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EDITORIAL

Building trust during COVID 19: Value-driven and
ethical priority-setting
On 21 April 2020, President Ramaphosa announced a ZAR20 billion
addition to the health budget as a result of the COVID-19 pandemic
in South Africa (SA).[1] This represents an additional 10% of the
current national 2019/20 budget of ZAR222 billion.[2] The specifics of
this budgetary increase remain to be seen, but with the pandemic in
SA straddling the financial year end when budgetary allocations are
made, many important questions arise.
These questions include whether the ZAR20 billion will be
included in the equitable share for provinces to utilise according
to provincial priorities, or whether it will be allocated as a special
conditional grant related to COVID-19 activities. Further to this
would be decisions around the use of funding to ensure that health
services affected by COVID prioritisation activities are supported
and whether funds would be used to redirect some services – for
example, shifting immunisation temporarily from a facility-based
service to a community outreach programme until the health service
is able to balance the influx of COVID patients with the current
services it renders.
As novel as this virus and its implications are, the decisions detailed
above are not – they are examples of the resource allocation and
priority-setting decisions all countries have to make on an annual and
ongoing basis as the burden of disease and the country’s needs evolve.[3]
In a resource-constrained country such as ours these decisions are
even more important, as their potential opportunity costs may have
dire effects on other services and government sectors. The difference,
however, is that under normal circumstances, decision-makers have
time to undertake a deliberate process with the benefit of data and
scientifically rigorous information, even if this is not always done.
Given the changes our planet is seeing in terms of globalisation
and climate change, we have every reason to believe that the COVID19 pandemic, like natural disasters, will not be the last, or the most
severe. The decision-making process for the allocation of resources
during times of crisis does not have the benefit of time and perfect
processes. It is therefore imperative that a reliable but rapid process
for resource allocation, similar to that utilised for mass incidents, be
developed for decision-making in pandemic healthcare, where the
needs of the many outweigh the needs of the few.
The exact decision-making process will require the co-ordination
of multiple stakeholders, with differing interests and objectives,
around a particular set of actions, but through our work as a decision
science unit, some lessons have emerged that may be beneficial to
this process. One important element in decision-making is the oftutilised economic evaluation. While these evaluations are sometimes
underpinned by assumptions based on imperfect information, they
are a quantitative, replicable method that can spell out relative costs
and benefits for a given population.
As transparent as economic evaluation may be, context-specific
priority-setting dictates that decisions not be made on technical
grounds alone. Processes need to be deliberately informed by
legitimate priorities that are ethical and reflect public values, even
if they cannot be wholly determined by them. In the face of
rising deaths, whether from public health emergencies or ongoing
epidemics from non-communicable diseases, tuberculosis and HIV,
one could argue that decisions that acknowledge social values
alongside costs are more acceptable to populations, especially when
people value a fair chance at benefit.[4,5]

To this end, we propose two complementary approaches to augment
decisions around resource allocation during a pandemic; these are
community participation and explicit ethical consideration. Many
frameworks exist for the inclusion of ethical principles and values in
priority setting. The World Health Organization recognises justice,
utility, beneficence, liberty, reciprocity, solidarity and respect as key
principles to guide decision-making in the event of an outbreak. [4,6]
In a similar vein, our National Health Insurance White Paper[7]
is built around the principles of right to access, solidarity, equity,
affordability, appropriateness and health as a public good, a concept
even more pertinent during this pandemic, where we hope to
reap health benefits from social solidarity measures undertaken by
others. In order to marry ethical principles and values important to
a society with the dynamics and urgency associated with a public
health emergency, an explicit process for the consideration of
these intricacies will need to be undertaken with key stakeholders,
including communities.
Community participation has long been recognised as a method
to not only involve communities in the decision-making process
but empower them towards active participation in and control of
their health.[8] In responding to and recovering from public health
emergencies, communities mobilise extensively to assist the most
vulnerable, and the value of their experiences on the ground should
not be dismissed when allocating resources for health interventions. To
continue the example of facility- v. community-based immunisation,
pure economic analyses may favour the continuation of facility-based
services. However, consideration of equity and access during a public
health emergency may shift decisions towards outreach services, and
ensuring community participation will build social acceptance and
trust in the new approach.
As SA moves into its third month of the outbreak, we recognise
the need for fairly rapid, well-informed decision-making in our
current context, and we appreciate that the scientifically driven
public health approach to COVID-19 has bolstered public trust
in some interventions while lack of transparency has hampered
others. We urge our decision-makers to utilise the lessons from this
experience and other issues of public health importance to move
towards a process of prioritisation for future emergencies and routine
healthcare that draws on a values-based, community-involved and
context-specific approach.
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