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As the federal government distributed remdesivir to some of the states COVID-19 hit
hardest, policymakers scrambled to develop criteria to allocate the drug to their hospitals. Our
state, Michigan, was among those states to receive an initial quantity of the drug from the U.S.
government. The disparities in burden of disease in Michigan are striking. Detroit has a death
rate more than three times the state average. Our recommendation to the state was that it should
prioritize the communities that bear a disproportionate burden of suffering in the allocation of the
new potential treatment. This recommendation is justified not only for new drugs with uncertain
effects, but also for drugs of certain benefit or vaccines. For states with significant health
disparities, such as Michigan, this allocation priority may help to repair them. In fact, any other

allocation strategy may make them worse.

Criteria for Allocation

Our recommendation was to allocate remdesivir first and foremost, but not exclusively, to
those communities who are bearing the most disproportionate burden of suffering from COVID-
19. For states in which there the burden of disease is distributed more uniformly across the
population, there would obviously be no need for such a recommendation. In Michigan, as

elsewhere, there are significant health disparities. The greatest burden a person or community
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can bear is the burden of death. The sickest are those most likely to die. Thus, our
recommendation was to prioritize those communities with the highest death rates and those

communities with the highest rolling number of people on ventilators.

Using death and ventilator usage rates maximizes benefit, but doing so is also the fairest
method of allocation in states with great health disparities. It achieves greater benefit than other
methods of allocation mainly for two reasons. The first is that if the drug goes to those
communities’ members of which are most likely to die of the disease, then the disparity in rate of
death may decrease. Given that the badness of death is a matter of what is lost, and that death is
the greatest loss, allocating to avoid this loss helps to achieve benefits that other allocation
criteria would only achieve coincidentally, if at all.

The second way that allocating by death rates achieves benefits that would be lost by
prioritizing other communities is that the communities in which death rates are the highest are
the same communities that have long histories of disparities wrought by, among other thigs,
mistreatment and mistrust (Hooper et al. 2019). Prioritizing these communities can help repair
this trust. In fact, the long term benefits that accrue because of this repaired trust may be much
greater than the benefits associated with the avoidance of death. Improved trust between the
community and policymakers and health officials may lead to improved health behaviors
(Birkhduer et al. 2017). Over the long-term, these behaviors may help to reduce the prevalence
and severity of chronic disease. Over the short-term, this increased trust may support better
adherence to public health recommendations, which is especially important in subsequent waves

of the pandemic.
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These benefits—greater likelihood of avoiding death and the downstream benefits of
improved trust—are unlikely to be achieved if allocation from the state to communities was by,
for example, total case count. Allocating proportional to case count may instead bias the
allocation toward those communities with a high capacity for testing, which may be communities
already rich with health services. Furthermore, this criterion for allocation has potential to forego
the benefit of avoiding death, because the drug may go to communities that have high rates of
disease but low rates of death, such as the communities that are healthier at baseline. Allocating
remdesivir in this manner would only make health disparities worse.

Prioritizing communities which bear a disproportionate burden of disease as measured by
death rate is also the fairest. Rawls’ Difference Principle allows inequalities of a good, but only
if that inequality advantages those who are worst off (1993). In the case of COVID-19, the
highly limited supply of remdesivir implies that its distribution will be unequal. This inequality
is justifiable only if it improves the lives of those who are worst off, or members of the
communities with the highest death rates. The only allocation priority that does this is the one
according to which these communities get the drug and others don’t. Allocating the drug instead
to communities that don’t bear a disproportionate burden of suffering—those communities
bearing proportionate burden of suffering—would not advantage those who are worst off. By the
Difference Principle, such an allocation would be unfair.

One might object that prioritizing those communities bearing a disproportionate burden
of suffering runs the risk of making the disparities even worse. The objection is rooted in the
uncertainty of the risks and benefits of remdesivir, but it has two stems. The first stem is that the
unknown risks may end up harming those who take it. If it is allocated to over-burdened

communities and it ends up harming them, then that harm is worse than it would be for other
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communities. In addition to the disutility of this harm, it may also further undermine the
relationship between the community and policymakers or health officials, leading to even worse
outcomes. The second stem is that the communities disproportionately burdened are the same
communities that have a history of mistreatment by medicine and that by prioritizing them in the
allocation of an “experimental” drug, they may feel that they are being exploited even further.
These reasons, however, don’t undermine our argument. There are no treatments the
effects of which are certain. The evidence that remdesivir is, on balance, beneficial is indeed
lower than it would ideally be. But higher stakes and few options warrant lower credences in
making treatment decisions. At no point should a physician recommend remdesivir to a patient if
they think the harms are greater than the benefits Prioritizing remdesivir to over-burdened
communities doesn’t require that physicians recommend it to patients for whom it would be
inappropriate, nor does it require that the patients to whom it is offered take it. But if it is going
to be recommended to anyone, it can only be under the presumption that there are some patients
who might, on balance, benefit from it. If there is no presumption of benefit, then there is no

justification for it to be recommended to anyone.

Tiered System

The distribution strategy that resulted from these recommendations has tiers of priority,
which, as further supplies of remdesivir become available, continue to guide its distribution.
Alone in the first tier is the City of Detroit, based on a death rate that is more than three times the
state death rate. The next tier consists of the counties in the Detroit metropolitan area and

Genesee County, the home county of Flint. This tier is based upon a death rate that is between
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one and three times the state mean COVID-19 death rate or has counties that are among the top
five by such measures. The third tier includes counties with death rates between 50 and 100% of
the state death rate and includes mainly more rural counties, most with limited hospital capacity
and often not caring for COVID-19 patients. The fourth tier is the remainder of the counties in
the state, including urban through rural counties.

Within these tiers, the distribution of remdesivir to individual hospitals according to the
percent of patients placed on mechanical ventilation over the most recent five-day period. Thus,
this system ensures that the hospital that gets the most remdesivir is the hospital in the first tier
that has the highest percentage of patients on mechanical ventilation, rather than, for example, a
large university-affiliated medical center or research hospital in a wealthy community. While
Detroit is prioritized because of its disproportionately high death rate, the distribution of
remdesivir must also consider the value that more widespread distribution achieves. Michigan,
like many states, has a diverse range of communities. The value that allocating to communities
with high death rates achieves must be balanced against the value that allocating to a diverse
range of communities across the state achieves. Doing so demonstrates policymakers’ and health
officials’ concern for all communities it serves, not only those communities most impacted. This

tiered system achieves that balance.

Future Allocation

Until such time as the supply of remdesivir is sufficient to meet the clinical demand, there

will be a need for strategies such as described here. Remdesivir is not likely to be the only drug

distributed by the states to its hospitals. There may be other treatments or vaccines made
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available. The allocation of future interventions must be evaluated based on the circumstances
and information available that time. But any time a new intervention is made available and the
state is responsible for its distribution, it is an opportunity for the state to demonstrate its
commitment to addressing health disparities. The moral value of this demonstration—the degree
to which it achieves greater benefits and fairness—may suggest, as it does in the case of
remdesivir, that the state should prioritize those communities bearing a disproportionate burden

of suffering.
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