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ABSTRACT 

COVID-19 highlighted a disproportionate impact upon marginalized communities that needs to be 

addressed. Specifically, a focus on equity rather than equality would better address and prevent the 

disparities seen in COVID-19. A distributive justice framework can provide this great benefit but will succeed 

only if the medical community engages in outreach, anti-racism measures, and listens to communities in 

need. 

Keywords: Health inequity, health disparity, COVID-19, health equity, socioeconomic, marginalized 

INTRODUCTION 

 COVID-19 disproportionately impacted communities of color and lower socioeconomic status, sparking 

political discussion about existing inequities in the US.1 Some states amended their guidelines for allocating 

resources, including vaccines, to provide care for marginalized communities experiencing these inequities, 

but there has been no clear consensus on which guidelines states should amend or how they should be 

ethically grounded. In part, this is because traditional justice theories do not acknowledge the deep-seated 

institutional and interpersonal discrimination embedded in our medical system. Therefore, a revamped 

distributive justice approach that accounts for these shortcomings is needed to guide healthcare decision-

making now and into the post-COVID era. 

BACKGROUND 

Three terms – health disparity, health inequities, and health equity – help frame the issue. A health disparity 

is defined as any difference between populations in terms of disease incidence or adverse health events, 

such as morbidity or mortality. In contrast, health inequities are health disparities due to avoidable 

systematic structures rooted in racial, social, and economic injustice. 2  For example, current data 

demonstrate that Black, Latino, Indigenous Americans, and those living in poverty suffer higher morbidity 

and mortality rates from COVID-19.3 Finally, health equity is the opportunity for anyone to attain his or her 

full health potential without interference from systematic structures and factors that generate health 

inequities, including race, socioeconomic status, gender, ethnicity, religion, sexual orientation, or 

geography.4 
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ANALYSIS 

Health inequities for people of color with COVID-19 have led to critiques of states that do not account for 

race in their resource allocation guidelines.5 For example, the Massachusetts Department of Public Health 

revised its COVID-19 guidelines regarding resource allocation to patients with the best chance of short-

term survival.6 Critics have argued that this change addresses neither preexisting structural inequities nor 

provider bias that may have led to comorbidities and increased vulnerability to COVID-19. By failing to 

address race specifically, they argue the policy will perpetuate poorer outcomes in already marginalized 

groups. As the inequities in COVID-19 outcomes continue to be uncovered and the data continue to prove 

that marginalized communities suffered disproportionately, we, as healthcare providers, must reconsider 

our role in addressing the injustices. Our actions must be ethically grounded in the concept of justice.  

I. Primary Theories of Justice 

The principle of justice in medical ethics relates to how we ought to treat people and allocate resources. 

Multiple theories have emerged to explain how justice should be implemented, with three of the most 

prominent being egalitarianism, utilitarianism, and distributive. This paper argues that distributive justice 

is the best framework for remedying past actions and enacting systemic changes that may persistently 

prevent injustices. 

An egalitarian approach to justice states all individuals are equal and, therefore, should have identical 

access to resources. In the allocation of resources, an egalitarian approach would support a strict 

distribution of equal value regardless of one’s attributes or characteristics. Putting this theory into practice 

would place a premium on guidelines based upon first-come, first-served basis or random selection.7 

However, the egalitarian approach taken in the UK continues to worsen health inequities due to 

institutional and structural discrimination.8  

A utilitarian approach to justice emphasizes maximizing overall benefits and achieving the greatest good 

for the greatest number of people. When resources are limited, the utilitarian principle historically guides 

decision making. In contrast to the egalitarian focus on equal distribution, utilitarianism focuses on 

managing distributions to maximize numerical outcomes. During the COVID-19 pandemic, guidelines for 

allocating resources had utilitarian goals like saving the most lives, which may prioritize the youthful and 

those deemed productive in society, followed by the elderly and the very ill. It is important to reconsider 

using utilitarian approaches as the default in the post-COVID healthcare community. These approaches fail 

to address past inequity, sacrificing the marginalized in their emphasis on the greatest amount of good 

rather than the type of good. 

Finally, a distributive approach to justice mandates resources should be allocated in a manner that does 

not infringe individual liberties to those with the greatest need. Proposed by John Rawls in a Theory of 

Justice, this approach requires accounting for societal inequality, a factor absent from egalitarianism and 

utilitarianism.9 Naomi Zack elaborates how distributive justice can be applied to healthcare, outlining why 

racism is a social determinant of health that must be acknowledged and addressed.10  

Until there are parallel health opportunities and better alignment of outcomes among different social and 

racial groups, the underlying systemic social and economic variables that are driving the disparities must 

be fixed. As a society and as healthcare providers, we should be striving to address the factors that 

perpetuate health inequities. While genetics and other variables influence health, the data show 

proportionately more exposure, more cases, and more deaths in the Black American and Hispanic 
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populations. Preexisting conditions and general health disparities are signs of health inequity that increased 

vulnerability. Distributive justice as a theoretical and applied framework can be applied to preventable 

conditions that increase vulnerability and can justify systemic changes to prevent further bias in the medical 

community.  

During a pandemic, egalitarian and utilitarian approaches to justice are prioritized by policymakers and 

health systems. Yet, as COVID-19 has demonstrated, they further perpetuate the death and morbidity of 

populations that face discrimination. These outcomes are due to policies and guidelines that overall benefit 

white communities over communities of color. Historically, US policy that looks to distribute resources 

equally (focusing on equal access instead of outcomes), in a color-blind manner, has further perpetuated 

poor outcomes for marginalized communities.11  

II. Historical and Ongoing Disparities 

Across socio-demographic groups, the medical system exacerbates historical and current inequities. 

Members of marginalized races,12 women,13 LGBTQ people,14 and poor people15 experience trauma caused 

by discrimination, marginalization, and failure to access high-quality public and private goods. Through the 

unequal treatment of marginalized communities, these historic traumas continue.  

In the US, people of color do not receive equal and fair medical treatment. A meta-analysis found that 

Hispanics and Black Americans were significantly undertreated for pain compared to their white 

counterparts over the last 20 years.16 This is partly due to provider bias. Through interviewing medical 

trainees, a study by the National Academy of Science found that half of medical students and residents 

harbored racist beliefs such as “Black people’s nerve endings are less sensitive than white people’s” or 

“Black people’s skin is thicker than white people’s skin.”17 More than 3,000 Indigenous American women 

were coerced, threatened, and deliberately misinformed to ensure cooperation in forced sterilization.18 

Hispanic people have less support in seeking medical care, in receiving culturally appropriate care, and they 

suffer from the medical community’s lack of resources to address language barriers.19   

In the US, patients of different sexes do not receive the same quality of healthcare. Despite having greater 

health needs, middle-aged and older women are more likely to have fewer hospital stays and fewer 

physician visits compared to men of similar demographics and health risk profiles.20 In the field of critical 

care, women are less likely to be admitted to the ICU, less likely to receive interventions such as mechanical 

ventilation, and more likely to die compared to their male ICU counterparts.21 

In the US, patients of different socioeconomic status do not receive the same quality of healthcare. Low-

income patients are more likely to have higher rates of infant mortality, chronic disease, and a shorter life 

span.22 This is partly due to the insurance-based discrimination in the medical community.23 One in three 

deaths of those experiencing homelessness could have been prevented by timely and effective medical 

care. An individual experiencing homelessness has a life expectancy that is decades shorter than that of the 

average American.24  

III. Action Needed: Policy Reform 

While steps need to be taken to provide equitable care in the current pandemic, including the allocation of 

vaccines, they may not address the historical failures of health policy, hospital policy, and clinical care to 

eliminate bias and ensure equal treatment of patients. According to an applied distributive justice 

framework, inequities must be corrected. 
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Rather than focusing primarily on fair resource allocation, medicine must be actively anti-racist, anti-sexist, 

anti-transphobic, and anti-discriminatory. Evidence has shown that the health inequities caused by COVID-

19 are smaller in regions that have addressed racial wealth gaps through forms of reparations.25 Distributive 

justice calls for making up for the past using tools of allocation as well as tools to remedy persistent 

problems. 

For example, Brigham and Women’s Hospital in Boston, MA, began “Healing ARC,” a pilot initiative that 

involves acknowledgement, redress, and closure on an institutional level. 26  Acknowledgement entails 

informing patients about disparities at the hospital, claiming responsibility, and incorporating community 

ideas for redress. Redress involves a preferential admission option for Black and Hispanic patients to 

specialty services, especially cardiovascular services, rather than general medicine. Closure requires that 

community and patient stakeholders work together to ensure that a new system is in place that will 

continue to prioritize equity. 

Of note, redress could take the form of cash transfers, discounted or free care, taxes on nonprofit hospitals 

that exclude patients of color,27 or race-explicit protocol changes (such as those being instituted by Brigham 

and Women’s Hospital that admit patients historically denied access to certain forms of medical care). In 

New York, for instance, the New York State Bar Association drafted the COVID-19 resolutions to ensure that 

emergency regulations and guidelines do not discriminate against communities of color, and even mandate 

that diverse patient populations be included in clinical trials.28 

Also, physicians must listen to individuals from marginalized communities to identify needs and ensure that 

community members take part in decision-making. The solution is not to simply build new health centers 

in communities of color, as this may lead to tiers of care. Rather, local communities should have a chance 

to impact existing hospital policy and should also use their political participation to further their healthcare 

interests. 

Distributive justice does not seek to disenfranchise groups that hold power in the system. It aims to 

transform the system so that those in power do not continue to obtain unfair benefits at the expense of 

others. The framework accounts for unjust historical oppression and current injustices in our system to 

provide equitable outcomes to all who access the system. In this vein, we can begin to address the flagrant 

disparities between communities that have always – and continue to – exist in healthcare today.29 

CONCLUSION 

As equality focuses on access, it currently fails to do justice. Instead of outcomes, it is time to focus on 

equity. A focus on equity rather than equality would better address and prevent the disparities seen in 

COVID-19. A distributive justice framework can gain traction in clinical decision-making guidelines and 

system-level reallocation of resources but will succeed only if the medical community engages in outreach, 

anti-racism measures, and listens to communities in need. There should be an emphasis on implementing 

a distributive justice framework that treats all patients equitably, accounts for historical harm, and focuses 

on transparency in allocation and public health decision making. 
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