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Many values and objectives matter when allocat-
ing scarce medical resources. Purely maximiz-
ing a single outcome, even survival to hospital 

discharge or shortly thereafter, is insufficient for fair al-
location. Single-outcome approaches, regardless of what 
outcome they maximize, invariably overlook relevant 
ethical values.1 

Maximizing solely short-term survival, as 
MaryKatherine Gaurke and colleagues and Alex Rajczi 
and colleagues endorse in their articles in this issue of the 
Hastings Center Report, erroneously regards preventing ten 
years of lost life as no better than preventing one, and pre-
venting death at forty as no better than preventing death 
at eighty.2 This approach, which I call “exclusive survival-
ism,” is not only wasteful but also unjust. Particularly in 
the Covid-19 pandemic, the populations that have expe-
rienced the earliest deaths and lost the most time alive are 
those who are not merely unfortunate but also subject to 
injustice.

A preferable, multiprinciple approach would pursue at 
least two aims. The first is benefiting people and prevent-
ing harm. Preventing near-term deaths is one dimension 
of this objective, but another is preventing lost life—time 
alive that a scarce treatment can help secure. The second 
is protecting the disadvantaged. Preventing early deaths 
serves this value in two ways. First, it is worse to die ear-
lier. Second, those who die earlier are much likelier to 
have been disadvantaged during their lives. 

For most life-threatening conditions, improving the 
post-treatment life span from two years to six would be a 
medical breakthrough.3 A fair allocation policy can realize 

the same outcome, though in a different way: providing a 
scarce treatment to one patient rather than another may 
increase the treated patient’s survival by six years rather 
than two. In this case, lengthened survival involves choos-
ing between patients, but that does not strip it of ethical 
relevance. Each patient has equal worth, and two years 
will matter greatly to each. But one can gain those two 
years three times over. Regarding these additional years 
of human life as irrelevant to proper decision-making is 
inconsistent both with the value that medicine typically 
accords to extending life and with many surveys of public 
preferences.4 

Preventing lost life and early death matters even when 
those outcomes reflect pure misfortune.5 My adult read-
ers are both fortunate and privileged not to have died 
before eighteen, which would have denied them every 
relationship, achievement, and source of meaning they 
have formed or deepened since. Dying at eighty would 
be a far lesser loss—in fact, it would exceed many readers’ 
expectations. Similarly, an older grandparent’s and a teen-
age child’s deaths both matter. But the latter is far worse, 
from either a parent’s perspective or that of an appropri-
ately reflective grandparent or grandchild. Recognizing 
that a death’s being earlier makes it worse does not re-
quire believing that everyone is owed an equal life span.6 
It requires merely recognizing that life is valuable and that 
having less of it is worse.

Moreover, early death more often reflects injustice than 
pure misfortune. Both before and during the Covid-19 
pandemic, lost life and early death have disproportion-
ately befallen those who face systemic injustice, including 
destitution, racism, and ableism. Lower income predicts 
earlier death.7 In the United States, racial minorities have 
died nearly a decade earlier than their White counterparts 
during the pandemic,8 and minority populations, despite 
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use a coin flip to allocate a scarce ventilator to either a twenty-year-
old patient or a ninety-year-old patient who have equal survival 
probabilities. However, dying young is a severe form of disadvan-
tage because the young patient will die having had significantly 
less opportunity to live through life’s stages compared to a patient 
of very advanced age. Ignoring this form of disadvantage during 

triage diverges from public preferences about the relevance of age 
in triage, including the preferences of older adults. K. Huang et 
al., “Veil-of-Ignorance Reasoning Mitigates Self-Serving Bias in 
Resource Allocation during the COVID-19 Crisis,” Judgment and 
Decision Making 16, no. 1 (2021): 1-19.
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being far smaller, have lost tens of thousands more years of 
life before age sixty-five.9 Worldwide, residents of poorer 
countries have died earlier from Covid-19.10 At the outset 
of the pandemic, I and others suggested that prioritizing 
the prevention of these early deaths would “help coun-
teract . . . life-shortening social inequalities,11 but at that 
time, we had minimal evidence from the pandemic itself. 
That evidence is now here. Bioethicists should recognize 
both that early deaths are worse and that they happen 
more often to the worst-off, rather than assume that every 
death is an identically harmful stroke of bad luck.12 

The link between disadvantage and early death reflects 
not only background inequalities but also policy choices 
during the pandemic. Efforts to pursue herd immunity 
through infection, requirements that people work on-site 
even when employers did not provide them personal pro-
tective equipment, and the spreading of misinformation 
about vaccine safety and Covid-19 risk exposed poorer 
and working people to needless infection, hospitalization, 
and death earlier in life.13 Many allocation policies for 
vaccines and therapeutics have excluded or deprioritized 
younger recipients using the very “blunt age cutoffs” that 
were previously criticized for crisis standards of care.14 
These one-size-fits-all exclusions of younger people from 
vaccine access, which are recurring for boosters, both in-
creased death and exacerbated inequality as compared to 
multiprinciple alternatives.15

Alignment and Conflict in Multiprinciple 
Approaches

A multiprinciple approach must determine how to in-
tegrate preventing lost life with values like increasing 

short-term survival and protecting the disadvantaged.16 
Consider two different scenarios where lost life might be 
averted: alignment and conflict.

In alignment scenarios, prioritizing the person who 
will be worse off without treatment also prevents more 
lost life. For instance, prioritizing an eighteen-year-old for 
the last intensive care unit bed over an equally ill eighty-
year-old both prevents more lost life and avoids the more 
disadvantaging outcome of dying at eighteen, an outcome 
strongly correlated with other forms of disadvantage.

In rarer conflict scenarios, the person who stands to be 
worse off if not treated also is expected to gain less from 
treatment, as in a situation involving an eighteen-year-old 
so ill that they are unlikely to survive and a moderately 
ill eighty-year-old. Exclusive survivalism makes conflict 
scenarios likelier by regarding the extension of life as an 
irrelevant benefit. Those who become severely ill earlier 
in life are likelier to be disadvantaged but also could gain 
more time alive from treatment than older adults would; 
providing treatment to the younger person would thus be 
an instance of both preventing more harm and protecting 
the disadvantaged. 

In alignment situations, a fair policy would—at a 
minimum—break ties among patients with similar odds 
of survival in favor of those who will be worse off if not 
treated but who can be expected to gain more from treat-
ment.17 Breaking ties in this way is both more beneficent 
and more just than flipping a coin. In conflict scenarios, 
a fair policy would not call for flipping a coin. Rather, 
it would consider, among other things, both how much 
time alive each person stands to lose if not treated and 
how disadvantaged each would be if not treated. 

Rebutting Defenses of Exclusive Survivalism

Exclusive survivalism has been defended by the claim 
that “likelihood of survival to hospital discharge” is 

a uniquely “clinical” decision criterion.18 Pandemic re-
sponse, however, is social policy, not a decision for an 
“exemplary clinician.”19 And even clinical considerations 
hardly favor ignoring medically relevant outcomes like 
extending survival. Life expectancy and age are often 
medically relevant; the result of a coin toss is not.

Other defenses of exclusive survivalism claim that age 
or expected life-years are discriminatory criteria, akin to 
race, gender, and religion. But extending life and pre-
venting early deaths are objectives of medical treatment, 
whereas ascriptive social identities like race, gender, and 
religion are identities medicine does not aim to alter. The 
more apposite concern is not that consideration of these 
factors is fundamentally discriminatory, but that, as I have 
discussed elsewhere, considering how much life someone 
can gain may sometimes lead to compounding disadvan-
tage.20 But considering likelihood of survival could also 
lead to exacerbating disadvantage.21 Intentionally offset-
ting any compounding of disadvantage is preferable to 
flipping coins.

Framing triage as pitting the “young and able-bodied” 
against the “sick and disabled,”22 meanwhile, indicates a 
misunderstanding about who is likely to need extracorpo-
real membrane oxygenation, dialysis, or intensive care in 
a pandemic. Younger people sick enough to need scarce 
Covid-19 treatments have overwhelmingly not been able 
bodied or otherwise privileged: they are far likelier to have 
previously been ill, disabled, or subject to disadvantage 
and discrimination. 

Rajczi and colleagues suggest that administrative guid-
ance documents prohibit considering age or averting lost 
life.23 No single administrator or agency determines what’s 
legal. And legal guidance, particularly when issued by an 
administrator without judicial or legislative scrutiny, does 
not reliably indicate what is ethical or publicly acceptable. 
But in any event, agency guidance explicitly permits con-
sidering age as one factor among many.24 Such guidance 
prohibits only age cutoffs, and even that provision has 
been inconsistently enforced.25 Rajczi and colleagues’ leap 
from the plausible premise that triage judgments must 
be individualized and must avoid categorically excluding 
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people on the basis of age or disability to the conclusion 
that “political reasoning” entails considering only episode 
survival is just that—a leap, and one without grounding 
in federal statutory or case law.26 

Rather than leaping, decision-makers should base their 
judgments on actual public opinion and deliberation, as 
Rajczi and colleagues did not.27 And they should recog-
nize that those facing the most early death and lost years 
of life—severely ill children, poor people, and racial mi-
norities harmed by discrimination—may be ill positioned 
to influence administrative guidance. Overlooking their 
interests in favor of administrative edicts or pronounce-
ments from special-interest groups is “political in the 
wrong way.”28

Does preventing lost life and early death require po-
litically unsupported or objectionably intuitionistic judg-
ments? I prefer to emphasize these values’ coherence with 
judgments in other contexts, rather than appealing to any 
one normative theory. But they could be defended foun-
dationally on Kantian,29 contractualist,30 consequential-
ist,31 or virtue-ethical32 grounds. 

Last, exclusive survivalism might appeal to epistemic 
modesty: predicting post-treatment life span is difficult.33 
But individualized assessment that recognizes uncertainty 
and works to avoid bias is more respectful, beneficent, 
and publicly acceptable than an arbitrary coin flip.34 
Furthermore, age is not uncertain, and empirical research 
suggests that incorporating age into scoring systems im-
proves accuracy.35

The Covid-19 pandemic has caused inequitable loss 
of life. But it would have been worse and more inequi-
table had it disproportionately harmed people early in 
life, as the Spanish flu did a century ago. A multiprin-
ciple approach that recognizes the relevance of benefiting 
people and preventing harm, including by preventing lost 
life, and the relevance of protecting the disadvantaged, 
including by preventing early deaths, can recognize why 
the Spanish flu was worse. Exclusive survivalism cannot, 
which underscores its insufficiency for fair allocation. 
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Of all the forms of inequality, injustice in health is the 
most shocking and the most inhuman because it often results 
in physical death. 

—Martin Luther King Jr.1 

In offering insight into developing guidelines for the 
creation and implementation of crisis standards of 
care (CSC) in this issue of the Hastings Center Report, 

neither MaryKatherine Gaurke and colleagues nor Alex 
Rajczi and colleagues confront the impact of lifetimes of 
structural racism and the resulting inequitable distribu-
tion of health and health care between and among com-

munities. Moreover, they do not offer a collaborative 
process for remediating such inequities. 

While Gaurke et al. implore readers to remember that 
“[w]hen the circumstances are dire, we need our funda-
mental ethical principles more than ever,”2 Rajczi et al. 
turn to the “will of the majority”3 to settle matters of 
justice without addressing how society ought to respond 
when the will of the majority violates the fundamental 
rights of those in the minority. Neither article offers a 
comprehensive analysis of a just allocation of scarce re-
sources—one “rooted in a collective agreement about 
what constitutes health in/justice.”4 These articles reflect a 
larger problem in bioethics: the field’s praxis continues to 
fail to recognize and respond to the obligation to address 
the fair distribution of burdens and benefits that comes 
with the principle of justice. More specifically, bioethics 
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