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Abstract The circumstances of a public health emer-
gency (PHE) shape reasoning and decision-making in
ways that deviate from routine circumstances, where
adherence to established values, principles, and meth-
odologies is expected. Understanding what drives these
deviations is critical to assessing their ethical conse-
quences. In this paper we describe four conditions that
influence decision-making during PHEs, in particular
regarding the deployment and conduct of research on
experimental or novel biomedical interventions. These
four conditions are politicization, urgency, uncertainty,
and fear. We argue that taken together these four con-
ditions create pressure to address the most visible targets
of immediate crisis events, driving emphasis on research
and development of biomedical interventions. However,
this emphasis raises ethical concerns regarding the ex-
tent to which attention to and investment in the under-
lying causes of PHEs, particularly impoverished global
public health infrastructure, is diminished as a result.
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Introduction

The circumstances of a public health emergency (PHE)
shape reasoning and decision-making in ways that deviate
from routine circumstances, where adherence to
established values, principles, and methodologies is ex-
pected. Understanding what drives these deviations is
critical to assessing their ethical consequences. In this
paper we describe four conditions that influence
decision-making during PHEs, in particular regarding the
deployment of and conduct of research on experimental or
novel biomedical interventions.

Research during PHEs has been the subject of con-
siderable ethical scrutiny and analysis, especially in the
wake of the 2014–2016 Ebola epidemic in west Africa.
In a 2020 report the Nuffield Council on Bioethics
evaluates the ethical pressures on the research context
and process during PHEs and shows that research can be
conducted ethically in global health crises given the
appropriate preparation and ethical orientation
(Nuffield Council 2020). However, this and other sim-
ilar documents that have emerged in the period after the
2014–2016 west African epidemic neglect two issues
that fall outside the scope of ethical conduct of research.
The first is the important prior question of what pres-
sures exist to initiate and conduct research during PHEs,
and where they originate. The Nuffield report notes that
conditions including urgency, uncertainty, and fear
make the conduct of research in PHEs difficult. We
suggest that together with a critical fourth condition,
politicization, these conditions not only influence the
conduct of research during an emergency but also create
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pressure to initiate research as part of PHE response. In
Part I of this paper we examine these four conditions in
more detail.

The second issue, addressed in Part II, is whether
research and development of biomedical interventions
during PHEs is ethically permissible or ethically re-
quired. It might be considered ethically required to the
extent that it acts as a corrective to funding priorities that
have long neglected research on diseases that affect the
poorest regions and populations, those most likely to
experience a public health crisis (Olliaro, Horby, and
Torreele 2015). Biomedical research could be consid-
ered ethically permissible to the extent that it strengthens
our capacity to respond effectively to disease outbreaks
in the future or offers at least a potential benefit, and
little risk, to those immediately affected. However, other
potential consequences raise concerns about whether
research and development of biomedical interventions
during PHEs is either ethically permissible or required.
The first concern is that research on experimental or
novel interventions acts as a diversion of investment
from other important public health goals, in particular
from investment in the more demanding and longer-
term measures needed to improve the conditions under
which PHEs emerge and spread. Second is the related
concern that as the power and promise of biomedical
interventions begins to dominate the discourse over
PHE response, moral imperatives to address the com-
plex causal contributors to global PHEs weaken. The
force of those moral imperatives is at risk of being
eclipsed by the potential “magic bullet” solutions of-
fered by biomedical research.

Part I: Four Conditions of Global Health Crisis
Decision-Making

Politicization

Public health is a political discipline and operates in a
political context. It requires government and collective
action, focuses on health problemswith social, economic,
and political determinants, and is grounded in social
justice (Powers and Faden 2006). Yet public health is
also liable to be politicized in the sense of being manip-
ulated to serve a political agenda that may stand in
contrast to the goals of public health itself. The politici-
zation of public health occurs in at least three ways. First,
public health, and public health emergencies in particular,

can be used as a justification for pursuing political goals
that are not necessarily connected to public health. For
example, history is replete with instances of public health
fears being used to stoke anti-immigrant sentiment
(Markel 2004). Fears over the spread of COVID-19 in
the United States were used by the Trump administration
to justify even tighter restrictions on claims to asylum at
the US-Mexico border, a move criticized by immigration
advocates as “the culmination of a three-year push to end
asylum protections” for Central American migrants
(Rose and Falk 2020; Lind 2020).

Second, public health is politicized when political con-
siderations influence the imposition and uptake of mea-
sures designed to protect the public. This can occur even at
the highest levels of global health governance. The World
Health Organization (WHO), for example, must weigh the
need to enforce the International Health Regulations (IHR)
against the need for the cooperation (and funding) of
member states (Gostin and Wetter 2020). When the
WHO delayed declaring the 2014–2016 west African
Ebola epidemic as a Public Health Emergency of Interna-
tional Concern (PHEIC) , out of concern to avoid further
damage to already fragile economies, its decision was
widely criticized on the grounds that it allowed the epi-
demic to accelerate and endangered public health
(Kamradt-Scott 2016). Support for public health measures
during the COVID-19 pandemic, such as lockdowns and
facemasks, has been subject to domestic politics in a range
of contexts (Woolhandler et al. 2021).

Third, public health is politicized when it is con-
ceived of as an issue of national security. Public
health, like all issues not directly related to a state’s
ability to defend itself against external threats, has
traditionally fallen outside the realm of “high poli-
tics” or political issues given the highest priority
because of their relevance to state security. However,
as states came to understand the potential for infec-
tious diseases to undermine economies and political
and social stability, particularly with the growth of
the HIV/AIDS pandemic through the 1980s and
1990s, public health was increasingly “securitized”
and ascended the political agendas of affluent devel-
oped countries (Youde 2016; McInnes, Kelley and
Youde 2019). Global public health emergencies are
now liable to be described as much in terms of
security as in terms of health, as, for example, when
the 2014–2016 Ebola epidemic was described by
then U.S. President Barack Obama as “a national
security priority” and by the United Nations Security
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Council as “a threat to international peace and secu-
rity” (White House 2014; United Nations Security
Council 2014).

One advantage of couching threats to public health in
terms of national security is that it directs more political,
and potentially public, attention to public health and
requires that it be taken seriously. On the other hand,
critics of securitization argue that it focuses too narrowly
on infectious diseases that inspire fear among Western
policymakers, neglecting health issues that cause higher
levels of morbidity and mortality. Securitization imposes
a “crisis mindset” concerned primarily with stopping the
spread of disease, rather than focusing on long-term
approaches to reducing the likelihood of future outbreaks.
It also sidelines other important moral reasons to be
concerned about global health, such as a humanitarian
imperative and human rights (Youde 2016; Davies
2009). During a public health crisis a political concern
with security might also be invoked as a justification for
measures, such as border controls, travel restrictions, and
quarantine, that can carry negative social consequences.
When targeted at specific groups or populations these
measures can be stigmatizing, can diminish support for
contributing to response efforts in the worst affected
areas, and are not always proportional or supported by
scientific evidence (Presidential Commission for the
Study of Bioethical Issues 2015; Miles 2015).

Political concern with health security often also
goes hand in hand with the pharmaceuticalization of
public health threats, where pursuit of “magic bul-
let” interventions can eclipse political engagement
with the underlying socioeconomic issues that con-
tribute to the causes of the crisis (Davies 2008). A
pharmaceutical intervention focusing on “a precise
target in a circumscribed event with direct security
relevance for domestic populations” will be an eas-
ier sell politically than a long-term commitment to
addressing “complex socioeconomic problems
whose domestic relevance is uncertain” (Roemer-
Mahler and Elbe 2016, 493). Moreover, where a
health security threat has been identified, an “excep-
tional policy space” opens up in which key norms
and rules governing the development and approval
of pharmaceutical interventions can be modified to
expedite an effective and politically acceptable re-
sponse to the threat (Roemer-Mahler and Elbe 2016,
495; Edwards 2013).

Ironically the politicization of public health emergen-
cies in each of these three ways obscures the fact that the

true causes of these events are themselves political. The
factors that contributed to the scale and spread of the
2014–2016 Ebola epidemic in west Africa, for example,
must be understood as deeply rooted in a historical and
political context that includes civil war, political insta-
bility, decades of underfunding of public services fol-
lowing structural adjustment programmes imposed by
global institutions like the International Monetary Fund
and World Bank, corruption, extreme economic in-
equality, increased urban population density and slums,
and exclusion of large parts of the population from
institutions of governance and formal healthcare
(Alexander, Sanderson, and Marathe 2015; McPake
et al. 2015; Wilkinson and Leach 2015).

Urgency

Urgency is a sense of imminent danger or accelerating
threat that manifests in public health emergencies as
both temporal urgency and moral urgency. Temporal
urgency, generated by the speed and spread of an epi-
demic or crisis event, and the threat it poses to other
communities or countries, encompasses the need to
control an epidemic. A focus on health security fuels
temporal urgency by promoting “the perception of an
immediate, potentially irreversible danger that creates a
perceived need for rapid response” (Roemer-Mahler and
Elbe 2016, 492). The combined force of an urgent
security threat again drives a focus on biomedical solu-
tions to a crisis, rather than on longer-term policy op-
tions that engage with the socioeconomic and political
factors that contribute to global public health emergen-
cies (Roemer-Mahler and Elbe 2016). Temporal urgen-
cy can mobilize resources for research during an emer-
gency, facilitate its rapid implementation in the face of
bureaucratic and other logistical obstacles, and foster
innovation and multidisciplinary collaboration. Howev-
er, it can also lead to a focus on a narrow set of outcomes
and oversimplification of what is required to achieve
those outcomes, privileging short-term solutions to the
most visible or acute manifestations of crisis over those
that address its fundamental causes.

Moral urgency is driven by humanitarian concerns
and has ethical implications for decisions about how and
where resources should be used. For example, the ethics
advisory panel to WHO during the 2014–2016 Ebola
epidemic argued that the high case-fatality rate of the
disease, and lack of any existing treatments, ethically
justified use of experimental pharmaceutical
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interventions that had not previously been tested in
humans (World Health Organiztion (WHO) 2014).
Moral urgency makes ethically palatable a treatment
and research pathway that might otherwise be question-
able by established medical and research ethics stan-
dards. Similarly, when researchers debated the use of
orthodox clinical trial design for experimental treat-
ments for Ebola, notably randomization to placebo, they
prioritized the moral urgency of providing the treat-
ments to as many patients as possible over competing
ethical considerations (Adebamowo et al. 2014; Sissoko
et al. 2016).

Uncertainty

Uncertainty reflects either a lack of relevant information
(epistemic uncertainty) or a lack of clarity about the best
or most appropriate course of action (moral uncertain-
ty). Both are paradigmatic of public health emergencies.
Scientific uncertainty, a form of epistemic uncertainty
present in all public health practice and research, may be
amplified or managed differently in emergencies where
(it is perceived that) there is little time to adjudicate it
through standard processes. The drive to resolve episte-
mic uncertainty through clinical research can in turn
create moral uncertainties, particularly about what types
of research are needed, feasible, and ethical under the
circumstances. In some public health emergencies the
epistemic uncertainty perceived to be most pressing
surrounds the safety and effectiveness of novel or ex-
perimental interventions. During the 2014–2016 Ebola
epidemic epistemic uncertainty gave rise to moral un-
certainty about the appropriate design of clinical trials
(Calain 2018; Caplan, Plunkett, and Levin 2015). Some
argued that although effectiveness was uncertain, the
comparative certainty of death for those infected with
Ebola justified giving experimental interventions to as
many patient participants as possible, rather than ran-
domizing some to a control arm (Adebamowo et al.
2014). Others argued that existing uncertainty about
potential benefits or harms provided the ethical justifi-
cation for randomization (Cox, Borio, and Temple
2014; Dawson 2015). The debate over trial design also
obscured other moral uncertainties raised by the pro-
posed trials, such as whether patients and communities
in extremis could understand that the research would be
unlikely to benefit them, could evaluate the value of this
research, or could meaningfully consent to participate.

Fear

Public and political support for public health is connect-
ed to fear, particularly fear of disease agents that origi-
nate elsewhere and pose an existential threat to a partic-
ular way of life, the fear “that what is ‘over there’ could
come ‘here’” (Garrett 2000,13). Dramatic events, such
as a disease outbreak or bioterrorist attack, create a
“policy window” for public health, in which fear sur-
rounding the event focuses public and legislative atten-
tion on public health activities (Avery 2014).

Yet fear can also be manipulated. Some have argued
that during the 2014–2016 Ebola west Africa epidemic a
politics of fear was used to justify short-term response
efforts designed more to quell domestic fears of infec-
tion in countries outside the affected area than to address
the deeper causes of the epidemic at its source. Global
fears about state failure, risks to regional and global
security, and the spread of infection beyond west Africa
drove global response efforts with largely self-serving
goals – i.e., to stop what is ‘over there’ from coming
‘here.’ (McInnes 2016). The pursuit of self-interested
protection by states is evident time and again as global
health crises emerge (Davies 2009). Moreover, response
efforts driven by fear and immediate self-preservation
lack the sustained levels of political commitment needed
to extend into the more complex territory of addressing
the background conditions that give rise to infectious
diseases (Nunes 2017; Davies 2009; Youde 2016). It
was noted that during the 2018–2020 Ebola outbreak in
eastern Democratic Republic of the Congo Western
media attention on the region was largely driven by fear
of the spread of Ebola beyond Africa, rather than con-
cern for the Congolese people. Any such concern would
have motivated attention and intervention on the condi-
tions in the region long before that outbreak (Karan
2018).

Fear and desperation in the face of a public health
emergency can heighten political and other societal and
institutional pressures to take rapid action. While rapid
action might be appropriate, the hopelessness and de-
spair that characterize a state of desperation can create
pressure to act without sufficient consideration of feasi-
bility or available information or even to pursue action
that is not supported by available scientific evidence.
Desperation can distort the force of compassion and
give any possibility of rescue the weight of a moral
demand (Caplan 2015). This weight was reflected in
the WHO ethics advisory panel’s conclusion that
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deploying experimental interventions in the context of
the Ebola epidemic in west Africa was not simply eth-
ically permissible but “an ethical imperative”
(World Health Organization (WHO) 2014, 5).

Fear and desperation can also distort both patients’
and health workers’ motivations for participating in
clinical research during a public health emergency. Po-
tential participants are more vulnerable in this context to
the therapeutic misconception or the mistaken belief that
participating in research will, or is intended to, benefit
them individually, that its purpose is therapeutic rather
than scientific (World Health Organization (WHO)
2016a; Henderson et al. 2007). This may be
compounded or expressed differently in settings in
which research is uncommon, access to education is
limited or in relation to other contextual factors
(Bhutta 2004). This misconception is not limited to
participants but can be mutually reinforced among com-
munities, policymakers, and researchers, reflecting the
understandable desire to find solutions to urgent public
health problems and alleviate suffering. In an emergen-
cy context, research participants are also vulnerable to a
“humanitarian misconception,” in which research is
conflated with aid, leading individuals to believe that
they must participate in research in order to receive aid
(O’Mathuna 2015). In the chaotic and terrifying envi-
ronment of a major public health emergency, humani-
tarian and therapeutic misconceptions are exacerbated,
as multiple organizations become involved in providing
aid, conducting research, or both, and humanitarian and
scientific goals are conflated.

Part II: Ethical Concerns

Taken together, politicization, urgency, uncertainty, and
fear create pressure to address the most visible targets of
immediate crisis events. As was evident during the
2014–2016 Ebola epidemic this pressure can signifi-
cantly contribute to a surge in research endeavours
trying to take advantage of particular, sometimes
unique, circumstances. Some of these endeavours bear
fruit, others do not.

These four conditions create pressure to focus on
research and development of biomedical interventions
and so drive what might be called an “R&D turn” in
global PHE response. The R&D turn raises two ethical
concerns. First, it risks diverting attention from other
important public health goals, absorbing both the

financial resources and the political will of wealthy
nations that could otherwise be invested in improving
the health conditions of the world’s poor. Historians
note that time and again public health crises fade from
public consciousness once the immediate crisis is over,
and the social and public health conditions that gave rise
to them remain unchanged (Markel 2004; Youde 2016).
Whereas research and development of biomedical inter-
ventions provides a concrete target at which wealthy
nations can direct their global health resources, efforts
to improve health infrastructure and build universal
basic healthcare are complex, amorphous, and possibly
limitless by comparison and therefore a harder sell po-
litically. Yet these are precisely the investments that are
needed to prevent public health crises and, importantly,
to ensure that any new intervention can be effective.
New interventions are an important public health tool,
but their practical success stands or falls on the existence
of a health system that can deliver them safely. Func-
tioning and robust health systems, even if limited, are
essential to preventing epidemics (McDermott 2018).

Second, as a response to the demands of global health
justice the R&D turn is inadequate. In itsR&DBlueprint
for Action to Prevent Epidemics the WHO states that
factors such as more frequent travel, globalized trade,
and greater interconnectedness between countries make
infectious disease outbreaks “as inevitable as they re-
main unpredictable” (World Health Organization
(WHO) 2016b). Yet these factors are at best secondary
to the structural and systemic vulnerabilities within pop-
ulations that are the real drivers of infectious disease
outbreaks. Poverty, lack of access to healthcare,
impoverished health infrastructure, and political insta-
bility are just some of the significant causal factors for
which the R&D blueprint offers no solutions. The secu-
ritization of global public health that helps drive
“pharmaceuticalization” and the magic bullet narrative
obscures other important reasons why people care about
and work to improve it, such as a humanitarian imper-
ative, and a desire to tackle root causes and improve
living conditions more broadly (Davies 2009; Youde
2016). Global public health is underpinned by a funda-
mental commitment to health equity, which in turn
reflects a commitment to justice in the social and eco-
nomic systems in which people live. While the lack of
safe, effective interventions for diseases like Ebola is
unjust, reflecting a gross inequity between what is avail-
able to meet the health needs of the global rich versus
the global poor, the R&D turn risks neglecting the
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arguably prior issues of justice that are critical to the
prevention of public health crises. It also risks obviating
the collective social responsibility of wealthy nations
and global health funders to commit to a public health
approach that will improve the health conditions of the
world’s poor, and, in turn, global health, “which is good
for everyone, no matter where they live” (Markel 2014,
636).

The WHO’s ethical green light for making experi-
mental interventions available to patients was the impe-
tus for much of the clinical research that was conducted
during the 2014–2016 Ebola epidemic in west Africa.
While some bioethicists criticized the WHO for “point-
less grandstanding in the face of a pandemic that requires
a public health response” (Schuklenk 2014), the emerg-
ing debate was not whether to conduct clinical trials of
experimental Ebola interventions but how to conduct
them (Caplan, Plunkett, and Levin 2015; Schopper
et al. 2017). While trial design, fair access, regulatory
issues, and protocol approval processes are important
ethical issues to consider in any clinical research, these
debates obscured the fact that the trials would almost
certainly yield few benefits during the 2014–2016 epi-
demic and that the epidemic would likely wane before
there were sufficient data to evaluate the efficacy or
effectiveness of the interventions. This discourse also
obscured the fact that even if such interventions proved
efficacious, their public health success would directly or
indirectly rely on fundamental public health measures
such as case finding, contact tracing, and more generally,
in building public trust. Without extensive work in af-
fected communities to build both public health infrastruc-
ture and trust, no single intervention can end an epidemic
or prevent another one, a lesson that has been learned and
relearned in numerous contexts.

The power of the magic bullet narrative is such that
these concerns and logistical issues are often marginal-
ized, obscured by the political appeal of a “win” or a
“solution.” Also marginalized is the recognition that the
primary causes of global health crises are typically not
amenable to narrowly-focused scientific or technologi-
cal solutions (Degeling, Johnson, and Mayes 2015).
Deeply entrenched poverty, created by decades—life-
times—of social injustice at an individual, national, and
international level, will continue to create the circum-
stances for further disease epidemics. Certainly, effec-
tive vaccines and biomedical therapies for infectious
diseases are an invaluable contribution to global public
health, but their effectiveness depends on a

comprehensive public health strategy that includes
building infrastructure and trust related to their imple-
mentation. In the absence of a long term, global effort to
address the underlying conditions that create public
health crises in impoverished regions, infectious dis-
eases will continue to outstrip our capacity to deal with
them using biomedical interventions alone (Patel and
Phillips 2015). Nor are these concerns limited to low-
resource contexts. The devastating and disproportionate
impact of the COVID-19 pandemic on persons of colour
in the United States has been blamed, at least in part, on
long-standing social, economic, and health inequities,
and a healthcare system inaccessible to many (Gostin
2020; Centers for Disease Control and Prevention
2020).

It might be argued that since the underlying political
and economic conditions and deeper structural causes of
public health emergencies cannot be solved rapidly, a
push for greater efforts towards R&D is both expedient
and ethically required to relieve as much immediate
suffering as possible. While this argument makes some
sense from within the “crisis mentality” of a public
health emergency, characterized, as described above,
by politicization, urgency, uncertainty, and fear, it does
not obviate the need, even the obligation, to engage with
these structural causes. The danger of the argument from
expediency is that the underlying conditions and struc-
tural causes of PHEs are left to founder in the “too hard”
basket, or repeatedly relegated to a future non-
emergency time period that will never arrive, given that
urgent public health crises fuelled by unjust social and
economic arrangements occur continuously. Global
PHE response should be construed broadly, to include
not only the reactive response to an immediate (and
visible) crisis event but also the long-term response to
the ongoing, underlying crisis of which the immediate
event is just the latest instantiation.

Reflecting back on the immense pressure emerging
and re-emerging infectious diseases placed on global
public health infrastructure at the end of the twentieth
century, Laurie Garrett notes that the goal of shoring up
that infrastructure to deal with future crises “could not
be a technological quick fix. Rather, society needed to
take aim at a far more complex—and elusive—target,
comprised not just of the fruits of scientific labor but
also of politics, sociology, economics, and even ele-
ments of religion, philosophy, and psychology”
(Garrett 2000, 3). Public health and humanitarian crises
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highlight our ongoing failure to hit this target in the
twenty years since Garrett described it.
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