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al. 2013) but policy documents and ethical guidance issued 
(House of Commons Health and Social Care Committee 
2020; NHS 2020; NHS 2021) made no specific provision 
for the care of children with chronic illness in their response 
to the pandemic. In our view this omission raises serious 
questions about the ability of the system to act justly when it 
comes to many children from this population group, and in 
particular those with medical complexities. While it is clear 
that these questions about policy making during the pan-
demic have not been acknowledged to date, there are also 
very serious questions about the extent to which they have 
ever been seriously considered. Our claims in what follows 
begins to address this gap. Drawing on both normative and 
empirical work, we distinguish important aspects of the par-
ticular vulnerability of this population group and discuss 
the ethical concerns which this omission in policy-making 
raises. We then offer a distinctive set of claims which locate 
and address the injustice in the processes of healthcare pri-
oritisation and operational planning decisions in the recov-
ery phase and beyond.

Introduction

When COVID-19 restrictions were first introduced in the 
UK in 2020, changes to healthcare provision were made 
across the board following the recommendations by pro-
fessional bodies and commissioners to prioritise infection 
control and COVID-19 patient care (Hefferon et al. 2021). 
Adjusted healthcare delivery policies to respond to local 
COVID-19 challenges significantly affected the delivery of 
and access to child healthcare, in particular for children with 
long-term conditions and complex needs (RCPCH 2020). 
Restrictions to direct face-to-face clinician contacts, rede-
ployment of staff from child health services and clinic space 
put non-urgent new referrals and key clinical activities on 
hold and markedly increased waiting lists experienced by 
community child health teams (Williams et al. 2021).

Non-communicable diseases represent the largest compo-
nent of the burden of childhood diseases in the UK (Wolfe et 
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The distinct vulnerabilities of children with 
complex medical needs

In what follows we distinguish a range of different kinds of 
vulnerabilities that children with complex conditions face. 
As we will see, these vulnerabilities were very much in play 
during the pandemic. There are a range of ways of classify-
ing the vulnerabilities that we discuss below. ‘Interests’ is 
one plausible alternative. In our view ‘vulnerabilities’ cap-
tures the right relationship to harm in these cases: it is not 
that all people or all children suffer the harm to which they 
are vulnerable, nor do they suffer the harm in the same way 
or to the same extent. It seems reasonable to think that, in 
at least some cases, being vulnerable can itself bring about 
certain associated hardships (or harms) that are indirectly 
related to the vulnerability. (In this way we might begin to 
distinguish being at ‘risk of harm’ from being ‘vulnerable’.1)

Importantly, these vulnerabilities are all connected to 
broader obligations that fall on society in the form of its 
health system and on policy makers when they shape the 
institutions and behaviour of citizens in society. That these 
obligations exist is evident from the normal structures and 
institutions in our society that are designed precisely to 
deliver on these obligations of protection and welfare. If we 
turn to the ethics literature, we can also find robust argument 
for these obligations generally but also, specifically in the 
context of children and the obligations of society to protect, 
nurture and care for children.

So, let us take it that a person is vulnerable2, when they 
are at increased risk of harm from which they cannot suf-
ficiently be protected, or they have a diminished capacity 
to meet their needs (Mackenzie et al. 2014; Gottfried et al. 
2019). All human beings are to some degree vulnerable due 
to their fragility and dependency on others. However, chil-
dren have certain characteristics that make them particularly 
vulnerable (Kottow 2004). Due to natural features of child-
hood like size, strength and cognitive capacity, and their 
lack of direct political, children are more prone to certain 
kinds of physical and emotional harm. For many of these 
harms, they have less ability to protect themselves than 
adults and must rely heavily on others, parents and carers, 

1  Although it seems right to say that ‘being vulnerable’ and ‘having a 
certain risk’ are strictly very close, we might want to separate out these 
added components that are associated with vulnerability. So, we might 
think that all people have some risk of being injured by a random event 
at any given time, and in virtue of this, they are vulnerable to this kind 
of injury, we might want to distinguish this from being vulnerable in 
a fuller sense.
2  There are a whole set of issues associated with the concept of ‘vul-
nerability’ which are beyond the scope of this paper. The brief, sche-
matic account which we suggest here is intended to be a placeholder to 
capture, in broad terms, the ordinary sense of the term and which we 
take to be uncontroversial.

to be protected from them (Andresen 2014). Children with 
medical complexities or medically complex conditions have 
additional vulnerabilities due to the nature of their illness. 
They are prone to the symptoms of their condition, to pain 
and reduced quality of life and are in addition, highly depen-
dent on healthcare and other institutional settings to meet 
their needs and help them function as close to normal as 
possible.

Children with medical complexities are diverse group 
and their vulnerabilities vary, among other things, depend-
ing on age, health condition, and developmental abilities. 
These vulnerabilities may diminish or increase as children 
grow up and develop their abilities and as their illness pro-
gresses. In what follows we refer to children with complex 
conditions or with medical complexities as those with either 
multiple healthcare conditions or with conditions which 
lead to multiple kinds of morbidities or comorbidities. In 
the former case, a child with autism spectrum disorder may 
also have diabetes or cancer. In the latter case, many rare 
childhood diseases like lysosomal storage disorders result 
in multiple system failures and require a range of health 
care interventions to manage each of the different sets of 
symptoms.

In our view it is helpful to disentangle this network of 
vulnerabilities so that we can understand their origin and 
become clearer about how policy makers should take each 
of them into account. We suggest four broad categories each 
of which overlap, intersect, and have difficult borderline 
cases. The first category of vulnerabilities captures the set 
of ‘frailties’ that are associated with being human generally. 
This is to be contrasted with the second category, those vul-
nerabilities that are associated with children and childhood 
specifically and in contrast to adults. We might say that this 
category is most broadly an age-related or ‘period of life’ set 
of vulnerabilities. Clearly other age groups have their own 
special vulnerabilities – old age being the clearest exam-
ple – but since our interest here is with children, we force 
on those things which make children distinctively vulner-
able. Unmet health needs in childhood can affect a child’s 
short and long-term status and function (Newacheck 2000) 
and become a defining feature of their adulthood by deter-
mining the additional threats to which a child will become 
vulnerable in the future (e.g., further disabilities and severe 
illnesses).

The next two categories that are relevant here are those 
related to complex and ‘non-complex’ conditions. Clearly 
anyone who suffers from an illness or disease of any sort is 
vulnerable to a range of illness-based harms. For our pur-
poses here, this third category of vulnerability captures the 
set of harms that are attributable to a given condition. So, in 
simple terms, a broken leg with mean that the patient lacks 
mobility for a certain amount of time while the leg heals, is 
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likely to have some level of pain to varying degrees through 
the healing process. There is also likely to be a range of 
broader consequences that could affect the patient in their 
broader lives: ongoing mobility issues (e.g. ability to exer-
cise freely) or school, work or usual daily routines might be 
affected in the short or longer term.

We turn now to the final category that is of interest here. 
One important reason for separating complex conditions 
from other conditions is because in some cases the patient 
has a number of conditions (that may or not be related) or 
the condition itself has multiple different impacts. In both 
cases the range of vulnerabilities are exacerbated to not just 
include the individual affects but any mutually reinforcing 
influences. So, to take a simple case, patients suffering from 
both diabetes and cancer may be exposed to greater risks of 
side-effects when it comes to chemotherapeutic treatments.

Overall, the central reason for distinguishing each of 
these different categories of vulnerability is to help to 
exhibit the very distinctive position of children with com-
plex conditions and to suggest that these children are at risk 
to an extent that is very much greater than each of the indi-
vidual risks. Of course, children with complex conditions 
have each of the four categories of vulnerabilities. We sug-
gest that these vulnerabilities are cumulative and intercon-
nected rather than discrete and isolable. Protecting children 
from these cumulative and interconnected vulnerabilities 
require, as we have seen, multiple complex interventions 
and sophisticated packages of care that cannot be under-
stood solely in terms of their individual components.

Vulnerabilities and obligations

Acknowledging that children with medical complexities are 
vulnerable in distinctive ways is an important step towards 
being clear about our obligations towards them. These chil-
dren are developing human beings and are significantly 
affected by both the nature of childhood and by the health 
condition or multiple health conditions from which they suf-
fer. It seems reasonable to think that society generally has a 
special obligation that owed to all children qua children, and 
thus to children with complex conditions. This obligation 
might broadly be characterised as requiring appropriate pro-
tection from harms from such harms accordingly (O’ Neill 
1998). This obligation does not only concern protection 
from active infringement of their bodily or mental integrity 
but also from neglect (Archard 2018). In the case of children 
with medical complexities these obligations require that 
their health needs are attended to and not ignored (Daniels 
1981). Providing a child with the necessary treatment and 
protecting their physical and mental health integrity does 
not only serve their immediate interests as a child but also 
their developmental and future interests (Feinberg 1980). 

Obligations of care and concern are owed to children with 
long-term and complex medical conditions, as children, to 
provide them with best available services and goods (e.g. 
access to social and health related resources) to alleviate 
them from pain and suffering so that they can effectively 
operate in the world and become less vulnerable in their 
adult life (Kopelman 2012; Gottfried 2019).

Of course, the existence of the obligations to protect and 
care for children and the sick in our society does not give us 
much in the way of help when it comes to managing con-
flicts between these obligations and with questions about 
how to make policy which justly manages the competing 
vulnerabilities of those in society’s care.

Pandemic policy and children with complex 
conditions

Broad-ranging, population-wide policy responses to the 
pandemic created problems for many patients who had 
their treatment being cancelled or postponed and who now 
must wait in a queue to receive care (BMA 2022). Yet, what 
makes children with medical complexities a distinct case 
for ethical consideration is the distinct vulnerability they 
faced due to the combination of their illness and their youth, 
or, more exactly, what is thought to be associated with the 
protection of their fragile health and developmental well-
being. The impact on children with medical complexities 
when blanket service restrictions were introduced not only 
differed to that of other population groups that share some 
of their inherent characteristics but also increased the like-
lihood of those children to be more severely harmed or to 
bear additional types of harm in their actual and develop-
mental wellbeing. Due to vulnerabilities related to their 
illness (their dependency on urgent and planned care and 
established therapeutic relationships) the health risks that 
many children with medical complexities were exposed to 
were greater than those faced by children with less health 
challenges were likely to face. Because they were children, 
children with medical complexities experienced additional 
types of harm associated with their developmental wellbe-
ing and interests that do not normally threaten adults with 
same, complex health conditions.

On precisely this point, many health professionals and 
organisations expressed serious concerns in particular for 
the case of children with mental health, cerebral palsy and 
musculoskeletal problems who missed their developmental 
support and access to therapies since the start of the pan-
demic (Thorpe et al. 2021; Williams et al. 2020; Reilly et 
al. 2021). These problems were likely to be further exac-
erbated for some children with complex conditions facing 
other disadvantages such as unequal access to treatment 
(e.g. due to financial barriers in accessing remote care) and 
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2021). In the case of children with developmental and epi-
leptic encephalopathies for instance, it is estimated that 
some of them have suffered irreparable neurodevelopmental 
harm or premature morbidity as a consequence of delays in 
epilepsy surgery evaluations (Ogundele 2021).

Yet an argument suggesting that healthcare measures 
against the pandemic were unfair for children with medical 
complexities does not seem satisfactory when it ignores the 
impact of policies and measures on everyone else. When 
health services struggle with the viability of service provi-
sion because large numbers of staff are infected and timeli-
ness is a key to the success of a health policy to contain the 
disease, changes across the board are necessary to reduce 
the spread of infection and protect provision. Though we 
might agree that we need to provide for the care of children 
with medical complexities, this does not mean that should 
be provided at all costs.

There are of course considerations that should be 
weighed against the potential harms to children. Though the 
direct risk of infection for children was low, the net benefit 
for some of them (e.g., those who were advised to shield) 
should not be neglected. Yet the number of the children that 
were likely to do worse if they contracted the virus was 
much smaller compared to that of adults for whom the threat 
of infection was imminent and thus a blanket approach for 
healthcare restrictions for the broader category of this popu-
lation group cannot be easily justified.

Or again, children, and in particular those with medical 
fragility and intensive care needs, depend almost entirely on 
their adult carers, whose health could have been severely 
compromised if they contracted the virus. It can therefore be 
argued that although we are obliged to protect children with 
medical complexities from harm, there are situations where 
it not only is permissible but also essential to allow policies 
that diminish their well-being in order to promote a greater 
benefit, such as the reduction of the threat of infection from 
which they could derived indirect benefit.

Justice as requiring equal consideration

These arguments show the difficulty of the policy-maker’s 
situation. The balance of considerations seems to justify the 
imposition of some risks on children’s physical and mental 
health for common benefit, but it does not address the ques-
tion of how much is fair.

When assessing equalities and inequalities in the distribu-
tion of healthcare resources during the pandemic, it is clear 
that the immediate threat of the virus to some groups should 
have been prioritised over others, including the progressive 
illness of children with long-term conditions. During a pan-
demic outbreak, saving the most lives and prioritising the 
lives of those who are the sickest is intuitively preferable. 

be compounded by other longstanding inequalities (e.g. 
poor health outcomes) (BMA 2021) As existing evidence 
has shown, due to language barriers and digital disparities, 
the care provided to some communities in the UK during 
the pandemic was diminished, impacting safeguarding pro-
cedures and widening health inequalities among paediatric 
patients (Watson et al. 2021; Horton 2018).

The adoption of a population-wide approach to service 
restrictions exposed an already vulnerable group to serious 
risks of harm by exploiting their inherent and situational 
vulnerabilities which, under normal circumstances, would 
not have been justified.

What is a fair policy response to the pandemic 
fair for children with medical complexities?

Arriving at a fair pandemic response or a fair healthcare 
allocation policy during the pandemic necessarily involved 
assessing and weighing competing considerations. One 
of the hallmarks of justice in this context is that decisions 
regarding changes in healthcare provision or any of these 
related matters, need to be based on equal respect and con-
cern for all (Larcher et al. 2020). The key to determining 
whether equal respect and concern has determined the policy 
rests with the process rather than the outcome. As we dis-
cuss below, by itself, the fact that one group did not receive 
adequate healthcare provision during the pandemic does not 
show that the policy in question was unjust. Instead, a lack 
of consideration of the needs of specific groups of patients 
combined with the lack of adequate healthcare provision 
resulting from a given policy show that the process was not 
robustly fair.

Arguments about harms and benefits (on both 
sides)

The direct impact of COVID-19 infection on children’s 
physical health has been recorded as being far milder than 
for other groups but the indirect impact on their physical 
and mental health has been profound (Thorpe et al. 2021) 
Unmet health needs, delays to diagnosis for conditions that 
require swift diagnosis and treatment (e.g. cancer) (Maringe 
2020) and the cause of avoidable deaths over the next five 
years due to missed appointments may suggest, as many 
health professionals have pointed out, that these children 
were unfairly used for the benefit of adults (RCPCH 2020).

According to the evidence, significant unmet need iden-
tified due to reduced access to healthcare and disruptions 
to planned outpatient visits or procedures could result in 
increases in morbidity and mortality for many children 
with various physical and mental health conditions (Thorpe 
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group (Dwyer 2010). However, acknowledging children, 
and more specifically children with medical complexities, 
as deserving of care, respect and protection from harm, 
requires decision makers to attend to their distinct vulner-
abilities and needs when considering actions that might 
affect them. By missing what is distinctively different about 
children with complex conditions as a group, including the 
severity of risks in which they were likely to be exposed 
to due to the fundamental role of healthcare provision in 
their actual and future wellbeing, implemented measures 
neglected the claim of those children to be treated in the 
government’s actions as equally morally considerable as 
those for who they aimed to protect against the high risk 
infection (CDC 2020).

Ethical responses to children’s increased 
vulnerabilities in the recovery phase

The Covid-19 pandemic and its effects are expected to dom-
inate healthcare delivery and access planning for at least the 
next few years (BMA 2020). As efforts, policy makers will 
continue to be forced to make difficult priority-setting deci-
sions that will have a wide-ranging impact on different pop-
ulation and patient groups. In the immediate future, these 
decisions will need to both meet new care demands and 
reduce backlogs which resulted from the pandemic outbreak 
and continue to put pressure on resources. As acknowledged 
by the NHS guidance, (NHS 2021) such decisions should 
also aim to address health injustices by tackling inequali-
ties in experience, access and health outcomes that com-
promised the health of those most vulnerable in the time 
of crisis.

The considerations of justice outlined above have impor-
tant implications for these decisions going forward. We 
cannot categorically argue that health systems’ responses to 
covid-19 were unfair for children with complex conditions 
based only on their consequences. Though the impact on 
these children’s physical and mental health has been pro-
found, some of the harms could not have been avoided or 
can even be outweighed by other benefits. What, however, 
we think makes health systems’ policy response unfair for 
children with medical complexities is the lack of consider-
ation of their distinct needs and vulnerabilities when those 
decisions were made. Such injustice suggests interventions 
which aim to reduce and redress costs and burdens already 
imposed should also be considered.

Children with medical complexities should be given at 
least some healthcare priority in the recovery phase. Pri-
oritising some patients based on differential evaluation of 
their vulnerability and the severity of harm incurred due to 
changes in healthcare provision is consistent with the NHS 

As has been abundantly clear through the debates about 
lockdowns, testing and isolation, the extent to which those 
at the greatest risk through the pandemic, from the virus, 
should be protected at the cost to the health and welfare of 
others has been severely contested. In other areas of medi-
cine, such as oncology and cardiology, the cost to patients of 
the dominance and prioritisation of those with COVID-19 
has been clearly documented (Maringe 2020).

Our worry here however is twofold. First, consideration 
of less urgent needs, those that would have made some 
people progressively worse off, should have equally been 
taken into account. Though it may not have been possible 
to meet, either fully or adequately, the medical needs of 
children with medical complexities in times of crisis, our 
obligations to equally consider their needs in decisions that 
would affect their lives cannot be waived. Second, it is not 
simply that this group of patients were not considered, but 
that the processes themselves seemed unable to cope with 
the degree of complexity that children with complex condi-
tions required for them to be fairly considered. In the former 
case, policy can be nuanced and can include acknowledg-
ment of exceptions and mitigations. If complexity or chil-
dren or children with complex conditions had been properly 
considered, blanket, population-level policies might not 
have been the norm. Efforts to mitigate these harms could 
have been made. These could have included the provision 
of alternative non-medical services, better information and 
psychological support for children and their families. In the 
latter case, generally applicable ethical frameworks and pri-
ority setting principles make no mention of how to manage 
complex cases and the policies that were produced did not 
specifically refer to children or complexity of care needs 
(House of Commons Health and Social Care Committee 
2020; BMA 2021; Department of Health and Social Care 
2020; NHS 2021; Wilkinson 2020; ). None of this is much 
of a surprise. The systems of priority setting and policy mak-
ing in the healthcare system prides itself, as we have noted 
already, on equal respect and concern for all. This is often 
interpreted as “everyone counts as one and no one as more 
than one.” But as we have seen all things are not equal and 
the needs of some patient populations, in particular here, 
children with complex conditions are a long way from being 
equally vulnerable.

Issues of vulnerability and disadvantage require further 
reflection on the profound impact that policies have on the 
quality of our lives and prompt an evaluation of the ideo-
logical assumptions lying behind them. In previous and 
current healthcare policies and ethical frameworks (WHO/
RFH/20.2; NHS 2020) the vulnerabilities of children with 
medical complexities are interpreted through an adult-cen-
tred perspective.  Our ethical theories, particularly of dis-
tributive justice, seem not to consider children as a distinct 
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The responsibility that lies with the state and health insti-
tutions to reduce preventable causes of corrosive vulnerabil-
ity in children with chronic illness and to ensure that their 
needs are fairly met is not only relevant to the current wait-
ing lists for treatment but also in addressing system previous 
insufficiencies affecting their care. Pre-pandemic problems, 
such as the increasing ineffectiveness of the hierarchical 
referral model of primary to secondary care (Horton 2018) 
and variable and sometimes poor outcomes among children 
with chronic illness, reflect the need for structural changes 
such as redesigning and improving their care pathways 
(RCPCH 2020) to ensure that systemic inequities and previ-
ous health inequalities are not sustained in the aftermath of 
the pandemic.

Finally, it is essential to examine the structural factors 
and background conditions that diminish or increase vulner-
abilities and lead to disadvantages that go beyond clinical 
care (Wolff 2011) and which children and their families are 
not in a position to change effectively to improve their situa-
tion. These considerations are part of more central concerns 
about children’s position in society. Government actions, 
such as covid-19 and non-covid-19 related policies and 
practices, can positively or negatively affect the health and 
the quality of children’s lives and address the factors that 
promote their wellbeing. To enable children with chronic ill-
ness to escape from corrosive vulnerability in the aftermath 
of the pandemic and the different kinds of harm that would 
result from it, factors that create and sustain vulnerabilities 
and harm need to be critically evaluated and addressed. This 
suggests that different types of evidence are important (Lig-
nou et al. 2022) to inform policies in addressing the longer-
term impact of Covid-19 on child health and plans for future 
pandemics, and for identifying strategies that can eliminate 
systemic weaknesses in meeting the complex needs of chil-
dren with chronic conditions more generally.

Conclusion

Justice requires that inequities and prior disadvantage are 
addressed in current policies regarding the recovery of 
healthcare services and decisions about prioritisation. By 
recognising the importance of integrating the distinct needs 
and vulnerabilities of children with medical complexities 
into current approaches to healthcare prioritisation, it is 
hoped that this work will encourage further research on how 
the interests of population groups who lack direct political 
voice, including children with medical complexities, should 
be integrated into our moral thinking and inform health pol-
icy decisions in the recovery phase and beyond.

Funding This work was supported by Arts and Humanities Research 
Council [AH/W003945/1].

guidance (NHS 2021) which acknowledges that decisions 
regarding prioritisation should reflect different health needs 
and tackle health inequalities and injustices. Yet children 
with complex needs were neither the only vulnerable nor 
clearly the most vulnerable group subjected to severe harms 
during the pandemic. Let us for instance consider the impact 
of the healthcare restrictions on adults with terminal can-
cer, those with severe mental health challenges living in 
isolation or old people with multi-morbidities (BMA 2022). 
Assessing and suggesting the kind of priority that should be 
given to children with medical complexities in the recov-
ery phase to compensate for these harms and injustices is 
therefore not straightforward. What nevertheless follows 
from our discussion, is that any selection of principles 
regarding prioritisation and resource allocation should take 
into account the inequalities and injustices resulting for this 
group in order to be fair.

The above argument may seem uncontroversial but unfor-
tunately to date it has not been considered. The current NHS 
guidance for prioritisation and operational planning (NHS 
2021) makes no specific provisions for the care of children 
with medical complexities in the recovery phase. Addition-
ally, and in contrast to the NHS aim to address unfair health 
inequalities, it does not acknowledge that greater and more 
complex needs require greater resource focus and complex 
packages of care. These omissions further disadvantage this 
particularly vulnerable group while they seem to suggest 
that children with complex conditions waiting for treatment 
should always be deprioritised for the sake of efficiency or 
the maximisation of the number of patients treated.

Decisions that deprioritise the care of children with com-
plex needs in the aftermath of the pandemic require active 
policy selection and justification. Lack of access to required 
healthcare services in both the pandemic and recovery 
phase blurs the distinction between actively imposed and 
retained risks as in effect many children waiting to receive 
treatment are exposed to the same level and type risk of 
harm. An account of just risk imposition implies a demand 
for fair sharing by all members of society by taking into 
account their morally relevant differences. Prima facie 
duties towards children with complex medical conditions 
should shape assumptions about what constitutes accept-
able risks that can be impose to them for the benefit of 
others and shape decisions and priorities when obligations 
towards them cannot entirely be fulfilled. Attending to the 
concerns raised by children’s increased vulnerability and 
disadvantage requires taking steps to ensure that, at least 
in the recovery phase, prior disadvantage does not embed 
into poorly designed policies. We suggest that a revision of 
the current NHS criteria for healthcare prioritisation is war-
rant in order the needs of these children to be given proper 
weight in any deliberation about resource allocation.

1 3

18



Children with medical complexities: their distinct vulnerability in health systems’ Covid-19 response and their…

House of Commons Health and Social Care Committee. 1st October 
(2020) Delivering core NHS and care services during the pan-
demic and beyond. Second Report of Session 2019–21, https://
www.nhsconfed.org/publications/delivering-core-nhs-and-care-
services-during-pandemic-and-beyond.

Kopelman, L. 2012. Health Care Reform and Children’s Right to 
Health Care: A Modest Proposal. In Medicine and social justice, 
eds. R. Rhodes, M. P. Battin, and A. Silvers, 335–346. Oxford 
University Press.

Kottow, M. H. 2004. Vulnerability: what kind of principle is it? Medi-
cine, Health Care And Philosophy 7: 281–287.

Larcher, V., and J. Brierley. 2020. Children of COVID-19: pawns, 
pathfinders or partners? Journal Of Medical Ethics 46: 508–509.

Lignou, S., J. Greenwood, and M. Sheehan, et al. 2022. Changes in 
healthcare provision during Covid-19 and their impact on chil-
dren with chronic illness: A scoping review. Inquiry: The jour-
nal of healthcare organisation and planning. doi:https://doi.
org/10.1177/00469580221081445.

Mackenzie, C., W. Rogers, and E. Dodds. 2014. Introduction: what is 
vulnerability and why does it matter for moral theory? In Vulner-
ability: New essays in Ethics and Feminist Philosophy, eds. C. 
Mackenzie, W. Rogers, and E. Dodds, 1–29. New York: Oxford 
University Press.

Maringe, C., J. Spicer, and M. Morris, et al. 2020. The impact of the 
COVID-19 pandemic on cancer deaths due to delays in diagnosis 
in England, UK: a national, population-based, modelling study. 
The Lancet Oncology 21 (8): 1023–1034.

Newacheck, P. W., D. C. Hughes, and Y. Y. Hung, et al. 2000. The 
unmet health needs of America’s children. Pediatrics 105 (4 Pt 
2): 989–997.

NHS. 2020. Implementing phase 3 of the NHS response to the 
COVID-19 pandemic. file://C:/Users/sapfol/Desktop/policy%20
documents/SL_Implementing-phase-3-v1.1.pdf (Accessed 11 
January 2021).

NHS. 2021/22 priorities and operational planning guidance. 25 March 
2021. PAR468. Available: NHS England 2022/23 priorities and 
operational planning guidance (Accessed 10 March 2022).

Ogundele, M., and Ayyash. 2021. H263†Effect of COVID-19 lock-
down on the configuration and implementation of services for 
children and young people with Neurodevelopmental disorders in 
the UK. BMJ Paediatrics Open; 5.

O’Neill, O. 1998. Children’s Rights and Children’s Lives. Ethics 98: 
445–463.

Reilly, C., A. Muggeridge, and J. H. Cross. 2021. The perceived 
impact of COVID-19 and associated restrictions on young people 
with epilepsy in the UK: Young people and caregiver survey. Sei-
zure 85: 111–114.

The Royal College of Paediatrics and Child Health. 2020. Impact of 
Covid-19 on child health services. Available: https://www.rcpch.
ac.uk/resources/impact-covid-19-child-health-services-tool 
(accessed 20 August 2021).

Thorpe, J., S. Ashby, and A. Hallab, et al. 2021. Evaluating risk to 
people with epilepsy during the COVID-19 pandemic: Prelimi-
nary findings from the COV-E study. Epilepsy & Behaviour 115: 
107658.

Watson, G., L. Pickard, and B. Williams, et al. 2021. ‘Do I, don’t I?’ 
A qualitative study addressing parental perceptions about seeking 
healthcare during the COVID-19 pandemic. Archives Of Disease 
In Childhood 0: 1–7.

WHO. 2020. Ethics and COVID-19: resource allocation and priority-
setting. WHO/RFH/20.2. Available: file:///C:/Users/sapfol/Desk-
top/policy%20documents/ethics-covid-19-resource-allocation.
pdf. Accessed: 15 January 2022.

Wilkinson, Dominic. 2020. Ethics framework for use in acute pae-
diatric settings during COVID-19 pandemic. Royal College of 
Paediatrics and Child Health.

Declarations

Competing interests: The authors have no competing interests to de-
clare that are relevant to the content of this article.

Open Access This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

Andresen, S. 2014. Childhood Vulnerability: Systematic, Structural, 
and Individual Dimensions.

Child Indicators Research 7: 699–713.
Archard, David William. 2018. “Children’s Rights”, The Stanford 

Encyclopedia of Philosophy (Winter 2018 Edition), Edward N. 
Zalta (ed.), URL = <https://plato.stanford.edu/archives/win2018/
entries/rights-children/>.

British Medical Association. 2020. The hidden impact of COVID-19 
on patient care in the NHS in England. Available: https://www.
bma.org.uk/media/2840/the-hidden-impact-of-covid_web-pdf.
pdf (accessed 20 June 2021).

British Medical Association. 2021. Mitigating the impact of Covid-19 
on health.

Inequalities. Available https://www.bma.org.uk/media/3944/bma-
mitigating-the-impact-of-covid-19-on-health-inequalities-report-
march-2021.pdf [Accessed: 20 December 2021].

British Medical, and Association. 2022. The impact of the pandemic 
on population health and health inequalities. Available https://
www.bma.org.uk/advice-and-support/covid-19/what-the-bma-
is-doing/the-impact-of-the-pandemic-on-population-health-and-
health-inequalities [Accessed: 5 September 2022].

Coronavirus disease 2019 in children — United States. Available: 
https://www.cdc.gov/mmwr/volumes/69/wr/pdfs/mm6914e4-H.
pdf [Accessed 30 November 2020].

Daniels, N. 1981. Health-care needs and distributive justice. Philos 
Public Aff 10: 146–179.

Dwyer, James. 2010. Moral Status and Human Life: The Case for 
Children’s Superiority. Cambridge University Press.

Feinberg, J. 1980. A Child’s Right to an Open Future. In In Whose 
Child? Children’s Rights, Parental Authority, and State Power, 
eds. W. Aiken, and H. LaFollette, 124–153. Totowa, NJ: Rowman 
and Littlefield.

Gottfried Schweiger. 2019. Ethics, Poverty and Children’s Vulnerabil-
ity. Ethics and Social Welfare 13: 288–301.

Hefferon, C., C. Taylor, and D. Bennett, et al. 2021. Priorities for the 
child public health response to the COVID-19 pandemic recovery 
in England. Archives Of Disease In Childhood 106: 533–538.

Horton, R. 2018. Offline: the UK’s child health emergency. Lan-
cet 392(10142):106. doi:https://doi.org/10.1016/S0140-
6736(18)31614-3pmid:ht tp: / /www.ncbi .n lm.nih .gov/
pubmed/30017117[Accessed 2- August 2020].

1 3

19

https://www.nhsconfed.org/publications/delivering-core-nhs-and-care-services-during-pandemic-and-beyond
https://www.nhsconfed.org/publications/delivering-core-nhs-and-care-services-during-pandemic-and-beyond
https://www.nhsconfed.org/publications/delivering-core-nhs-and-care-services-during-pandemic-and-beyond
http://dx.doi.org/10.1177/00469580221081445
http://dx.doi.org/10.1177/00469580221081445
https://www.rcpch.ac.uk/resources/impact-covid-19-child-health-services-tool
https://www.rcpch.ac.uk/resources/impact-covid-19-child-health-services-tool
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://plato.stanford.edu/archives/win2018/entries/rights-children/
https://plato.stanford.edu/archives/win2018/entries/rights-children/
https://www.bma.org.uk/media/2840/the-hidden-impact-of-covid_web-pdf.pdf
https://www.bma.org.uk/media/2840/the-hidden-impact-of-covid_web-pdf.pdf
https://www.bma.org.uk/media/2840/the-hidden-impact-of-covid_web-pdf.pdf
https://www.bma.org.uk/media/3944/bma-mitigating-the-impact-of-covid-19-on-health-inequalities-report-march-2021.pdf
https://www.bma.org.uk/media/3944/bma-mitigating-the-impact-of-covid-19-on-health-inequalities-report-march-2021.pdf
https://www.bma.org.uk/media/3944/bma-mitigating-the-impact-of-covid-19-on-health-inequalities-report-march-2021.pdf
https://www.bma.org.uk/advice-and-support/covid-19/what-the-bma-is-doing/the-impact-of-the-pandemic-on-population-health-and-health-inequalities
https://www.bma.org.uk/advice-and-support/covid-19/what-the-bma-is-doing/the-impact-of-the-pandemic-on-population-health-and-health-inequalities
https://www.bma.org.uk/advice-and-support/covid-19/what-the-bma-is-doing/the-impact-of-the-pandemic-on-population-health-and-health-inequalities
https://www.bma.org.uk/advice-and-support/covid-19/what-the-bma-is-doing/the-impact-of-the-pandemic-on-population-health-and-health-inequalities
https://www.cdc.gov/mmwr/volumes/69/wr/pdfs/mm6914e4-H.pdf
https://www.cdc.gov/mmwr/volumes/69/wr/pdfs/mm6914e4-H.pdf
http://dx.doi.org/10.1016/S0140-6736(18)31614-3
http://dx.doi.org/10.1016/S0140-6736(18)31614-3
http://www.ncbi.nlm.nih.gov/pubmed/30017117
http://www.ncbi.nlm.nih.gov/pubmed/30017117


S. Lignou, M. Sheehan

Wolfe, I., M. Thomson, and P. Gill, et al. 2013. Health services for 
children in Western Europe. Lancet 381: 1224–1234.

Wolff, J. 2011. Ethics and public policy: A philosophical inquiry. 128–
169. London and New York: Routledge.

Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations. 

Williams, R., D. A. Jenkins, and D. M. Ashcroft, et al. 2020. Diagnosis 
of physical and mental health conditions in primary care during 
the COVID-19 pandemic: a retrospective cohort study. The Lan-
cet Public Health 5 (10): e543–e550.

Williams, T., C. Macrae, and O. V. Swann, et al. 2021. Indirect effects 
of the COVID-19 pandemic on paediatric healthcare use and 
severe disease: a retrospective national cohort study. Archives Of 
Disease In Childhood 106: 911–917.

1 3

20


	Children with medical complexities: their distinct vulnerability in health systems’ Covid-19 response and their claims of justice in the recovery phase
	Abstract
	Introduction
	The distinct vulnerabilities of children with complex medical needs
	Vulnerabilities and obligations
	Pandemic policy and children with complex conditions

	What is a fair policy response to the pandemic fair for children with medical complexities?
	Arguments about harms and benefits (on both sides)
	Justice as requiring equal consideration

	Ethical responses to children’s increased vulnerabilities in the recovery phase
	Conclusion
	References


