen-
tation in times of pandemics. 

Research and laboratory Diagnostic tools for the 
virus were rudimentary and needed quick devel-
opment to handle large samples as demanded by 
the raging pandemic. Buying reagents and spe-
cialised equipment was subject to a global com-
petition of the kind the particular market had nev-
er known.  Countries with greater financial ability 
would naturally be in a better position to procure 
and control the distribution of expensive equip-
ment, now in high demand. The World health Or-
ganisation (WHO) had to move fast to lead the 
world in the struggle to control the spread of the 
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virus. Markets respond to such situations in very 
specific ways. The pressure moved to the research 
arena to provide new, cheaper and more respon-
sive diagnostic tools. Researchers must be patient 
and do the right thing in the face of compelling 
pressure to provide the much needed research 
products. Research of the kind needed in the pre-
vailing circumstances is necessarily a high-risk in-
vestment and should be supported by public and 
private financing.  The ethics of global produc-
tion and supply of diagnostic and research tools 
has never come to question and remains undoc-
umented. We look forward to the lessons COVID 
19 has brought forward in this sophisticated mar-
ket.    

In environmental matters, some heavily industri-
alised cities enjoyed fresh air not seen in decades 
following the lockdown occasioned by the corona 

pandemic. Global warming may reduce along with 
incidences of disease. Health care planners and fi-
nanciers would welcome this kind of outcome. In 
discussing how to manage climate-affecting activ-
ities, underlying principles should be social justice 
for all countries and peoples. All countries ought 
to accept and contribute to the shared responsi-
bility of taking care of the planet.

 After the pandemic is over and as business goes 
back to normal, it will be necessary to take stock 
of the lessons learned in order to prepare for the 
next wave of global health emergency. It will par-
ticularly be important to address the inequalities 
that have now been rendered clearer by the on-
going pandemic. 

The End
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COVID-19 pandemic: A reflection on the bioethical co-
nundrums in healthcare
Julius Kipkemboi & Ramadhan Mawenzi, 

Egerton University

Coronavirus Disease of 2019 (COVID 19) is an 
emergent disease caused by a novel coronavi-
rus which was first reported in Wuhan province in 
China in December 2019. The sudden occurrence 
and spread of COVID-19, its high fatality rate, lack 
of definitive cure and the enormous socio-eco-
nomic burden associated with the disease has 
vigorously shaken the status quo in health care 
as well as in bioethics. As expected, new ethical 
conundrums related to COVID-19 prevention and 
management have emerged. It is important there-
fore to discuss the ethical challenges associated 
with COVID-19.

Bioethics revolves around the moral dispensation 
in biology and medicine and related disciplines. 
Although the principles of ethics have remained 
largely unaltered, their application is often com-
plicated by unpredictable events like COVID-19. 
Applying the principles of autonomy, non-malef-
icence, beneficence and justice is problematic 
when diseases, which were hitherto unknown, sud-
denly break out among populations. COVID-19 
pandemic represents an extraordinary condition 
with varied new ethical dilemmas. This pandem-
ic has exposed the existing and persistent health 
inequalities in our societies and health systems. 

Ethical puzzles associated with pandemics such 
as COVID-19 have not been fully elucidated be-
cause the disease is new and not clearly under-
stood. Understanding the ethical dilemmas asso-
ciated with COVD-19 is a necessary first step to 
solving the ethical quandaries. Ethical dilemmas 
in COVID-19 are likely to emanate from the pub-
lic health recommendations, treatment strategies, 
triage, clinical care, research, resource distribution 
and accessibility to care.

The following public health measures will help 
keep COVID 19 at bay: (1) wearing facemasks, 

(2) keeping 6 feet social distance, (3) washing 
hands, and (4) covering the mouth and nose when 
coughing or sneezing. Whilst it is worthwhile for 
all people to adhere to the recommendations, not 
all people keep the requirements. The principle of 
autonomy emphasizes on the rights of people to 
make decisions without any coercion. This means 
that the people who intentionally refuse to wear 
facemasks are within their rights and must be re-
spected. How then will health care professionals 
handle patients who they know have deliberate-
ly refused to wear facemasks? Since health care 
workers can be infected by their patients, how 
much risk    will they be willing to take while treat-
ing patients who got the disease because they 
openly refused to adhere to the public health rec-
ommendations? 

The strategies that are currently being used to 
treat COVID-19 are not standardized. This is be-
cause there is currently no known cure and there 
are no existing references. Decisions on which 
approach to use therefore depends on intuition 
of the provider. Ethical dilemmas arise when a 
healthcare professional must choose between 
one method over the other even when uncertain-
ties exist   about the outcomes. Poor outcomes 
that may occur due to a favored approach that did 
not give a good outcome may cause emotional 
burnout to the provider.  Nevertheless, the ethical 
dilemmas faced by the healthcare provider can 
be addressed by the consistent use of the ethical 
principles of beneficence and nonmaleficence.

COVID-19 has caused an exponential rise in the 
number of patients who require ICU care; this in-
crease is over and above the usual number who 
are managed in the ICU. Considering the limited 
numbers of ICU beds, the healthcare professional 
must decide on who is to be admitted to the ICU. 
Indeed, prioritization for ICU admission during the 
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COVID-19 era is an ethical dilemma which must 
be addressed by use of ethical and clinical guide-
lines. Unfortunately, such guidelines are currently 
lacking or insufficient. Moreover, where guidelines 
exist their implementation cannot be adequately 
done without a hospital ethics committee.

The race to find a cure or a dependable preven-
tative strategy such as a vaccine is currently in an 
overdrive. There is a danger therefore that the 
process of research may be overly speeded and 
researchers may take shortcuts while justifying 
their actions by stating that the disease is wip-
ing out populations. However, the principle of in-
formed consent in research and medical care shall 
not be overwritten by crises. Another anticipated 

dilemma is how a vaccine will be distributed when 
found; will the principle of justice be respected in 
times of crises like this one of COVID-19? 

The ethical dilemmas under a pandemic situa-
tion are significant yet they can holistically be 
addressed using the four fundamental principles 
of ethics. To maintain the ethical integrity in the 
management of COVID-19 patients, healthcare 
workers need preparedness from a bioethical 
perspective. This supports the recommendation 
by Mawenzi et al, 2019 that the establishment 
of hospital ethics committees in levels 6, 5 and 
4 hospitals in Kenya is now more than ever very 
necessary. 
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“Am I my brother’s keeper?” Political Rallies and 
COVID-19
Esther M. Muiruri

On 22nd October 2020, the Ministry of Health 
(“MoH”) in Kenya announced a record number of 
1068 new cases of COVID-19 infection.  This was 
the highest number of infections announced in a 
24-hour period since 13th March 2020, when the 
MOH made public what is officially considered to 
be the first case of COVID-19 infection in Kenya.  
The cumulative total of recorded infections as at 
22nd October 2020 stood at 47,212; with total re-
coveries at 33,050 and 870 deaths, 12 of which 
presumably occurred the preceding day. For a 
country that had harboured high hopes that new 
COVID-19 infections were finally being brought 
under control, and which has allowed the partial 
re-opening of some schools, these are grim num-
bers. One might argue that the high number of 
new cases is attributable to increased testing, but 
this would simply prove that the magnitude of in-
fections is higher than previously thought.  

At about the same time as the recorded new in-
fections appear to be rising, there has been a no-
table increase in the physical gathering of large 
crowds in various places around the country. Polit-
ical leaders are having a field day addressing nu-
merous people on this or that issue; with neither 
the politicians nor the populace being addressed 
displaying any acknowledgment that the country 
remains at risk of a spike in COVID-19 infections, 
and the resultant morbidity and mortality. Closely 
packed together and with nary a mask in sight, 
the crowds roar their approval as the politicians 
join them or remain perched atop their luxury 
vehicles. None of the safety precautions to miti-
gate the spread of COVID-19, including physical 
distancing, the proper wearing of masks, and the 
limiting of the number of persons who can attend 
a single event, are followed. 

Political leaders ought to set an example of ad-
herence to public health recommendations to re-
duce the risk of transmission of COVID-19. Firstly, 
having been entrusted with the solemn respon-
sibility of safeguarding lives and livelihoods, the 

ethical imperative for these leaders to act in a 
manner that protects and promotes good health 
for all citizens is clear. Holding huge political ral-
lies in disregard of the public health messaging 
of the MoH places lives at a greater risk of harm. 
Considering clear evidence that persons without 
any underlying conditions are also at risk of dying 
from COVID-19 , presiding over throngs at such 
a critical time is reckless, if not maleficent. Sec-
ondly, the clear dissonance between MoH’s rec-
ommendations and the leaders’ conduct in the 
midst of the COVID-19 pandemic results in a gen-
eral diminishing of the trustworthiness of the daily 
MoH statistics; culminating in persons under-ap-
preciating the magnitude of the risk they seem-
ingly consent to run by attending these rallies. 
Since some of these persons in all likelihood also 
regularly interact with vulnerable people, other 
people are placed at increased danger of being 
infected with COVID-19. Thirdly, there is a glar-
ing issue of justice at play – the political leaders 
have a substantial taxpayer-funded medical cover 
, which would be more than sufficient to cater for 
their treatment at any of the private facilities in the 
country or abroad. The ordinary citizen in all prob-
ability has no similar cushion in case of illness. The 
issue of inequity as between these disparate par-
ties attending political rallies needs interrogation. 
A fourth concern is the question of necessity – 
there is no justifiable reason why these gatherings 
should be occurring when there are less risky ways 
of conveying a message including through online 
platforms, radio and TV, and mobile messaging. 

Certainly, the populace attending these rallies 
also bears some level of responsibility for its ac-
tions. With no vaccine currently available, the ef-
fects of the COVID-19 pandemic are best mitigat-
ed by each one having regard to not only his own 
safety, but also that of others. The leaders from 
whom these persons take their cue bear a greater 
burden of ensuring that they act beneficently in 
these times. They must do what is necessary to 
protect lives; and must not undermine clear MoH 



19BSK News

Volume I, Issue 3, 2020

recommendations when the risk of COVID-19 infection remains high. They must have regard to their 
positions of privilege and influence and use them wisely. Such judicious use must include concrete 
actions towards improving the health system for all. In this way, we acknowledge that each one is 
indeed his brother’s keeper.
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 Saya, M. (2020). ‘Covid-19 deaths rise among patients with no underlying health conditions’, The Star, 15 July. At: https://www.
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The End
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Q & A on Psychologists’ role in ethics and the right to 
health during COVID-19
Joyce Wangari Ngugi, United States International University-Africa (USIU-Africa) and Lucy Simiyu, Crawford 
International School.

The implications of COVID-19 on the nexus be-
tween the right to health and ethics of practice 
cannot be underestimated, especially because of 
the pandemic’s impact on peoples’ well-being. 
COVID-19 has provided psychologists an oppor-
tunity to not only respond to the crisis but also to 
interrogate the ethics of practice. 

The severity of the pandemic resulted in protocols 
justifying restrictions on certain rights, such as the 
imposition of quarantine, isolation and curfew. 
Mental healthcare practitioners need to pay care-
ful attention to arising issues from a perspective 
of the right to health. 

1. What is the relationship between ethics, 
the right to health and psychology, in the face of 
COVID-19?

Ethics provide norms for conduct, a moral com-
pass and framework for decision making during 
epidemics, where the right to health is often com-
promised because of COVID-19, a Public Health 
Emergency of International Concern. According 
to Jonathan Mann (1999), the intersection be-
tween health and human rights occur in three 
configurations: 

i. where protection of rights leads to promo-
tion and protection of health; 

ii. where public health policies, programs, 
and practices are a burden on human rights; and

iii. where human rights violations implicate 
health.

2. What challenges are psychologists faced with, 
regarding standardized ethical practice and pro-
motion of the right to health? 

Certainly, ethical issues that may arise concern the 
professional qualifications of teachers, counselors, 
and administrators, especially in crisis interven-
tions. Parental involvement in sensitive matters 
such as domestic abuse often blurs confidentiality 
and objectivity. The internet and email resulted in 
new concerns over privacy via those media. Oth-

er ethical issues are related to parenting styles, 
culture and language-based interventions, spe-
cialized interventions in line with psychological 
development patterns, along with the burden of 
care requiring supervision and therapy for per-
sonal issues for psychologists and other mental 
health providers and champions.

A human rights assessment of psychological ser-
vices should seek to determine the following 
questions: 

i. Availability: are psychological services and 
programs available in sufficient quantity?
ii. Accessibility: are psychological services 
and mental health information accessible? How 
accessible have virtual services been to individ-
uals and communities who cannot easily access 
the internet? Additionally, how affordable are the 
services in light of reduced household incomes?
iii. Acceptability: Are the services and men-
tal health information respectful of psychological 
ethics and the culture of individuals and commu-
nities, as well as attentive to gender and life cycle 
requirements?
iv. Quality: Are psychological services and 
programs standardized to global standards and 
are they offered by professionals in the field? 
3. Who is responsible for COVID-19 education to 
psychologists and other mental health profession-
als? 

Psychologists embarked on knowledge and expe-
rience sharing among themselves through webi-
nars organized by various professional bodies of 
psychologists in Kenya. This begs the question 
of the government’s commitment recognizing 
the role of psychological services during a pan-
demic such as COVID-19, which has resulted in 
loss and grief at different levels. Whilst alluding 
to the psychologists’ self-responsibility to bridge 
cultural understanding in COVID-19 awareness 
campaigns, the government needs to ensure 
translation to vernacular as an important aspect 
of mitigation, yet there seems to be an unwilling-
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ness by government to deploy personnel who can 
provide services in their linguistic diversities in all 
47 counties.

4. What critical information should be shared and 
how?

Safety measures should be shared not only in a 
simple understandable way but also in a language 
one well understands. The information relayed 
should be one, which does not catalyze anxiety 
and distress among the populace, but one, which 
guides and informs on the positive way forward

5. What are your thoughts on the availability and 
accessibility of healthcare facilities?

Basic healthcare facilities are inadequate in rural 
areas, which is a human rights violation. It then 
follows that in a crisis, the rights are ‘double vio-
lated’ by default.  The COVID-19 pandemic has 
brought out disparities in both the availability and 
access to professional mental health services and 

programs, but there is room to turn the tide. The 
existence of a board is a long-awaited issue to 
standardize professional standards of Psychology 
services in Kenya.

6. What ethical issues arose with the abrupt clo-
sure of schools and the current staggering in the 
re-opening of schools?

Learners with disabilities and those from poor 
background and rural areas found it difficult to 
learn due to the financial constraints while their 
counterparts from well-off families continued with 
their education yet they are expected to compete 
at the same level. 

In conclusion, psychologists operating in Kenya 
have a personal obligation to uphold profession-
al standards, while the government could further 
ease the occupational risks through creation of a 
board to standardize the profession, increasing 
supportive frameworks and adequate remunera-
tion.

The End
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Virtual IRB Meetings during the Covid-19 Pandemic
Judy Ngure.

The first case of Covid-19 was announced in 
Kenya on March 13 2020 when most of us at the 
Scientific and Ethics Review Unit (SERU) were at-
tending the annual Bioethics Society of Kenya 
Conference.

Like most Kenyans, all of us were worried about 
the way forward especially since all of our work 
involved hardcopy documents, physically being in 
the office and physical committee meetings in our 
beautiful boardroom, which we had even started 
furnishing with new, more comfortable furniture. 
Then there was the rush for sanitizers, everybody 
wanted a sanitizer on their desk as we had been 
informed that the virus stayed on paper for at 
least 5 days. We also had to wear masks in the 
office and everywhere else.

After some days, the Kenya Medical and Research 
Institute (KEMRI) Director sent out a memo that 
we could work from home hence began our jour-
ney of online submission, review and meetings. 
The Scientific and Ethics Review Unit adopted the 
MS. Teams platform for most of its functions.

Using MS. Teams, committee documents are 
saved in the shared folder, allocated and sent to 
reviewers via email and a day to the meeting a link 
is sent to all reviewers in the specific committee to 

attend the meeting.

Apart from the occasional internet disruptions, 
the “unaniskia’’(can you hear me), as  Kenyans 
love  say so as to confirm you are being heard; or 
the we-can’t-see-the-screen, the echo challeng-
es, background noises and people speaking with 
their microphones muted, it has been a very good 
experience and an efficient mode of engagement.

Reviewers can attend the meetings from wherever 
they are and attendance is now almost at 90 %. 
Attendance is recorded by the Committee Coor-
dinator. Members get to register their conflict of 
interest online and present their comments, the 
effect being much like it was during the physical 
meetings.

It has become easier to file committee documents 
as they are now stored in an e-registry, saving 
on space and reducing the shredding work. The 
meeting proceedings are now recorded thus mak-
ing it easier to refer to in case the secretariat for-
got something.

The pandemic has definitely changed the way 
SERU conducts its meetings. It has also shown us 
how flexible the Unit is in adapting to any change 
that comes our way.

The End



23

Volume I, Issue 3, 2020

BSK News

COVID-19 and Global Health Justice

M Shitindo. 

African International University,  Kenya.

ntroduction
Global health justice (Ruger 2012;2016)  raises is-
sues of universal moral values in health and pose 
challenging questions that seek to address global 
health inequalities and moral externalities . This 
article explores the rights and justice implications 
of the ongoing COVID-19 pandemic. 

 The field of bioethics has not fully addressed 
global health equity or population health. With 
COVID-19 currently spreading across the world, 
it becomes important to decipher what states 
should do in order to protect the interests and 
rights of all groups in such a situation. This is espe-
cially true for the vulnerable groups. These could 
be legal and other measures aimed at protecting 
and promoting the interest in health for every hu-
man being around the world. They include other 
moral duties, notably duty to preserve and pro-
mote the common good that may not be linked to 
an individual but will make certain there is equali-
ty, equity, and reciprocity.

Global Justice
Global justice focuses on the importance of the 
individual as opposed to the state, community or 
culture, positing that all human beings have equal 
moral worth and therefore have the right to equal 
moral consideration. The focus is the value of the 
individual, which has led to the theory of global 
justice, which seeks to investigate the question 
of how best to secure a just life for all individuals 
globally, regardless of their nationality or status. 

The COVID-19 pandemic has revealed the failures 
and inequities in our current economic, social, le-
gal and political orders (Broto et al , 2020).  From 
our fragmented and profit-driven health care sys-
tem to the absence of social safety nets, the con-
ditions in which we live are enabling the virus to 
spread unchecked, with the greatest burden both 
from the disease itself and from the steps taken to 
check the virus, falling upon those with the least 
power.  

States should focus on the public and private in-
terventions and social supports that are necessary 
to protect the health and rights of the most vul-
nerable during this immediate crisis and to build 
a new infrastructure of care that supports our col-
lective wellbeing in the long-term. 

The basics of global justice
Justice, at its core, concerns itself with who de-
serves what and why. 

John Rawls’ (1971) Theory of Justice set out a the-
ory that political structures (typically states) can 
determine who deserves what and why due to the 
power to make laws, raise taxes and dispense pub-
lic spending. Therefore, such structures should be 
built carefully to ensure a just distribution of rights 
and duties between all citizens. When discussing 
global poverty, Pogge (2001) and Brock (2010) ar-
gue that poverty alleviation should focus on redis-
tributing wealth and resources between rich and 
poor individuals. Although global justice scholars 
usually assert that individuals must be the central 
unit of moral concern when exploring global prob-
lems, it is important to note that these require a 
common history and culture and the backing of 
powerful global institutions (Nagel, 2005 & Blake, 
2001).

Conclusion
States should manage, coordinate and expand 
the key building blocks of a well-functioning 
health system. This should be the focus at the lo-
cal and global levels. Laws could be enacted to 
advance the right to health and developing poli-
cies that will address public health emergencies. 
The  COVID-19 pandemic, has been asserted as 
an “equal-opportunity killer.”  The ``coronavirus 
does not distinguish between culture, race, class, 
or country and infects everyone it can unlike the 
diseases that typically infect the most vulnerable 
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in our society.   Despite the fact that everyone can 
be affected by this virus, people who are already 
economically and socially disadvantaged suffer 
the pandemic’s greatest burdens.  These burdens 
affect morbidity and mortality  which are  depen-
dent on the socio-economic status of the individ-
ual or community. 

The principle of justice demands that we ensure 
fair distribution, not only of social benefits and 
opportunities, but also of burdens and risks. We 
must attend to the urgent concerns affecting the 

most vulnerable. The principles of beneficence 
and non-maleficence dictate that we must do the 
most good and avoid harm. The best way for the 
state to ensure this is to include a representation 
of the most vulnerable groups in decisions as op-
posed to a one-size-fits-all response.  having ALL 
voices represented in the national response to 
pandemic will guarantee a level of success and 
effective strategies that will guarantee there is eq-
uity, reciprocity and relational equity.
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