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 Justice principles pervade emergency medicine (EM), directly and indirectly affecting 
clinicians, patients, trainees, and researchers. When we implement these principles through EM 
policies and systems, the result is a more equitable (fair) clinical practice.  

 Since Socrates, justice has been considered one of society’s four cardinal virtues, along 
with courage, moderation, and wisdom; injustice has been considered a significant vice. Sixth 
century Roman law defined justice as that “which gives every man his due.”[1] Modern 
philosophers regard justice as the most fundamental of societal virtues, with John Rawls 
describing it as “the first virtue of social institutions.”[2] 

 Justice can be classified as retributive (punishment and compensation for wrongdoing), 
procedural (impartial methods used to resolve problems and produce outcomes as fairly as 
possible), or distributive. Distributive justice describes which social goods and services to allot, 
how to allot them fairly, and to whom is the most relevant to EM. Due to this extensive role, 
distributive justice is frequently cited as one of bioethics’ four main principles (the others are 
autonomy, beneficence and nonmaleficence) and is the basis of most bioethical discourse, 
clinical ethical dilemmas, and institutional ethics committee deliberations. EM’s inherent time 
and resource limitations make distributive justice a core principle when allocating funds for 
facilities, staff, equipment, and supplies; making ethical clinician decisions; and designing and 
implementing policies in clinical settings. Also instrumental in developing health policy is the 
associated and broader term “social justice”, which incorporates the social determinants of 
health.[3] 

 Ideally, societies will fairly allocate available benefits and burdens to individuals and 
groups, equitably provide what people deserve, and offer impartial methods to achieve this 
result. They apply such justice principles through laws and regulations within political 
jurisdictions, such as a state, a country, or globally (e.g., international court).[4] This may result 
in outcomes that differ among jurisdictions and over time, such as procedures to determine death 
in potential organ donors. Unfortunately, disparities between social and racial groups 
demonstrate that societies often fail to meet these goals. 

 The benefits that a society can justly distribute are freedom, opportunities, and, most 
relevant to EM, access to resources. To resolve competing and conflicting claims for these 
resources, we appeal to justice’s ideals and processes. If a person or group truly deserves a good 
or a service (often described as a “right”), there must be an individual, an organization, or a 
government that has a corresponding enforceable duty to supply it. Rights must be enforceable 
through a set of impartial, consistent, and relatively stable rules, such as laws. Failure to provide 
a deserved good, such as equitable EM services, is an injustice.  
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 In EM, distributive justice principles guide patients’ treatment priority, the amount of 
time spent on their care, the diagnostic tests ordered, and the therapeutic procedures performed. 
They also influence which consultants are accessed, and if inpatient beds or follow-up services 
are obtained. [5] When inadequate resources immediately exist for everyone in need, EM needs a 
method to equitably distribute them. Throughout history, many methods have been tried.[6] 

 Equitably distributing healthcare goods and services requires EDs to select the criteria 
they will use to prioritize patients and to determine which services they will provide. Selecting 
the correct criteria to use for allocating goods and services has been a fundamental issue since 
ancient times. The factors used to make this assessment have varied, with goods and services 
having been distributed equally, arbitrarily, or by queuing (first-come, first-served). Patients and 
clinicians would rarely accept equal distribution, although it might be necessary when few 
resources exist, such as with mass casualties in the prehospital setting and in EDs during 
overwhelming acute disasters. Arbitrary distribution, or random patient prioritization, appears to 
never have had a role in EM triage. Queuing has become the normal ED distribution method for 
ambulatory patients at triage, with adjustments to prioritize patients appearing to need immediate 
care.  

 Justice principles suggest that ED triage decisions should rely on a patient’s symptoms 
and physiological signs. Whether, and sometimes how quickly, patients are seen, referred, 
treated, and admitted, however, has often depended on non-clinical factors based on “luck”. This 
luck stems from “natural lotteries,” which individuals cannot control, that bestow them with 
unmerited (good or bad) personal and social attributes. These include patients’ positions of 
power, insurance status or the ability to pay, race, ethnicity, religion, sexual orientation or gender 
identity, ability to speak English, group membership, and citizenship. Other factors, which may 
have some justification, also have been used to raise or lower an individual’s priority in the 
queue (e.g., apparent merit, social status, membership in a disadvantaged group, or the speed 
with which a soldier can be returned to battle).[6,7]  

 The result is that distribution disparities in medicine and EM have adversely affected the 
health of many disadvantaged populations, including people from racial, ethnic, linguistic, and 
religious minorities; those with alternative sexual/gender identities; and those with physical or 
cognitive disabilities. [8-12] A method to assess the use of justice principles in any EM system’s 
policies is to use a “veil of ignorance”. Described by John Rawls in A Theory of Justice, it asks 
that one equitably evaluate the justness of policies and decisions by assuming ignorance of how 
life’s social and biological lotteries affected one’s own position. [13,14] 

 Justice in EM is pervasive, but achieving it can be elusive. Our goal should be to make 
EM as fair as possible for clinicians, patients, support personnel, and society. Robust justice 
principles will exist in EM only if emergency physicians (EPs) focus on maintaining and 
improving them. 
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