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Editorial:	Medical	ethics	in	
practice	and	in	literature	
Although,	 in	 the	midst	 of	 immediate	medical	 ethics	
crises,	 it	may	 seem	 that	 the	 issues	 raised	 are	 novel	
and	 unprecedented,	 one	 of	 the	 important	 ethical	
issues	 is	 the	 necessity	 to	 draw	 from	our	 traditions,	
culture	and	social	context,	 in	order	to	resolve	moral	
dilemmas	 that	 we	 face	 in	 medical	 ethics.	 In	 this	
issue,	 we	 have	 a	 couple	 of	 papers	 examining	 	 the	
COVID-19	 pandemic	 and	 challenges	 that	 it	 raised,	
from	Pakistan	and	Nigeria.		
No	 matter	 where	 we	 live,	 it	 is	 important	 for	

people	 in	 the	medical	 system	 to	 raise	 fundamental	
issues	of	preservation	of	autonomy	and	protection	of	
persons,	 and	 doing	 good.	 Medical	 themes	 are	
explored	 in	 many	 different	 literature,	 and	 in	 this	
paper	the	question	of	the	issues	raised	by	desperate	
mothers	 and	 mad	 scientists	 by	 Asai	 et	 al.	 is	 quite	
fascinating.	We	 can	 see	 this	 issue	 also	 raised	when	
we	have	questions	 such	as	 the	debate	over,whether	
or	 not	 to	 start	 human	 gene	 editing,	 as	was	 seen	 in	
the	 Qirst	 trial	 in	 China.	 Although	 that	 issue	 has	 not	
really	 been	 resolved,	 but	 just	 postponed,	 we	 can	
continue	 to	 beneQit	 from	 an	 expansion	 of	 such	
depictions	in	television,	movies,	and	other	media.		
Human	beings	always	have	to	balance	what	is	the	

safety	 and	 what	 is	 beneQicence.	 It’s	 no	 coincidence	
that	balancing	 is	also	really	 the	 fundamental	ethical	
principle.	 As	 human	 beings	 we	 will	 always	 make	
mistakes	 and	 is	 there	 anything	 in	 the	 regulatory	
system	that	will	protect	everyone	all	the	time?	It's	in	
these	broad	 issues	that	 that	we	see	explored	 in	this	
the	 papers	 in	 this	 journal,	 and	 we	 need	 further	
debate	on	these	topics	in	the	coming	years.	We	have	
to	build	upon	the	wisdom	of	all	who	wrote	before,	as	
in	 the	 famous	 saying,	we	 stand	on	 the	 shoulders	 of	
giants.	
Thank	you	 for	 those	who	have	renewed	 their	

subscriptions	 to	 EJAIB	 and	 looking	 forward	 to	
meeting	you	 in	person	at	 the	ABC22	Conference	
in	Kuala	Lumpur,	Malaysia,	15-17	May	2023!	 	 	 -	
Darryl	Macer 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Abstract	
The	 purpose	 of	 this	 paper	 is	 to	 point	 out	 serious	
problems	 related	 to	 patient	 safety	 in	 the	 modern	
Chinese	medical	 setting	 and	discuss	how	 to	 resolve	
them,	 based	 on	 an	 analysis	 of	 a	 hypothetical	 event	
created	 in	 reference	 to	 actual	 experiences	 and	 the	
latest	 literature.	 In	 this	 case	 study,	 a	 hypothetical	
scenario	 is	 presented	 in	 which	 three	 doctors	 treat	
three	patients	in	a	particular	department	and	all	the	
patients	 die	 within	 24	 hours.	 After	 presenting	 the	
hypothetical	case,	 I	examine	the	problems	 involving	
the	 doctor's	 practice	 system	 and	 clinical	 education,	
communication	 among	 relevant	 personnel,	 the	
discharge	 policy,	 physician	 well-being,	 and	
uncertainty	in	medicine.	I	argue	that	serious	harm	to	
current	 and	 future	 patients	 is	 inevitable	 if	 these	
conditions	are	allowed	 to	persist	 and	conclude	 that	
new	patient	safety	approaches	are	needed	to	resolve	
these	problems	in	China.	

Introduction	
As	a	patient	safety	manager,	I	often	feel	deep	sorrow	
and	 regret	 from	 witnessing	 the	 sudden	 death	 of	
many	 patients	 caused	 by	 medical	 errors	 and	 the	
great	 loss	experienced	by	their	 families.	 I	have	seen	
situations	in	which	a	medical	error	also	damages	the	
well-being	of	the	doctor	who	committed	the	error.		

A	recent	study	claimed	that	the	causes	of	medical	
malpractice	 are	 complicated	 and	 fundamentally	not	
a	"bad	apple"	problem,	but	rather	a	problem	faced	by	
competent	healthcare	providers	working	in	a	broken	
system	 that	 does	 not	 prioritize	 safety;	 signiQicant	
errors	 should	 be	 thoroughly	 investigated	 by	 a	 root	
cause	analysis	 (RCA),	 seeking	system	problems	 that	
merit	improvement	[1].	

A	 signiQicant	 amount	 of	 work	 has	 been	 done	 to	
promote	 patient	 safety,	 and	 yet,	 evaluation	 of	 the	
effects	of	 this	work	yields	primarily	 frustration	and	
disappointment.	The	occurrence	of	medical	errors	is	
no	 new	 trend,	 and	 their	 frequency	 has	 generally	
increased.	 Somehow	 the	 same	 or	 similar	 medical	
errors	 have	 a	 way	 of	 repeating	 themselves.	 Most	
Chinese	 people,	 including	 myself,	 have	 always	
insisted	 that	 medical	 errors	 are	 mainly	 due	 to	
human	 error,	 including	 the	 doctors'	 lack	 of	
responsibility,	communication	ability	and	skills,	and	
vigilance.	In	the	past,	we	have	spent	signiQicant	time	
reviewing	 the	 Qlaws	 in	 the	 treatment	 process,	 i.e.,	
medication	 error,	 postoperative	 remaining	 sponges,	
infections,	or	skin	burns	in	operating	rooms.	Doctors	
involved	 in	 medical	 malpractice	 face	 possible	

suspension	from	work,	and	may	even	be	transferred	
out	 of	 their	 department,	 which	 may	 harm	 their	
future	 career	 success.	 In	 recent	 years,	 some	
strategies	and	tools	aimed	to	improve	patient	safety	
have	 been	 introduced,	 including	 items	 such	 as	
incident	 reporting	 systems,	 root	 cause	 analysis	
(RCA),	and	even	the	PDCA	cycle	(plan,	do,	check,	act).	
Unfortunately,	 I	would	 argue	 that	many	people	 still	
do	not	fully	understand	the	essence	and	signiQicance	
of	these	safety	tools.	Little	emphasis	has	been	placed	
on	 system	 improvement,	 which	 means	 that	 more	
paperwork,	 rather	 than	 action,	 has	 been	 generated	
by	 these	 efforts	 [2,3].	 Even	 less	 emphasis	 has	 been	
placed	 on	 doctors’	 attitudes	 toward	medical	 errors	
[4,5].	 All	 these	 factors	 have	 prevented	 us	 from	
identifying	the	true	root	causes	of	medical	errors.				

In	 this	 paper,	 I	 present	 a	 situation	 involving	
inadequacies	 in	 the	physician’s	practice	and	clinical	
education,	 poor	 communication	 among	 those	
involved,	a	problematic	discharge	policy,	a	damaged	
sense	 of	 well-being	 of	 the	 doctor	 due	 to	 overwork	
and	burnout,	 the	uncertain	nature	of	medicine,	 and	
Qinally,	 the	 added	 impact	 of	 Chinese	 society	 and	
culture.	 In	my	discussion	of	 the	 implications	of	 this	
situation	 on	 patient	 safety,	 I	 argue	 that	 if	 such	 a	
situation	 persists,	 serious	 harm	 to	 present	 and	
future	patients	is	inevitable.	I	also	maintain	that	it	is	
unfair,	 irrational,	 and	 even	 unscientiQic	 to	 place	 the	
entirety	of	the	blame	on	the	individual	doctors	who	
committed	the	medical	errors	as	a	main	cause	of	the	
error	 and	 the	 patient’s	 resulting	 predicaments.	 I	
conclude	that	new	approaches	to	patient	safety	that	
contribute	 to	 the	 resolution	 of	 these	 problems	 are	
urgently	needed	to	achieve	and	sustain	safe	medical	
practices	 in	 Chinese	 healthcare.	 The	 case	 I	 present	
here	 is	 a	 hypothetical	 scenario,	 synthesized	 from	
many	past	cases	I	have	encountered	during	my	many	
years	 of	 experience	 as	 a	 patient	 safety	 manager.	
Importantly,	 the	 issues	 implied	 by	 this	 Qictional	
scenario	 are	 real.	 I	 will	 develop	 my	 arguments	 by	
using	 additional	 Qictional	 information	 in	 my	
discussion.	

Hypothetical	medical	malpractice	cases	involving	
three	doctors	and	three	patients	
First,	 I	 brieQly	 describe	 the	 doctors	 and	 patients	
involved.	 The	 following	 three	 doctors	 belong	 to	 the	
Department	of	Emergent	Surgery	(DES)	of	Teaching	
Hospital	 X.	 Doctor	 A	 is	 the	 Head	 of	 the	 DES	 with	
roughly	30	years	of	clinical	experience.	Doctor	B	is	a	
full-time	doctor	in	the	DES	with	roughly	20	years	of	
clinical	experience,	 subordinate	 to	Doctor	A.	Doctor	
C	is	a	full-time	doctor	in	the	DES	with	approximately	
10	 years	 of	 clinical	 experience,	 subordinate	 to	
Doctor	B.	

The	 following	 three	 patients	 visit	 the	 DES	 of	
Teaching	Hospital	X,	where	Doctors	A,	B,	and	C	work,	
one	 after	 the	 other,	 from	 early	 morning	 to	 early	
afternoon	 on	 the	 same	 day.	 All	 patients	 are	
accompanied	 by	 several	 family	 members,	 but	 the	
family	members	have	not	received	a	full	explanation	
from	the	doctors	about	the	patient	conditions.	
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Patient	D	is	30	years	old,	brought	to	the	DES	due	
to	 a	 stab	wound	with	 a	 sharp	piece	 of	metal	 in	 the	
neck.	Patient	E	 is	50	years	old,	came	to	the	hospital	
with	 acute	 abdomen,	 is	 febrile	 and	 complaining	 of	
abdominal	 pain;	 urgently	 admitted	 to	 the	 DES.	
Patient	 F	 is	 70	 years	 old,	 was	 discharged	 from	
Teaching	 Hospital	 X	 after	 undergoing	 surgery	 for	
colorectal	 cancer	 in	 another	 department.	 Half	 a	
month	 later,	 the	 patient	 developed	 gastrointestinal	
bleeding	and	was	treated	for	more	than	one	week	at	
the	 Department	 of	 Internal	 Medicine	 of	 Teaching	
Hospital	 X.	 However,	 as	 the	 bleeding	 could	 not	 be	
controlled,	the	patient	was	transferred	to	the	DES.	

Patient	 D	 is	 transported	 to	 the	 DES	 on	 the	
weekend.	Doctor	C	 is	on	duty	and	provides	 Qirst	aid	
and	reports	 the	patient	condition	to	Doctor	B	when	
he	 arrives	 at	 work.	 Doctor	 B	 instructs	 Doctor	 C	 on	
treatment	 and	 follow-up	 for	 Patient	 D,	 then	 begins	
emergency	 surgery	 on	 Patient	 E.	 Doctor	 B	 has	
recently	been	in	poor	health	due	to	overwork.	

Doctor	A	then	instructs	Doctor	C	by	telephone	to	
follow	a	different	 treatment	plan	 for	Patient	D	 than	
that	 prescribed	 by	 Doctor	 B,	 and	 Doctor	 C	 follows	
Doctor	 A's	 instructions	 to	 treat	 Patient	 D.	 Doctor	 A	
does	 not	 examine	 Patient	 D	 directly	 but	 gives	 his	
instructions	 to	 Doctor	 C	 after	 receiving	 a	 direct	
telephone	call	from	Patient	D's	family.	At	this	point,	a	
detailed	 investigation	 of	 Patient	 D's	 neck	 puncture	
site	is	not	performed.	

Doctor	 B's	 surgery	 on	 Patient	 E	 is	 completed	 a	
few	hours	later,	but	postoperative	bleeding	leads	to	a	
second	 emergency	 surgery.	 Patient	 E	 is	 given	
intensive	 care	 after	 surgery,	 but	 the	 condition	 is	
unstable.	

Doctors	B	and	C	are	responsible	for	Patient	E	and	
newly	 transferred	 Patient	 F;	 both	 doctors	 are	 busy	
treating	these	two	patients,	and	consequently,	delay	
their	observations	of	Patient	D.	

The	 conditions	of	Patients	D	and	E	worsen,	 and	
they	die	 from	massive	bleeding,	one	after	 the	other,	
despite	treatment	by	Doctors	B	and	C.	Neither	of	the	
patient	 families	 can	 accept	 the	 patient	 deaths	 and	
refuse	to	leave	the	hospital	with	the	deceased;	their	
bodies	are	therefore	kept	in	the	hospital	ward.		

Doctors	 A	 and	 B	 operate	 on	 Patient	 F	 to	 stop	
their	 gastrointestinal	 bleeding.	 However,	 the	
patient's	 condition	 worsens	 after	 the	 surgery	 and	
the	patient	dies.	Neither	doctor	was	informed	of	the	
details	of	the	cancer	resection	surgery	that	had	been	
performed	a	month	earlier	in	another	department	of	
Teaching	 Hospital	 X,	 nor	 were	 they	 informed	 of	
Patient	 F's	 behavior	 prior	 to	 the	 occurrence	 of	 the	
bleeding	 (i.e.,	 failure	 to	 follow	 home	 bed	 rest	
instructions).	

Subsequently,	 Doctor	 B	 becomes	 involved	 in	
medical	disputes	concerning	Patients	D,	E,	and	F.	It	is	
determined	 that	 the	 deaths	 of	 the	 three	 patients	
were	 caused	 by	 Doctor	 B's	 errors	 in	 his	 surgery,	
rapid	 deterioration	 of	 the	 patient	 conditions,	 and	
lack	of	disclosure	on	the	part	of	Patient	F	about	poor	
compliance	 to	 medical	 instructions.	 Doctor	 B's	
practice	is	suspended.	

Discussion	
1.	 Problems	 with	 the	 doctor’s	 practice	 system	
and	training	
China's	medical	system	has	several	serious	problems	
[6].	 The	 doctors	 practice	 in	 a	 three-level	 doctor	
round	 system,	 which	 coexists	 with	 the	 attending	
doctor	 round	 system	 in	 China	 [7].	 The	 former	 was	
designated	 in	 1982	 and	 gradually	 implemented	
thereafter.	 The	 system	 is	 composed	 of	 residents,	
attending	 doctors,	 and	 (associated)	 chief	 doctors.	
The	department	director	makes	rounds	once	a	week	
and	 the	 attending	 doctors	 do	 so	 at	 least	 twice	 a	
week;	residents	make	rounds	at	varying	times	as	the	
situation	demands.	 In	 the	 three-level	 round	system,	
there	 are	 three	 main	 shortcomings	 [8,9]:	 First,	 the	
department	 director	 is	 the	 person	 in	 charge	 of	 the	
administration	and	business	of	the	department,	and	
cannot	 spend	 enough	 time	 and	 energy	 on	 the	
patients,	which	not	only	leads	to	rounds	becoming	a	
formality	 without	 signiQicance,	 but	 increases	 the	
patient	 safety	 risks;	 second,	 junior	 doctors	 often	
contact	patients	but	have	no	decision-making	power;	
third,	 the	 growth	 of	 junior	 doctors	 is	 hindered,	
which	 is	 not	 conducive	 to	 the	 cultivation	 of	
intermediate	 strength	 in	 hospitals.	 Although	 the	
latter	 system	 (composed	 of	 one	 team	 leader,	 one	
attending	 doctor,	 and	 one	 to	 four	 residents)	makes	
up	 for	 the	 shortcomings	 of	 the	 former	 to	 a	 certain	
extent,	 some	 problems	 still	 exist	 in	 the	 clinical	
practice.	 First,	 the	 cohesion	 of	 the	 department	 and	
teamwork	 of	 the	 whole	 department	 is	 low	 [10];	
second,	 “management	 blind	 spots”	 are	 created,	
increasing	 patient	 risk;	 third,	 problems	 emerge	
regarding	 qualiQication	 assessment,	 ability	 and	
employment	of	the	team	leader,	and	the	assessment	
of	the	medical	team	[11].	

It	can	be	argued	that	treatment	for	Patient	D	was	
delayed.	 The	 patient	 should	 have	 been	 able	 to	
survive.	I	cannot	help	but	think	that	the	patient	was	
unlucky	because	they	required	care	on	an	extremely	
busy	 weekend.	 As	 mentioned	 above,	 the	 three	
medical	 accidents	 occurred	 on	 the	 same	 weekend.	
Only	 one	 doctor	 was	 on	 duty	 in	 each	 department	
over	the	weekend,	when	the	three	patients	required	
hospitalization	 and/or	 surgery.	 Clearly,	 this	 was	
destined	 to	 be	 a	 very	 busy	 weekend,	 and	 many	
uncontrollable	 factors	 contributed	 to	 the	 bad	 luck.	
Several	 points	 are	 worth	 considering:	 Qirst,	 it	 is	 a	
reality	 that	 health	 workforce	 is	 lacking	 in	 both	
quality	 and	 quantity.	 The	 team	 has	 only	 one	
associate	 chief	 doctor	 (team	 leader),	 one	 attending	
doctor,	 and	 one	 resident.	 The	 lack	 of	 medical	
resources	 and	 uneven	 regional	 distribution	 is	 a	
global	problem;	however,	this	is	not	the	key	point	of	
these	 issues.	 While	 there	 is	 certainly	 a	 marked	
decrease	 in	 the	number	of	doctors	 in	China	relative	
to	 those	 in	 other	 developed	 countries,	 China’s	
shortage	 is	 not	 the	 most	 serious.	 The	 number	 of	
doctors	per	10,000	people	 in	China	was	19	 in	2012	
[12]	 and	 30	 in	 2021	 [13].	 As	 a	 comparison,	 the	
density	of	medical	doctors	was	highest	 in	European	
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region	 around	 43	 per	 10,	 000	 population	 in	 2021	
[14].	Conversely,	the	African	region	remains	with	the	
lowest	 density	 of	 medical	 doctors	 (around	 2	 per	
10,000	 population)	 in	 2021	 [14].	 The	 ambiguous	
amalgamation	 of	 the	 two	medical	 systems	 (leading	
to	 training	 deQiciencies	 among	 junior	 doctors)	 is	
likely	 the	 key	 factor	 causing	 the	 lack	 of	 human	
resources.	Doctor	C	and	other	residents	on	the	team	
could	 neither	 play	 an	 intermediary	 role	 in	 case	 of	
emergency,	nor	get	help	 from	other	 team	members.	
Moreover,	 despite	 their	 frequent	 contact	 with	 the	
patients,	 they	 lack	 decision-making	 authority.	
Furthermore,	 the	 Grading	 Management	 regulations	
stipulate	 that	 senior	 attending	 doctors	 can	 master	
Level	 3	 operations	 (moderately	 difQicult)	 under	 the	
instruction	of	the	doctors	with	a	higher	professional	
title,	 and	 (associated)	 chief	 doctors	 can	 perform	
Level	 4	 operations	 (very	 difQicult).	 However,	 in	
practice,	 most	 of	 the	 operations	 above	 Level	 3	 are	
performed	 by	 (associate)	 chief	 doctors,	 with	
residents	 and	 attending	 physicians	 rarely	 getting	
much	 surgical	 practice.	 This	 explains	 the	 high	
incidence	of	medical	disputes	in	the	surgical	system	
against	 doctors	 with	 a	 higher	 title.	 To	 sum	 up,	
although	 doctors	 technically	 work	 only	 8	 hours	
every	 day,	 the	 care	 for	 patients	 D,	 E,	 F,	 and	 others	
demands	 far	more	 than	 8	 hours.	 This	 imbalance	 in	
circumstances	reQlects	the	contradiction	between	the	
unlimited	 health	 demand	 of	 the	 public	 and	 the	
limited	quantity	of	medical	resources.	

2	The	problem	with	information	transmission	
Even	 though	 transitions	 are	 inevitable	 in	 medical	
care,	 transition	 and	 handoff	 errors	 are	 among	 the	
most	 common	 and	 consequential	 errors	 in	
healthcare	 [1].	The	presence	of	all	 these	 transitions	
and	 handoffs	 makes	 it	 critical	 to	 consider	 how	
information	is	passed	between	healthcare	providers	
and	 patients	 (and	 their	 family	 members).	 In	 the	
clinical	 setting,	 there	 are	 generally	 two	 kinds	 of	
information	 transmission:	 between	 the	 doctor	 and	
patient,	 and	 between	 doctors.	 The	 information	
transmission	can	also	occur	in	the	same	department,	
among	several	different	departments	or	institutions,	
and	 sometimes	after	 the	patient	 is	discharged	 from	
the	hospital.	

In	 China,	 medical	 resource	 availability	 is	 highly	
dependent	 upon	 the	 region,	 the	 setting	 of	 the	 area	
(urban	or	 rural),	 and	population,	which	means	 that	
increasingly	more	 patients	 are	 opting	 to	 visit	 large	
urban	general	hospitals	 in	pursuit	of	better	medical	
services	and	technology.	According	to	data	from	the	
National	Health	Commission	 of	 China,	 in	 developed	
cities,	 i.e.,	 Shanghai	 and	 Beijing,	 out-of-province	
patients	 accounted	 for	 23.19%	 and	 10.58%	 of	 the	
patients,	 respectively	 [15],	 which	 is	 a	 very	 large	
group	 of	 patients.	 When	 patients	 receive	 a	 higher	
level	 of	medical	 care,	 transition	 and	 handoff	 errors	
can	 increase	 patient	 safety	 risks.	 Of	 the	 three	
medical	 malpractice	 scenarios	 presented	 here,	
Patients	 D,	 E,	 and	 F	 all	 experienced	 transition	 and	
handoff	errors,	to	varying	degrees.	

2.1	 Information	 transmission	 problems	 in	 the	
same	department	
Patient	 D	 did	 not	 leave	 the	 ward	 until	 after	 death;	
however,	 there	 were	 at	 least	 Qive	 incidents	 of	
information	 transmission	errors	 related	 to	his	 case:	
1)	 that	 which	 occurred	 between	 Doctor	 C	 and	
Patient	 D,	 2)	 that	 between	 Patient	 D	 and	 Doctor	 A	
(family	members	of	Patient	D	contacted	Doctor	A	by	
phone),	 3)	 that	 between	 Doctors	 C	 and	 B,	 4)	 that	
between	 Doctor	 B	 and	 Patient	 D,	 and	 5)	 that	
between	Doctors	A	 and	C.	 The	 following	 points	 are	
worth	 considering.	 First,	 Chinese	 people	 have	 a	
deep-rooted	 belief	 that	 "it	 is	 easy	 to	 work	 among	
acquaintances"	and	that	they	should	"obey	authority,	
but	not	willingly."	This	would	explain	why	the	family	
contacted	Doctor	A,	as	well	as	some	of	the	behaviors	
exhibited	 by	 Doctors	 B	 and	 C.	 These	 traditional	
cultural	 behaviors	 may	 have	 rendered	 Patient	 D’s	
treatment	 unnecessarily	 complex.	 They	 not	 only	
complicated	the	interpersonal	relationships	between	
superiors	 and	 subordinates	 but	 also	 increased	 the	
number	of	people	 involved	 in	Patient	D’s	 treatment	
to	excessive	numbers.	It	is	also	worth	noting	that	on	
the	 weekend	 when	 Doctor	 A	 was	 resting	 at	 home,	
information	 about	 Patient	 D’s	 condition	 could	 only	
be	 transmitted	 through	Patient	D's	 family	members	
by	 phone.	 Moreover,	 Doctor	 A	 discussed	 the	
treatment	 plan	 for	 Patient	D	with	Doctor	 C	 only	 by	
telephone.	 This	 style	 of	 communication	 could	
increase	the	medical	risk	of	Patient	D.		

Secondly,	 Doctor	 B	 instructed	 Doctor	 C	 to	
observe	 rather	 than	 suture	 the	 wound.	 Doctor	 B	
obviously	 knew	Doctor	 C	 very	well.	 If	 the	 patient's	
neck	wound	 remained	exposed	 for	 several	hours,	 it	
might	 have	 increased	 his	 chances	 of	 survival.	
However,	 in	 this	 scenario,	 there	 was	 no	 effective	
information	 transmission	 among	 the	 three	 doctors	
and	Patient	D’s	family.	Accordingly,	Patient	D’s	family	
called	 Doctor	 A	 again	 to	 express	 that	 they	 did	 not	
understand	Doctor	B’s	treatment	plan,	attempting	to	
exert	pressure	on	Doctors	B	and	C	through	Doctor	A.	
After	receiving	the	second	instruction	from	Doctor	A,	
Doctor	C	quickly	explored	the	wound	and	sutured	it.	
The	effect	of	 the	 telephone	call	between	Patient	D’s	
family	 and	 Doctor	 A	 was	 evident,	 but	 the	
consequence	 was	 fatal.	 Finally,	 when	 Doctor	 B	
learned	that	Patient	D’s	wound	had	been	sutured,	he	
gave	 no	 further	 treatment	 instructions	 to	Doctor	 C.	
This	relates	not	only	to	the	difference	in	status	of	the	
two	doctors	within	the	system	but	also	the	inherent	
inclination	of	Chinese	people	 to	obey	 authority,	 but	
not	willingly	(speciQically,	Doctor	B	obeyed	Doctor	A,	
but	not	willingly,	expressing	silent	deQiance	 through	
passive	 action).	 Doctor	 C	 lacks	 diagnostic	 decision-
making	 authority,	 and	 Doctor	 B	 is	 administratively	
subordinate	to	Doctor	A.	

2.2	 Problems	 in	 information	 transmission	
between	departments	
Patients	E	and	F	were	both	in	serious	postoperative	
conditions	and	needed	 to	be	 transferred	 to	another	
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department.	 Patient	 F	 rotated	 through	 three	
departments,	 one	 by	 one.	 For	 patients	with	 serious	
and	complex	conditions	who	need	to	be	transferred	
to	 another	 department	 or	 another	 hospital	 for	
further	 treatment,	 it	 is	 critical	 that	 their	 disease	
information	 can	 be	 accurately	 and	 effectively	
transmitted	among	the	doctors	caring	for	them.	Data	
from	 the	 United	 States	 show	 that	 nearly	 20%	 of	
patients	 have	 experienced	 adverse	 events	 within	
three	 weeks	 after	 discharge	 [16],	 reQlecting	 the	
correlation	 between	 patient	 transfer	 and	 patient	
safety.	 Family	 members	 of	 Patients	 E	 and	 F	 had	
doubts	 from	 the	 beginning	 to	 the	 end	 concerning	
treatment	 because	 of	 the	 insufQicient	 explanation	
they	received	from	the	doctors,	as	well	as	their	 lack	
of	 comprehension	 about	 the	 patient	 situation;	 they	
were	 unsure	 of	 what	 exactly	 happened.	 In	 my	
experience	as	a	patient	safety	ofQicer,	this	is	the	most	
common	 complaint	 in	 real	 medical	 malpractice	
cases.	 Doctors	 are	 challenged	 with	 questions	 and	
accusations	such	as,	“Why	did	my	family	member	die	
immediately	 after	 being	 discharged?	 He	 was	 Qine	
when	 he	was	 admitted	 to	 the	 hospital!”	 or	 “Doctor,	
you	are	a	murderer!	Our	family	member	walked	into	
the	hospital	and	 left	 there	 lying	down.”	While	 some	
might	 point	 out	 that	 this	 is	 merely	 a	 problem	 of	
informed	 consent,	 I	 would	 argue	 that	 some	 deep-
seated	factors	are	affecting	information	transmission	
among	 the	 different	 departments	 in	 the	 following	
ways.		

First,	 regarding	 the	 transition	 and	 handoff	
between	 departments,	 information	 transmission	
between	departments	 generally	occurs	 via	 a	 formal	
application	for	consultation	within	the	hospital,	and	
the	doctors	 on	duty	 at	 the	 time	 are	 responsible	 for	
consultation.	However,	 in	practice,	several	problems	
exist	 [17].	 First,	 department	 consultation	 is	 a	mere	
formality,	 and	 its	 effectiveness	 and	 timeliness	 are	
difQicult	 to	 guarantee.	 In	 addition,	 inexperienced	
doctors	 might	 go	 to	 other	 departments	 for	
consultation,	 which	 makes	 the	 actual	 effect	 of	
consultation	 poor.	 Furthermore,	 the	 preparation	
prior	to	the	consultation	is	insufQicient.	Finally,	there	
is	 no	 strict	 implementation	 standard	 and	 protocol	
established	for	the	consultation	system.	Collectively,	
this	 creates	 a	 situation	 in	 which	 the	 accuracy	 and	
integrity	 cannot	 be	 guaranteed	 for	 information	 of	
patients	who	 have	 been	 transferred.	 In	 the	 present	
hypothetical	situation,	additional	issues	exacerbated	
the	 situation	 surrounding	 treatment	 for	 Patient	 F.	
For	 one,	 Patient	 F	 concealed	 some	 of	 their	 own	
behavior	 that	 negatively	 inQluenced	 their	 physical	
condition.	 The	 professional	 differences	 between	
internal	 and	 surgical	 medicine	 compounded	 the	
problem,	and	an	uninformed	doctor	on	duty	that	day	
underestimated	 the	 seriousness	 of	 Patient	 F’s	
situation.	 All	 these	 issues	 led	 to	 the	 situation	 in	
which	 Patient	 F	 had	 to	 wait	 for	 longer	 to	 receive	
conservative	 internal	 medicine	 treatment,	 which	
resulted	 in	 the	 delayed	 execution	 of	 the	 second	
operation,	leading	to	the	patient’s	death.		

Second,	 in	 terms	 of	 information	 transmission	

between	 doctors,	 although	 the	 Qirst	 surgeon	 who	
operated	 on	 Patient	 F	 knew	 the	 operation	 process	
very	 well,	 he	 was	 not	 obliged	 to	 disclose	 the	 key	
information	 to	 the	 other	 related	 doctors,	 unless	 it	
happened	that	 this	 Qirst	surgeon	was	on	duty	at	 the	
time	 the	 information	was	needed.	Doctor	C	was	 the	
consulting	 doctor	 on	 that	 day	 and	 was	 the	 only	
doctor	 who	 had	 a	 face-to-face	 handoff	 with	 the	
internal	 doctor.	 It	 is	 highly	 likely	 that	 there	was	 no	
information	exchange	between	Doctors	A	and	B	and	
other	 previous	 doctors	 of	 Patient	 F.	 These	
inadequacies	 in	 information	 sharing	 could	 have	
caused	delays	in	performing	the	second	operation	on	
Patient	 F,	 which	 would	 have	 represented	 a	 fatal	
failure	of	treatment	for	Patient	F	in	this	scenario.		

Finally,	 as	 far	 as	 information	 transmission	
between	 doctors	 and	 patients	 (i.e.,	 the	 informed	
consent	 process)	 is	 concerned,	 a	 high	 incidence	 of	
medical	disputes	has	led	doctors	and	patients	to	feel	
defensive	and	on	guard	against	each	other	 in	China.	
This	lays	the	foundation	for	a	toxic	situation	in	which	
both	parties	are	sensitive	toward	the	issue	of	who	is	
responsible	for	any	medical	errors	that	might	occur.	
This	 is	 likely	why	Patient	F's	 family	 concealed	 from	
the	 doctor	 that	 the	 bed	 rest	 instructions	 were	 not	
followed	strictly.	Doctors	B	and	C	did	not	feel	obliged	
to	 inform	 their	patients	 and	 family	members	of	 the	
previous	treatment	the	patient	had	received	in	other	
departments.	 Furthermore,	 Doctors	 B	 and	 C	 may	
have	 felt	 that	 it	 would	 be	 wise	 for	 them	 not	 to	
disclose	 the	 information,	 including	 that	 about	 the	
problems	in	the	Qirst	operation,	the	latest	discharge,	
and	the	conservative	treatment	given	by	the	internal	
medicine	department,	 to	avoid	unnecessary	conQlict	
with	 the	 patient	 families	 and	 preserve	 the	
relationships	 between	 colleagues	 (including	 that	
between	 the	 Qirst	 surgeon	 and	 internist).	 Taken	
together,	all	 these	factors	could	create	a	situation	in	
which	 the	 new	 doctors	 taking	 over	 patients	 would	
not	 inform	 patients	 about	 their	 previous	 diagnosis	
and	treatment	in	other	departments.	In	other	words,	
Patient	 F’s	 family	 members	 would	 have	 no	
knowledge	 of	 the	 diagnosis	 and	 treatment	 for	 the	
disease	of	Patient	F	until	the	patient	died.	Of	course,	
any	 of	 Patient	 F’s	 existing	 medical	 problems	 could	
have	a	tremendous	impact	on	the	treatment	offered	
by	 Doctor	 B;	 failed	 treatment	 could	 then	 lead	 to	
patient	 death.	 Such	 a	 non-disclosure	 policy	 should	
be	 abandoned	 not	 only	 to	 improve	 patients’	 and	
their	family’s	understanding	of	the	medical	situation,	
but	also	to	avoid	medical	lawsuits.		

2.3	 Information	 transmission	 issues	 with	
discharging	patients		
Patient	F	developed	massive	postoperative	bleeding	
after	 discharge,	 which	 begs	 several	 questions:	 Did	
the	surgeon's	discharge	decision	meet	the	standards	
for	 discharge?	 Assuming	 that	 these	 standards	were	
met,	 was	 the	 patient	 adequately	 informed	 of	 the	
discharge	notes	 including	medical	 directions	 telling	
them	what	they	should	or	should	not	do?	The	patient	
should	have	rested	at	home	but	 failed	to	 follow	this	
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instruction.	The	mortality	rate	of	discharged	patients	
in	China	has	been	on	the	rise	year	by	year,	reaching	
1.05%	in	2020	 [15].	Some	medical	disputes	pertain	
to	 discharged	 patients	 or	 those	 who	 were	
readmitted.	 These	 data	 include	many	 patients	with	
severe	complications	after	discharge,	such	as	Patient	
F.	

3	 Doctor	 well-being,	 burnout,	 and	 treatment	
outcomes	are	related	
There	 is	 no	 doubt	 that	 the	 core	 purpose	 of	 patient	
safety	 is	 patient	 safety	 itself,	 but	 it	 must	 be	
emphasized	 that	 modern	 patient	 safety	 refers	 not	
only	 to	 patient	 safety,	 but	 to	 doctor	 safety	 as	 well.	
This	 is	because	doctor	safety	and	patient	 safety	are	
mutually	 interdependent	 [18-20].	 Well-being	 is	 the	
state	 of	 feeling	 healthy	 and	 happy	 [21],	 whereas	
burnout	is	primarily	driven	by	certain	characteristics	
of	the	work.	Many	factors	contribute	to	the	health	of	
an	organizational	system,	and	particular	attention	is	
warranted	for	items	such	as	electronic	health	record	
(EHR)	 documentation,	 coding,	 and	 inter-ofQice	
communication	[22,23].	Doctor	well-being,	burnout,	
and	 patient	 safety	 are	 highly	 interconnected,	 such	
that	change	in	one	variable	inevitably	causes	marked	
changes	(both	good	and	bad)	in	others,	regardless	of	
which	occurred	Qirst	[24].		

The	poor	health	status	of	Doctor	B	is	undeniably	
and	directly	related	to	the	unsuccessful	operation	of	
Patient	 E.	 Due	 to	 overworking,	 he	 was	 likely	 burnt	
out,	 with	 a	 low	 sense	 of	 well-being.	 A	 study	
published	 recently	 suggested	 that	 burnout,	 well-
being,	and	work	unit	safety	grades	were	strongly	and	
independently	 associated	 with	 perceived	 major	
medical	 errors	 and,	 together	 with	 other	 previous	
studies,	 identiQied	an	association	between	physician	
burnout	 and	 adverse	 quality	 of	 care	 including	 self-
reported	 errors	 [25].	 If	 Doctor	 B	 had	 a	 healthy	
mental,	 physical,	 and	 work	 status,	 Patient	 E’s	
operation	should	have	gone	as	 smoothly	as	 it	 could	
go,	 and	 Patients	 D	 and	 F	 would	 have	 been	 able	 to	
acquire	 the	 attention	 they	 required.	 The	 health	
beneQits	 and	 lives	 of	 these	 three	 patients	 are	 likely	
connected	to	a	large	degree.	From	my	experience	as	
a	patient	safety	ofQicer,	the	relationship	between	the	
working	 state	 and	 health	 of	 doctors	 is	 undeniably	
correlated	 with	 the	 treatment	 outcomes	 of	 their	
patients.		

In	 this	 scenario,	 especially	 for	 Doctor	 B	 and	
Doctor	C,	this	is	a	very	challenging	weekend.	We	can	
imagine	 how	 busy	 their	 work	 is,	 how	 chaotic	 the	
work	scene	is,	and	how	tense	their	psychology	is	for	
a	 long	 time.	 Of	 course,	 the	 story	 only	 reQlects	 the	
doctor’s	work	of	treating	patients.	However,	doctors	
obviously	 perform	 a	 great	 deal	 of	 other	 work,	
including	 but	 not	 limited	 to	 rounds	 in	 the	 ward,	
consultation,	 meetings,	 medical	 record	 writing,	
education,	and	administering	examinations,	to	name	
just	 a	 few.	 In	 the	 hypothetical	 scenario	 presented	
here,	 in	 the	 days	 following	 the	 patients’	 death,	
Doctors	 B	 and	 C	 will	 become	 involved	 in	 medical	
disputes	 and	 may	 face	 suspension,	 transfer,	

interrogation	 by	 the	 hospital,	 criticism	 and	 threats	
from	 patient	 family	 members,	 and	 evaluation	 from	
their	 own	 colleagues,	 not	 to	 mention	 their	 own	
internal	battles	processing	through	the	incident.	We	
must	 acknowledge	 that	 in	 real	 clinical	 settings,	
doctors	are	also	victims	of	medical	accidents.			

For	 Doctors	 B	 and	 C,	 this	 was	 no	 doubt	 a	
challenging	 weekend,	 both	 emotionally	 and	
physically.	 Unfortunately,	 this	 represents	 a	 typical	
and	 common	workload	 to	 which	 countless	 Chinese	
doctors	 can	 relate.	They	work	hard,	 year	 after	 year,	
under	high	 risk	and	high	pressure,	 and	 their	health	
problems	are	worrisome.	Within	 the	single	hospital	
where	I	previously	worked,	Qive	highly	qualiQied	and	
excellent	 surgical	 doctors	 died	 of	 cardiovascular	 or	
cerebrovascular	 diseases	 in	 just	 three	 years.	 The	
fourth	 Special	 Research	 Report	 on	 Doctor-Patient	
Relationship	 from	 the	 National	 Health	 Commission	
of	The	People’s	Republic	of	China	shows	that	doctors	
are	 worse	 than	 laypeople	 in	 making	 time	 for	 self-
care	 and	 daily	 exercise,	 and	 relative	 to	 laypeople,	
they	 have	 signiQicantly	 higher	 levels	 of	 pain	 and	
discomfort,	 anxiety,	 and	 depression	 [26].	 Coupled	
with	 this	 toxic	 medical	 practice	 environment	
described	 above,	 there	 is	 no	 country	 in	 the	 world	
where	 the	doctor-patient	 relationship	 is	 like	 that	of	
China,	 i.e.,	 that	 in	 which	 patients,	 doctors,	 the	
government,	 and	 society	 are	 all	 so	 highly	
dissatisQied.	 The	 number	 of	 reports	 of	 workplace	
violence	 against	 physicians	 in	 medical	 settings	 is	
increasing	in	many	countries	including	China,	and	is	
considered	 a	 serious	 problem	 [27,28].	 A	 search	
within	 the	 Chinese	 Judgement	 Online	 System	 for	
medical	 dispute	 damage	 cases	 in	 China	 in	 the	 past	
decade	will	reveal	a	sharp	increase	in	the	number	of	
medical	 lawsuits,	 from	 221	 in	 2010	 to	 23,338	 in	
2018	 [29].	 Injuries	 to	 and	 murders	 of	 doctors	 are	
frequent	in	China	and	have	persisted	even	during	the	
COVID-19	 pandemic.	 These	 situations	 affect	 the	
physical	 and	 mental	 health	 of	 medical	 staff,	 and	
increasingly	 more	 doctors	 are	 extremely	 worried	
about	their	personal	safety	and	dignity.	

4.	 Problems	 with	 medical	 technology	 and	
uncertainty	in	medicine	
Doctor	 B	 had	 roughly	 20	 years	 of	work	 experience	
and	 signiQicant	 surgical	 experience,	 but	 in	 this	
scenario,	he	failed.	Medical	experts	might	argue	that	
rare	 surgical	 complications,	 difQicult	 clinical	
diagnoses,	 rapid	 disease	 transformation,	 and	 the	
patient’s	 concealment	 of	 their	 personal	 behavior	
caused	 the	 fatality	 in	 this	hypothetical	scenario.	Let	
us	consider	several	points	here.				

First,	 surgery	 does	 not	 come	 with	 a	 safety	
guarantee,	and	 the	risk	of	adverse	events	 inevitably	
exists.	Due	to	advances	 in	medicine	and	the	various	
procedures,	 we	 have	 good	 reason	 to	 believe	 that	
surgery	(as	well	as	anesthesia	and	prospective	care)	
is	 safe	 enough.	 However,	 deaths	 and	 complications	
arising	from	the	technology	itself	or	the	disease	itself	
cannot	 be	 omitted	 by	 technology	 and	 are	
unavoidable.	 Nevertheless,	 survey	 data	 [15]	 on	 in-
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hospital	 mortality	 of	 surgical	 patients	 from	 the	
National	 Health	 Commission	 of	 China	 show	 that	
from	 2016	 to	 2020,	 the	 in-hospital	 mortality	 of	
surgical	 patients	 in	 the	 tertiary	 general	 public	
hospitals	 in	 China	 (8442	 hospitals)	 has	 been	
increasing	yearly;	mortality	rates	at	private	hospitals	
is	 even	 higher.	 The	 Inpatient	 Hospital	 Acquired	
Condition	 Index	 (IHACI)	 also	 shows	 an	 annual	
upward	 trend;	 speciQically,	 among	 the	 33	 kinds	 of	
IHACI,	 22	 kinds	 of	 IHACI	 including	 infection,	
bleeding,	 foreign	 body	 retention,	 sudden	
postoperative	 death,	 and	 a	 few	 others,	 showed	 an	
upward	trend.	Total	in-hospital	mortality	of	patients	
with	 IHACI	was	7.43	 times	 that	 of	 patients	without	
IHACI.		

These	 phenomena	 should	 not	 simply	 be	
attributed	to	medical	errors	or	medical	system	Qlaws.	
No	 matter	 how	 fast	 medical	 technology	 and	
understanding	of	diseases	progress,	and	whether	we	
are	 willing	 to	 admit	 it	 or	 not,	 advances	 in	 medical	
technology	must	be	regarded,	Qirst	and	foremost,	as	a	
double-edged	 sword.	 The	 perks	 from	 the	 health	
gospel	 and	 economic	 beneQits	 brought	 about	 by	
medical	 technology	 are	 inevitably	 accompanied	 by	
problems	 such	 as	 over-medication,	 complications,	
and	side	effects,	to	name	a	few,	and	the	occurrence	of	
these	 could	 very	 well	 increase	 due	 to	 the	 ever-
increasing	 complexity	 of	 the	 medical	 procedures.	
According	to	the	WHO	2022	World	Health	Statistics	
Report	[30],	global	life	expectancy	at	birth	increased	
from	66.8	years	in	2000	to	73.3	years	in	2019,	while	
healthy	 life	 expectancy	 (HALE)	 at	 birth	 increased	
from	 58.3	 years	 to	 63.7	 years.	 Life	 expectancy	 has	
increased	 at	 a	 slightly	 faster	 rate	 than	 HALE;	 the	
discrepancy	 between	 the	 two	 would	 result	 in	 a	
slightly	 larger	 proportion	 of	 years	 lived	 with	
disability.	 The	 longer	 the	 period	 of	 disability	 and	
physical	 vulnerability,	 the	 greater	 the	 challenge	 to	
the	 safe	 use	 of	 and	 satisfactory	 outcomes	 given	 by	
medical	technologies.	Finally,	as	is	the	case	for	most	
things,	 medical	 technology	 has	 its	 limitations.	 It	
would	 be	 arrogant	 for	 us	 to	 assume	 that	 medical	
technology	can	eliminate	all	disease	and	suffering	in	
our	 world.	 Regardless	 of	 rapid	 advances	 in	
contemporary	medicine,	human	death	will	 continue	
due	 to	 disease	 and	 human	 tragedies.	 These	 trends	
reQlect	 the	 existence	 of	 both	 the	 limitations	 of	
medical	 technology	 and	 the	 complexity	 of	 disease	
itself.			

Second,	the	maxim	that	practice	makes	perfect	is	
not	 absolute.	 One	 early	 study	 [1]	 showed	 that	
surgical	volume	and	perfect	operation	technique	are	
not	 fully	 proportional.	 Another	 remarkable	 study	
showed	 that	 surgeons	 vary	 from	 one	 another	 in	
technical	 skills,	 and	 that	 surgeon	 scores	 are	 highly	
correlated	 with	 rates	 of	 complications,	 mortality,	
infection,	 and	 secondary	 surgery.	 In	 one	 medical	
dispute	 I	 experienced,	 a	 local	 doctor	 spent	 2	 hours	
trying	and	 failing	 to	 remove	a	short	pencil	 that	had	
been	 stuck	 in	 a	 patient's	 hand	 for	 over	 20	 years,	
while	 another	 doctor	 took	 less	 than	 10	minutes	 to	
remove	 it	 successfully.	 In	 the	 hypothetical	 scenario	

presented	here,	Doctor	C	debrided	the	patient's	neck	
wound	 twice,	 but	 apparently	 did	 not	 thoroughly	
explore	 the	wound.	Clearly,	 subjective	and	objective	
factors	 can	 create	 differences	 in	 the	 technical	 skills	
of	doctors;	 these	differences	can	be	minimized	only	
through	continuous	practice.		

Finally,	the	uncertainty	of	disease	itself	is	always	
a	factor,	and	human	beings	have	yet	to	overcome	this	
challenge.	 The	 verdict	 of	 medical	 malpractice	
involving	 a	 patient	 death	 rarely	 places	 all	 of	 the	
responsibility	and	blame	on	the	doctors.	Rather,	it	is	
most	 often	 shared	 by	 the	 doctor,	 patient,	 and	
“uncertainty	 in	 medicine.”	 Some	 diseases	 develop	
very	 quickly,	 and	 even	 doctors	 have	 difQiculty	
comprehending	 accurately	 and	 quickly	 their	 own	
disease	 development.	 In	 real	 life,	 just	 like	 ordinary	
people,	 some	 doctors	 may	 die	 suddenly	 and	
unexpectedly,	possibly	even	at	work.	

Conclusion	
While	the	scenario	portrayed	here	is	Qictional,	all	the	
components	come	from	real	life	situations.	We	must	
establish	 the	 rational	 belief	 that	 most	 errors	 are	
committed	 unintentionally	 by	 hardworking,	 well-
trained	 individuals,	 and	 that	 some	 errors	 involving	
complicated	 factors	 in	 the	 story	 are	 not	 those	 that	
can	 be	 prevented	 simply	 by	 admonishing	 people	 to	
be	 more	 careful,	 or	 worse,	 by	 shaming,	 Qiring,	 or	
suing	 them.	 Doctors	 who	 inadvertently	 caused	
terrible	 harm	 to	 their	 patients	 due	 to	 medical	
mistakes	should	not	become	the	second	victim	of	the	
incident,	 and	 doctor	 well-being	 and	 patient	 safety	
cannot	 be	 separated	 at	 all.	 Patient	 safety	 is	
dependent	 upon	 the	 nation's	 health	 care	 resources	
and	 their	 distribution,	 its	 healthcare	 systems,	
doctor’s	 practice	 systems,	 and	 doctor	 and	 patient	
groups,	to	name	a	few	factors.	Patient	safety	can	also	
be	 regarded	 as	 the	 result	 of	 interactions	 between	
people,	 society,	 and	 the	 medical	 system.	 Doctors	
cannot	operate	independently	of	medical	system	and	
hospital	management	systems	[31-33].	

Improving	patient	safety	in	China	will	require	the	
joint	 participation	 and	 cooperation	 of	 the	
government,	hospitals,	doctors,	 and	patients;	 this	 is	
a	 very	 arduous	 task.	 From	 a	 governmental	
perspective,	China’s	medical	system	is	a	rare	system	
with	 unique	 issues.	 Compared	 to	 other	 developed	
countries	 and	 some	 developing	 countries,	 the	
following	 problems	 are	 particularly	 prominent	 [6]:	
InsufQicient	 investment	 in	 medical	 resources	 and	
extremely	 unbalanced	 allocation,	 an	 incomplete	
medical	 insurance	 system,	 low	 levels	 of	 medical	
insurance,	poor	equity	of	medical	services,	a	chaotic	
practice	system	for	doctors,	poor	quality	of	medical	
care,	 poor	 coordination	 and	 integration	 of	 various	
interests	 (government,	 local,	 and	 medical	 service	
provider,	 etc.),	 and	 conQlicts	 between	 doctors	 and	
patients.	China’s	massive	population,	combined	with	
its	aging	population	and	the	constraints	of	economic	
development,	 make	 it	 difQicult	 to	 balance	 equity	 in	
medical	services	and	ensure	the	quality	and	quantity	
of	 medical	 human	 resources;	 this	 is	 an	 urgent	
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problem	that	needs	to	be	addressed.	All	these	issues	
negatively	 impact	 patient	 safety.	 For	 the	 Chinese	
government,	resolving	these	contradictions	not	only	
requires	 human	 and	 Qinancial	 resources	 but	 also	
wisdom	 to	 learn	 from	 other	 countries,	 rather	 than	
simply	imitating	their	medical	policies.	China	faces	a	
signiQicant	challenge	in	this	regard.	

From	 the	 perspective	 of	 hospital	 patient	 safety	
management,	medical	quality	and	safety	of	hospitals	
largely	 depend	 on	 the	 management	 of	 human	
resources.	This	is	relatively	easy	to	control	compared	
to	 government	 policy	 regulation,	 and	 also	 has	
immediate	 results.	 In	 daily	 clinical	 practice,	 not	 all	
adverse	outcomes	are	caused	by	medical	errors,	and	
not	all	medical	errors	are	preventable.	Nevertheless,	
both	preventable	and	unpreventable	medical	errors	
must	 be	 acknowledged	 in	 order	 to	 improve	 patient	
safety.	 Conventional	 ways	 of	 addressing	 medical	
errors	 that	 are	 unscientiQic	 and	 unreasonable	must	
be	abandoned;	instead,	energy	should	be	spent	more	
on	exploring	the	true	root	causes	and	on	improving	
the	 medical	 system.	 Rather	 than	 simply	 making	
policy	 changes	 in	 writing,	 posting	 reminders	 or	
addressing	it	only	in	a	class	setting	(to	say	nothing	of	
condemning	 and	 sermonizing	 doctors),	 our	 efforts	
should	 focus	 more	 on	 making	 true	 and	 lasting	
improvements	 in	 clinical	 settings.	 This	may,	 in	 fact,	
be	the	only	way	to	control	and	reduce	similar	errors	
by	addressing	the	root	causes.		
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Abstract	
This	 paper	 discusses	 Klara	 and	 the	 Sun,	 Kazuo	
Ishiguro’s	eighth	full-length	novel	and	Qirst	since	his	
Nobel	 Prize	 in	 2017,	 from	 biomedical	 ethics	
perspectives.	The	novel,	 set	 in	a	near-future	society	
of	inequality,	addresses	issues	related	to	intellectual	
enhancement	 in	 children	 by	means	 of	 gene	 editing	
and	 social	 implementation	 of	 self-aware	 artiQicial	
intelligence,	 which	 prompt	 readers	 to	 think	 deeply	
about	 the	 ethical,	 legal,	 and	 social	 implications	 of	
advanced	 science	 and	 technology.	 Many	 have	
commented	 on	 the	 novel’s	 diverse	 implications	
including	 the	 nature	 of	 human	 uniqueness,	 dignity,	
and	 soul;	 the	 anxiety	 of	 people	 in	 a	 highly	
technological	 capitalist	 society;	 the	 prevalence	 of	
meritocracy	 and	 scientism	 and	 resulting	 social	
fragmentation;	 parents’	 dilemmas	 as	 they	 make	
choices	 for	 themselves	 and	 their	 children	 in	 such	 a	
society;	the	ideal	way	to	complete	one’s	life;	and	the	
importance	of	hope	and	faith.	In	this	paper,	we	focus	
on	 related	 ethical	 issues	 that	 have	 not	 been	
previously	 discussed:	 the	 dichotomous	 ‘win-lose’	
view	of	life;	the	blameworthiness	of	favoritism	in	an	
unjust	world;	a	better	end	for	the	protagonist	of	this	
work,	 Klara,	 a	 self-conscious	 humanoid	 artiQicial	
intelligence;	 and	 the	 signiQicance	 of	 the	 notion	 of	
persistence	 of	 self.	 We	 offer	 observations	 on	 these	
topics	 and	 argue	 how	 we	 should	 respond	 to	
problems	 brought	 about	 by	 advanced	 science	 and	
technology	in	future	society.	

Introduction	
A	 great	 work	 of	 science	 Qiction	 (SF)	 offers	 vivid	
images	 of	 possible	 futures.	 Readers	 can	 learn	
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valuable	 lessons	 from	 various	 issues	 depicted	
through	 the	 portrayal	 of	 human	 relations,	 new	
cultural	tendencies,	and	novel	relationships	between	
human	beings,	 science,	 and	 technology	 (Asai,	Okita,	
Ohnishi,	 &	 Bito,	 2020).	 Klara	 and	 the	 Sun,	 Kazuo	
Ishiguro’s	eighth	full-length	novel	and	Qirst	since	his	
acceptance	 of	 the	 2017	 Nobel	 Prize	 in	 Literature	
(Ishiguro,	 2021),	 brings	 to	 light	 issues	 related	 to	
gene	editing	(GE)	for	enhanced	intellectual	ability	in	
children	 and	 social	 implementation	 of	 self-aware	
artiQicial	 intelligence	 (AI)	 as	 matters	 of	 everyday	
family	 life.	Many	 critics	 and	 academic	 experts	 have	
reviewed	 this	 novel	 from	 diverse	 perspectives	
(Abrams,	 2021;	 Askew,	 2021;	 Bravery,	 2021;	 Cain,	
2021;	 Charles,	 2021;	 Enright,	 2021;	 Finch,	 2021;	
Gordon,	2021;	Holmes	and	Rich,	2021;	Hui	and	Ping,	
2021;	 Lombardo,	 2021;	 Maloney,	 2021;	 Mejia	 &	
Nikolaodis,	2022;	Shulevitz,	2021;	Swaminathan	and	
Ravi,	2021;	Yiqun	2021).	

Ishiguro	 has	 dealt	 with	 the	 issues	 of	 human	
cloning	and	live	organ	transplantation	in	his	SF	novel	
Never	 let	me	go	 from	2005,	 along	with	other	 issues	
related	 to	 the	 human	 soul.	 Some	 referred	 to	Never	
Let	Me	Go	as	a	modern	Frankenstein	story,	claiming	
that	 the	novel	 depicts	what	might	 happen	when,	 in	
the	race	to	advance	science,	individuals	and	societies	
fail	to	fully	examine	the	broad	consequences	of	their	
decisions;	 it	warns	us	to	consider	not	only	who	will	
benefit	but	also	who	will	suffer	(Marchalik	&	Jurecic,	
2016).	It	was	also	argued	that	novels	like	Never	Let	Me	
Go	are	 thought	experiments	 that	prompt	readers	 to	
reflect	 on	 the	 human	 costs	 of	 scientific	 ambitions	
(Marchalik	 &	 Jurecic,	 2016).	 We	 believe	 that	 the	
same	argument	can	be	made	for	Klara	and	the	Sun.	

In	 this	paper,	we	will	 Qirst	 provide	 an	outline	of	
Klara	 and	 the	 Sun	 and	 a	 brief	 review	 of	 various	
arguments	 published	 to	 date	 regarding	 the	
implications	 of	 the	 novel	 (Table	 1).	 We	 will	 then	
discuss	 important	 ethical,	 legal,	 and	 social	 issues	
that	 have	not	 yet	 been	 fully	 explored,	 including	 the	
d ichotomous	 ‘win- lose ’	 v iew	 of	 l i fe ,	 the	
blameworthiness	 of	 favoritism	 in	 an	 unjust	 world,	
how	 Klara’s	 ending	 should	 be,	 and	 the	 notion	 of	
persistence	 of	 self	 (continuity	 of	 a	 dying	 child’s	
sense	of	 self).	Finally,	we	will	present	our	views	on	
these	 issues	 and	 argue	 how	 we	 should	 respond	 to	
the	 problems	 of	 future	 society	 brought	 about	 by	
advanced	science	and	technology.	

Outline	of	Klara	and	the	Sun	(Ishiguro,	2021)	
The	 novel	 is	 set	 in	 a	 near-future	 United	 States.	
Advances	 in	 science	and	 technology	have	 led	 to	 the	
prevalence	 of	 artiQicial	 intelligence	 (AI),	 pushing	
people	out	of	employment	as	their	jobs	are	replaced	
by	AI.	Meanwhile,	with	the	spread	of	GE	technology,	
Qinancially	 able	 parents	 are	 utilizing	 the	 technology	
to	 improve	 the	 intellectual	 performance	 of	 their	
children.	 GE	 is	 sometimes	 referred	 to	 as	 AGE,	with	
no	 clariQication	 on	 what	 A	 stands	 for.	 Most	
universities	 only	 admit	 “lifted”	 children,	 i.e.,	 those	
with	GE-enhanced	intellectual	abilities.	However,	GE	
is	 not	 safe,	 and	 children	 who	 have	 undergone	 the	

procedure	 fall	 ill	 or	 die	 young.	 “Lifted”	 children	
receive	 their	 pre-university	 education	 at	 home	
rather	 than	 in	 school,	 with	 an	 android	 AI	 as	 their	
artiQicial	 friend	 (AF)	who	 they	 themselves	 pick	 and	
purchase	 from	 a	 series	 of	 new	 models	 introduced	
one	 after	 another.	 Children	 from	 less	 afQluent	
families	 cannot	 afford	an	AF,	 and	not	 all	 people	 are	
comfortable	with	the	presence	of	AFs	in	society	and	
their	 daily	 lives.	 In	 this	 Qictional	 world,	 the	 lives	 of	
Klara,	an	AF,	the	“lifted”	child	Josie,	her	mother,	and	
her	neighbor/childhood	friend	Rick	unfold	as	a	story	
of	encounters	and	goodbyes.	

The	 main	 character	 of	 this	 novel,	 Klara,	 is	 a	
French-like,	 solar-powered	 B2	 android	 AI	 who	
becomes	 an	 AF	 of	 Josie,	 a	 14-year-old	 “lifted”	 girl	
who	 takes	 a	 liking	 to	 Klara.	 Klara	 believes	 that	 the	
sun	 has	 miraculous	 powers,	 such	 as	 restoring	 the	
lives	 of	 sick	 street	 people,	 based	 on	 her	 AI	
observations	 and	analysis.	 She	 asks	 the	 sun	 to	 save	
Josie,	who	has	fallen	ill.	Rick,	Josie’s	childhood	friend,	
is	 “unlifted”	 but	 is	 very	 intelligent	 and	 has	 a	
particular	 talent	 for	 science	 and	 technology,	
especially	when	it	comes	to	drones.	They	are	deeply	
in	love	and	have	promised	to	be	together	forever.	

Josie’s	mother,	Chrissie	Arthur,	works	full	time	to	
maintain	 her	 and	 her	 daughter’s	 lives.	 She	 is	
constantly	worried	 about	 Josie’s	 health,	 as	 she	 had	
lost	 Josie’s	 sister	 Sal	 to	 a	 GE-induced	 illness;	 she	 is	
very	afraid	she	might	 lose	her	daughter	again.	Paul,	
Chrissie’s	 ex-husband	 and	 Josie’	 father,	 lost	 his	 job	
after	being	replaced	by	AI	and	now	lives	in	a	special	
community	with	others	in	similar	circumstances.	He	
occasionally	 visits	 Josie	 and	 his	 ex-wife	 and	 is	
opposed	to	the	plan	that	Chrissie	proposes	regarding	
Josie	and	Klara.	Chrissie	asks	Henry	Capaldi	to	create	
a	portrait	of	Josie	in	preparation	for	her	plan.	Henry,	
who	 believes	 that	 society	 should	 more	 positively	
embrace	AFs,	is	a	pro-AF	AI	researcher;	he	continues	
his	 research	 of	 trying	 to	 solve	 the	 “black	 box”	
problem	 that	 is	 making	 people	 in	 society	 uneasy	
about	AFs.	

Miss	 Helen	 is	 Rick’s	 mother,	 once	 a	 starlet	 but	
now	poor,	who	regrets	not	having	given	Rick	GE	and	
grows	 critical	 of	 the	 society	 that	 only	 favors	 the	
“lifted.”	Mr.	Vance	is	Helen’s	old	lover	and	one	of	the	
founding	members	of	Atlas	Brookings	University,	the	
only	 university	 with	 an	 admission	 quota	 (2%)	 for	
“unlifted”	children.	Mr.	Vance	receives	a	request	from	
Helen	 concerning	 Rick’s	 future.	 The	 story	 of	 Josie’s	
life	 and	 death	 is	 told	 against	 this	 backdrop,	 with	
portrayals	of	 the	 characters	and	 their	 relationships.	
Through	 the	 eye	 of	 Klara,	 the	 narrator,	 the	 readers	
experience	 human	 love	 and	 obsession,	 hope	 and	
despair,	 conQlict	 and	 anxiety,	 the	 fragility	 of	
relationships,	and	the	importance	of	trust.	
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Various	discussions	on	Klara	and	the	Sun		
Table	 1	 summarizes	 the	 various	 perspectives	 and	
issues	 that	 have	 thus	 far	 been	 discussed	 regarding	
Klara	and	the	Sun.	These	issues	may	not	be	mutually	
exclusive	 and	 are	 also	 partly	 related	 to	 our	
arguments	discussed	in	the	following	sections.		

Table	1.	Previously	discussed	 themes	of	Klara	and	
the	Sun		

What	is	a	human	being?	
 What	is	human	uniqueness?		
 What	is	human	dignity?	
 Is	 there	 something	 special	 about	 each	 individual	
human	being	that	is	unique	and	non-transferable?	
 What	are	differences	between	humans	and	AI?	

Problems	in	human	society	brought	about	by	advanced	
science	and	technology		
 Anxieties	about	 the	 future	of	emerging	 technologies	
and	capitalist	societies		
 Life	Qilled	with	dilemmas	with	regard	to	choices	one	
faces	 in	 an	 advanced	 scientiQic	 and	 technological	
society	
 Mortal	 lottery	 and	 the	 price	 a	 child	 has	 to	 pay	
because	of	his	or	her	parent’s	decision	
 Emergence	 of	 new	 social	 practices	 (e.g.,	 interaction	
meetings)	

Division,	 discrimination,	 and	 conQlict	 in	 a	 dystopian	
world	
 Divided	world	
 Class	struggle		
 Othering		
 Savage	meritocracy	

Other	issues	
 Good	death	and	ideal	life	completion	
 Skepticism	about	the	validity	of	our	moral	intuitions	
 Importance	of	hope	and	faith		
Sources:	 Abrams,	 2021;	 Askew,	 2021;	 Bravery,	 2021;	
Cain,	2021;	Charles,	2021;	Enright,	2021;	Finch,	2021;	
Gordon,	2021;	Holmes	&	Rich,	2021;	Hui	&	Ping,	2021;	
Ishiguro,	2018;	Lombardo,	2021;	Maloney,	2021;	Mejia	
&	 Nikolaodis,	 2022;	 Shulevitz,	 2021;	 Swaminathan	 &	
Ravi,	2021;	Yiqun,	2021.	

What	is	a	human	being?	
Klara	and	the	Sun	poses	various	questions,	of	which	
the	 most	 often	 discussed	 is	 what	 it	 means	 to	 be	
human	 (Askew,	 2021;	 Bravery,	 2021;	 Cain,	 2021;	
Enright,	 2021;	 Finch,	 2021;	 Holmes	 &	 Rich,	 2021;	
Hui	&	Ping,	 2021;	 Lombardo,	 2021;	Maloney,	 2021;	
Yiqun,	 2021).	 What	 would	 happen	 to	 human	
uniqueness	 and	human	dignity	 if	AI	 robots	were	 to	

exhibit	 intelligence	 like	 that	 of	 human	 beings	 and	
have	 a	 sense	 of	 self	 and	 emotions,	 as	 Klara	 does?	
(Lombardo,	2021).	Various	views	on	the	uniqueness	
of	individuals	are	expressed	by	Chrissie,	Henry,	Paul,	
and	 Klara	 when	 they	 discuss	 the	 plan	 to	 transfer	
Josie’s	whole	 inner	 life	 to	 Klara	 in	 the	 event	 of	 her	
death	(“Continuing	Josie”	project).	Does	each	human	
being	have	something	special	about	them,	such	as	a	
unique	 and	 un-transplantable	 “soul”?	 Is	 there	 an	
essential	difference	between	humans	and	AI	(Askew,	
2021;	Bravery,	2021;	Finch,	2021;	Hui	&	Ping,	2021;	
Lombardo,	 2021;	 Maloney,	 2021;	 Yiqun,	 2021)?	
These	 are	 questions	 of	 replication	 and	 authenticity	
(Enright,	 2021).	 Science	 and	 technology	 can	
potentially	 change	our	perception	of	what	 it	means	
to	 be	 human	 (Enright,	 2021).	 In	 this	 regard,	
questions	 have	 been	 raised	 as	 to	 whether	 it	 is	 the	
systematic	 memory,	 or	 the	 ability	 to	 love	 others	
freely,	 that	makes	 us	 human	 (Bravery,	 2021;	 Hui	 &	
Ping,	2021;	Lombardo,	2021).	Lombardo	argued	that	
humans	can	maintain	their	dignity	and	humanity	as	
far	 as	 they	 would	 never	 cease	 being	 able	 to	 love,	
even	when	they	contradict	the	logic	of	efQiciency,	i.e.,	
the	 social	 logic	 of	 order	 and	 control	 (Lombardo,	
2021).	 However,	 if	 Klara,	 transferred	 into	 a	 body	
with	 an	 appearance	 no	 different	 from	 Josie’s,	 could	
play	 Josie	 perfectly,	 both	 Chrissie	 and	 Paul	 might	
love	Klara	with	all	their	hearts.		

Problems	 in	 human	 society	 brought	 about	 by	
advanced	science	and	technology	
Klara	 and	 the	 Sun	 prompts	 us	 to	 face	 our	 own	
anxieties	about	 the	 future	of	emerging	 technologies	
(Mejia	 &	 Nikolaidis,	 2022).	 In	 the	 novel,	 as	 social	
implementation	 of	 AI	 becomes	 more	 extensive,	
people’s	 fear	 of	 unemployment	 grows.	 It	 is	 also	
suggested	 that,	 with	 the	 spread	 of	 GE	 technology,	
more	 parents	who	 are	 Qinancially	 able	 to	 afford	 GE	
opt	for	“lifting”	their	children	so	that	they	would	not	
be	replaced	by	AI	in	the	future,	as	Paul	was	(Enright,	
2021;	 Gordon,	 2021;	 Lombardo,	 2021;	 Shulevitz,	
2021).	 However,	 parents	 face	 a	 serious	 dilemma	
because	 it	 is	a	mortal	 lottery	 for	 the	children,	given	
that	 GE	 is	 associated	 with	 serious	 physical	 risks	
including	 death	 (Bravery,	 2021;	 Hui	 &	 Ping,	 2021).	
The	risk	of	death	in	children	is	the	parents’	greatest	
anxiety	and	 fear.	GE	exposes	 Josie	 to	a	childhood	of	
illness	with	the	possibility	of	eventual	death.	In	fact,	
Josie’s	 sister	 Sal	 died	 because	 of	 GE.	 According	 to	
Gordon	(Gordon,	2021),	the	parents	in	the	novel	face	
this	 terrible	 dilemma	 of	 whether	 to	 have	 their	
children	be	“lifted”	and	risk	losing	them	in	the	end	or	
refuse	 the	 idea	 and	 suffer	 the	 consequence	 of	
limiting	 the	 prospects	 of	 their	 children’s	 success.	
Josie’s	mother	is	tormented	by	never	knowing	if	she	
had	made	the	right	decision	(Gordon,	2021).		

Parents’	motives	for	“lifting”	their	children,	apart	
from	their	desire	to	provide	a	better	future	for	their	
children,	 are	 partly	 selQish,	 e.g.,	 to	 maintain	 their	
current	social	status,	or	to	conform	their	children	to	
their	 own	 values	 and	 beliefs.	 In	 either	 case,	 their	
children	 will	 pay	 the	 price	 for	 their	 decisions	
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(Askew,	 2021;	 Finch,	 2021;	 Shulevitz,	 2021).	 The	
development	 of	 advanced	 technology	 has	
transformed	 the	 parent–child	 relationship,	 and	 the	
child	 suffers	 a	 greater	 harm	 and	 risk	 due	 to	 the	
parent’s	 decisions	 (Askew,	 2021;	 Enright,	 2021;	
Finch,	2021;	Shulevitz,	2021).	Had	there	been	no	GE,	
parents	 would	 not	 have	 to	 decide	 whether	 to	 “lift”	
their	 child,	 nor	 would	 they	 have	 to	 worry	 about	
losing	their	child	because	of	GE.	Similarly,	with	no	AF	
available,	 there	 is	 no	 need	 to	 ponder	 whether	 to	
create	a	substitute	existence	for	a	child	lost	to	GE,	or	
to	worry	about	their	ability	to	love	that	substitute.	

New	 social	 practices	 are	 emerging	 in	 the	 novel	
(Abrams,	2021;	Finch,	2021).	 School	 systems	as	we	
know	them	today	have	disappeared	as	AFs	like	Klara	
are	 employed	 to	 care	 for	 children,	 and	 advanced	
tutoring	 for	 “lifted”	 children	 is	 provided	 online.	
There	 is	 also	 a	 practice	 to	 improve	 communication	
skills	in	children,	although	it	is	only	offered	to	those	
who	 are	 “lifted”	 (“interaction	 meeting”).	 However,	
the	impact	of	GE	on	the	personality	development	of	
“lifted”	 children	 is	 unknown,	 as	 are	 the	 effects	 of	
exclusive	interaction	meetings.	There	is	concern	that	
GE	 may	 reduce	 human	 communication	 ability,	 the	
long-term	 effects	 of	 which	 requires	 careful	
monitoring.		

Division,	 discrimination,	 and	 con@lict	 in	 a	
dystopian	world	
The	 third	 issue	 relates	 to	 the	 social	 division,	
discrimination,	and	conQlict	 caused	by	 the	widening	
gap	in	the	world	of	advanced	science	and	technology	
and	 capitalist	 society,	 as	 depicted	 in	 Klara	 and	 the	
Sun.	 Some	 have	 pointed	 out	 that	 such	 division,	
discrimination,	 and	 conQlict	 have	 already	 been	
occurring	 in	 our	 present	 world	 (Askew,	 2021;	
Bravery,	 2021;	 Lombardo,	 2021;	 Maloney,	 2021;	
Mejia	&	Nikolaidis,	2022;		Marchalik	&	Jurecic,	2016;	
Shulevitz,	2021).	For	example,	the	“lifted”	world	can	
be	compared	to	a	caste	system	(Bravery,	2021),	with	
“unlifted”	 individuals	 being	 described	 as	 Pariahs	
(Shulevitz,	 2021).	 Moreover,	 parents	 of	 the	 “lifted”	
and	“unlifted”	(i.e.,	Chrissie	and	Helen,	respectively)	
are	 considered	 to	 belong	 to	 different	 social	
hierarchies	 (Hui	 &	 Ping,	 2021;	 Mejia	 &	 Nikolaidis,	
2022).	 Helen	 regrets	 not	 having	 had	 her	 son	 Rick	
undergo	GE,	 even	 after	witnessing	 the	 death	 of	 Sal,	
her	 neighbor	 Chrissie’s	 oldest	 daughter,	 and	 Josie	
being	very	 ill	because	of	GE	(Gordon,	2021).	This	 is	
because	the	very	fact	that	Rick	has	not	been	“lifted”	
almost	 entirely	 closes	 off	 the	 possibility	 of	 his	
studying	in	college,	regardless	of	his	ability.	

There	are	two	types	of	AFs,	B2	and	B3,	with	the	
latter	 trying	 to	 take	 over	 the	 former.	 Klara	 is	
distinguished	 from	 humans	 and	 sometimes	 treated	
as	 an	 object.	 Josie	 and	 Rick	 go	 their	 separate	ways	
because	 of	 their	 GE	 treatment	 or	 lack	 thereof.	 In	
their	 world,	 everyone	 perceives	 others	 who	
essentially	 differ	 from	 them	 as	 belonging	 to	 a	
different	 group	 (Othering)	 (Maloney,	 2021;	Mejia	&	
Nikolaidis,	2022).	If	the	hierarchy	of	people	is	based	
on	 their	 ability	 –	 whether	 it	 relates	 to	 their	

intellectual	 capacity	 or	 economic	 power,	 the	 more	
able	may	bully,	discriminate	against,	and	belittle	the	
less	 able,	 resulting	 in	 conQlict	 and	 struggle	between	
them	 (Askew,	 2021;	 Shulevitz,	 2021).	 Liu	 and	 Yan	
argue	 that	 human	 beings,	 as	 Qlesh	 and	 blood	
creatures,	 are	 brutal,	 and	 people	 are	 divided	 into	
different	levels	of	hierarchy	according	to	differences	
in	their	genetic	sequences	(Hui	&	Ping,	2021).	Kazuo	
Ishiguro	said	in	his	Nobel	lecture	in	2017,		

‘And	 around	 the	 corner	 –	 or	 have	 we	 already	
turned	 this	 corner?	 –	 lie	 the	 challenges	 posed	 by	
stunning	 breakthrough	 in	 science,	 technology	 and	
medicine.	 New	 genetic	 technologies	 –	 such	 as	 the	
gene-editing	 technique	 CRISPR	 –	 and	 advance	 in	
ArtiQicial	 Intelligence	 and	 robotics	 will	 bring	 us	
amazing,	 life-saving	 beneQits,	 but	 may	 also	 create	
savage	 meritocracies	 that	 resemble	 apartheid,	 and	
massive	 unemployment,	 including	 to	 those	 in	 the	
current	professional	elites	(Ishiguro,	2018).’	

Ishiguro’s	 awareness	 of	 the	 issues,	 as	
emphasized	 in	 his	 2017	 speech,	 are	 embodied	 in	
Klara	 and	 the	 Sun.	 There	 is	 a	 fear	 that	 the	
development	 of	 science	 and	 technology	 and	 the	
increasing	 dependence	 on	 them	 might	 exacerbate	
merit-based	evaluations	and	scientism	in	our	society	
(Asai,	Okita	&	Enzo,	2016).	

Other	issues	
Some	have	noted	the	importance	of	good	death	and	
completion	 of	 life,	 skepticism	 about	 the	 validity	 of	
our	 moral	 intuitions,	 and	 the	 importance	 of	 hope	
and	 faith	 (Abrams,	 2021;	Mejia	 &	 Nikolaidis,	 2022;	
Swaminathan	 &	 Ravi,	 2021).	 Klara	 and	 the	 Sun	 is	
said	to	teach	readers	a	lesson	about	aging	and	death:	
when	Josie	 leaves	home	for	college,	Klara,	no	 longer	
needed,	 is	 abandoned	 like	 garbage	 in	 the	 junkyard	
where	she	slowly	falls	apart.	However,	it	is	stated	that	
Klara	 achieves	 gratiQication	 and	 a	 sense	 of	
completion	 at	 the	 end	 of	 her	 life	 through	 a	 life	
review	and	mental	summation	(Abrams,	2021).	

Regarding	 the	 skepticism	 about	 the	 validity	 of	
our	 moral	 intuitions,	 some	 pointed	 out	 that	 Klara	
regarded	 the	 sun	 as	 an	 omnipotent	 personal	 deity	
and	 argued	 that	 the	 faith	 is	 strange,	 and	we	might	
agree	 with	 the	 oddity	 of	 this	 belief	 (Mejia	 &	
Nikolaidis,	2022).	To	what	extent	are	our	established	
moral	 intuitions	merely	the	upshot	of	the	particular	
Qlesh	 and	 blood	 from	which	we	 are	made?	 Are	 our	
moral	values	shaped	by	our	Qlawed	social	settings	or	
the	caprices	of	natural	selection	(Mejia	&	Nikolaidis,	
2022)?	 Doubts	 about	 Klara’s	 “sun	worship”	may	 also	
lead	 to	 similar	 questions	 about	 our	 faith	 and	 its	
significance,	 importance,	 and	 moral	 legitimacy	 in	
contemporary	society.	

Finally,	 some	 commentators	 interpreted	 that	
Klara’s	wishes	have	 come	 true	 and	 the	 sun	 actually	
saved	Josie’s	life:	“What	has	been	medically	declared	
to	 be	 a	 hopeless	 case,	 ends	 in	miraculous	 recovery,	
thanks	 to	 Klara’s	 faith,	 hope	 and	 conviction	 in	 the	
healing	 touch	of	 the	Sun.	Klara	gets	 the	Sun	 to	visit	
Josie’s	chamber	to	pour	out	his	special	energy,	not	by	
comprehending	 the	 impulses	 and	 desires	 of	 Josie	
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and	 not	 deQinitely	 by	 rational	 thinking,	 but	 by	
unshakable,	blind	faith	in	the	Sun	as	the	elixir	of	life.	
In	 the	battle	between	Faith	and	Rational	 thinking	 it	
is	not	rationality	but	faith	that	wins	(Swaminathan	&	
Ravi,	2021).”	Of	course,	it	is	also	possible	that	Josie’s	
recovery	was	a	natural	process	unrelated	to	the	sun’s	
power,	 or	 that	 the	 event	 was	 unrelated	 to	 Klara’s	
actions,	although	the	rays	of	the	sun	were	beneQicial	
to	 her	 recovery.	 The	 facts	 remain	 unclear,	 but	 for	
Klara,	this	is	the	most	signiQicant	event	of	her	life.	A	
life	 lived	with	hope	and	 faith	may	be	a	happier	one	
than	one	without.	

Additional	discussions	from	new	perspectives	
This	 section	 discusses	Klara	 and	 the	 Sun	 from	 four	
new	 perspectives,	 presenting	 issues	 that	 have	 not	
been	 uncovered	 in	 previous	 reviews	 of	 the	 novel.	
Relevant	statements	of	the	main	characters	are	cited	
in	the	text.	

The	dichotomous	win-lose	view	of	life		
Toward	 the	 end	 of	 the	 story,	 as	 Josie’s	 condition	
worsens,	 her	 doctor,	 Chrissie,	 and	 Rick	 gather	 to	
prepare	for	her	death.	Chrissie,	believing	that	Josie’s	
death	is	unavoidable,	says	to	Rick, 	

‘I’m	asking	you,	Rick,	if	you	feel	like	you’ve	come	
out	the	winner.	Josie	took	the	gamble.	…But	you,	Rick,	
you	played	it	safe.	So	that’s	why	I’m	asking	you.	How	
does	this	feel	to	you	just	now?	Do	you	really	feel	like	
a	winner?’	(Ishiguro	2021,	p280)	
She	continues,	
‘What	 is	 it	 you’ve	 won?	 Take	 a	 look	 at	 your	
future.	 You	 played	 for	 low	 stakes	 and	 what	
you’ve	 won	 is	 small	 and	 mean.	 You	 may	 feel	
pretty	 smug	 just	 now.	But	 I’m	here	 to	 tell	 you,	
you’ve	got	no	reason	to	be	 feeling	that	way.	No	
reason	at	all.’	(Ishiguro,	2021,	p281)	

This	 scene	 describes	 Chrissie	 speaking	 extremely	
harsh	 words	 to	 Rick,	 who	 has	 loved	 and	 cared	 for	
Josie	 almost	 all	 his	 life	 and	 deserves	 no	 such	
criticism.	 Although	 GE	 is	 a	 post-birth	 intervention,	
Rick	himself	had	no	choice	(because	GE	is	performed	
when	 a	 child	 is	 very	 young).	 In	 addition,	 it	 is	 very	
likely	that	Helen	did	not	have	the	Qinancial	means	to	
give	 Rick	 GE.	 This	 brief	 exchange	 completely	
destroys	Chrissie’s	relationship	with	Rick	and	leaves	
Rick	with	a	psychological	scar	that	would	never	heal.	
We	think	that	it	is	unfortunate	that	people	view	and	
judge	 their	 lives	 solely	 based	 on	whether	 they	 had	
GE	or	not.	We	wonder	if	Chrissie	really	believes	it	is	
better	 to	 die	 from	 GE’s	 side	 effects	 than	 to	 live	 an	
“unlifted”	life.		

What	 led	 Chrissie	 to	 say	 those	 words	 to	 Rick?	
How	has	 this	worldview	of	winners	 vs.	 losers	 been	
instilled	in	her?	Chrissie	appears	to	have	developed	a	
view	 of	 life	 that	 is	 so	 incredibly	 strong	 that,	 even	
after	 losing	 her	 Qirst	 child	 (Sal)	 because	 of	 GE,	 she	
gave	GE	to	her	second	child	(Josie).	We	believe	 that	
she	 was	 brainwashed	 by	 the	 savage	 meritocracy	
brought	 about	 by	 advanced	 science	 and	 technology	
(Ishiguro,	2018;	Marchalik	&	Jurecic,	2016).	 Indeed,	

her	cognitive	style	and	thought	processes	appear	to	
have	 developed	 under	 the	 inQluence	 of	 scientism,	
meritocracy,	and	the	caste	system	established	in	the	
novel.	 Other	 possible	 factors	 are	 her	 desire	 as	 a	
parent	 to	have	excellent	 children;	pressure	of	being	
“right”	 in	 parenting	 (peer	 pressure);	 decisions	 she	
has	made	 because	 she	 truly	 cared	 for	 her	 children;	
and	blindness	to	the	risks	due	to	her	cognitive	bias.	
We	 also	 suspect	 that	 it	 was	 her	 strong	 worldview	
that	led	her	to	think	she	‘sensed’	Josie’s	desire	for	GE	
when	she	held	her	for	the	Qirst	time.	This	claim,	that	
she	had	this	intuition,	served	as	justiQication	for	her	
decision	to	give	Josie	GE	despite	the	grave	risks.		

Naturally,	 this	 scene	 makes	 us	 wonder	 what	 it	
means	 to	 ‘win’	 or	 ‘lose’	 in	 life	 and	 to	 consider	
whether	 our	 present	 thought	 processes	 too	 have	
been	affected	by	scientism	and	meritocracy,	whether	
we	 are	 aware	 of	 it	 or	 not.	 Is	 there	 such	 a	 thing	 as	
winning	and	losing	in	life?	Are	the	rules	of	this	game	
fairly	 and	 publicly	 determined	 in	 accordance	 with	
due	process	of	law	(i.e.,	are	there	clear	and	fair	rules	
to	 decide	 who	 wins	 and	 who	 loses?),	 and	 do	 all	
participants	 follow	 these	 rules?	We	would	say	 “No.”	
If	 the	 purpose	 of	 life	 is	 to	 be	 a	 winner,	 people	 are	
likely	to	be	unhappy	because	there	is	only	one	No	1	
winner,	 and	 his/her	 position	 as	 a	 winner	 is	 only	
temporary.	 There	 is	 no	 comfort	 in	 life	 in	 which	
others	 are	 considered	 adversaries,	 and	 one	 is	
haunted	by	 the	 fear	of	 losing	 all	 the	 time.	 It	 can	be	
argued	 that	 we	 should	 abandon	 uniform	 standards	
of	 evaluation,	 which	 are	 opposite	 of	 diversity	 in	
values	if	we	wanted	to	lead	a	happy	and	comfortable	
life.		

More	 to	 the	point,	 is	 happiness	 in	 life	promised	
to	the	“lifted,”	including	Josie?	We	doubt	it	is.	No	one	
knows	what	 the	 future	holds.	 Children	who	had	GE	
may	 be	 considered	 winners	 in	 terms	 of	 their	
intellectual	excellence,	but	there	is	a	price	to	pay:	the	
lack	 of	 empathy	 (as	 exempliQied	 by	 Josie’s	 attitude	
toward	 Klara).	 Their	 attitudes	 can	 be	 regarded	 as	
selQish	 and	 immature,	 like	 those	 of	 young	 children.	
The	 lack	 of	 empathy	 and	 egocentric	 traits	 make	
“lifted”	 children	 feel	 isolated,	 and	 this	 has	 a	
signiQicant	 impact	 on	 the	 future	 society	 they	 build.	
Thus,	there	is	a	fear	that	a	society	that	judges	people	
as	 winners	 or	 losers	 solely	 based	 on	 their	
intellectual	 excellence	 (e.g.,	 a	 society	 dominated	 by	
gene-edited	 human	 beings)	will	 decline	 in	 the	 long	
run.	

All	three	themes	listed	in	Table	1	are	condensed	
in	 Chrissie’s	 statements.	 One	 might	 say	 that	 it	 is	
human	nature	 to	 strive	 to	win,	 dominate,	 or	 be	 the	
best.	The	effects	of	advanced	science	and	technology	
will	make	disparities	clearer	and	continue	 to	widen	
existing	divisions.	It	may	also	be	true	that	there	is	a	
natural	 inclination	 in	human	beings	 to	discriminate	
against	 others	 who	 are	 different,	 especially	 those	
perceived	as	inferior	to	them.			

In	 the	 novel,	 all	 universities	 except	 for	 Atlas	
Brookings	 University	 do	 not	 accept	 “unlifted”	
children,	and	even	at	Atlas	Brookings	University,	the	
rate	of	admission	 is	only	2%.	Also,	 considering	 that	
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“unlifted”	 individuals	 are	 forced	 out	 of	 jobs,	 one	
would	think	that	everyone	who	would	opt	for	GE.	We	
think	 that	 Chrissie	 is	 a	 desperate	 mother	 and	
humans	 are	 vulnerable.	 We	 need	 a	 society	 that	
would	not	hunt	down	these	individuals,	or	a	society	
where	no	one	feels	compelled	to	say	horrible	things	
that	 should	never	be	 said	 to	others.	We	must	 avoid	
the	 domination	 of	 savage	meritocracy	 that	 has	 lost	
the	 value	 of	 diversity	 (Marchalik	 &	 Jurecic,	 2016;	
Ishiguro,	 2018).	 We	 must	 create	 a	 world	 in	 which	
people	 can	 live	 happily	 and	 are	 not	 disadvantaged,	
even	if	they	don’t	share	the	same	values	(i.e.,	striving	
for	achievement	or	being	a	winner).	

Blameworthiness	of	favoritism	in	an	unjust	world	
Helen	wants	her	son	Rick	to	go	to	college	to	cultivate	
his	talent	in	drone	technology	and	expand	his	future	
possibilities.	 She	 and	 Rick	 visit	 Mr.	 Vance,	 an	
executive	at	Atlas	Brookings	University,	which	is	the	
only	 university	 that	 accepts	 “unlifted”	 children.	
Helen	 and	 Mr.	 Vance	 were	 once	 romantically	
involved	 and	 lived	 together	 for	 several	 years.	 Atlas	
Brookings	University	has	a	2%	admission	quota	 for	
“unlifted”	 children;	 the	 remaining	 98%	 is	 reserved	
for	“lifted”	children.	Mr.	Vance	is	impressed	by	Rick’s	
talent	 but	 asks	 Rick	what	 he	would	 like	 him	 to	 do,	
noting	that	the	admission	process	at	Atlas	Brookings	
University	is	conducted	fairly.	When	Rick	hesitates	to	
answer,	Helen	says:	
‘I'm	 going	 to	 answer	 this	 one	 for	 him,	 Vance.	
Yes,	we	are	asking	you	for	a	favor….	It’s	for	me,	
not	you	(Rick),	to	ask	Vance.	And	we	are	asking	
him	 to	 exercise	 favoritism.	 Of	 course,	 we	
are.’	(Ishiguro,	2021,	p250) 	
Helen’s	 plan	 fails	 because	 of	 her	 statement	 and	

the	way	she	 treated	Vance	 in	 the	past.	Nonetheless,	
the	 blameworthiness	 of	 favoritism	 that	 Helen	
expects	Vance	 to	 show	 in	 this	 scene	warrants	 some	
consideration.	 University	 entrance	 examinations	
should	be	strictly	 fair;	 there	must	be	no	“backdoor”	
admission	 or	 preferential	 treatment	 of	 certain	
applicants.	 However,	 in	 the	 world	 of	 Klara	 and	 the	
Sun,	 the	university	admission	system	 itself	 is	unfair	
and	 discriminatory	 in	 that	 all	 but	 one	 university	
accept	 no	 “unlifted”	 children.	 Even	 Atlas	 Brookings	
University	 is	 discriminatory	 in	 the	 sense	 that	
“unlifted”	children	have	only	a	2%	admission	rate.	As	
Kasuzo	 Ishiguro	 noted	 in	 his	 speech,	 advanced	
science	 and	 technology	 (i.e.,	 GE)	 “create	 savage	
meritocracies	 that	 resemble	 apartheid”	 (Ishiguro,	
2018).	

An	 unfair	 world	 justiQies	 unfair	 behavior,	 or	 at	
least,	 such	 behavior	 is	 not	 strongly	 condemned:	
discrimination,	 however,	 is	 wrong	 and	 should	 be	
condemned.	Universities	treating	“unlifted”	children	
who	 excel	 at	 academics	 and	 have	 the	 aptitude	 for	
study	 differently	 and	 unfavorably	 simply	 because	
they	 are	 not	 “lifted”	 is	 unacceptable.	 In	 such	 an	
unjust	 society,	 favoritism	 is	 not	 automatically	 to	 be	
blamed.	For	Helen,	asking	Vance	to	show	favoritism	
toward	 Rick	 was	 an	 act	 of	 survival,	 rather	 than	 a	

selQish	 act	 of	 injustice.	Helen	 is	 a	 desperate	mother	
just	 like	 Chrissie.	 A	 society	 that	 produces	 such	
parents	must	be	changed.	

What	is	a	better	ending	for	Klara?	
A	 few	 years	 after	 recovering	 from	 her	 lethal	
condition,	Josie	sets	off	for	university	far	from	home,	
and	 Klara,	 who	 Qinished	 her	 role	 as	 Josie’s	 friend,	
spends	 most	 of	 her	 time	 in	 the	 storage	 room	 in	
Chrissie’s	house.	One	day,	Henry	Capaldi	visits	Klara	
and	asks	if	she	would	volunteer	for	“vivisection”;	he	
wants	 to	 know	 if	 Klara	would	 allow	 him	 to	 dissect	
and	analyze	the	central	part	of	her	artiQicial	brain.	He	
explains	it	 is	 for	research	purposes	and	to	solve	the	
‘AI	 black	 box	 problem’	 that	 has	 long	 made	 society	
uneasy	and	hesitant	to	accept	AFs.	However,	Chrissie	
rejects	this	offer	outright.	
‘No,	Henry,	you	don’t.		Klara	deserves	better.	She	
deserves	her	 slow	fade.’	(Ishiguro,	2021,	p298)	
‘Slow	fade,’	as	Chrissie	puts	it,	may	sound	good	to	

readers,	 but	 it	 is	 in	 fact	 a	 lonely	 death	 in	 the	
junkyard,	rotting	away	bit	by	bit.	Of	course,	Klara	has	
no	 fear	 of	 loneliness	 or	 death	 and	 may	 even	 Qind	
meaning	in	her	life	as	she	dies	alone,	feeling	satisQied	
(Abrams,	 2021).	 It	 is	 hinted	 that	 other	 AFs	 are	
similarly	 consigned	 to	 the	 junkyard.	However,	 a	 big	
question	 arises	 as	 to	 whether	 slow	 fade	 is	 a	 good	
way	 of	 dying	 or	 ending	 life	 for	 Klara.	 Or	 would	
undergoing	 “vivisection”	 for	 the	 cause	 of	 greater	
social	acceptance	be	a	better	option	for	AFs?	

Brain	vivisection	and	slow	fade	are	equally	unfair	
to	Klara.	There	should	be	a	better	end	for	AFs	when	
they	complete	their	role.	Henry,	a	mad	scientist,	has	
no	respect	for	Klara	and	treats	her	 like	an	object.	 Is	
Klara	as	good	as	a	“vacuum	cleaner”	 to	him?	We	do	
not	 know	 what	 would	 happen	 to	 Klara	 after	 her	
central	 computer	 system	 is	 subjected	 to	 detailed	
investigation,	 but	 the	 fact	 that	 Henry	 goes	 through	
the	trouble	of	asking	Klara	such	a	favor	suggests	that	
he	 regards	 Klara	 as	 a	 mere	 object	 that	 can	 be	
expended	for	the	sake	of	scientiQic	progress.	

What	is	the	appropriate	end	for	AFs	that	fulQilled	
the	role	of	a	friend	to	“lifted”	children?	If	Klara	were	
to	 agree	 to	 undergo	 vivisection,	would	 her	 consent	
be	valid?	Her	ability	to	decide	whether	to	consent	or	
refuse	 the	 procedure	 might	 be	 limited	 given	 the	
nature	of	the	program.	Klara	has	a	sense	of	self	and	
emotions,	 and	 while	 it	 is	 debatable	 whether	 she	
should	be	considered	a	person	based	on	this	fact,	she	
should	not	be	subject	to	the	abuse	of	being	treated	as	
a	mere	object,	even	as	an	artiQicial	robot.	Therefore,	
neither	of	the	two	endings	is	acceptable.	Then,	what	
is	 the	 best	 way	 for	 Klara	 to	 meet	 her	 end?	 This	
question	 warrants	 careful	 consideration,	 as	 it	 also	
touches	on	how	to	deal	with	AFs	 that	had	no	buyer	
until	 the	 end.	 This	 question,	 at	 least,	 needs	 to	 be	
pondered	in	advance,	before	AF	appears.	

In	 order	 to	 address	 problems	 related	 to	 AFs’	
appropriate	end,	we	need	to	Qirst	answer	the	broader	
and	 more	 basic	 question	 of	 what	 general	 attitude	
humans	 should	 take	 toward	 AFs.	 We	 believe	 that	
when	a	being	like	Klara,	who	has	consciousness	and	
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feelings	of	 independence,	appears	in	human	society,	
an	 important	 issue	 is	 how	 to	 respect	 such	 a	 non-
human	 being.	 Klara	 has	 a	 clear	 and	 pure	 purpose	
and	mission	to	cure	Josie,	even	at	considerable	cost.	
Klara	is	the	most	idealistic	and	sublime	being	in	the	
novel.	 She	 does	 not	 deserve	 to	 be	 treated	 as	 an	
object	or	a	slave,	 like	the	“lifted”	children	did	 in	the	
interacting	 meeting.	 Although	 many	 of	 the	 main	
characters	 initially	 treated	 Klara	 as	 an	 object	 to	
varying	 degrees,	 they	 came	 to	 understand	 her	
devotion	 and	 love	 for	 Josie	 and	 learned	 to	 respect	
her.	 Developing	 respect	 through	 relationships	 with	
others	 is	 important	 at	 any	 age	 for	 everyone,	
anywhere;	this	is	one	of	the	valuable	insights	we	gain	
from	the	novel.	

Continuity	 of	 a	 dying	 child’s	 sense	 of	 self	 (the	
missing	 perspective	 in	 the	 “Continuing	 Josie”	
project)	
Chrissie,	 unable	 to	 bear	 the	 thought	 of	 losing	 both	
Sal	 and	 Josie	 because	of	 her	decisions,	 plans	 to	 ask	
Henry	 to	 create	 an	AF	 shell	mimicking	 all	 of	 Josie’s	
external	 characteristics	 and	 implant	 Klara’s	 central	
nervous	 system,	 a	 computer	 system	 that	 perfectly	
copies	 Josie’s	 central	nervous	system,	 into	 it.	Henry	
says	to	Klara,	
‘Klara,	 we’re	 not	 asking	 you	 to	 train	 the	 new	
Josie.	We’re	asking	you	to	become	her…	
You’re	 not	 being	 required	 simply	 to	 mimic	
Josie’s	outward	behavior.	You’re	being	asked	to	
continue	her	for	Chrissie.	And	for	everyone	who	
loves	Josie.’	(Ishiguro,	2021,	p209)	
Henry	believes	that	all	human	internal	elements	

can	be	completely	 transplanted	 into	an	AI	program.	
While	 there	 is	 the	 idea	 that	 each	 human	 being	 has	
something	 special	 about	 them,	 which	 is	 unique	 to	
that	 individual	 and	 can	 never	 be	 transferred	 to	
anything	else,	we	are	not	concerned	with	the	‘soul’	of	
human	existence;	rather,	here	we	focus	on	the	fallout	
from	the	“Continuing	Josie”	project.			

First,	we	 think	 that	 Josie’s	 fear	of	death	will	not	
disappear	because,	whether	the	project	succeeds	or	
fails,	 Josie	would	still	die	young.	Whatever	 it	 is	 that	
makes	each	individual	unique,	the	continuation	of	an	
individual’s	 sense	 of	 self	 is	 essential.	 For	 example,	
cloning	oneself	from	one’s	own	cells	would	not	make	
much	 sense	 to	 those	 who	 do	 not	 want	 to	 die.	 In	
addition,	we	wonder	what	would	happen	 to	Klara’s	
sense	 of	 self	when	 the	 “Continuing	 Josie”	 project	 is	
completed.	 In	any	case,	 if	 Josie’s	sense	of	self	 is	not	
continued,	Henry’s	plan	to	continue	Josie	through	an	
AF	is	meaningless	to	dying	Josie.	

One	 might	 view	 that	 the	 purpose	 of	 the	
“Continuing	 Josie”	 project	 is	 to	 help	 Chrissie,	 and	
that	 there	 is	 no	 need	 for	 consideration	 of	 Josie.	
However,	 such	 a	 view	 may	 lead	 to	 a	 disregard	 for	
Josie’s	 life.	 If	 there	 is	 always	 a	 replica	 or	 an	 AF	
substitute,	 parents	 might	 not	 hesitate	 to	 choose	 to	
give	risky	GE	to	their	children	or	give	up	treating	the	
sick	 child	 prematurely.	 It	 is	 also	 unacceptable	
because	 the	 project	 disregards	 Klara’s	 original	 and	
ordinal	 program	 function.	We	must	 remember	 that	

her	 emotions	 as	 well	 as	 her	 appearance	 should	 be	
valued. 		 	

We	also	believe	 that	 this	project	 is	 an	affront	 to	
Josie’s	life.	Chrissie	fails	to	recognize	the	fact	that	her	
child	 is	 a	 human	 being	 with	 an	 independent	
personality	 and	 life.	Moreover,	 had	 the	 “Continuing	
Josie”	project	 been	 implemented,	what	Klara	would	
be	 able	 to	 reproduce	 is	 based	 on	 her	 limited	 time	
with	 Josie;	 she	would	 not	 be	 able	 to	 reproduce	 the	
changes	 Josie	 has	 undergone	 as	 she	 grew	 up,	 i.e.,	
Josie’s	history	as	a	person,	nor	would	she	be	able	to	
reproduce	 what	 Josie	 has	 felt	 with	 her	 Qive	 senses,	
such	as	temperature,	smell,	and	atmosphere.	 In	this	
regard,	the	project	can	never	be	a	complete	success.	
GE	 intervention	 and	 the	 “Continuing	 Josie”	 project	
both	 leave	 no	 room	 for	 mutual	 respect	 between	
Chrissie	and	Josie,	or	the	emotional	connection	that	
is	 supposed	 to	 develop	 between	 a	 parent	 and	 child	
over	 time.	 In	 fact,	 there	 appears	 to	 be	 a	 constant	
tension	 in	 their	 mother–daughter	 relationship,	
undermining	 the	 nurturing	 of	 healthy	 and	 pure	
affection	between	the	two.	

Conclusion	
At	 the	 end	 of	 the	 story,	 Klara	 meets	 the	 former	
manager	 of	 the	 AF	 store	 where	 she	 was	 exhibited	
and	 sold	 and	 describes	 her	 experiences	 at	 Josie’s	
house.	 Klara’s	 answer	 to	 the	 question	 of	 what	 is	
unique	 and	 non-transferable	 about	 everyone	 is	
described,	as	follows:	
‘Mr	 Capaldi	 believed	 there	was	 nothing	 special	
inside	 Josie	 that	 couldn’t	 be	 continued.	He	 told	
the	 Mother	 he’d	 searched	 and	 searched	 and	
found	 nothing	 like	 that.	 But	 I	 believe	 now	 he	
was	 searching	 in	 the	 wrong	 place.	 There	 was	
something	 very	 special,	 but	 it	 wasn’t	 inside	
Josie.	 It	was	 inside	 those	who	 loved	her.	That’s	
why	 I	 think	 now	Mr	 Capaldi	 was	wrong	 and	 I	
wouldn’t	 have	 succeeded.’	 (Ishiguro	 2021,	
p306)	
Social	 trends	 in	 the	world	 of	Klara	 and	 the	 Sun	

undermine	 “something	 special	 inside	 those	 who	
loved	her.”	This	is	because	GE	diminishes	the	ability	
of	“lifted”	children	to	communicate	with	others,	and	
since	 the	 division	 due	 to	 GE	 gives	 rise	 to	
discriminatory	 feelings	 in	 those	 children	 (i.e.,	 they	
do	not	see	an	individual	as	an	individual),	they	fail	to	
cultivate	 sound	 relationships	 with	 others.	 The	 AF	
upgrade	 from	 B2	 to	 B3	 is	 another	 possible	 factor	
that	 might	 have	 led	 to	 reduced	 empathy	 in	 “lifted”	
children,	 negatively	 affecting	 their	 ability	 to	 form	
friendships.	 Because	 of	 GE,	 Sal	 died;	 Josie	 got	 sick;	
Paul	left	Chrissie;	and	Rick	and	Josie	lost	something	
special	that	they	had	once	shared.	More	to	the	point,	
even	if	there	is	something	special	inside	each	person,	
we	will	never	Qind	that	special	something	in	others	if	
we	only	focus	on	the	results	brought	about	by	GE	or	
advanced	science	and	technology.	We	do	not	know	if	
there	 is	something	special	about	us	that	 is	uniquely	
human.	 We	 do	 not	 think	 this	 question	 is	 of	 great	
importance	in	human	life,	but	at	least	Klara’s	view	is	
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correct:	 we	 must	 value	 the	 ‘special	 something’	 we	
Qind	in	others.	

How	 should	 we	 address	 the	 various	 problems	
brought	 about	 by	 advanced	 science	 and	 technology	
in	 future	 society,	 as	 depicted	 in	Klara	 and	 the	 Sun?	
We	 should	pay	attention	 to	not	only	 the	beneQits	 of	
advanced	 science	 and	 technology	 but	 also	 their	
negative	 consequences,	 unintended	 or	 expected,	 as	
well	 as	 moral	 failures	 at	 the	 time	 of	 technological	
development	 (Ishiguro	 2018).	 We	 must	 not	 forget	
the	 importance	of	human	emotions	 and	wisdom,	 in	
addition	 to	 knowledge	 and	 intellectual	 ability.	 It	 is	
not	 his	 or	 her	 social	 class	 or	 intellectual	 level	 that	
makes	the	relationship	with	that	person	special.	

Finally,	we	 should	aim	 for	 a	 society	 in	which	all	
beings	 with	 feelings	 and	 self-awareness	 are	
respected	and	protected,	even	if	they	are	not	human.	
When	 feeling	 weak	 or	 driven	 by	 fear	 and	 anxiety,	
human	 beings	 are	 prone	 to	 do	 foolish	 things	 that	
they	may	regret	 later	and/or	are	harmful	 to	others.	
Unjust	evaluation	and	selection	of	people	should	be	
eliminated,	and	uniformity	and	mechanistic	ways	of	
looking	at	 things	must	be	discarded.	No	one	should	
be	 allowed	 to	 treat	 AFs	 in	 a	 less	 than	 courteous	
manner.	

Japanese	novelist	Shinya	Tanaka	once	wrote	in	an	
essay,	 “It	 is	often	 said	 that	 a	writer	 is	 a	 canary	 in	a	
coal	mine	...	they	used	to	regard	a	writer	as	a	person	
who	 senses	 danger	 earlier	 than	 others.	 A	 writer	
plays	the	role	of	quickly	snifQing	out	any	changes	and	
putting	them	into	words	(Tanaka,	2017).”	Klara	and	
the	 Sun	predicts	 irrevocable	 social	 changes	brought	
about	by	advanced	science	and	technology,	including	
genetic	 engineering	 and	 AI	 science,	 and	 warns	 us	
that	 they	 may	 further	 damage	 precarious	 human	
relationships	 and	 fragile	 solidarity	 that	 we	 have	
maintained	throughout	humanity.	Klara	and	the	Sun	
will	 certainly	 become	 one	 of	 the	 most	 important	
literary	works	in	the	Qields	of	science	and	technology	
and	biomedical	ethics.	
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Background	
Lower	 middle-income	 countries	 (LMICs)	 such	 as	
Pakistan	 face	 considerable	 challenges	 in	 the	 health	
sector.	 From	 high	 maternal	 and	 neonatal	 mortality	
rates	 of	 14.47%	 and	 4.2%,	 respectively,	 (Hanif,	
Khalid,	 Rasul,	 &	 Mahmood,	 2021;	 Pakistan	
Demographic	 and	 Health	 Survey,	 2019)	 and	 the	
phenomenon	of	 ‘brain	drain’	 in	which	highly	skilled	
health	 professionals	 choose	 to	 move	 abroad	 for	
greater	 quality	 of	 life	 and	 work	 opportunities,	
Pakistan	 has	 gone	 through	 it	 all.	 Quality	 and	
accessible	health	 is	yet	a	 luxury	 for	a	common	man	
here.	 In	 addition,	 several	 natural	 or	 man-made	
tragedies	 strike	 Pakistan	 each	 year,	 putting	 the	
healthcare	 system	 to	 the	 test.	 The	 global	 pandemic	
no	doubt	posed	a	huge	burden	on	healthcare	in	our	
country	making	the	Emergency	departments	on	the	
verge	 of	 crowding	 and	 eventually	 missing	 the	
patients	that	needed	the	facility	and	resources	in	the	
Qirst	 place	 (Atif	 &	 Malik,	 2020).	 Pakistan's	 primary	
healthcare	 infrastructure	 is	 widespread,	 with	
approximately	 5000	basic	 health	 units	 (BHUs),	 600	
rural	health	centers	(RHCs),	and	7500	other	primary	
care	 institutions	 supported	 by	 a	 network	 of	 tehsils	
and	 district-level	 secondary	 and	 tertiary	 care	
hospitals	 for	 referrals	 (World	 Health	 Organization,	
2022),	 but	 unfortunately,	 the	 facilities	 are	 not	 fully	
functional,	 lack	 access	 and	 resources,	 with	 few	
clinically	 competent	 healthcare	 professionals.	
According	 to	 Husseni	 and	 Ullah	 (2019),	 a	 tertiary	
care	hospital	 in	 Lahore	handles	3000	people	 in	 the	

emergency	 room	with	a	 capacity	of	 just	2000	beds;	
additionally,	 another	 tertiary	 care	 hospital	 handles	
500	patients	with	an	actual	bed	capacity	of	only	80	
beds.	As	a	result,	many	emergency	room	admissions	
are	 for	 mild	 ailments,	 highlighting	 the	 need	 for	
urgent	care	services.	

The	idea	of	Urgent	Care	Services	(UCS)	is	novel	to	
our	 part	 of	 the	 world;	 however,	 this	 has	 been	
introduced	to	many	countries	quite	a	few	years	back	
(Javed	&	 Ilyas,	2018).	There	 is,	 in	 theory,	a	 Qine	 line	
between	emergent	and	urgent	care.	An	emergency	is	
life-threatening	or	need	immediate	care,	whereas	an	
urgency	necessitates	urgent	services	but	is	not	lethal	
or	 life-threatening.	 In	 practice,	 nonetheless,	
emergency	 departments	 deals	 both	 emergent	 and	
urgent	 cases	 (Roy	 et	 al.,	 2020)	 that	 causes	 the	
detrimental	 impact	 on	 patient	 care	 caused	 by	 ER	
overcrowding,	 such	 as	medication	 errors,	 increased	
death	 rates,	 and	 a	 lack	 of	 efQicient	 care	 (Husseni	 &	
Ullah,	 2019).	 The	 reformation	 of	 segregation	
between	emergent	and	urgent	care	departments	is	a	
new	 global	 challenge	 (Turner	 et	 al.,	 2015).	 The	
American	 College	 of	 Emergency	 Physicians	 (ACEP)	
deQines	an	overcrowded	ER	as	one	where	 there	 is	a	
greater	 demand	 for	 emergency	 care	 than	 there	 are	
resources	to	meet	that	demand	(American	College	of	
Emergency	Physicians,	2018).	This	assertion	afQirms	
that	 this	 issue	 is	 being	 faced	 by	 practically	 all	 of	
Pakistan's	 major	 tertiary	 care	 hospitals.	 Medical	
urgencies	 and	 emergencies	 can	 strike	 at	 any	 time	
and	 in	 any	 place.	 According	 to	 research,	 90%	 of	
morbid	 conditions	 can	 be	 resolved	 by	 sustainably	
establishing	 community-based	 primary	 care	
physician-led	 teams	 (Hyder	&	Razzak,	 2013)	which	
evidently	highlights	the	need	of	UCS.	

Need	for	urgent	care	services	
According	to	studies	from	Canada,	the	United	States,	
Australia,	 and	 the	 United	 Kingdom,	 the	 need	 for	
emergency	care	 is	 increasing	by	3%	to	6%	per	year	
(Di	 Somma	 et	 al.,	 2015;	 Nicholl	 &	 Mason,	 2013).	
More	 people	 are	 visiting	 emergency	 rooms,	 with	
annual	 increases	 of	 up	 to	 5%	 in	 Belgium,	 8.5%	 in	
England,	 and	 10%	 in	 New	 Zealand	 (Karam,	 Tricas,	
Darras,	 &	 Macq,	 2016;	 Parkinson,	 Meacock,	
Checkland,	 &	 Sutton,	 2021;	 Tenbensel	 et	 al.,	 2017).	
However,	current	evidence	indicates	that	in	Belgium,	
the	United	States,	Iran,	and	Jeddah,	56%,	20%,	64%,	
and	 65%	 of	 these	 visits	 to	 the	 Emergency	
department	 were	 non-urgent ,	 respectively	
(Bahadori,	 Mousavi,	 Teymourzadeh,	 &	 Ravangard,	
2019;	 Bakarman	 &	 Njaifan,	 2014;	 Uscher-Pines,	
Pines,	Kellermann,	Gillen,	&	Mehrotra,	2013).		

Urgent	 emergency	 room	 visits,	 also	 known	 as	
inappropriate	or	avoidable	ED	visits,	do	not	require	
intensive	 intervention	 and	 typically	 range	 from	
designated	 triage	 classiQication	 to	 self-perceived	
urgency,	 making	 comparison	 estimates	 difQicult	
(Baier	 et	 al.,	 2019).	 High	 rates	 of	 non-urgent	 ED	
visits	 result	 in	 overcrowding,	 prolonged	 waiting	
times,	 unpleasant	 patient	 outcomes,	 and	 Qinancial	
losses	 for	 service	 providers	 (Kraaijvanger,	 Van	
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Leeuwen,	Rijpsma,	&	Edwards,	2016).	 In	 the	United	
Kingdom,	the	need	for	urgent	care	services	is	rising,	
as	 evidenced	 by	 a	 46%	 increase	 in	 attendance	
between	2006	and	2013.	In	addition,	the	number	of	
ambulance	 calls	 increased	 from	 4	 million	 in	
1994-1995	 to	 9	million	 in	 2014-2015,	while	 in	 the	
United	 States,	 the	 number	 of	 calls	 ranged	 from	
16,000,000	 in	 2006	 to	 28,004,624	 in	 2009	 (Coster,	
Turner,	 Bradbury,	 &	 Cantrell,	 2017).	 Nonetheless,	
there	is	a	gap	in	the	literature	regarding	the	need	for	
urgent	 care	 facilities	 in	 South	 Asia,	 notably	 in	
Pakistan;	 however,	 Pakistan	 is	 also	 not	 exempted	
from	this	danger.		

Urgent	care	versus	emergent	care	
Several	 developed	 countries	 are	 currently	
implementing	the	concept	of	urgent	care	systems	in	
their	 hospital	 settings,	 which	 are	 deQined	 as	 an	
outpatient	or	ambulatory	care	provided	outside	of	a	
conventional	emergency	room	in	a	hospital.	Medical	
ofQicers	 and	 family	 physicians	 in	 communities	 are	
the	 Qirst	 responders	 to	 any	 medical	 emergent	 or	
urgent	 situation	 that	 arises.	 A	 study	has	 found	 that	
the	 growing	 elderly	 population	 requiring	 complex	
care,	as	well	as	patients	bypassing	their	primary	care	
physicians	 and	 going	 straight	 to	 the	 ER	 after	
clinic	hours,	contribute	to	the	increased	demand	for	
emergency	 care	 services	 (Leonard	 et	 al . ,	
2014).	 People	 have	 been	 reported	 to	 choose	
emergency	 care	 for	 a	wide	 range	 of	 reasons,	which	
may	 contribute	 to	 the	 rising	 demand	 for	 these	
services.	 These	 reasons	 include	 perceived	 highly	
satisfying	 treatment	 in	 the	 hospital,	 poor	
accessibility	 to	 certain	 other	 services,	 the	
assumption	that	the	issue	was	too	severe	to	require	
emergency	 treatment,	 and	 ignorance	 of	 other	
services	(Arain,	Nicholl,	&	Campbell,	2013;	Coster	et	
al.,	2017).	Therefore,	it	is	imperative	to	think	beyond	
the	 conventional	 way	 of	 providing	 services	 to	 the	
population	and	 create	other	appropriate	 settings	 to	
respond	 to	 the	 need	 in	 a	 timely	 and	 resource-
efQicient	manner.	

Establishing	an	urgent	care	service	
To	meet	the	requirement	of	timely	assessment	of	an	
urgently	 sick	 patient	 and	 implement	 the	 evidence	
into	practice,	one	of	the	Qinest	medical	institutes	The	
Aga	 Khan	 University,	 Hospital,	 Family	 Medicine	
department	 in	 Karachi,	 Pakistan	 has	 initiated	 the	
Qirst	family	physician-led	Urgent	Care	Services	(UCS)	
at	 a	 tertiary	 setting	 that	 covers	 urgent	 care	 needs	
and	 has	 channelized	 the	 segregation	 of	 cases	 from	
emergent	 to	 urgent	 to	 cases	 requiring	 only	 clinic	
visits.	 The	 effort	 aimed	 to	 lessen	 the	 ER	 burden,	
provide	 cost-effective	 care,	 track	 continuity	 of	 care	
and	 follow-up,	 and	provide	 convenience	 to	 patients	
by	 being	 available	 24/7.	 This	 is	 a	 four-bed	 facility	
with	 one	medical	 ofQicer,	 one	 registered	 nurse,	 and	
one	 nursing	 assistant	 per	 shift.	 After	 a	 thorough	
need	assessment	and	baseline,	 the	operational	plan	
was	 completed,	 before	 the	 execution,	 the	 relevant	
employees	 had	 extensive	 training	 that	 included	

workshops	 on	 triaging	 system,	 basic	 critical	 care,	
disease	 management	 pathways,	 scenario-based	
evaluations	 on	 triaging,	 ER	 collaboration	 and	
acquisition	 of	 skills	 like	 communication,	 decision	
mak ing ,	 l abora tory	 in terpre ta t ions ,	 and	
administration	of	emergency	medicines	whilst	in	the	
ER,	 and	 Advanced	 Cardiovascular	 Life	 Support	
(ACLS)	 credentialing.	 However,	 during	 the	
preparation,	 the	 project	 team	 addressed	 a	 few	
challenges	 that	 were	 faced	 including	 recruitment	
and	acquisition	of	training	to	Qill	the	knowledge	and	
skills	gap	in	staff,	staff	concern	of	working	in	shifts,	a	
lack	of	space	that	would	cause	patients	to	wait,	and	
higher	costs	than	the	usual	primary	care	clinics.	

The	 facility	 has	 employed	 the	 Emergency	
Severity	Index	(ESI)	tool	to	categorize	patients	based	
on	 their	 severity.	 The	 following	 are	 the	 ESI	 triage	
levels:	 ESI-1:	 immediate	 life-saving	 intervention	 is	
required,	 ESI-2:	 high-risk	 situation,	 disorientation,	
severe	 pain,	 or	 vitals	 in	 danger	 zone	 necessitating	
immediate	care,	ESI-3:	Urgent	care	involving	the	use	
of	 multiple	 resources	 such	 as	 lab	 investigation,	 IV	
Qluid,	 IV	 medications,	 ECG,	 but	 vitals	 are	 not	 in	
the	 danger	 zone.	 ESI-4:	 non-urgent	 therapeutic	
interventions	 requiring	 only	 one	 resource	 to	
stabilize	 the	 patient,	 and	 ESI-5:	 non-urgent	 visit	
requiring	 no	 resources	 to	 stabilize	 the	 patient.	
Patients	 with	 ESI-1	 require	 prompt	 intervention,	
whereas	patients	with	ESI-2	to	ESI-5	are	anticipated	
to	undergo	medical	evaluation	and	treatment	within	
15,	30,	60,	and	120	minutes,	respectively	(Jordi	et	al.,	
2015).		

The	 patients	 are	 either	 directly	 seen	 in	 UCS	 or	
are	referred	to	UCS	via	ER	triaging	system	based	on	
their	 ESI	 Score.	 The	 cases	 that	 fall	 under	 the	
category	 of	 ESI-3	 to	 ESI-5	 are	 admitted	 at	 UCS,	
assessed	 and	 observed	 thoroughly,	 and	 provided	
treatment.	Once	they	are	stable,	they	are	discharged	
with	home	management	and	care.	The	average	stay	
of	 a	 patient	 in	 UCS	 ranges	 from	 1	 hour	 to	 4	 hours.	
Approximately,	 10-15	 patients	 visit	 UCS	 per	 day,	
resulting	 in	 a	 monthly	 patient	 turnover	 of	 300	 to	
450.	Some	of	the	common	health	issues	reported	till	
to	 date	 are	 dengue	 fever,	 gastroenteritis,	 febrile	
illness,	and	respiratory	disease.	

Impact	of	urgent	care	service	
Urgent	 care	 setup	 offers	 a	 broader	 range	 of	
resources	and	 facilities	 than	a	doctor's	 examination	
room,	 in	 addition	 to	 more	 Qlexible	 schedules.	
Furthermore,	 urgent	 care	 centers	 are	 frequently	
associated	 with	 relief	 from	 prolonged	 waiting	
hours	for	clinic	appointments,	populated	emergency	
health	 services,	 and	positively	 contributing	 to	more	
accessible	 care	 by	 having	 competent	 healthcare	
professional	 available	 for	 the	 people	 especially	
working	 adults	 and	 children	 from	 school	 to	 visit	 as	
per	their	convenience	and	timeframe.	Many	patients	
asserted	that	UCS	has	a	signiQicant	impact	on	making	
healthcare	more	 accessible,	 cost-effective,	 and	 easy	
to	coordinate.	
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Recommendations	and	Conclusions	
The	UCS	is	without	a	doubt	a	revolutionary	attempt	
in	 Pakistan's	 healthcare	 setup,	 which	 has	 only	
recently	 been	 born	 and	 has	 yet	 to	 achieve	 major	
milestones.	 Certain	 responsibilities	 of	 healthcare	
professionals	 other	 than	 physicians,	 such	 as	 the	
advanced	 nurse	 practitioner	 (ANP),	 are	 becoming	
established	 as	 a	 more	 recent	 specialty	 within	 the	
healthcare	 Qield.	Nurse	 practitioners	 (NP)	 in	 urgent	
care	 are	 frequently	 viewed	 as	 low-cost,	 effective	
options	 for	 treating	 common	 and	 acute	 illnesses	 in	
the	 population.	 Thus,	 we	 advocate	 for	 the	 use	 of	
ANPs	 in	 urgent	 care,	 which	 will	 beneQit	 both	 the	
health	 system	 and	 the	 patient	 in	 a	 variety	 of	ways,	
including	lower	costs	for	both	the	health	system	and	
the	 patient,	 shorter	 wait	 times,	 and	 increased	
physician	 capacity	 to	 treat	 more	 patients	 while	
maintaining	high-quality	care	and	standards.		

Moreover,	 we	 urge	 public	 health	 leaders	 and	
healthcare	organizations,	however,	 to	establish	such	
facilities	 in	 their	 institutes	 and	 train	 doctors	 and	
nurses	to	specialize	in	the	Qield	of	urgent	care,	which	
will	 both	 reduce	 the	 burden	 of	 emergencies	
encountered,	and	reduce	the	burden	on	tertiary	care	
in	the	long	run.	Policymakers	can	develop	protocols	
for	implementing	urgent	care	services	for	healthcare	
organizations	 across	 the	 country,	 ensuring	 that	 the	
quality	 of	 care	 is	 consistent	 across	 regions.	
Researchers	can	help	Qind	bottlenecks	and	gaps	
based	 on	 patients'	 and	 healthcare	 providers'	
experiences,	 as	 well	 as	 better	 solutions,	
troubleshooting,	 and	 turning	 Qlaws	 into	
opportunities	for	better	healthcare	outcomes.		

In	 conclusion,	 The	 Family	 Medicine	
department,	 which	 leads	 UCS	 in	 partnership	
with	 primary	 healthcare	 provided	 by	 well-
t ra ined	 fami ly	 phys i c i ans	 and	 nurse	
practitioners,	will	surely	play	an	important	role	
and	provide	a	new	dimension	to	the	health	care	
in	 Pakistan.	 Also,	 the	 overall	 burden	 on	
emergency	services	have	been	reduced,	and	the	
scope	of	Family	Medicine	Practitioners	has	been	
broadened	by	implementation	of	this	initiative.	
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Abstract:	
Recognizing	and	addressing	 the	challenges	 faced	by	
healthcare	 workers	 in	 response	 to	 COVID-19	 is	 an	
important	 aspect	 of	 healthcare	 leadership.	 Limited	
access	 to	 personal	 protective	 equipment,	 fear	 of	
contagion	 to	 family	 and	 lack	 of	 vaccines	 are	 posing	
tremendous	 challenges	 for	 healthcare	 workers.	
Supporting	ethical	practice	is	essential	to	the	health	
workforce’s	 well-being.	 A	 literature	 search	 was	
conducted	 using	 a	 combination	 of	 keywords.	 Data	
from	the	related	reviews,	abstracts,	and	articles	were	
then	studied	and	summarized.	This	narrative	review	
summarizes	 the	 relevant	 literature,	 regarding	 the	
challenges	 and	 risk	 perceptions,	 and	 the	 factors	
associated	 with	 the	 duty	 to	 care	 during	 the	
COVID-19	pandemic.	 It	also	discusses	 the	strategies	

to	cope	with	uncertainty	such	in	times	of	this	crisis.	
While	 the	 duty	 to	 care	 is	 uncertain	 when	 one's	
personal	well-being	is	at	stake,	it	depends	largely	on	
their	 own	 risk	 assessment.	 Learning	 from	 our	
collective	experiences	thus	far	is	our	most	important	
moral	 obligation,	 as	 failing	 to	 learn	 from	 our	
previous	 experiences	 would	 be	 a	 violation	 of	 the	
ethical	 obligation	 to	 use	 available	 knowledge,	
evidence,	and	experience	 to	safeguard	and	promote	
public	health.	

Introduction	
COVID-19,	 which	 is	 the	 third	 outbreak	 of	 the	
coronavirus,	 has	 affected	 more	 than	 209	 countries	
including	 Pakistan	 1.	 Healthcare	 providers	 (HCPs)	
are	at	the	frontline	when	treating	infectious	disease	
cases	 and	 are	 at	 higher	 risk	 of	 contracting	 such	
infections	2.	 In	 a	 study	 conducted	 in	Wuhan	 China,	
the	 rate	 of	 transmission	 to	HCPs	was	 29%	3.	 As	 of	
September	14th,	2021,	a	 total	of	17,866	HCPs	were	
infected	in	Pakistan	4.		

As	 the	 pandemic	 advances,	 limited	 access	 to	
essential	 Personal	 Protective	 Equipment	 (PPE)	 is	
posing	 tremendous	 challenges,	 regarding	 personal	
safety	 and	 patient	 care,	 for	 healthcare	 providers	 5.	
Studies	have	shown	that	HCPs	reported	reluctance	to	
work	because	of	fear	of	infecting	their	family,	friends,	
and	colleagues	6,7,8,9.	

The	promotion	of	ethical	practice	is	important	to	
the	 quality	 of	 health	 care	 and	 the	 well-being	 of	
health	 staff.	 Recognizing	 and	 solving	 the	 challenges	
faced	 by	 health	 professionals	 in	 response	 to	
COVID-19	 is	 an	 important	 aspect	 of	 leadership	 in	
health	care	and	civic	service	10.	The	findings	on	the	
perceptions	of	HCWs	about	the	risks	of	duty	to	care	
during	 the	 COVID-19	 pandemic	 could	 inform	
medical	 institutional	 authorities	 about	 the	 need	 for	
urgent	 implementation	 of	 safety	 policies	 and	
deployment	of	human	resources	and	set	priorities	in	
terms	 of	 safety	 and	 human	 resources	 allocation	 by	
public	 health	 authorities	 11.	 It	 also	 discusses	 the	
ways	of	coping	with	uncertainty	in	times	of	crisis,	in	
the	light	of	lessons	learned	by	the	pandemic.		

Research	Methods	
A	 literature	 search	 was	 conducted	 on	 PubMed	 and	
Google	 Scholar	 for	 articles	 using	 a	 combination	 of	
keywords.	 Selected	 articles	 and	 abstracts	 were	
reviewed	 for	 full-text	 review.	 The	 references	 to	
included	 studies	 were	 also	 reviewed	 to	 identify	
additional	 sources.	 Only	 studies	 written	 in	 English	
were	 included.	 Due	 to	 the	 huge	 diversity	 of	 study	
design	 and	 types,	 a	 narrative	 approach	 has	 been	
adopted	for	this	review	paper.		

Results	
Ethical	challenges	of	covid-19	
A	 public	 health	 emergency	 such	 as	 COVID-19	
disrupts	 normal	 practices	 that	 promote	 ethically	
sound	 patient	 treatment.	 Ethical	 problems	 arise	
when	HCWs	struggle	to	"do	the	right	thing"	because	
their	 roles	 and	 responsibilities	 clash	 with	 the	
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common	 ethical	 principles	 12.	 Three	 main	 ethical	
issues	that	may	arise	include	risk	of	infection	vs	duty	
to	 care,	 risk	 mitigation,	 and	 scarcity	 of	 available	
resources	 13.	 Hasting’s	 center	 report	 suggested	
three	 ethical	 duties	 of	 healthcare	 leadership	
including	 the	duty	 to	plan,	 safeguard,	 and	guide	14.	
Ethical	 guidelines	 and	 professional	 obligations	 set	
out	 the	 importance	 of	 delivering	 treatment	 to	 the	
patients,	in	particularly	difQicult	situations	like	these.		

1.	 Con@lict	 between	 duty	 to	 care	 and	 risks	 of	
infection	
The	 "duty	 to	 care"	 may	 be	 challenged	 by	 different	
risks	 that	 exist	 with	 providing	 care	 in	 a	 highly	
contagious	 environment.	 The	HCWs	 have	 a	 right	 to	
their	own	safety	amid	responsibilities	15.	It	has	been	
acknowledged	 as	 the	 most	 important	 element	 to	
count	 in	 favor	of	 the	obligation	to	work.vi	The	“duty	
to	 care”	 when	 one’s	 own	 life,	 health,	 and	 personal	
well-being	 is	 threatened	 is	 uncertain	 and	 largely	
depends	 on	 their	 own	 risk	 assessment	 and	 value	
system	16.	Having	 to	 balance	 their	 own	 safety	with	
the	needs	of	patients,	families,	and	employers,	in	the	
face	 of	 limited	 resources,	 can	 lead	 to	 distressing	
ethical	 dilemmas	 for	 physicians	 and,	 potentially,	 to	
moral	injury	17.	

The	 responsibility	 of	 protecting	 one's	 family	 is	
another	 dimension	 of	 this	 ethical	 dilemma	 18.	 In	
China,	287	out	of	534	frontline	HCPs	showed	stress	
due	 to	 the	 health	 risks	 to	 their	 family	 members.	
Strict	 implementation	 of	 infection	 control	 policies,	
avai labi l i ty	 of	 necessary	 equipment ,	 and	
acknowledgment	 of	 their	 services	 by	 the	 state	 and	
the	 hospital	 administration	 were	 the	 perceived	
beneQits	of	the	study	19.	A	study	conducted	on	4,357	
HCWs	 from	Wuhan,	 and	other	provinces	 states	 that	
63.9%	HCWs	showed	concern	of	 infection	 to	 family.	
However,	 this	 study	 does	 not	 reQlect	 the	 overall	
status	 of	 HCWs	 in	 China	 and	 requires	 more	
intervention	 20.	 In	 another	 study,	 46.97	 percent	 of	
HCWs	were	 concerned	 about	 contracting	 COVID-19	
in	 Pakistan	 21.	 Other	 Qindings	 from	 developed	 and	
developing	 nations	 conQirm	 the	 notion	 that	 HCWs	
had	 signiQicant	 stress	 and	 anxiety	 and	 perceived	
themselves	 to	be	at	 increased	risk	of	COVID-19	and	
associated	risks	22.		

Although	 there	 are	 multiple	 opinions	 in	 this	
regard,	 it	 has	 been	 stated	 that	 in	 an	 outbreak,	 it	 is	
morally	 acceptable	 for	 HCWs	 to	 abstain	 from	work	
when	 their	 obligation	 to	 care	 is	 offset	 by	 the	
cumulative	 dangers	 and	 pressures	 of	 that	work	23.	
However,	 the	stress	associated	with	 the	difQiculty	 in	
choosing	 the	 right	 thing	 cannot	 be	 underestimated.	
We	have	yet	to	see	the	results	of	such	psychological	
and	moral	distress	among	HCWs	around	the	world.		

2.	HCWs	and	availability	of	PPEs	
Protective	 gear	 is	 an	 essential	 part	 of	 the	 infection	
control	strategy	for	COVID	19	infection.	A	signiQicant	
challenge	that	arose	for	HCWs	around	the	globe	was	
continuous	 revisions	of	 safety	policies	 on	one	hand	
and	 the	 insufQiciency	 of	 appropriate	 protective	

equipment.	Most	PPE	guidelines	included	disposable	
apron,	gloves,	Qluid-repellent	surgical	masks,	and	eye	
protection	containing	either	goggles	or	a	face	shield	
24.	 In	 situations	 where	 it	 was	 in	 short	 supply	 or	
inaccessible,	 the	 relative	 impact	 of	 the	 duty	 of	 care	
can	 be	 substantially	 diminished	25.	 The	 availability	
of	 PPE	 added	 to	 the	 mental	 stress	 of	 these	 HCPs	
26,27.	It	seemed	unreasonable	for	a	HCP	to	perform	
an	activity	associated	with	a	signiQicant	risk	of	death.	
Yet,	they	were	expected	to	perform	their	duties.	The	
challenge	of	balancing	the	act	was	so	distressing	that	
many	 HCWs,	 particularly	 surgeons	 declined	
surgeries	and	other	procedures	28.		

The	 distribution	 of	 health	 services	 is	 usually	
impacted	 by	 political,	 economic,	 and	 social	 policies	
and	 the	 same	 happened	 during	 the	 pandemic.	
Adequate	availability	of	PPE	was	a	critical	first	step	
to	 be	 taken	 by	 the	 healthcare	 authorities	29.	 In	 the	
midst	of	the	COVID-19	pandemic,	it	was	important	to	
avoid	 excessive	 consumption	 of	 PPE	 and	 to	 reuse	
them	following	a	proper	biological	decontamination	
procedure.	 The	 guidelines	 for	 adequate	 use	 of	 PPE	
have	 been	 changing	 ever	 since	 the	 pandemic.	
However,	 additional	 evidence	 is	 required	 from	
testing	 techniques	 on	different	models	30.	 The	PPE	
rationing	 recommendations	 should	 obey	 empirical	
evidence	and	must	be	morally	defensible.	Therefore,	
there	 was	 an	 immediate	 need	 to	 update	 these	
guidelines	 to	 ensure	 equitable	 distribution	 31.	 The	
changes	in	the	guidelines	should	be	conveyed	clearly	
and	directly	 to	 frontline	HCPs,	without	any	political	
interference	 32.	 	 Instead	multiple	 political	 opinions	
were	 being	 voiced,	 in	 the	 context	 of	 the	 pandemic,	
around	the	world.		

3.	Psychological	pressure	and	mental	health	
Fear	and	apprehension	are	inherent	in	the	scenarios	
like	COVID-19	and	are	often	not	entirely	manageable	
33.	With	the	emergence	of	COVID-19	in	Pakistan,	just	
like	 in	 the	 rest	 of	 the	 world,	 the	 medical	 staff	 had	
been	 under	 extreme	 pressure	 34.	 HCPs	 who	 work	
continuously	 in	 isolated	 hospital	 units	 encounter	
conQinement	 phenomena	 that	 cause	 collective	
hysteria	 35.	 Severity	 creates	 more	 mental	 health	
issues,	which	 not	 only	 impairs	 the	 decision-making	
ability	but	may	also	have	long-term	adverse	impacts	
on	their	well-being	36.		

Table.1	 shows	 the	 Qindings	 of	 psychological	
distress	 levels	 and	 risk	 perceptions	 in	 frontline	
healthcare	workers	 in	 China	 and	 Pakistan	37,38,39.	
However,	 most	 of	 these	 studies	 were	 conducted	 in	
the	 early	 days	 of	 the	 pandemic	 and	 the	 long-term	
psychological	 effects	 of	 this	 population	 should	 be	
studied.		

Studies	 from	 the	earlier	pandemics	 suggest	 that	
the	 level	 of	 professionalism	 by	 HCW	 cannot	 be	
linked	 with	 their	 willingness	 to	 put	 their	 ‘duty	 to	
care’	 into	 practice	 during	 times	 of	 risk.	 In	 order	 to	
gain	 a	 deeper	 insight,	 it	 is	 important	 to	 assess	 the	
risk	perceptions	of	health	care	workers	as	 this	 Qield	
remains	unexplored	by	researchers.	
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Table	1:	Psychological	Qindings	of	studies	conducted	
in	China	

Coping	with	Uncertainty	in	times	of	crisis	
Effective	 communication,	 provision	 of	 adequate	

PPEs,	 adequate	 rest,	 and	 both	 practical	 and	
psychological	support	are	associated	with	improved	
psychological	 outcomes.	 HCWs	 must	 address	 the	
situation	 with	 medical	 integrity,	 manage	 personal	
risk,	 and	 professional	 responsibility.	 At	 the	 same	
time,	the	society	and	state	must	ensure	that	workers	
are	protected	during	the	pandemic	and	beyond.	

The	 HCWs,	 organizational	 leaders,	 and	
governments	have	a	huge	responsibility	to	safeguard	
the	rights	of	HCWs	and	minimize	risks	to	everyone.	A	
Qive-step	 organized	 process	 can	 be	 used	 to	 identify	
risks	 and	 viable	 solutions,	 and	 then	 analyze	 their	
ethical	relevance	and	impact.		

PPE	 rationing	 should	 follow	 the	 scientiQic	
evidence	 and	 be	 ethically	 justiQiable.	 Ensuring	 that	
HCWs	 were	 well-trained	 and	 well-equipped	 with	
empirically	 sound	 information	 and	 tools	 to	
effectively	 discuss	 and	 cope	 with	 the	 effects	 of	
COVID-19	 was	 a	 progressive	 and	 challenging	 step	
ahead.	

The	 top	 Qive	 ethical	 lessons	 learned	 include	
preparing	 adequately,	 better	 articulation	 and	
priorit iz ing	 overachieving	 goals ,	 working	
collaboratively,	 protecting	 the	 most	 vulnerable	
groups,	 and	 improving	 communication.	 Many	
healthcare	 systems	 struggled	 throughout	 the	world	
but	 HCWs	 globally	 showed	 sheer	 resilience	 and	
courage	 during	 this	 pandemic.	 Even	 now	 as	 the	
travel	 bans	 have	 been	 lifted,	 mask	 mandates	 have	
been	 relaxed,	 infection	 rates	 have	 dropped	 and	
vaccinations	are	being	distributed,	 the	 commitment	
of	 HCW	 to	 Qight	 this	 pandemic	 globally	 has	 not	
weaned	off.		

Limitations	
This	 review	 highlights	 the	 ethical	 challenges	 in	
mostly	Asian	 countries.	 It	 does	 not	 include	 data	 on	
the	risk	perception	of	HCWs	in	other	countries.	This	
review	 includes	 articles	 from	 early	 days	 of	 the	
pandemic	 till	 2021	 and	 as	 psychological	 pressure	
can	 rise	with	 the	progression	of	 the	pandemic,	 it	 is	
an	 area	 to	 be	 explored	 by	 researchers.	 The	 online	
surveying	and	 small	 sample	 sizes	 can	also	 limit	 the	
scope	of	these	articles.	

Conclusions	
Ethical	challenges	(personal	safety	vs.	duty	to	treat),	
heavy	workload,	 inadequate	availability	of	 essential	
PPEs,	 risk	 of	 contagion	 to	 family	 and	 friends,	 the	
desire	 to	earn	daily	wages,	 and	 lack	of	vaccines	are	
important	 challenges	 affecting	 individual	 HCWs’	
decisions	and	“duty	to	care”	during	this	pandemic.	

While	 the	 duty	 to	 care	 is	 uncertain	 when	 one's	
own	life,	health,	and	personal	well-being	are	at	stake,	
it	depends	largely	on	their	own	risk	assessment	and	
value	systems.	It	takes	a	toll	on	physical	and	mental	
wellbeing.	 Therefore,	 it	 is	 important	 to	 investigate	
the	 levels	 of	 risk	 perception,	 particularly	 in	 Asian	
countries	 and	 efforts	 should	 be	 made	 to	
professionally	guide	the	HCWs.		

Factors	 that	 support	 the	 HCWs’	 duty	 to	 care	
include	 emotional	 and	 psychological	 support	
provided	 during	 and	 after	 the	 pandemic,	 urgent	
implementation	of	safety	policies	and	deployment	of	
human	 resources.	 Furthermore,	 there	 is	 an	
immediate	need	to	update	these	guidelines	in	order	
to	 ensure	 appropriate	 security.	 Learning	 from	 our	
collective	experiences	thus	far	is	our	most	important	
moral	 obligation,	 as	 failing	 to	 learn	 from	 our	

Study	Title	&	
Year

Survey	Tool Findings

“Psychological	
impact	 of	 the	
c o r o n a v i r u s	
disease	 2019	
( C O V I D - 1 9 )	
outbreak		
on	 healthcare	
w o r k e r s	 i n	
China”	 -Jan	 01,	
2020.	

GHQ-12	scale 3 9 %	 h a d	
p s y c h o l o g i c a l	
d i s t re s s ,	 4 0%	
e x p r e s s e d	
concern	 about	
getting	infected.

“ F a c t o r s	
Associated	 With	
Mental	 Health	
O u t c o m e s	
Among	 Health	
Care	 Workers	
E x p o s e d	 t o	
C o r o n a v i r u s	
Disease	2019.”	–	
March	02,	2020

PHQ-9,	 GAD-7,	
t h e	 7 - i t e m	
I n s o m n i a	
Severity	 Index,	
and	 the	 22 -
item	 Impact	 of		
Event	 Sca le -
Revised

D e p r e s s i o n	
(50.4%),	 anxiety	
( 4 4 . 6 % ) ,	
insomnia	 (34%),	
a n d	 d i s t r e s s	
(72%)

“ C O V I D - 1 9	
p a n d e m i c -	
knowledge,	
p e r c e p t i o n ,	
a n x i e t y	 a n d	
d e p r e s s i o n	
among	
f r o n t l i n e	
d o c t o r s	 o f	
P a k i s t a n ”	 –	
March-2020.

WHO	(SRQ-20) 43%	 prevalence	
o f	 a n x i e t y /
depression,	 94%	
felt	unprotected.	

“Assessment	 of	
K n o w l e d g e ,	
Perceptions	 and	
Perceived	Risk		
C o n c e r n i n g	
COV ID - 19	 i n	
Pakistan.”	–	June	
2021	

E l e c t r o n i c	
questionnaire	
via	Qualtrics1	

The	 perce ived	
risk	score	for	both	
c o gn i t i ve	 a nd	
affective	 domains	
was	raised	at	2.24	
±	1.3	(eight	items)	
and		
3.01	 ±	 1	 (seven	
i t e m s )	
respectively
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previous	 experiences	 and	 prevent	 the	 ethical	
shortcomings	 of	 previous	 waves	 of	 the	 pandemic	
would	be	a	violation	of	 the	ethical	obligation	to	use	
available	 knowledge,	 evidence,	 and	 experience	 to	
safeguard	and	promote	public	health.	
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Abstract		
In	 recent	 years	 and	 in	 times	 past,	 pandemic-
inQluenzas	 have	 negatively	 impacted	 the	 world.	
History	records	1918,	1957,	and	1968	as	 important	
periods	 when	 pandemic-inQluenzas	 occurred.	 From	
2009-2010,	 the	 Swine	 Flu	 pandemic	 outbreak	 and	
the	Ebola	outbreak	of	2014	show	how	emerging	and	
re-emerging	 health	 threats	 affect	 people	 across	 the	
world	 having	 a	 negative	 impact	 on	 global	 health	
research.	 The	 ongoing	 COVID-19	 pandemic	
continues	to	affect	the	entire	world	and	distorts	the	
process	 of	 research	 resource	 allocation,	 and	 data	
sharing	 when	 conducting	 global	 health	 research.	
These	 issues	 among	 others	 have	 become	 an	 ethical	
dilemma	 faced	 by	 researchers	 in	 conducting	
COVID-19	 research.	 This	 article	 discusses	 how	 the	
ongoing	 COVID-19	 pandemic	 limits	 enrollment	 in	
research	 due	 to	 fear	 and	 uncertainty	 of	 the	 harm	
that	 may	 be	 incurred.	 On	 the	 other	 hand,	 the	
allocation	of	 resources	 is	 grossly	 affected	becoming	
an	 ethical	 dilemma	 on	 who	 gets	 what,	 why,	 when,	
and	 where.	 Hence,	 there	 is	 a	 need	 for	 a	 global	
framework	 to	 guide	 research	 resource	 allocation	 in	
the	event	of	a	global	pandemic.	The	paper	concludes	
with	 the	 need	 for	 better	 data	 sharing	 across	
countries	 to	 help	 the	 world	 overcome	 COVID-19.	
More	 so,	 there	 is	 the	need	 for	 countries	 to	 practice	
open	data	sharing	which	is	beneQicial	to	the	world	in	
the	Qight	against	COVID-19	and	future	pandemics	

Introduction	
Pandemic-inQluenzas	 have	 majorly	 originated	 from	
Asia	 and	 North	 America1.	 History	 records	 1918,	
1957,	 and	 1968	 as	 important	 dates	 of	 pandemic-
inQluenzas.	These	periods	–	except	for	the	Swine	Flu	
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pandemic	 outbreak	 of	 2009-2010,	 were	 major	
events	that	contributed	to	the	emergence	of	existing	
ethical	 guidelines	 and	 principles	 which	 is	 used	 to	
guide	 the	 nature	 of	 human	 subject	 participation	 in	
research.	The	Helsinki	declaration	(1964),	Beecher’s	
publication	 (1966),	 the	 National	 Research	 Act	
(1974),	 and	 the	 Belmont	 Report	 (1979)	 are	
milestones	 in	 the	 establishment	 of	 bioethics	 in	
global	 health	 research.	 Second,	 because	 epidemic	
inQluenza,	 though	 recurrent,	 affects	 only	 a	 small	
population,	 locked	 within	 geographical	 limits,	 such	
may	not	attract	signiQicant	global	attention	to	require	
an	 ethical	 review	 of	 the	 research	 practices.	
Epidemic-inQluenza	has	a	regular	occurrence	and	the	
ethics	 of	 doing	 research	 gain	 less	 traction	 and	
engagement	amongst	researchers.	As	such,	there	is	a	
paucity	 of	 sufQicient	 ethics-based	 scientiQic	
publications	 on	 large	 inQluenza	 outbreaks2.	 This	
scarcity	 reinforces	 the	 short	 supply	 of	 evidence	 of	
ethical	 processes	 and	 emergent	 issues	 on	 large	
inQluenzas	in	the	extant	literature.		

Closing	 the	 gap	 is	 essential	 as	 the	 COVID-19	
pandemic	has	 shown.	The	outbreak	which	began	 in	
Wuhan,	 China	 became	 a	 global	 pandemic	 in	 March	
2020	the	rate	of	its	spread	did	not	allow	countries	to	
have	 sufQicient	 time	 for	 adequate	 preparation.	 A	
2019	 report	 demonstrated	 that	 no	 health	 system	
was	 fully	 prepared	 for	 a	 health	 emergency3.	 This	
unpreparedness	extends	to	the	scientiQic	community.	
The	 pandemic	 signiQicantly	 displaced	 existing	
processes	 including	 research,	 except	 for	 those	
testing	 life-saving	 interventions4.	 Then	 a	 race	
towards	the	development	of	a	vaccine	or	drug	vis-à-
vis	 and	 the	 need	 to	 fully	 understand	 the	
epidemiology	of	COVID-19	intensiQied.	The	extent	of	
the	 COVID-19	 pandemic	 threatened	 the	 safety	 of	
researchers,	 research	 facilities,	 and	 study	 sites5.	 As	
such,	process-based	dynamics	forced	an	urgent	need	
for	 priority	 setting	 in	 research.	 The	 re-organization	
of	 research	 priorities,	 the	 scientiQic	 enterprise,	 and	
its	 associated	 processes	 of	 funding,	 data	 gathering,	
and	 data	 sharing	 were	 signiQicantly	 affected	 by	 the	
outbreak4,	 6.	 The	 ethical	 dilemmas	 associated	 with	
these	 processes	 are	 enormous	 as	 they	 created	
challenges	 in	 terms	 of	 resource	 allocation	 to	 non-
COVID-19	researchers	and	the	sharing	of	data	in	the	
context	of	global	politics	regarding	the	outbreak.		

As	 such,	 utilitarianism	 and	 deontological	
philosophical	 ideals	 as	 well	 as	 other	 humanistic	
principles	 like	 egalitarianism,	 reciprocity,	 and	
prioritization	 became	 valid	 perspectives	 in	 the	
COVID-19	 discourse.	 However,	 the	 processes	 and	
challenges	 which	 surround	 the	 COVID-19	 situation	
cannot	 be	 sufQiciently	 explained	 based	 on	 a	 single	
theory	or	principle.	A	multi-value	ethical	framework	
is	 more	 adequate	 to	 explain	 the	 dynamics	 of	
research	 resource	 allocation,	 consent	 process,	 and	
data	 sharing	 during	 COVID-19.	 Research	 resource	
allocation	 was	 a	 major	 challenge	 both	 in	 terms	 of	
funding	and	the	use	of	existing	resources	at	the	start	
of	 the	 pandemic.	 As	 such,	 more	 funding	 for	
COVID-19-related	 research	was	made	 available	 and	

research	 facilities	 in	 Europe	 were	 converted	 for	
COVID-19	 research	 support6.	 Due	 to	 the	 deadly	
nature	of	the	virus	and	the	urgency	for	a	solution	to	
the	 pandemic	 was	 needful.	 COVID-19	 research	 or	
treatment	 structures	were	 prioritized	 over	 the	 pre-
existing	 public	 health	 challenges	 across	 the	 world.	
For	example,	 in	 the	UK,	USA,	France,	and	Spain	 less	
critical	 in-patient	 services	 were	 moved	 to	 online	
platforms	 and	 hospital	 buildings	 became	 restricted	
areas	 for	 the	general	population.	Most	of	 the	health	
resources	were	focused	on	addressing	the	COVID-19	
challenge.		

The	 dynamics	 of	 resource	 allocation	 and	 data	
sharing	evolved	sufQiciently	around	stakeholders	like	
research	administrators,	researchers	in	the	Qield,	and	
research	 leaders.	 This	 is	 because	 they	 all	 have	 to	
ensure	 the	 equitable	 distribution	 and	 utilization	 of	
research	 resources.	Hence,	 the	deontological	 theory	
provides	 the	 basis	 for	 the	 roles	 and	duties	 of	 these	
stakeholders	during	COVID-19.	Although	indeed,	the	
stakeholders	being	moral	 agents	are	also	 subject	 to	
their	rationality	and	humanistic	orientations,	the	call	
of	 duty	 imposes	 a	 greater	 burden.	 Kantian	
deontology	 emphasizes	 the	 importance	 of	 staying	
bound	 to	 the	 cause	 of	 duty	 regardless	 of	 the	
outcomes.	 Deontological	 ethics	 is	 bound	 by	 the	
'categorical	 imperatives	 to	 produce	 actions	 which	
are	capable	of	becoming	universal	principles,	respect	
for	 humanity	 by	 not	 seeing	 people	 as	means	 to	 an	
end,	 but	 as	 ends	 in	 themselves,	 and	 acknowledging	
the	human	will	as	a	universal	law.	Because	duty	is	a	
corollary	 of	 roles	 and	 expectations,	 duty	 in	 itself	 is	
not	 free	 from	 moral	 conQlicts.	 Therefore,	 these	
stakeholders	 had	 a	 duty	 to	 ensure	 that	 there	 is	 a	
balance	 in	 the	 way	 all	 forms	 of	 research	 were	
conducted	 reducing	 any	 form	 of	 disruption	 despite	
the	COVID-19	pandemic.	Data	sharing	occurs	within	
the	 context	 of	 cultural,	 social,	 and	 political	
considerations.	 As	 such,	 existing	 and	 emerging	
national	 policies	 on	 data	 sharing	would	 evolve	 and	
respond	 to	 the	 needs	 of	 the	 COVID-19	 pandemic.	
Data	sharing	is	one	of	the	reference	points	of	disease	
control	 efforts,	 especially	 as	 they	 impact	 the	
understanding	 of	 disease	 epidemiology.	 It	 is	
therefore	expected	of	researchers	as	a	duty	to	share	
data	 notwithstanding	 prevailing	 national	 and	 or	
cultural	imperatives.		

About	 the	 preceding	 discussions	 on	 the	 ethical	
and	 practical	 processes	 related	 to	 COVID-19,	 at	 the	
commencement	 of	 the	National	 Institutes	 of	Health	
Phase	III	clinical	trials	on	the	COVID-19	pandemic,	it	
was	needful	to	focus	on	the	urgency	of	the	situation	
thereby	 making	 some	 exceptions7	 (NIH	 News	
Releases,	 2020),	 as	 the	 outbreak	 was	 a	 rarity	 in	
terms	 of	 its	 occurrence8.	 The	 need	 to	 speed	 up	
research	 (through	 the	 ethics	 review	 process)	 and	
scale	 up	 to	 vaccine	 development	 is	 at	 the	 core	 of	
pandemic-related	 research9.	 Also,	 concerning	 the	
exigencies	 of	 conducting	 research	 during	 disease	
outbreaks,	 this	 article	 draws	 from	 relevant	 ethical	
viewpoints;	this	article	engages	an	assessment	of	the	
ethical	 dilemmas	 regarding	 research	 resource	
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allocation	 and	 data-sharing,	 which	 have/are	
emerged-ing	in	the	scientiQic	enterprise	of	COVID-19	
and	other	inQluenza	research.		

Research	 resource	 allocation	 and	 participation	
in	the	COVID-19	outbreak	
The	 need	 for	 vaccines	 and/or	 drugs	 and	 providing	
care	 are	 two	 important	 interconnected	 needs	 that	
shape	 the	 landscape	 of	 resource	 allocation	 when	
there	is	a	disease	outbreak.	Thus,	in	the	context	of	an	
existing	 pandemic	 like	 COVID-19,	 10	 the	 fear	 of	
becoming	 infected	 limits	 participation	 in	 research,	
and	the	extent	of	the	harm	incurred	as	a	participant	
is	worrisome.	These	are	important	ethical	dilemmas	
that	potentially	affect	the	enrollment	of	participants.	
It	 also	 shapes	 the	 process	 of	 data	 collection,	
including	the	monitoring	of	patients	and	an	unbiased	
systematization	 of	 obtained	 data.	 This	 occurs	
because	 patients	 did	 not	 present	 at	 the	 clinic	
(fearing	 infection),	 they	may	 have	 to	 be	monitored	
through	 telehealth	 platforms,	 and	 this	 led	 to	
deviation	 from	 the	 protocol.	 The	 prioritization	 of	
COVID-19	 vaccine	 research	 to	 address	 a	 subsisting	
global	health	 threat	affected	other	research	 funding	
across	 the	world.	The	deployment	of	personnel	and	
resources	to	COVID-19	research	resounds	an	ethical	
imbalance	 in	the	value	of	other	researchers	and	the	
stakeholders	who	are	involved.	The	ethical	principle	
of	 non-maleQicence	 was	 in	 operation	 to	 tackle	 the	
current	COVID-19	research.	Beyond	ensuring	that	no	
harm	 is	 done	 to	 participants	 in	 research	 studies,	
such	 studies	 should	 not	 constitute	 harm	 to	
participants	 in	 other	 studies9,11.	 There	 is	 an	 ethical	
obligation	to	make	sure	that	the	process	of	research	
does	not	 cause	harm	 to	non-participants	 as	well	 as	
other	 research	 stakeholders.	 11has	 argued	 from	 the	
viewpoint	 of	 competing	 clinical	 trials,	 and	 they	
identiQied	 the	 need	 for	 an	 explanatory	 framework	
through	 	 ‘ethical	 criteria’	 which	 substantiates	 the	
policy	 of	 prioritizing	 clinical	 trials,	 bearing	 in	mind	
the	 exigency	 of	 the	 need	 to	 fast-track	 vaccine	
development.	The	need	 to	 speed	up	ethical	 reviews	
and	 prioritize	 speciQic	 clinical	 trials	 for	 vaccine	
development	 became	 important.	 This	 functioned	
better	 through	 an	 integrative	 process,	 wherein	 an	
‘ethics	preparedness’	structure	was	established12.		

In	 China,	 research	 protocols	 submitted	 during	
the	COVID-19	outbreak	show	that	more	than	50%	of	
the	 requests	 for	 Ethics	 Committee	 approval	 were	
based	on	interventional	studies13.	Other	major	types	
of	studies	were	observational	and	diagnostic	studies.	
These	 studies	 conformed	 to	 the	 core	 values	 of	
human	 subject	 research,	 14,	 drawing	 extensively	
from	the	Belmont	Report	(1978),	which	emphasized	
four	important	ethical	principles	–	beneQicence,	non-
maleQicence,	 respect	 for	 persons,	 and	 justice.	
However,	because	of	the	unique	nature	of	research	in	
emergency	 settings,	 principlism	 (also	 emergent	

upon	the	Belmont	Report),	occurs	as	an	engagement	
of	 professional	 deontology	which	 relates	 to	 on-the-
spot	 assessment	 and	 decision-making	 by	 the	
individual	 researcher.	 In	 the	 coordination	 of	 the	
research	process,	important	ethical	issues	constitute	
the	 basis	 for	 rejecting	 or	 requesting	 a	 review	 of	
COVID-19-related	protocols	 in	China.	As	such	 in13	it	
was	 reported	 that	 some	 protocols	 were	 rejected	
because	 they	 lacked	 scientiQic	 merit	 and	 possessed	
more	than	minimal	risk.	Protocols	that	were	sent	for	
revision	needed	to	address	statistical	justiQication	for	
sample	 size	 determination,	 inclusion	 and	 exclusion	
criteria,	 and	most	 of	 the	 protocols	 required	 a	 clear	
description	 of	 risks	 and	 the	 need	 to	 ensure	 a	 risk-
beneQit	balance	about	compensation.	

In	Africa,	a	duo	of	French	scientists	alluded	to	the	
possibility	 of	 vaccine	 trials.	 But	 as	 a	 COVID-19	
research	 agenda	 brewed	 dissatisfaction,	 especially	
among	 African	 Scientists.	 References	were	made	 to	
past	 experiences	 of	 Africans.	 More	 recently	 were	
previous	 ethical	 challenges	 that	 were	 recorded	
during	 the	 Ebola	 vaccine	 trials.	 At	 the	 beginning	 of	
the	 COVID-19	 pandemic,	 the	 commencement	 of	
vaccine	 trials	 in	 Africa	 needed	 to	 be	 properly	
justiQied	as	the	ethical	frameworks	which	discuss	the	
idea	 of	 fairness	 have	 not	 been	 satisQied.	 Utilitarian	
(beneQit	 for	 the	 most	 people),	 prioritarian	 (Qirst-
come-Qirst-serve),	egalitarian	(equality	of	 risks)	and	
reciprocity	(social	contract)	do	not	sufQiciently	align	
with	 the	agenda	to	 locate	vaccine	trials	 in	Africa.	 In	
the	early	weeks	of	the	pandemic	in	2020,	Africa	did	
not	have	 the	highest	number	of	 reported	 cases;	 the	
outbreak	did	not	Qirst	occur	in	Africa,	it	was	the	last	
region	 to	 be	 affected.	 Hence	 there	 was	 no	 moral	
basis	 for	 reciprocity	 between	Africa	 and	 the	 rest	 of	
the	 world,	 and	 Africa’s	 relationship	 with	 the	 West	
remains	 skewed.	 As	 such,	 there	 is	 no	 basis	 for	
reciprocity.	

Data	sharing	and	the	intricacies	of	the	COVID-19	
outbreak	

In	the	wake	of	the	COVID-19	outbreak,	the	World	
Health	 Organization	 had	 expressed	 concerns,	 that	
countries	were	not	sharing	in-country	data	from	the	
outbreak .	In	terms	of	data	sharing	and	its	potential	1

to	strengthen	the	frontiers	of	research,	a	hegemonic	
structure	 exists	 in	 the	 context	 of	 the	world	 system.	
There	 are	 underlying	 cultural	 interpretations	
regarding	the	challenge	of	data-sharing.	The	value	of	
‘protecting	 honour’	 and	 ‘avoiding	 shame’	 and	 not	
being	perceived	as	weak	or	inadequate	is	at	the	core	
of	 data	 sharing15.	 It	 is	 important	 to	 share	 data	
without	 compromising	 the	 conQidentiality	 and	
privacy	 of	 the	 primary	 owners	 of	 the	 data.	 In	
outbreak	situations,	the	limits	of	conQidentiality	and	
privacy	are	permissibly	extended	due	to	the	need	for	
contact	 tracing	 and	 follow-up.	 However,	 the	 limits	

	h$ps://www.who.int/dg/speeches/detail/who-director-general-s-opening-remarks-at-the-mission-briefing-on-covid-19---26-1
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and	 extenuating	 possibilities	 have	 to	 be	 Qirmly	
established	at	the	point	of	entry	into	the	research.		

Amid	 the	 COVID-19	 research	 upheaval,	 it	 is	
imperative	 to	 introduce	 an	 'ethics	 preparedness'	
approach12.	 This	 idea	 is	 built	 upon	 the	 need	 to	
facilitate	a	rapid	and	ethically	sound	review	process	
through	 collaborative	 engagements	 across	 national,	
multi-country,	 and	 oversight	 structures.	 In	 China,	
forty-one	(41)	protocols	were	reviewed	 in	29days13	
surpassing	 the	 twenty-seven	 (27)	 reviews	 in	 12.4	
days,	done	by	the	ethics	committee	of	 the	Médecins	
Sans	 Frontières	 during	 the	 Ebola	 crisis.	 It	 is	
imperative	to	develop	structures	that	will	essentially	
build	 on	 existing	 emergency-oriented	 ethical	
frameworks	for	research	to	make	COVID-19	research	
mo	

re	ethically	sound	and	acceptable.	

Conclusion		
In	 the	 conduct	 of	 COVID-19	 research,	 investigators	
must	 be	 able	 to	 manage	 the	 available	 research	
resources	 for	 COVID-19	 and	 other	 research	 as	 the	
global	 challenge	 of	 research	 resource	 allocation	
continues	 to	 persist	 due	 to	 the	 current	 pandemic.	
Also,	 the	 entire	 ethical	 review	 process	 must	 be	
strengthened	to	enable	researchers	to	deliver	timely	
and	well-conducted	research	to	address	 the	current	
pandemic	and	 future	outbreaks.	Lastly,	 the	need	 for	
countries	 to	 practice	 open	 data	 sharing	 across	
borders	 is	 paramount	 to	 ensure	 that	 the	 negative	
implications	of	COVID-19	are	addressed	globally.		
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