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Reciprocity has been deployed as the moral concept underpinning an obligation 
to ensure that health care workers (HCW) who work during a pandemic have 
access to essential goods, such as personal protective equipment (PPE), and as a 
principle for giving priority to HCW for scarce resources, such as intensive care beds 
or ventilators. In this paper I examine the concept of reciprocity, arguing that it is 
best understood as a form of fairness, or “fair return for services rendered.” This 
interpretation works well in explaining our obligation to provide HCW with PPE 
and other risk-mitigation resources, but I give reasons to suggest that it does not 
support an obligation to prioritize HCW for scarce medical interventions.
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  Introduction 

 The COVID-19 pandemic, which began in 2020 and is ongoing at the time of 
this writing, is the latest public health crisis to compel re-examination of ethi-
cal questions about the duty of health-care workers (HCWs) to accept increased 
risks of exposure to infectious disease when providing care to patients and what 
is owed to HCWs when they take on those risks. Often these obligations are 
couched in terms of the concept of reciprocity. In this latest crisis, two candidates 
have emerged as commensurate reciprocal returns for the risks HCWs assume: 
personal protective equipment (PPE) and priority access to limited, or scarce, 
treatment interventions, such as intensive-care unit (ICU) beds and ventilators. 
This paper examines the concept of reciprocity to determine whether it justi-
fi es these returns. The key question is whether it is justifi able to provide PPE or 



2 • Elizabeth Fenton

Journal of Practical Ethics • vol. 9, no. 1 • 2021

priority access to HCWs on grounds of reciprocity, leaving open the possibility that 
these returns might be justified on other grounds.

Moral obligations of reciprocity for HCWs and pandemics arise in three 
ways. First, reciprocity is claimed as a moral foundation for the professional obli-
gation of HCWs to continue to work, including in situtations of heightened risk. 
This ‘social contract view’ holds that HCWs—or, more specifically, physicians— 
have a duty to treat or to care, even at risk to themselves, in exchange for the 
benefits society accords them as members of their profession, such as subsi-
dised education, self-regulation, monopolistic privileges, and status (Arras 
1988; Malm et  al. 2008; Reid 2005). Second, reciprocity is cited as the moral 
foundation for societal, governmental, or institutional obligations to provide 
essential goods to HCWs that will mitigate the heightened risks they assume 
when continuing to work during a pandemic. In the wake of the 2003 SARS 
epidemic, Ezekiel Emanuel wrote that if HCWs have a duty to treat under these 
circumstances, then health-care administrators and senior physicians have a 
‘correlative duty’ to develop and deploy equipment to maximize their safety 
(2003). Angus Dawson argues that while society provides benefits and incen-
tives to HCWs to ensure they come to work when needed, it also incurs ‘recip-
rocal obligations’ to ensure a safe working environment (2016). Where these 
reciprocal obligations are not met, and risks not adequately mitigated, the pro-
fessional obligations of HCW to assume those risks are weakened. In the con-
text of the COVID-19 pandemic, in which inadequate PPE for HCWs has been 
a significant concern, Udo Schuklenk argues that the duty to treat is dependent 
or contingent on the provision of adequate PPE. Where able governments have 
actively starved health-care systems of resources, including those necessary to 
protect staff during a pandemic, HCW bear no professional obligations to take 
on the heightened risks of caring for infected patients (2020). Praising HCWs 
for their heroic efforts in situations of heightened risk obscures the extent to 
which these governments have failed to meet their reciprocal obligations (Cox 
2020; Reid 2005).

Third, reciprocity is deployed as a prioritization principle for scarce 
resources. Some argue, for example, that just as reciprocity justifies preferential 
allocation of organs to past donors, or priority to military veterans, an analo-
gous justification is available for giving HCWs who assume additional risks 
during a pandemic priority access to limited medical interventions (Persad, 
Wertheimer, and Emanuel 2009). This argument has been advanced for ICU 
beds and ventilators during the COVID-19 pandemic (Jecker, Wrightmas, and 
Diekema 2020; Aulisio and May 2020; Emanuel et al. 2020; White and Lo 2020). 
As a pragmatic strategy, prioritizing limited treatment resources for HCWs 
might incentivize people to come to work and ensure that those who get sick 
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can be treated and return to the workforce. However, while the pragmatic strat-
egy recognizes the instrumental value of HCWs and prioritizes them based 
on their utility, invoking reciprocity is intended to provide a noninstrumental 
basis for giving priority to HCWs for limited resources. Reciprocity asks not 
whether priority will maximize a person’s utility but whether it is what justice 
requires (Faulconer 2020).

These three uses of reciprocity are closely related. If HCWs have a duty to 
treat—whether grounded in reciprocity or some other justification (such as their 
specialised skills or voluntary assumption of the risks of their profession (John-
son and Butcher 2020))—then they are entitled to expect that they will be sup-
ported in their duty as much as possible. The key question of this paper is what 
is owed to HCWs in return—that is, as a matter of reciprocity—for their fulfilling 
this duty. Recognizing that the assumption of increased risk, coupled with the 
demands of caring for those who are ill, puts HCWs in a position of increased 
responsibility and stress, along with many others who contribute to the function-
ing of health-care systems during an emergency, reciprocity requires providing 
those workers with additional support (National Ethics Advisory Committee 
2007). What is needed is an account of reciprocity that will distinguish between 
what additional support is owed to HCWs as a matter of justice and what might 
be useful, or desirable, to provide.

Section 2 develops an account of reciprocity as a form of fairness and argues 
that, in the context of public goods that are beneficial to all, such as the protec-
tion and promotion of public health, reciprocity generates social and political 
obligations that contribute to the maintenance of those goods. Sections 3 and 4 
examine two candidates for answering the question of what is owed to HCWs, 
as a matter of reciprocity, for their assumption of increased risk during a pan-
demic. These are PPE and priority for limited treatment interventions, such as 
ventilators or ICU beds. Section 3 argues that the provision of adequate PPE is 
an obligation generated by the norms of reciprocity and fairness. Section 4 pres-
ents reasons for resisting the view that giving HCWs priority for limited treat-
ment interventions is an obligation of reciprocity. One reason is that priority for 
these interventions does not straightforwardly meet the criteria for a fair return, 
criteria elaborated on in the account of reciprocity given in section 2. A second 
reason is that where sufficient measures have been taken to reduce an HCW’s ex 
ante risk (that is, their risk of becoming infected) through PPE, it is not clear that 
there is a further obligation, grounded in reciprocity, to reduce their ex post risk 
(that is, their risk of dying if they become infected) over any other candidate for 
the resource. Further reasons relate to competing considerations of justice that 
enter into prioritization of scarce treatment interventions, considerations such as 
saving the most lives (New York State Taskforce 2015: 45).
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Reciprocity

In its canonical form, reciprocity is about ‘how to respond to people who have 
done us a favor’ (Schmidtz 2005: 459). The capacity to reciprocate is import-
ant, because reciprocity is ‘at the core of a viable community’ (462). As a norm 
(that ‘good be given for good received’), Lawrence Becker argues that not only 
is reciprocity a brute fact of everyday moral life, the disposition to recipro-
cate is a moral virtue that should be cultivated. Reciprocal relationships are 
‘an essential part of the social conditions necessary for human flourishing as 
human beings’ (2005: 31). In A Theory of Justice, Rawls argues that reciprocity, 
‘a tendency to answer in kind’, is a deep psychological fact, without which 
‘our nature would be very different and fruitful social cooperation fragile if 
not impossible” (1971: 494–95).

Some have reacted with concern to the idea that reciprocity be conceived as 
central to moral relations, since it seems to imply that only those who are capable 
of giving ‘good’ are entitled to receive good in return. Allen Buchanan, for exam-
ple, is concerned about the implications for distributive justice if it is grounded 
in the notion that ‘only those who do (or at least can) make a contribution to the 
cooperative surplus have rights to social resources’ (1990: 230). What Buchanan 
calls ‘justice as reciprocity’ is disturbing by virtue of its implications for those 
who cannot contribute (such as the severely disabled, children, and the elderly) 
but who are (and should) nevertheless be considered within the scope of justice. 
Justice should not be equivalent to a mantra of ‘you get out what you put in’.

Becker, arguing that the purpose of reciprocity is to ‘sustain mutually 
advantageous exchanges’ (1986: 112), might seem to fall foul of Buchanan’s 
concern that reciprocity has no place in a theory of justice that promotes 
the rights and entitlements of all, rather than those with whom exchange is 
mutually advantageous. Yet Becker maintains that a developed conception of 
reciprocity requires significant benefits for those excluded from Buchanan’s 
definition of justice as reciprocity—in particular, the disabled (2005: 18). One 
of his key insights is that the concern that only those who can contribute are 
entitled to benefits in return reflects an oversimplification of the concept of 
reciprocity. In this concern, reciprocity is characterised in terms of direct tit-
for-tat exchanges, in which benefits given and returned must be roughly equiv-
alent. Becker argues instead that reciprocity is as much about generalised and 
indirect acts of contribution and return as it is about one-to-one exchanges: 
‘Some of us give money to Oxfam, in the devout hope of never having to use 
its services, and what comes around to us reciprocally [.  .  .] is something so 
remote from our contribution that we are unlikely to recognize it as reciprocity 
for anything in particular’ (2005: 20). Therefore, reciprocity, as a principle of 
justice, is more closely aligned with ‘what goes around comes around’ than 
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it is with ‘you get out what you put in’. This conception sustains a system 
in which the disabled, and the disadvantaged more generally, are supported 
through a robust social commitment to human flourishing from which all will, 
in some form or other, benefit.

Becker’s treatment of reciprocity is one of the most robust in the literature 
and distinctive for specifying in detail what will count as a reciprocal return 
for good (and bad) received. In general terms, a reciprocal return must be com-
mensurate or ‘appropriate as to type and quantity’ (1986: 106). Appropriateness 
is ultimately determined by whether a return satisfies the goal of reciprocity, 
which is to maintain ‘the sort of social equilibrium that makes productive social 
exchange possible’ (Becker 1986: 106). Maintaining this equilibrium requires 
reciprocal exchanges that are bounded in two important ways. First, a return 
must be fitting, which means it must be something that those to whom we are 
reciprocating will perceive as a return, and as a good. Second, it must be propor-
tional, where proportionality concerns the sufficiency of the return relative to 
the good received. The purpose of the condition of proportionality is to ensure 
that reciprocity produces a ‘balanced’ exchange.1 These two conditions are crit-
ical to an account of reciprocity because they set limits on what is required in 
terms of a return.

Of particular interest for this paper is Becker’s treatment of fittingness and 
proportionality in the context of collective or ‘corporately produced goods’—
that is, goods that give one benefits beyond what can be returned by individ-
uals, either in terms of the quantity or the sum total of the sacrifices made to 
produce said benefits. In the case of these goods (which include the mainte-
nance of public health and safety), Becker argues that a fitting return amounts 
to reciprocal participation in the institution that produces or maintains the good 
(which might be on a small scale, such as a blood bank, or a large scale, such 
as a national government), and a proportional return is a proportional contri-
bution or level of participation. Reciprocity for the benefits of these collective 
goods requires that beneficiaries contribute their ‘fair share’ to the collective 
institutions they want to sustain, where a fair share is ‘a fitting and propor-
tional return for the benefits provided by social institutions we want to sustain 
through reciprocity’ (1986: 115).2

1. Becker rejects the notion that proportionality requires equality in the benefits on each side 
of a reciprocal exchange, arguing instead that a return should be considered proportional (and the 
exchange balanced) when it requires an equal marginal sacrifice from both parties, where sacrifice 
is understood in terms of comprehensive economic and noneconomic opportunity costs (Becker 
1986; Becker 2005).

2. As beneficiaries, fair share is ‘scaled to the benefits we actually receive, and then adjusted 
in terms of our ability to repay’ (1986: 126).
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An outstanding question for an account of reciprocity is when, and why, 
obligations to reciprocate arise. One possible answer, suggested by Becker, is 
that reciprocity is required when it is necessary to sustain social practices, trans-
actions, and institutions that are themselves crucial for human well-being or the 
generation of ‘primary human goods’, or goods that everyone needs, regard-
less of whatever else they want (1986, 132). Becker is particularly concerned 
about the role of reciprocity in nonvoluntary exchanges—that is, exchanges in 
which benefits are received rather than chosen, such as the benefits of clean air 
or freedom from infectious disease (1986: 73). This is a concern about the scope 
of reciprocity: whether people should be disposed to reciprocate only for the 
goods they have voluntarily and explicitly accepted, or whether people should 
be disposed to reciprocate for all the goods they have received, including those, 
such as collective or public goods, that one cannot, without significant effort, 
reject. Becker’s answer is that a dispostion to reciprocate, or to be required to 
reciprocate, is a powerful means of sustaining the production of these collective, 
public, and primary goods, goods that are needed ‘before we can ask for them or 
accept them contractually’ (1986: 125). Dependence on such goods, the benefits 
of which are received though may not be explicitly accepted, means that people 
need, in turn, ‘the social structures or personal virtues in others that will sustain 
the production of such goods’ (1986: 125). Reciprocity creates such structures 
and is such a virtue.

Becker’s argument for reciprocity for benefits received and not merely 
accepted overlaps with that aspect of political philosophy concerning the source 
of political obligations. One source, proposed by H. L. A. Hart, and later John 
Rawls, is the principle of fairness or fair play, according to which, in the con-
text of schemes in which cooperation generates benefits, all those who benefit 
have an obligation to contribute (Hart 1955; Rawls 1971). Some have rejected 
this principle on the grounds that it permits bestowing unwanted and unasked-
for benefits and then demanding reciprocal payment. As Robert Nozick argues, 
‘One cannot, whatever one’s purposes, just act so as to give people benefits and 
then demand (or seize) payment. Nor can a group of persons do this’ (1974: 
95). On Nozick’s view, only individual consent generates binding obligations 
on an individual to cooperate in or contribute to a scheme or make return for 
benefits received. One problem with this argument is that for some goods, it is 
not possible voluntarily to accept or consent to them, because it is not possible 
voluntarily to reject or opt out of them. Included in this category are what Rich-
ard Arneson calls pure public goods, or goods that are consumed by everyone in 
the same amount (such as national defense, freedom from epidemic disease, or 
the rule of law) (1982). For these goods, mere receipt of the benefits is sufficient 
to generate an obligation on the part of the recipient to contribute to or coop-
erate with the scheme, since individual consent is, if not impossible, certainly 
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impractical. For collective goods, or those from which it is not feasible to exclude 
anyone but which an individual can still choose whether or not to consume or 
accept, voluntary acceptance of the benefits (which implies a form of consent) is 
sufficient to generate an obligation on the recipient. Arneson’s argument is that 
the principle of fairness, applied only to these categories of public goods, and 
with other provisos about the fair distribution of benefits and burdens, can stand 
against Nozick’s criticism. Moreover, the principle protects against free riders in 
the context of collective goods, where it is not possible to exclude anyone from 
consuming the good, including those who have not contributed (for reasons of 
choice rather than ability) to the costs of producing it.3 Similarly, George Klo-
sko argues that the principle of fairness generates obligations on the recipients 
of goods that are ‘indispensable to the welfare of the community’, or what he 
calls ‘presumptive public goods’ (1987: 246–47). These obligations are owed by 
the recipients of the benefits to ‘their fellow citizens who provide them’ (Klo-
sko 2020: 344). For the purposes of this discussion, the key point of both Arne-
son’s and Klosko’s defenses of the principle of fairness, applied to pure public 
and collective goods or presumptive public goods, is that the principle justifies 
obigations of reciprocity: ‘[W]e owe a fair return for services rendered to those 
who supply the services’ (Arneson 1982: 633). Becker further specifies that a fair 
return will be one that is commensurate with the benefits received—that is, one 
that is fitting and proportional.

The next section argues that this conception of reciprocity as a form of fair-
ness applies in the context of the provision of specific support during a public 
health emergency to HCWs who assume higher levels of risk in order to provide 
essential services. Providing such support (in particular measures to mitigate 
risk, such as PPE) is a requirement of justice grounded in the principles of reci-
procity and fairness. It might also be required for other reasons, including legal 
employment requirements and pragmatic reasons, but it is first and foremost a 
requirement of justice.

Obligations of Reciprocity to HCWs

The principle of fairness grounds obligations of reciprocity. When someone (or a 
group or institution) provides a good, and the maintenance of that good depends 

3. The coercion of free riders to pay their share under the principle of fairness is no different, 
Arneson argues, to the rules of private property against those who would prefer the benefits of a 
free-use system. Just as a system of private property limits the extent to which someone can benefit 
from the work of others, without having worked themselves, so the (revised) principle of fairness 
“encapsulates the moral conviction that it is legitimate to frustrate the desire to benefit from the 
pains of others when one has no right to the fruit of their pains” (Arneson 1982: 628).
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on contributions from all who benefit, then the beneficiaries are obligated to do 
their fair share to maintain it. Using Becker’s interpretation of fair shares, the 
beneficiaries owe a fitting and proportional return for the good received. The 
argument that follows assumes that a functioning public health-care system (one 
that is publicly funded and universally accessible) is a presumptive public good 
following Klosko’s definition (i.e., a good that is indispensable to the welfare 
of the community). It is also a collective good. While the direct benefits of such 
a system go to those who use it, its indirect benefits are enjoyed by everyone, 
since everyone is a potential user.4 These indirect benefits are especially evident 
during a public health emergency, when it is clear that all members of a popula-
tion or community are vulnerable to a greater or lesser extent and that an end to 
the emergency depends, at least partially, on the robustness of the health system.

Assuming that a functioning public health-care system is a presumptive pub-
lic or collective good and that all of society are (either directly or indirectly) ben-
eficiaries of that system, it follows that all have obligations of justice, grounded 
in principles of reciprocity and fairness, to give a fitting and proportional return 
to those who provide the benefits of that good. Since HCWs are critical providers 
of the goods of a functioning public health-care system, they are owed fitting 
and proportional return for the services they provide. The grounds of reciprocity 
can be further specified by arguing that HCWs are owed reciprocal goods in the 
context of a pandemic because they assume increased risks in order to contribute 
to the public good. This specification implies that such goods are also owed to 
non-HCWs who are critical to a functioning public health-care system and who 
assume increased risks, as well as those who assume increased risks to provide 
other essential public goods. I will discuss these implications below.

This argument explains why reciprocal returns are owed to HCWs. The key 
question that follows is what counts as a reciprocal return in this context. The 
two candidates under consideration here are PPE and priority access to limited 
treatment interventions, which will be considered in turn.

Obligations of reciprocity require that fair (fitting and proportional) return 
be made for services rendered. Fitting and proportional return for the services 
of HCWs to the functioning of the public health-care system during a pandemic 
must include adequate protective resources in order for HCWs to do their jobs 
as safely and effectively as possible. A fitting return is one that is good for the 
recipient and is percevied by the recipient both as a good and as a return (Becker 
1986: 107). PPE meets these conditions. First, PPE is clearly a good for those, 
particularly but not only HCWs, who are at increased risk, because it confers a 

4. The fact that everyone benefits, at least indirectly, is what makes the good ‘inexcludable’ 
(i.e., an individual cannot be excluded from the benefits, even if they can choose whether or not to 
consume the good directly).
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protective benefit. Second, it is perceived as a good by HCWs because it is valu-
able under the specific circumstances of the increased risk they assume by com-
ing to work. Finally, it is perceived as a return because it is relevant to the services 
rendered under those specific circumstances. As Becker notes, when the pur-
pose of a reciprocal exchange is to sustain a particular practice or institution (in 
this case, ensuring HCWs can work safely during a pandemic), a fitting return 
must be relevant to that practice or institution. Giving HCWs gold stars when 
they come to work during a pandemic would not be relevant to their specific 
circumstances of bearing heightened risk. PPE, on the other hand, is relevant 
to that specific circumstance and is therefore a fitting return. Similarly, PPE is 
a proportional return because it is proportional to the risk incurred: higher risk 
demands higher levels of protection. Where the provision of PPE and other pro-
tective measures matches the risk incurred, it produces a ‘balanced’ exchange: 
increased protection for increased risk. PPE is therefore a proportional return.

From this analysis it seems clear that PPE meets the conditions of a reciprocal 
return. It is important to note, however, that the obligation to provide PPE to 
HCWs is often expressed as a reciprocal obligation to the duty to treat: if HCWs 
have a duty to treat and meeting that duty places them at increased risk, then 
there is a reciprocal obligation to mitigate that risk with PPE. So expressed, this 
argment suggests that it is not only the exposure to increased risk that grounds 
the reciprocal obligations but the exposure to risk in the course of fulfilling the 
duty to treat. Therefore, there are special obligations to HCWs to reduce their ex 
ante risk (the risk of infection) because they are bound by a duty to treat. Expo-
sure to increased risk is therefore a necessary but not a sufficient condition for a 
reciprocal obligation to provide PPE.

The problem with this argument is that it limits the scope of the reciprocal 
obligation. The interpretation of reciprocity outlined above implies that all those 
who provide benefits or services necessary for human well-being (that is, pre-
sumptive public goods) are owed reciprocal returns, which implies all essential 
workers exposed to increased risk in the course of providing essential services 
during a pandemic, not only HCWs, are owed PPE as a matter of reciprocity. So 
the argument for PPE as a reciprocal return needs to be broader in scope—that is, 
not limited to HCWs—to reflect the interpretation of reciprocity adopted above.

Reciprocity and Limited Treatment Interventions

The second candidate for a reciprocal return to HCWs for the increased risk they 
assume is priority access to limited treatment interventions—in particular, ICU 
beds or ventilators. A  number of scholars have argued that priority access to 
these interventions is owed to HCWs as a matter of reciprocity. Mark Aulisio 
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and Thomas May, for example, argue for priority access by analogy with the 
health and other benefits given to active-duty military personel, or to police and 
fire fighters after 9/11, as recognition of societal duties of reciprocity. Prioritizing 
HCWs for scarce medical resources ‘would seem to be the least we could do for 
these “first responders” on the frontlines of the SARS-CoV-2 battle’ (2020).

This analogy is problematic, however. The health and other benefits pro-
vided to military and emergency personel come out of a general pool of resources 
distributed across the community. All of society, as direct and indirect beneficia-
ries of their services, make fair-share contributions to this pool by paying taxes 
and engaging in the democratic processes that can support the making of fair 
returns to the people who delivered benefits. In the case of priority for scarce 
treatment resources, however, not all contribute to the return given to HCWs—
in fact, the cost of this return is borne only by one specific group: those also 
competing for the scarce resource. A return is proportional when it produces a 
‘balanced’ exchange, which is determined by looking both at what it costs each 
party to give and what benefits they receive. We first have to ask, Who are the 
parties to the exchange in this case? On one side, there are sick HCWs who have 
assumed increased risk in order to provide a presumptive public benefit. They 
have given their services and the beneficiaries of those services (the community 
at large) want to give priority for treatment in return. But this return is not the 
community’s to give. In the case of priority for ICU beds or ventilators, the other 
party to the exchange is the group of other patients who are also waiting for 
the necessary care. The return at issue is surely theirs to give (i.e., they are the 
ones making the sacrifice). So HCWs benefit from the return, but those who are 
making the return (or determining that priority is fair return) are not paying its 
costs. No balanced exchange is possible here, since the party making the sacri-
fice (other patients awaiting treatment) are not the ones from whom the return 
is owed. It is not a fair return for services rendered if it places a disproportionate 
share of the burden of making that return on only some beneficiaries. Priority to 
HCWs for scarce treatment resources is not a proportional return.

We might also question whether priority for ICU beds or ventilators meets 
the condition of fittingness. A fitting return must be a good for the recipient, but 
ICU care does not always meet this condition, as it can cause more harms than 
benefits (Ballantyne et al. 2020). Scarce goods are often overvalued, which might 
affect how the ‘good’ of ICU or ventilator care is perceived. For these reasons, 
priority for limited treatment interventions is not clearly a fitting return either.

Possibly these challenges to the fittingness and proportionality of priorty 
access as a reciprocal return are not convincing. In particular, they may not be 
convincing in the face of an apparently strong moral intuition that HCWs should 
be given some priority in accessing limited treatment interventions because of 
the services they have provided and the risks they have assumed to do so. The 
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strength of this intuition might underpin the widely adopted proposal advanced 
by White and Lo that the priority scores for HCWs for ventilators or ICU admis-
sion be adjusted to reflect their status as HCWs (2020). It may also be elicited by 
considering a tiebreaker case, where two candidates for ICU or ventilator care 
are equally matched on all criteria, and one candidate is an HCW who contracted 
the infection in the course of their work. In such a scenario, it seems reasonable 
to think that the HCW deserves at least some priority. This suggests that, as a 
matter of reciprocity, the ex ante risk of HCWs must be reduced through the 
provision of adequate PPE, and their ex post risk—that is, their risk of dying if 
they become infected—must also be reduced.

The strength of this claim may be challenged, however, by considering the 
scope of reciprocity as interpreted above. The argument for priority access for 
HCWs to limited treatment interventions claims that reciprocal return is owed 
for risks assumed in the course of benefiting others. But HCWs are not alone in 
fitting this description. Would our assumptions be as strong in the tiebreaker 
case if the choice were between an HCW and a supermarket worker who had 
also become infected in the course of her work providing an essential service 
for others? Possibly not. The problem with the priority argument, as it stands, 
is that it provides no principled way to prioritize HCWs over others who have 
assumed higher risks in order to provide an essential service. Yet those who 
advance this argument want reciprocity uniquely to pick out HCWs as recipients 
of the return, in part for feasibility reasons: the larger the group picked out by a 
priority principle the less effective it is.

It might be argued that priority as a reciprocal return is owed to HCWs, 
not only because of the increased risks they assume but because of the value of 
the benefits they provide. On this view, HCWs provide benefits that are more 
valuable, and less replaceable, than those of supermarket workers, bus drivers, 
and others exposed to increased risks in the course of their work. This argument 
implies that exposure to increased risk is not sufficient for priority access to lim-
ited treatment interventions; rather, exposure to increased risk and provision of 
highly valuable benefits are jointly necessary and sufficient. But the costs of this 
response are significant. Bioethicists and clinicians have spent decades devel-
oping fair and justifiable resource-allocation principles that do not depend on 
defining a person’s social worth. Certainly there might be an instrumental argu-
ment for prioritizing HCWs if doing so ensured they would be available to help 
other patients. But this is not an argument grounded in reciprocity. To argue that 
there are reasons of reciprocity, and not just instrumental reasons, to prioritize 
HCWs because of the benefits they provide suggests that HCWs deserve priority 
because they are more valuable. When not grounded in the instrumental value 
of HCWs, this argument introduces the ‘arbitrariness and bias’ of determina-
tions of people’s relative value into priority-setting decisions (Rothstein 2010).
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Now it is possible to summarise the challenges for both PPE and priority 
access as reciprocal returns for HCWs. In the argument for PPE as a reciprocal 
return, the problem is that it is too narrow: as a return for fulfilling the duty to 
treat, the argument limits the obligation to HCWs, when the interpretation of 
reciprocity adopted implies that PPE would be a fitting and proportional return 
for all those who take on increased risks in the course of providing an essential 
public service. Conversely, the argument for priority access to ventilators and 
ICU beds as a reciprocal return is either too broad, suggesting priority should be 
given to all those who assume increased risk, or, if limited to HCWs by virtue of 
the benefits they provided, grounded in ethically dubious assessments of social 
worth.

These challenges might be met by switching the conditions for each argu-
ment. The scope of the argument for PPE will be broader if (a) assumption of 
increased risk and (b) provision of an essential service are considered jointly 
necessary and sufficient conditions for an obligation to provide PPE as a recip-
rocal return. The scope of the argument for priority access will be narrower if 
(a) assumption of increased risk and (c) acceptance of a duty to treat are jointly 
necessary and sufficient conditions to provide priority access to HCWs as a recip-
rocal return. This solution leaves intact the apparent moral intiution that HCWs 
should be given some priority for limited treatment interventions on grounds 
of reciprocity. There are costs to such a solution, however. First, in narrowing 
the scope of application, this solution no longer reflects the interpretation of the 
principle of reciprocity given above, according to which all those who provide 
benefits or services necessary for human well-being (that is, presumptive public 
goods) are owed reciprocal returns. Second, it is in tension with other allocation 
criteria considered important when making these prioritization decisions, such 
as maximizing benefits or saving the most lives (Wasserman, Persad, and Millum 
2020). Third, there are significant practical complexities in applying this solution, 
such as determining which HCWs are eligible for prioritization and how much 
priority to give any particular HCW, taking into consideration different levels of 
risk exposure (Rothstein 2010; Persad, Wertheimer, and Emanuel 2009).

A final concern arises from the connection between these two candidates 
for reciprocal returns. It might be asked whether reciprocity requires reducing 
both ex ante and ex post risks encountered by HCWs in the course of fulfilling 
their duty to treat during a pandemic. Returning to the tiebreaker case can help 
answer this question. If the provision of PPE to the HCW in the tiebreaker is suf-
ficient to have roughly equalised the risk exposure of the two people competing 
for the scarce good, then the non-HCW has a reasonable objection to losing their 
chance at that good. More definitively, if both candidates for the scarce good 
faced roughly the same ex ante risk (due to the provision of adequate PPE for 
HCWs), then exposure to increased risk no longer counts as a factor in favour of 
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the HCW, and the necessary and sufficient conditions for priority access are no 
longer met. This argument suggests that some priority access for HCWs can be 
justified if, and only if, failure to provide adequate PPE means that the risks to 
which HCWs are exposed in the course of their work are meaningfully higher 
than for non-HCWs.

Conclusion

Fundamentally, reciprocity is a principle of fairness and grounds important obli-
gations of justice. Where significant benefits from a presumptive public good 
are received, such as a functioning and accessible health-care system during a 
pandemic, fair return to those who provide the benefits is owed by beneficiaries. 
HCWs who provide those benefits, and assume higher levels of risk by doing 
so, are owed adequate PPE as a fair (fitting and proportional) return for their 
services. This is first and foremost an obligation of justice grounded in reciproc-
ity. There is a strong intuition that priority for treatment is also a fair return 
for HCWs who become ill in the course of looking after others during a pan-
demic. The concept of reciprocity initially appears to support this intuition. Yet, 
as understood here, reciprocity does not straightforwardly justify giving HCWs 
priority for limited treatment interventions. Priority is neither a fitting nor a pro-
portional return for services rendered, and it is in tension with other ethical com-
mitments in the allocation of scarce resources, such as saving the most lives. The 
value of the benefits provided by HCWs might suggest instrumental reasons to 
prioritize HCWs for limited treatment interventions, but unless grounded in eth-
ically dubious notions of social value, these are not reasons of justice. If deploy-
ment of adequate PPE roughly equalises the ex ante risks of HCWs and other 
candidates for the interventions, then reciprocity does not also demand, as a fair 
return, priority in the reduction of ex post risk.
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