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Abstract Various models have been used to “emplot”
our collective experience of the COVID-19 pandemic,
including the epidemiological curve, threshold models,
and narrative. Drawing on a threshold model that was
designed to frame resource-allocation decisions in clin-
ical care, I offer an ethical justification for taking caring
responsibilities into consideration in such decisions dur-
ing pandemics. My basic argument is that we should
prioritize the survival of patients with caring responsi-
bilities for similar reasons we should prioritize the sur-
vival of healthcare professionals. More generally, the
pandemic reveals the fundamental importance of infor-
mal care and affords an opportunity to raise questions of
justice relating to it.
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During the current COVID-19 pandemic, we must rely
on the most effective control measures at our disposal: a
combination of quarantine, self-isolation, social distanc-
ing, testing, and contact tracing. Behind these tried and
tested practical measures lie the symbolic means of
exerting control over epidemics, that is, the models we
use to “emplot” (Mattingly 1994) our collective

experience with a view to steering a course for it. I will
consider three of these models in turn.

The first is a linear model that has exerted an enor-
mous influence on public discourse and action during
the pandemic: the epidemiological curve. The second is
a threshold model that creates common ground for ep-
idemiology and ethics, and which is exemplified by the
ethical framework published elsewhere in this issue
(Dawson et al. 2020). The third is narrative, which
provides a resource for imagining and creating an after-
math to the pandemic.

I will use the second model to offer a justification for
taking caring responsibilities into consideration when
allocating scarce resources during pandemics. My basic
argument is that we should prioritize the survival of
patients with caring responsibilities for similar reasons
we should prioritize the survival of healthcare profes-
sionals. More generally, the pandemic reveals the fun-
damental importance of informal care and affords an
opportunity to raise questions of justice relating to it.

The Epidemiological Curve

The epidemiological curve emplots our collective expe-
rience as a peak we must ascend and, by implication,
descend. It has been used by expert authorities to per-
suade publics to accept control measures in order to
prevent healthcare systems from being overwhelmed,
thereby precipitating the kind of scenarios I invoke
below. The epidemiological curve presents an inherent
problem when it comes to guiding purposive, future-

Bioethical Inquiry
https://doi.org/10.1007/s11673-020-10041-8

C. F. Jordens (*)
Sydney Health Ethics, Medical Foundation Building K25, The
University of Sydney, Sydney, NSW 2206, Australia
e-mail: chris.jordens@sydney.edu.au

http://crossmark.crossref.org/dialog/?doi=10.1007/s11673-020-10041-8&domain=pdf
http://orcid.org/0000-0001-9454-1059


directed collective action, however. It forces us to nav-
igate an outbreak with our back to the future (so to
speak) because the “flattening” of the curve becomes
apparent only retrospectively. Confirmed cases register
infections that occurred in the past—and how long in the
past is a fact we only discover as the outbreak unfolds.

Furthermore, the model gives rise to a tension that is
often framed, rightly or wrongly, as a trade-off between
health outcomes and economic outcomes. If we aban-
don our control measures too early, we risk unleashing a
second wave of infections (Xu and Li 2020). Those who
accord primary value to human life typically regard this
as a greater mistake than the alternative, which is to bear
the costs of control measures for longer than (with the
wisdom of hindsight) they might turn out to have been
necessary.

Threshold Models

Threshold models take their bearings from “tipping
points” at which the norms governing “business as
usual” can with justification be supervened by a modi-
fied set of norms that come into play in exceptional
circumstances. In the ethical framework published else-
where in this issue (Dawson et al. 2020), tipping points
occur wherever demand for an important resource out-
strips supply. A similar model (Kain and Fowler 2019)
expresses thresholds as a percentage of the normal ca-
pacity of healthcare systems. Apparently, it is normal to
run these systems at 120 to 130 per cent capacity, but at
150 per cent we enter “code orange,” which triggers the
activation of pandemic preparedness measures. At 170
per cent of normal capacity, standards of care are mod-
ified and, beyond that, the logic of triage comes into
play: patients who have a reasonable prospect of surviv-
al are turned away (the “walking wounded”), those who
are expected to die get comfort care, and medical re-
sources are focused on those who are most likely to
benefit from them. As these resources become increas-
ingly scarce, however, patients in the latter group are
forced into a queue.

The ethical framework (Dawson et al. 2020) suggests
that any existing moral consensus is at this point pulled
in three different directions which can be broadly char-
acterized as utilitarian, egalitarian, or geared to
redressing discrimination and social disadvantage. Each
of these approaches can be defended with reference to
an established ethical literature on justice, but each

yields responses that court objections from the others.
For example, lottery-type solutions that can be justified
by egalitarian principles are resisted by those who pri-
oritize stewardship of resources.1 Similarly, measures
that flow from egalitarian and utilitarian approaches
court justifiable criticism on the grounds that the bur-
dens of discrimination and disadvantage include the
social determinants of ill-health; so if patients from
disadvantaged groups are not “triaged out” on medical
grounds, they enter queues or lotteries on an uneven
playing field.

According to recent empirical research, public per-
ceptions of fairness in Australia and New Zealand re-
flect trust in expert judgement and disfavour lottery-type
solutions and considerations of social utility (Cheung
et al. 2017). These findings obscure the degree to which
expert judgements rest on utilitarian considerations that
range from widely acceptable (e.g., number of lives
saved) to contentious (e.g., number of life-years saved)
to controversial. The latter include considerations not
only of social utility but also of the quality of life saved,
or “characteristics such as gender, ethnicity, sexuality,
disability, religious or political views” (Dawson et al.
2020, Part B.5.a).

One consideration of social utility which appears not
to attract much controversy is that of according priority
to healthcare workers. Perhaps this is because it can be
supported by several ethical justifications that have wide
intuitive appeal. One justification appeals to a notion of
fairness as reciprocity: it is a way to compensate for
risks these workers assume in discharging their profes-
sional duty (Provincial COVID-19 Task Force 2020;
National Ethics Advisory Committee 2007). Another
justification is plainly utilitarian: this policy will enable
healthcare workers to resume the struggle to save lives
(Emanuel et al. 2020); in effect, they count as scarce
resources too (Dawson et al. 2020). This justification
holds so long as formal (professionalized, expert) sys-
tems supporting health and welfare remain intact. But
what if such systems fail? This is an extreme scenario,
but there have been intimations of this possibility in the
aged care sector, in countries severely affected by the
pandemic (BBC News 2020).

1 This is a personal observation arising from my participation in
drafting the ethics framework (Dawson et al. 2020) in consultation
with intensive care clinicians, who are responsible for allocating re-
sources for treating respiratory failure.
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One answer is that we must fall back onto informal
care, by which I mean “care that is provided to the very
young, the very old, the weak, the poor, and the sick by
family, friends, neighbors, and concerned citizens, rath-
er than by trained, licensed, or certified health care
professionals” (Medical Dictionary 2020). This pro-
vides a utilitarian rationale for prioritizing those with
caring responsibilities when allocating scarce resources
during pandemics. Just as we have a collective interest
in sustaining formal healthcare systems, we also have a
collective interest in sustaining informal care.

This proposal is open to the objection that unlike care
provided by healthcare professionals, informal care en-
compasses a broad and indefinite range of roles and
activities and so would not be a useful consideration in
prioritizing access to scarce resources. Whilst the mean-
ing of “informal care” clearly needs to be scoped, this is
not a reason to set this consideration aside altogether.
Caring roles and activities that should be considered
“within scope” include those that are not easily replaced
or covered. For example, some lay carers acquire spe-
cialized skills to care for someone with particular needs,
such as an elderly parent or partner, or someone with a
disability. Some single parents with dependent children
might not have an extended family or community that
can take over their role if they fall sick and die. My point
is that some consideration should be given to relation-
ships of dependency that stand to be disrupted by the
loss of informal care. By maximizing the survival
chances of those with “lay” caring responsibilities as
the pandemic unfolds, we also maximize the survival
chances of those who depend on that care entirely
should expert systems fail.

This measure does not discriminate by using personal
or social characteristics as the basis for resource alloca-
tion decisions. To be a carer (either professional or lay)
is not a characteristic; it is a social role. Insofar as the
role of lay carer is associated with a personal character-
istic, it is surely that of gender; and insofar as caring is
associated with a social group that has experienced
discrimination, it is surely women. If women happen
to be advantaged by a consideration that prioritizes those
with caring responsibilities, this can also be understood
as going some way to redressing the social disadvan-
tages women have experienced historically by carrying
a greater responsibility for the work of caring for others.
And not only historically: these disadvantages are am-
plified by the pandemic (Lewis 2020; Workplace
Gender Equality Agency 2020).

One final point to make about threshold models is
that they do not foreclose on the outcome of a pandemic.
They are consistent with a good outcome, such as flat-
tening the epidemic curve and descending the slope that
lies beyond its peak. They are also consistent with a bad
outcome like a failure of formal healthcare systems.
They falter, however, in the face of the worst outcome
of all, which would be a failure of both formal
healthcare systems and informal care. This is the kind
of scenario that survivalists prepare for, and it is theo-
rized by sociologists as a state of anomie. We cannot
specify a set of social norms for a state of exception
which is characterized by a lack of social norms. For this
we are forced to fall back on a different source ofmodels
to imagine our collective experience.

Narratives

Cultural narratives provide a rich resource for
imagining the collapse of human civilizations. Ac-
cording to the scripts of apocalyptic and post-
apocalyptic fiction, lockdowns are interpreted as a
stage of creeping authoritarianism that presages
such a collapse. A recent spike in the sale of
firearms in the United States illustrates how these
scripts can exert a considerable influence on actual
behaviour (Volpe 2020). Survivalist scripts also
explain the behaviour of Australian consumers
who began hoarding what was perceived to be
essential supplies (including toilet paper) early in
the pandemic and in the process showed how
“prepping” can precipitate the very shortages for
which it is adopted as a solution.

Narratives also provide a model for imagining the
restoration of a social order in the aftermath of natural
disasters and pandemics. According to the classic socio-
linguistic formulation (Labov and Waletzky [1967]
1997), narrative structures are characterized by disrup-
tion of an existing social equilibrium (complicating
action) and the restoration of that equilibrium (resolu-
tion). Some argue that a “return to normal” is not pos-
sible because the COVID-19 pandemic will permanent-
ly alter the conditions of social life. Others envisage a
return to a “new normal.” The degree to which this
differs from the “old normal” invites us to consider
how we might we use the pandemic as an opportunity
to reimagine social norms and reshape society accord-
ingly. As the epidemic curve flattens out in Australia,
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however, the narrative model is increasingly deployed
to press a more mundane question: “When can we
resume business as usual?”

Questions of Justice

Of the three main models we use to emplot our collec-
tive experience during the COVID-19 pandemic, only
one—the threshold model—does not foreclose on the
aftermath. I have used this model to fashion an argument
that anticipates a threshold that Australia and New
Zealand now seem unlikely to reach due to the success-
ful mobilization of the first model—the epidemiological
curve. Due to wide adoption of control measures, we
have, in the main, preserved the integrity of our formal
healthcare systems. Nevertheless, it is worth entertain-
ing an alternative possibility we have perhaps only
glimpsed: having no option other than to fall back on
informal care. Informal care is also part of our social
safety net that can and should be protected, including by
the policies we adopt during the pandemic. The
COVID-19 pandemic also offers an opportunity to raise
questions of justice about informal care. Who has borne
and continues to bear its burdens and its benefits (Jaggar
2001)?
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