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PERSPECTIVES IN HOSPITAL MEDICINE
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T he impact of the coronavirus disease 2019 (COVID-19) 
pandemic has been far reaching and devastating. As 
the pandemic reaches its 1-year mark, there have 
been more cases and deaths than most of us can 

comprehend: nearly 28 million cases and 497,000 deaths in the 
United States1 and more than 111 million cases and 2.4 million 
deaths globally.2 Frontline healthcare workers (HCWs) have 
struggled to provide compassionate care in the face of heavy 
workloads and risks to themselves and their loved ones. Sad-
ly, more than 1,700 US HCWs have died from COVID-19.3 The 
pandemic has also taken a heavy emotional and psychological 
toll: HCWs have died by suicide, and others are leaving the 
profession in which they invested so much and formerly loved. 
Caring for ill colleagues and dying patients whose family mem-
bers cannot visit has been particularly difficult. It is, therefore, 
understandable that some HCWs have called for their prioriti-
zation if it becomes necessary to implement crisis standards of 
care. Although Daffner’s4 reciprocity argument—HCWs should 
receive priority because of the risks that they have voluntarily 
accepted—has some appeal, it disregards several important 
considerations. First, it fails to consider the changing dynamics 
of viral transmission during the pandemic or alternative ways 
in which the duty of reciprocity may be fulfilled that do not 
involve prioritizing HCWs over others. Second, this position is 
both over- and underinclusive in ways that make it difficult to 
implement. Third, and most important, the inordinate atten-
tion to the prioritization of HCWs ignores the issues the pan-
demic raises regarding racism and inequity.

LIMITS OF RECIPROCITY AND  
ALTERNATIVES TO PRIORITIZATION 
Although the reciprocity argument has some conceptual mer-
it, there are several different ways that the duty of reciprocity 
can be fulfilled. One fundamental obligation of government 
agencies and healthcare systems is providing a safe work en-
vironment, including adequate personal protective equipment 
(PPE) and physical distancing. Before we understood the ex-
tent of the pandemic, modes of transmission, and effective 

preventative measures, hospital transmission was significant. 
For example, a single-center case series at Zhongan Hospital 
of Wuhan University, China, from January 1, 2020, to January 
28, 2020, found that 29% (40 of 138) of hospitalized patients 
with COVID-19 were health professionals who were presumed 
to have been infected by patients.5 There were also significant 
shortages of PPE, and a number of frontline HCWs reported 
being dismissed for calling attention to unsafe conditions. Al-
though professionals have an obligation to expose themselves 
to risk, they are not obligated to expose themselves to inordi-
nate risk. Prioritizing HCWs in ventilator triage may have been 
justified during the initial surge. 

The use of surgical masks by all employees and patients has 
substantially reduced hospital transmission. A study at Duke 
Health, Raleigh, North Carolina, of HCWs who tested positive for 
SARS-CoV-2 between March 15, 2020, and June 6, 2020, found 
22% of cases were healthcare acquired, 38% were community 
acquired, and 40% were of unknown acquisition route. Of the 
healthcare-acquired cases, 30% were thought to be secondary 
to direct patient care and 70% to exposure to another worker. 
The cumulative incidence rate of healthcare-acquired infections 
among workers decreased significantly 1 week after universal 
masking was implemented on March 31, 2020. The cumulative 
incidence rates of community-acquired cases and those with 
unknown acquisition routes continued to mirror incidence rates 
in the community.6 There is substantially less justification for pri-
oritizing HCWs during the current phase of the pandemic; reci-
procity does not justify granting HCWs infected via community 
spread greater priority than non-HCWs similarly infected.

There are other means of reciprocating that do not involve 
prioritization. COVID-19 has exacted an immense toll on the 
mental well-being of frontline HCWs. They should be provided 
robust, comprehensive, and accessible mental health services. 
Additionally, reciprocity can be expressed by providing alter-
native housing options for HCWs who are concerned about 
infecting their family members, especially family members at 
higher risk of morbidity or mortality from COVID-19. Many 
HCWs have also died from COVID-193; providing life insurance 
would recognize the sacrifice of HCWs and support their sur-
vivors. None of these interventions would require prioritizing 
HCWs over others.

OVER- AND UNDERINCLUSIVENESS
As Daffner4 acknowledges, the category of “healthcare provid-
er” is both over- and underinclusive. Healthcare providers are 
exposed to variable risks. Some physicians, for example, are 
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no longer involved in direct patient care. It is unclear how tri-
age teams will identify frontline HCWs or validate claims to be-
ing a frontline HCW, especially for individuals not employed by 
the hospital at which they are seeking care. Hence, triage pro-
tocols prioritizing healthcare providers are likely to be substan-
tially overinclusive, which raises significant issues of fairness.

Moreover, the category “healthcare provider” is also underin-
clusive. Many essential, nonclinical hospital employees expose 
themselves to risk, including custodial and food service staff. As 
Daffner4 recognizes, there are also many other occupations out-
side of healthcare in which individuals voluntarily expose them-
selves to risks for the benefit of others, including police officers, 
firefighters, and clerks in grocery stores. We would add that 
workers in the food-supply system, transportation, and educa-
tion face similar risks.7 Identifying the types of jobs that should 
confer priority and validating an individual’s employment also 
makes implementation difficult and risks injustice.

EQUITY AND JUSTICE
The COVID-19 pandemic and the murder of Black people by po-
lice have brought substantial attention to racism and racial ineq-
uities in the United States. We must, however, move from merely 
acknowledging existing inequities to dismantling structures that 
perpetuate them. The prioritization of HCWs may further privi-
lege those who already have substantial advantages. This is es-
pecially true for physicians. For example, although state and fed-
eral laws pose limitations, physicians have historically extended 
one another professional courtesy by providing free or discount-
ed services. Furthermore, HCWs and their family members are 
more likely to receive VIP treatment. For instance, when taken to 
the emergency department, children of physicians are less likely 
to have medical students and residents involved in their care and 
more likely to see attending physicians and consultants.8 

In contrast, other categories of essential workers do not have 
such advantages. These workers are more likely to be members 
of marginalized racial and ethnic minority groups, have substan-
tially lower wages, have less access to PPE, and work in more 
crowded conditions, and are less likely to have paid sick leave 
compared with HCWs.7 These workers are also more likely to 
lack access to quality healthcare. In fact, many safety net hospi-
tals that provide care to marginalized communities have faced 
significant financial hardships as a result of the pandemic, and 
without additional support, some may close. Prioritizing HCWs 
will likely widen the gaps in health, economic, and social status 
among these groups. 

With respect to allocation criteria, Black, Latinx, and Native 
American communities have more severe morbidity and mor-
tality from COVID-19 as a result of racism and its interaction 
with other social determinants of health. Members of margin-
alized communities of color have a higher likelihood of becom-
ing infected with COVID-19, a higher prevalence of comorbid-
ities, and less access to treatment.7 Before her untimely death, 
Dr Susan Moore, a Black family physician, painfully described 
the racism to which she was subjected while being treated for 
COVID-19.9 The economic devastation caused by the pan-
demic, including unemployment, evictions, and food insecu-

rity, compounds the impact of social determinants of health 
and disproportionately affects minority communities. Purely 
race- and ethnicity-based approaches to allocation to redress 
these inequities have potential limitations and obstacles, such 
as omission of other social determinants of health and legal 
challenges.7 While currently proposed for allocation of medi-
cations or vaccines, alternatives include using the Centers for 
Disease Control and Prevention’s Social Vulnerability Index8 or 
the Area Deprivation Index10 as a priority criterion. Most impor-
tantly, healthcare systems should more broadly demonstrate 
themselves trustworthy and assure that marginalized commu-
nities of color have access to quality healthcare services.

CONCLUSION
The United States has failed to adequately control the 
COVID-19 pandemic, and increasing numbers of admissions 
and staffing shortages have renewed concerns that hospitals 
will need to implement crisis standards of care. Daffner4 argues 
that healthcare providers should be prioritized in the allocation 
of critical care based on reciprocity. In the current phase of the 
pandemic, HCWs are more likely to be infected by one anoth-
er or in the community than by patients. There are also other 
ways that hospitals can discharge this duty that do not require 
prioritizing HCWs over patients. The category of HCW is both 
over- and underinclusive, and Daffner4 has not shown that pri-
oritization can be implemented fairly. Finally, inordinate atten-
tion has been paid to this topic. Much more attention should 
be focused on how to redress the ways in which the pandemic 
has exacerbated existing racial and ethnic inequities.
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