
Fairly Prioritizing Groups for Access to COVID-19 Vaccines

The supply of any successful vaccine for coronavirus
disease 2019 (COVID-19) will initially be limited. Who
should have access first? The US National Academy of
Medicine (NAM) has proposed a framework for COVID-19
vaccine allocation.1 Others have discussed distributing
vaccine among countries.2 This Viewpoint delineates
how ethical values should guide prioritization of a
COVID-19 vaccine among populations within the US. The
discussion may be relevant to other countries as well.

In vaccine prioritization, ethics interacts with im-
portant scientific and practical questions. These in-
clude whether a vaccine will prevent SARS-CoV-2 trans-
mission and what medical factors affect vaccine
effectiveness, dosing, and durability, as well as COVID-19
infection rates and outcomes among those not vacci-
nated. To the extent that a vaccine does not prevent
transmission, but just reduces the severity of illness, its
effect and distribution should resemble therapeutics that
only protect direct recipients.3

Three Ethical Values
Three ethical values are relevant to COVID-19 vaccine al-
location (eTable in the Supplement).2 First, benefiting
people and limiting harm is a universal value. A proven safe
and effective COVID-19 vaccine would directly prevent
health harms including death and long-term illness. It may
also indirectly alleviate socioeconomic harms like unem-
ployment, poverty and educational deprivation.

Second, prioritizing disadvantaged populations is
likewise fundamental. Disadvantage has multiple inter-
related dimensions including socioeconomic depriva-
tion and oppression, higher risk of death earlier in life,
and medical vulnerability.

And third, equal concern precludes consideration of
differences, such as gender, race, or religion, when do-
ing so would not help prevent harm or prioritize disad-
vantaged groups. Equal concern does not support treat-
ing differently situated individuals identically or ignoring
relevant differences.

NAM’s proposal suggests another value: reciprocity.1

Reciprocity recognizes past worthy conduct such as as-
suming risk to benefit others. In organ transplantation,
reciprocity to prioritize past donors seems justified.4 But
in a public health emergency, reciprocity should be sub-
ordinate to preventing harm and prioritizing disadvan-
taged groups. In a pandemic context, both defining and
assessing worthy conduct would be difficult and
controversial.4 Furthermore, benefits other than ac-
cess to vaccines, such as reimbursement, can appropri-
ately recognize worthy conduct.

Prioritizing Access to COVID-19 Vaccines
Vaccine distribution should focus on current and future
benefits, including direct benefits to vaccinated indi-
viduals, indirect benefits to individuals protected from

spread of infection, and indirect health and socioeco-
nomic benefits to those protected from harm as health
system and societal functioning improve. The 3 ethical
values favor prioritizing 3 groups: health care workers;
other essential workers and people in high-transmis-
sion settings; and people with medical vulnerabilities as-
sociated with poorer COVID-19 outcomes, such as dia-
betes, pulmonary disease, cardiac disease, and obesity.

First, prioritizing in-person health care workers and
staff, as NAM and others suggest,1,5 prevents direct harm
to workers and indirect harm due to spread of SARS-
CoV-2 in health care facilities. It also indirectly priori-
tizes disadvantaged groups because reducing disease
spread facilitates the provision of treatments such as he-
modialysis and chemotherapy, which disadvantaged in-
dividuals need more often.

Second, prioritizing people engaged in essential high-
risk activities, such as in-person education, childcare, and
food supply work, would also prevent direct harm and re-
duce disease spread. Additionally, in-person workers are
more likely to be socioeconomically disadvantaged than
those able to work remotely. Prioritization among these
workers should consider indirect benefit: if vaccination of
those involved in education can contribute to reopening
schools, this should precede vaccination of those in-
volved in reopening other less beneficial venues, such as
bars. Similar factors also support prioritizing people in con-
gregate housing situations, such as assisted living, where
community spread is more likely.

Third, the World Health Organization (WHO) and
NAM suggest prioritizing individuals whose medical
conditions increase their risk of poor COVID-19 out-
comes if they become infected.1,5 This prioritizes disad-
vantaged groups because these conditions constitute
medical vulnerabilities and correlate with socioeco-
nomic disadvantage, and prevents harm. However,
nearly 200 million individuals in the US have a high-risk
condition.1 Limited vaccine supplies will require priori-
tizing among these individuals, with attention to evolv-
ing data about how conditions affect COVID-19 risk and
vaccine efficacy.

Prioritizing people older than 65 years without high-
risk medical, work, or housing vulnerabilities, as WHO
and NAM suggest (for phase 2), is ethically and legally
more complex. Because early death correlates with dis-
advantage, prioritizing all patients 65 years and older is
likely to exacerbate disadvantage.6 For instance, 30%
of all non-White COVID-19 decedents are younger than
65 vs only 13% of White decedents.7 Although the risk
of death from COVID-19 increases 7-fold between age 50
and 80, these estimates do not control for health con-
ditions or exposure in residential settings. Prioritiza-
tion should recognize that a healthy older person who
can shelter in place is at different risk from a medically
vulnerable older person in crowded housing.
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Prioritizing all individuals 65 and older also conflicts with pre-
venting long-term complications and preserving future life. The av-
erage life expectancy of an 80-year-old man in the US is 8 years,
whereas that of a 50-year-old man is 30 years.8 Such a prioritiza-
tion is also less likely to prevent indirect harms, because advanced
age reduces likelihood of working in high-transmission settings or
being an essential caregiver. Differences in vaccine efficacy could also
be relevant to harm prevention: for example, if vaccine efficacy de-
clines sharply among individuals older than 80, “shielding” them by
vaccinating their contacts may be preferable. Legally, the use of age
65 as a threshold for vaccine access seems inconsistent with prior
Department of Health and Human Services guidance against strict
age cutoffs for ventilator prioritization and organ transplantation.

NAM’s proposed priority for COVID-19 research participants in
vaccine trials presents more challenging issues.1,4 Research partici-
pants are not at distinctive risk of illness or spreading infection. Thus,
prioritizing participants fails to prevent harm. Prioritizing research par-
ticipants also risks exacerbating disadvantage. COVID-19 vaccine stud-
ies have enrolled disproportionately few racial/ethnic minority par-
ticipants, pregnant women, and people with underlying medical
conditions.9 Even if reciprocity were assigned substantial weight, it
is doubtful that research participants merit more reciprocity than es-
sential workers or those who incurred burdens by closing businesses
and cancelling large gatherings to prevent superspreading events.

If prioritization for research participants is implemented
despite these ethical problems, such prioritization should take a
transferable form, akin to directed organ donation. With this
approach, low-risk participants would nominate a higher-risk indi-
vidual (such as a family member) for priority. This could prevent
harm and reduce the exacerbation of disadvantage caused by pri-
oritizing research participants.

Another misperception is that equal concern requires a lottery
that gives all recipients identical chances, or chances more similar than
preventingharmandprioritizingthedisadvantagedwouldrequire.Lot-
teries are preferable to first-come, first-served or ability-to-pay allo-
cation, which unacceptably exacerbate disadvantage.4 But lotteries

are only acceptable when other considerations are approximately
equal, which is vanishingly unlikely with a COVID-19 vaccine.

Some have suggested addressing stark COVID-19 disparities by
allocating vaccines according to recipients’ race/ethnicity. Legally,
this would likely be ruled unconstitutional. Ethically, racial identity
is not an inherent risk factor. Rather, COVID-19 disparities reflect the
health, environmental, and occupational effects of structural rac-
ism. A preferable approach would reduce disparities by consider-
ing vulnerabilities that, while possible for people of all races, are com-
monly produced by racism: working in occupations at higher
COVID-19 risk or living in crowded, often segregated, residential set-
tings that preclude social distancing. Disparities could be further re-
duced by avoiding prioritization strategies, such as age-based pref-
erence, that risk widening racial and socioeconomic disparities.

Conclusions
A COVID-19 vaccine should be allocated to prevent harm, prioritize
people who are disadvantaged, and achieve equal treatment. This
approach would support prioritizing health care workers, people in
high-risk occupations and housing, and people with high-risk con-
ditions. Since these priority populations are likely to exceed initial
vaccine quantities, prioritizing within these groups will be neces-
sary. Dividing the initial vaccine allotment into priority access cat-
egories and using medical criteria to prioritize within each category
is a promising approach.10 For instance, half of the initial allotment
might be prioritized for frontline health workers, a quarter for
people working or living in high-risk settings, and the remainder for
others. Within each category, preference could be given to people
with high-risk medical conditions. Such a categorized approach
would be preferable to the tiered ordering previously used for influ-
enza vaccines, because it ensures that multiple priority groups will
have initial access to vaccines. Alongside thorough, evidence-
based vaccine evaluation and approval, vaccine allocation that rec-
ognizes important ethical values and avoids arbitrariness, waste,
and corruption can ensure that the rollout of an eventual COVID-19
vaccine is both fair and perceived as fair.
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