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Three Questions of Justice:

A theory of justice for health and health care should help us answer three central
questions. First, is health care special? Isit morally important in ways that justify (and explain)
the fact that many societies distribute health care more equally than many other social goods?
Second, when are health inequalities unjust? After al, many socialy controllable factors besides
access to health care affect the levels of population health and the degree of health inequalitiesin
apopulation. Third, how can we meet competing health care needs fairly under reasonable
resource constraints? General principles of justice that answer the first two questions do not, |
argue, answer some important questions about rationing fairly. Isthere instead afair process for
making rationing decisions?

About twenty years ago, | answered the first question by claiming health care was special
because of itsimpact on opportunity (Daniels 1981, 1985). Specifically, the central function of
health care isto maintain normal functioning. Disease and disability, by impairing normal
functioning, restrict the range of opportunities open to individuals. Health care thus makes a
distinct but limited contribution to the protection of equality of opportunity. Though | construed
health care broadly to include public health aswell asindividual preventive, acute and chronic
care, | ignored other factors that have a profound effect on population health. Unfortunately,
focusing on just health care adds to the popular misconception that our vastly improved health in
thelast century is primarily the result of health care.

During the last twenty years, amajor literature has emerged exploring the social
determinants of health. We have long known that the richer people are, the longer and healthier
their lives. The powerful findings of the last couple of decades, however, have deepened our
understanding of the factors at work producing these effects on population health and the
distribution of health within populations. It is less tenable to think that it is simply poverty and
true deprivation that diminishes the health of some people, for there is growing evidence that
race and class effects operate across a broad range of inequalities. Since social policies -- not
laws of human nature or economic development -- are responsible for the social and economic
inequalities that produce these health effects, we are forced to look upstream from the point of
medical delivery and ask about the fairness of the distributions of these goods. Rawls's theory of
justice as fairness, quite serendipitously, contains principles that give a plausible account of the
fair distribution those determinants, thus providing an answer to the second question (Daniels,
Kennedy, Kawachi 1999, 2000).

During the 1980s, | became aware that my account of just health care, like other general
theories, failed to give specific guidance, or gave implausible answers, to certain questions about
rationing (Daniels 1993). Though philosophers may work out middie-level principles that can
supplement general accounts of distributive justice and solve these unsolved rationing problems,
itisunlikely that there will be consensus on them in the foreseeable future. Distributive issues
remain highly contested.

In the absence of consensus on distribute principles, we need afair process to establish
legitimacy for critical resource alocation decisions. My account of fair process for addressing
these distributive issuesis called “accountability for reasonableness’ (Daniels and Sabin 1997,
1998a). It is an attempt to connect views about deliberative democracy to decision-making at
various institutional levels, whether public or private, in our complex health systems.



My goal in this essay isto sketch the central ideas behind my approach to all three
questions and to suggest how they all fit together. Detailed arguments can be found in the
references. By pushing atheory of justice toward providing answersto all three questions, and
not simply the first, | hope to give afuller demonstration that justice is good for our health.
What isthe special moral importance of health care?

The central moral importance, for purposes of justice, of preventing and treating disease
and disabilityl with effective health care services (construed broadly to include public health and
environmental measures, as well as personal medical services) derives from the way in which
protecting normal functioning contributes to protecting opportunity. Specifically, by keeping
people close to normal functioning, health care preserves for people the ability to participate in
the political, social, and economic life of their society. It sustains them as fully participating
citizens-- normal collaborators and competitors -- in all spheres of social life.

By maintaining normal functioning, health care protects an individual's fair share of the
normal range of opportunities (or plans of life) reasonable people would choosein agiven
society. This normal opportunity range is societally relative, depending on various facts about its
level of technological development and social organization. Individuals' fair shares of that
societal normal opportunity range are the plans of life it would be reasonable for them to choose
were they not ill or disabled and were their talents and skills suitably protected against mis- or
underdevelopment as aresult of unfair social practices and the consequences of socio-economic
inequalities. Individuals generally choose to develop only some of their talents and skills,
effectively narrowing their range of opportunities. Maintaining normal functioning preserves,
however, their broader, fair share of the normal opportunity range, giving then the chance to
revise their plans of life over time.

This relationship between health care and the protection of opportunity suggests that the
appropriate principle of distributive justice for regulating the design of a health care systemisa
principle protecting equality of opportunity. Any theory of justice that supports a principle
assuring equal opportunity (or giving priority to improving the opportunities of those who have
the least opportunity) could thus be extended to health care. At the time | proposed this approach,
the best defense of such a general principle wasto be found in Rawls' s theory of justice as
fairness (Rawls 1971). One of the principles Rawls' s socia contractors would choose is a
principle assuring them fair equality of opportunity in access to jobs and offices. This principle
not only prohibits discriminatory barriers to access, but requires positive social measures that
correct for the negative effects on opportunity, including the under-development of skills and
talents, that derive from unfair socia practices (e.g. alegacy of gender or race bias) or socio-

1 Disease and disability, both physical and mental, are construed as adverse
departures from or impairments of species-typical normal functional
organization or "normal functioning," for short. The line between disease and
disability and normal functioning is drawn in the relatively objective and non-
evaluative context provided by the biomedical sciences, broadly construed
(though glaring misclassifications have also occurred). | ignore the considerable
controversy in the philosophy of biology about how to analyze the concept of
function (Daniels 1985).



economic inequalities. Such positive measures would include among other things the provision
of public education and other opportunity improving early childhood interventions.

Rawls, however, had deliberately simplified the formulation of his general theory of
justice by assuming that people are fully functional over a normal lifespan. His social contractors
thus represented people who suffered no disease or disability or premature death. By subsuming
the protection of normal functioning under (a suitably gjusted version of) his principle assuring
fair equality of opportunity, | showed how to drop that idealization and apply his theory to the
real world (Rawls 1993 supports this approach). In the last two decades, however, other work on
egalitarianism has suggested alternative ways to connect health care to opportunity or to positive
liberty or capabilities, and | shall comment on them shortly. First, | want to highlight some key
elements of my approach.

The fair equality of opportunity account does not use the impact of disease or disability
on welfare (desire satisfaction or happiness) or utility as abasis for thinking about distributive
justice. One might have thought, for example, that what was special about health care was that
good health was important for happiness. But illness and disability may not lead to unhappiness,
even if they restrict the range of opportunities open to an individual. Intuitively, then, thereis
something attractive about locating the moral importance of meeting health care needsin the
more objective impact on opportunity than in the more subjective impact on happiness.

This analysisfits well with and extends Rawls's (1971) non-welfarist account of primary
social goods. For purposes of justice, Rawls, argued, we should not seek to determine what we
owe each other by measuring our satisfaction or welfare but we should measure our levels of
well being by publicly accessible measures. For Rawls this means an index of primary social
goods that includes rights and liberties, powers and opportunity, income and wealth, and the
social bases of self-respect. My account includes the protection of normal functioning within the
scope of the primary good of opportunity. Drawing on insights from Scanlon's (1975) discussion
of the "urgency" of meeting some "preferences’ to relieve decrements in well-being but not
others, my account explains why we believe we have obligations to assist others in meeting
health care needs but not necessarily to provide them with other things they say they need to
make them happier.

Consider an actual issue where the contrast isimportant. People with long-standing
disabilities will often rank their welfare higher than would other people who are merely
imagining life with such disabilities. Perhaps people with disabilities accommodate by adjusting
their goals and expectations. Even if they are more satisfied with their lives than people without
disabilities might expect, there is an objective lossin their range of capabilities and
opportunities, and that loss is captured by the appeal to afair share of an opportunity range. The
fair equality of opportunity account thus avoids atroubling feature that haunts cost-utility
analysis and its treatment of such disabilities.

Health care is of special moral importance because it helps to preserve our status as fully
functioning citizens. By itself, however, this does not distinguish health care from food, shelter,
and rest, which aso meet basic needs of citizens by preserving normal functioning. Since

2 Daniels 1996a discusses the relationship between the equal opportunity
account and the rationale for "reasonable accommodation™ required of
employers under the Americans with Disabilities Act; see also Brock 1995.
Brock 1998 discusses the implication of disabilities for cost-effectiveness
analysis.



medical needs are more unequally distributed than these other needs and can be catastrophically
expensive, they are appropriately seen as the object of private or social insurance schemes. It
might be argued that we can finesse the problem of talking about the medical needs we owe it to
each other to meet if we assure people fair income shares from which they can purchase such
insurance. We cannot, however, define aminimal but fair income share unlessit is capable of
meeting such needs (Daniels 1985).

Some economists and philosophers may object that giving special status to health
insurance will be "paternalistic' and inefficient3 since some people prefer to trade income for
things other than health care. Our social obligation, however, isto provide institutions (such as
social insurance or subsidies to buy private insurance) that protect opportunity, not to maximize
aggregate welfare or achieve efficiency above all else. The principles of justice defended here
thus depart from utilitarian goals.

The account sketched here has several implications for the design of our health care
institutions and for issues of resource allocation. Perhaps most important, the account supports
the provision of universal access to appropriate health care -- including traditional public health
and preventive measures -- through public or mixed public and private insurance schemes.
Health care aimed at protecting fair equality of opportunity should not be distributed according
to ability to pay and the burden of payment should not fall disproportionately on theill (Daniels
1985, 1995, and Daniels, Light, and Caplan 1996).

Properly designed universal coverage health systemswill be constrained by reasonable
budgets, since health careis not the only important good. Reasonabl e resource constraints will
then require judgments about which medical needs are more important to meet than others.
Priority setting and rationing is a thus requirement of justice, since meeting health care needs
should not and need not be bottomless pit.

The elderly might object that an opportunity based account of just health care will leave
them out in the cold, for their opportunities might seem to be in the past. We can avoid this by
not biasing our allocationsin favor of one stage of life and instead considering the age-relative
opportunity range. Still, treating people differently at different stages of life, for example, saving
resources from one stage of life for use at another, does not produce inequalities across persons
in the way that differential treatment by race or gender does. We all age -- though we do not
change gender or race. Fairness between age groups in designing a health care systemis
appropriately modelled by the idea of prudent allocation over alifespan (Daniels 1988). Under
some conditions of scarcity, thisimpliesthat "pure" rationing by age (where age is not proxy for
other traits) is permissible.4

3 Economists view an arrangement as efficient or pareto optimal if no one can
be made better off without making someone else worse off. If some people
would trade their access to health care through socially provided insurance for
other goods, they are not in a pareto optimal situation.

4 The age rationing implied by this account is different in rationale from that
advocated by Callahan (1987), who thinks the old have a duty to step aside in
favor of the young; it is also different from those who argue for a version of the
“fair innings” view, which gives priority to the young on the grounds that the
old have already had their opportunity to acquire years (cf. Brock 1989;
Williams 1997); it is also different in rationale from Kamm (1993) who argues



Some universal coverage health care systems permit a supplementary tier that is
purchased by those who are best off in society. For example, the British private insurance sector
allows about ten per cent of the population to have quicker access to services that others must
wait longer for in the British National Health Sevice. Other countries, such as Norway, prohibit a
supplementary tier, fearing it will undermine the political solidarity needed to sustain their
generous health care system. The fair equality of opportunity account constraints, but does not
rule out, all tiering (Daniels 1998a; Daniels, Light and Caplan 1996).

One controversial implication of my approach provides a way to contrast the fair equality
of opportunity view with some alternative egalitarian accounts. In aiming at normal functioning,
my approach views the prevention and treatment of disease and disability asthe primary
rationale for what we owe each other by way of assistance in cooperative health care schemes
(Buchanan et al 2000). Enhancing otherwise normal conditions -- even when they put usat a
disadvantage compared to others through no fault of our own -- is then viewed as “not medically
necessary.” For example, thereis support in my view for the common insurance practice of
covering treatment for very short children who have growth hormone deficiencies but not
covering it for equally short children who are otherwise normal.

The objection to my view isthat this coverage policy seems to place too much weight on
the presence of disease and disability and too little on what really should matter to an account
aiming at protecting opportunity, namely, reducing the disadvantage that extreme shortness
brings. This objection might be pressed by those who defend “equal opportunity for welfare or
advantage” (Arneson 1988; GA Cohen 1989). Their view rests on claiming that anyone who
suffers bad “brute luck” -- adeficit in welfare or advantage that is no fault of their own -- hasa
claim on others for assistance or compensation. In contrast, bad “option luck,” the result of the
choices we make or are responsible for makeing, does not giveriseto claims on others. A
disadvantage in talents or skills or even height that is not our fault thus provides abasis for
claims on others for compensation or possibly enhancement. | argue (Daniels 1990, 2000) that
this view gives too much centrality to choice or responsibility, a centrality we do not and should
recognize when we want to protect our capilities as citizens in a democratic society; there are
good policy objectionsto it aswell (Sabin and Daniels 1994).

A similar objection might be raised from a perspective grounded in the importance of
positive liberty or freedom, thought of as our capability to do or be what we choose (Sen 1980,
1992, 1999). The claim is that we should not necessarily be focused on a concept such as disease
or disability but rather on whether individuals have the appropriate set of capabilitiesto do or be
what they choose. Perhaps the very short child who is otherwise normal still lacks akey trait or
capability that we should address.

If we consider more carefully, however, when differencesin capabilities giverise to
claims on others, support for treating the short but normal child may disappear. Sen (1992)
himself notes that many differences in capabilities will be “incommensurable” since there will be
no consensus about whether a person is worse off than others. The short but normal child, for
example, may have an excellent temperament or wonderful social or cognitive skills. The cases
where there is likely to be agreement that someone is clearly worse off in capabilities are likely

that the young would be worse off than the old and in that sense “need” years
more than the old. The considerable disagreement about what justice permits,
even among those who accept some forms of age rationing, argues for the
importance of the type of fair process described later in this paper.



to be captured by the categories of (serious) disease and disability. In practice, then, this view
converges much more with the view | defend than it appears at first.

These alternative views obviously deserve more careful discussion than | can offer here.
Still, my answer to the original question, that the special moral importance of health care derives
from the protection of our opportunities, remains a defensible member of afamily of views
connecting health care to our opportunities and capabilities. Moreover, its practical implications
converge more with those of its cousins than is apparent from the family quarrels among them.
Which health inequalitiesare unjust?

Universal access to appropriate health care -- just health care -- does not break the link
between social status and health that | noted earlier, a point driven home in studies of the effects
on health inequality of the British National Health Service (Black et al 1988; Acheson et al 1998;
Marmot et al 1998), and confirmed by work in other countries as well (Kawachi, Kennedy, and
Wilkinson 1999). Our health is affected not simply by the ease with which we can see a
doctor—though that surely matters—but also by our social position and the underlying inequality
of our society. We cannot, of course, infer causation from these correlations between social
inequality and health inequality (though later | explore some ideas about how the one might lead
the other). Suffice to say that, while the exact processes are not fully understood, the evidence
suggests that there are social determinants of health (Marmot 1999).

If social factors play alargerole in determining our health, then efforts to ensure greater
justice in health outcomes should not focus simply on the traditional health sector. Health is
produced not merely by having access to medical prevention and treatment, but also, to a
measurably greater extent, by the cumulative experience of social conditions over the course of
one's life. By the time a sixty-year-old heart attack victim arrives at the emergency room, bodily
insults have accumulated over alifetime. For such a person, medical careis, figuratively
speaking, "the ambulance waiting at the bottom of the cliff." Much contemporary discussion
about reducing health inequalities by increasing access to medical care misses this point. Of
course, we still want that ambulance there, but we should be looking as well to improve social
conditions that help to determine the health of societies.

As| noted earlier, Rawls s theory of justice as fairness was not designed to address issues
of health care. He assumed a completely healthy population, and argued that a just society must
assure people equal basic liberties, guarantee that the right of political participation has roughly
equal value for all, provide arobust form of equal opportunity, and limit inequalities to those that
benefit the least advantaged. When these requirements of justice are met, Rawls argued, we can
have reasonable confidence that others are showing us the respect that is essential to our sense of
self-worth. The fair terms of cooperation specified by these principles promote our social and
political well-being.

The conjecture | exploreisthat by establishing equal liberties, robustly equal opportunity,
afair distribution of resources, and support for our self-respect—the basics of Rawlsian
justice—we would go along way to eliminating the most important injustices in health
outcomes. To be sure, social justice is valuable for reasons other than its effects on health (or
Rawls could not have set aside issues of health when arguing for justice as fairness). And social
reform in the direction of greater justice would not eliminate the need to think hard about fair

5 See Daniels 2000; also Rawls 1993. The convergence is clearer still when Sen
(1999) addresses the ways in which we should focus on our capabilities as
citizens -- see Anderson 1999.



allocation of resources within the health care system. Still, acting to promote social justiceisa
crucia step toward improving our health because there is this surprising convergence between
what is needed for our social and political well being and for our mental and physical health.

To see the basis for this conjecture about Rawlsian principles, let us review very briefly
some of the central findings in the recent literature on the social determinants of health. If we
look at cross-national studies, we see that a country’ s prosperity isrelated to its health, as
measured, for example, by life expectancy: in richer countries, people tend to live longer. But the
relationship between per capita gross domestic product (GDPpc) and life expectancy levels off at
around $8,000 to $10,000; beyond this threshold, further economic advance buys virtually no
further gainsin life expectancy. This leveling effect is most apparent among the advanced
industrial economies. Nevertheless, even within this relationship, there are telling variations.
Though Cuba and Iraq are equally poor (each has a GDPpc of about $3,100), life-expectancy in
Cuba exceedsthat in Iraq by 17.2 years. The poor state of Keralain India, which invested
heavily in education, especially female literacy, has health outcomes far superior to the rest of
India and more comparable to those in much wealthier countries. The difference between the
GDPpc for Costa Rica and the United States is enormous (about $21,000), yet Costa Rica's life-
expectancy exceeds that of the United States (76.6 to 76.4).

Taken together, these observations show that the health of nations depends, in part, on
factors other than wealth. Culture, social organization, and government policies also help
determine population health. Variations in these factors -- not fixed laws of economic
development -- may explain many of the differences in health outcomes among nations.

One especially important factor in explaining the health of a society is the distribution of
income: the health of a population depends not just on the size of the economic pie, but on how
the pieis shared. Differences in health outcomes among devel oped nations cannot be explained
simply by the absolute deprivation associated with low economic development—Iack of access
to the basic material conditions necessary for health such as clean water, adequate nutrition and
housing, and general sanitary living conditions. The degree of relative deprivation within a
society also matters.

Numerous studies support this relative-income hypothesis, which states, more precisely,
that inequality is strongly associated with population mortality and life-expectancy across
nations (Wilkinson 1992, 1994, 1996). Rich countries vary in life-expectancy, and that variation
dovetails with income distribution. In particular, wealthier countries with more equal income
distributions, such as Sweden and Japan, have higher life-expectancies than does the United
States, despite having lower per capita GDP. Likewise, countries with low GDPpc but
remarkably high life-expectancy, such as Costa Rica, tend to have a more equitable distribution
of income.

We find asimilar pattern when we compare states within the United States. If we control
for differencesin state wealth, income inequality accounts for about 25 percent of the between-
state variation in age-adjusted mortality rates (Kennedy et al 1996, 1998b). Furthermore, a recent
study across US metropolitan areas found that areas with high income inequality had an excess
of death compared to areas with low inequality—a very large excess, equivalent in magnitude to
all deaths due to heart disease (Lynch et al1998). Longitudinal studies, which look at asingle
place over time and examine widening income differentials, support similar conclusions.

At theindividual level, we also find that inequality is important. Numerous studies have
documented what has come to be known as the socioeconomic gradient: at each step along the
economic ladder, we see improved health outcomes over the rung below (including in societies



with universal health insurance). Differences in health outcomes are not confined to the extremes
of rich and poor, but are observed across all levels of socioeconomic status.

The slope of the socioeconomic gradient varies substantially across societies. Some
societies show arelatively shallow gradient in mortality rates: being better off confers a health
advantage, but not so large an advantage as el sewhere. Others, with comparable or even higher
levels of economic devel opment, show much steeper gradients. The slope of the gradient appears
to be fixed by the level of income inequality in a society: the more unequal a society isin
economic terms, the more unequal it isin health terms. Moreover, middle income groupsin a
country with high income inequality typically do worse in terms of health than comparable or
even poorer groups in a society with lessincome inequality. We find the same pattern within the
United States when we examine state and metropolitan area variationsin inequality and health
outcomes (Kennedy at al 1998a; Lynch et al 1998).

Earlier, | cautioned that correlations between inequality and health do not necessarily
imply causation. Still, there are plausible and identifiable pathways through which social
inequalities appear to produce health inequalities to make a reasonable case for causation. In the
United States, the states with the most unegqual income distributions invest lessin public
education, have larger uninsured populations, and spend less on social safety nets (Kaplan et a
1996; Kawachi and Kennedy 1997). Studies of educational spending and educational outcomes
are especialy striking: controlling for median income, income inequality explains about 40
percent of the variation between states in the percentage of children in the fourth grade who are
below the basic reading level. Similarly strong associations are seen for high school drop-out
rates. It is evident from these data that educational opportunities for children in high-income-
inequality states are quite different from those in states with more egalitarian distributions. These
effects on education have an immediate impact on health, increasing the likelihood of premature
death during childhood and adolescence (as evidenced by the much higher death rates for infants
and children in the high inequality states). Later in life, they appear in the socioeconomic
gradient in health.

When we compare countries, we also find that differential investment in human
capital—in particular, education—is a strong predictor of health. Indeed, one of the strongest
predictors of life-expectancy among developing countries is adult literacy, particularly the
disparity between male and female adult literacy, which explains much of the variation in health
achievement among these countries after accounting for GDPpc. For example, anong the 125
developing countries with GDPpcs less than $10,000, the difference between male and female
literacy accounts for 40 percent of the variation in life-expectancy (after factoring out the effect
of GDPpc). In the United States, differences between the states in women’ s status—measured in
terms of their economic autonomy and political participation—are strongly correlated with
higher female mortality rates.

These societal mechanisms—for example, income inequality leading to educational
inequality leading to health inequality—are tightly linked to the political processes that influence
government policy. For example, income inequality appears to affect health by undermining civil
society. Income inequality erodes social cohesion, as measured by higher levels of social
mistrust and reduced participation in civic organizations. Lack of socia cohesion leadsto lower
participation in political activity (such as voting, serving in local government, volunteering for
political campaigns). And lower participation, in turn, undermines the responsiveness of
government institutions in addressing the needs of the worst-off. States with the highest income
inequality, and thus lowest levels of social capital and political participation, are less likely to



invest in human capital and provide far less generous social safety nets (Kawachi and K ennedy
1999).

Rawls' s principles of justice thus turn out to regulate the key social determinants of
health. One principle assures equal basic liberties, and specifically provides for guaranteeing
effective rights of political participation. The fair equality opportunity principle assures access to
high quality public education, early childhood interventions, including day care, aimed at
eliminating class or race disadvantages, and universal coverage for appropriate health care.
Rawls “Difference Principle”’ permits inequalitiesin income only if the inequalities work (e.g.,
through incentives) to make those who are worst off as well off as possible. This principle is not
asimple “trickle down” principle that tolerates any inequality so long as there is some benefit
that flows down the socioeconomic ladder; it requires amaximal flow downward. It would
therefore flatten socioeconomic inequalities in arobust way, assuring far more than a “ decent
minimum” (Cohen 1989). In addition, the assurances of the value of political participation and
fair equality of opportunity would further constrain allowable income inequalities.

The conjecture is that a society complying with these principles of justice would probably
flatten the socioeconomic gradient even more than we see in the most egalitarian welfare states
of northern Europe. The implication is that we should view health inequalities that derive from
social determinants as unjust unless the determinants are distributed in conformity with these
robust principles. Because of the detailed attention Rawls' s theory pays to the interaction of
these terms of fair cooperation, it provides us -- through the findings of social science -- with an
account of the just distribution of health.

Theinequalitiesin the social determinants that are still permitted by this theory may still
produce a socioeconomic gradient, albeit a much flatter one than we see today. Should we view
these residual health inequalities as unjust and demand further redistribution of the socia
determinants?

| believe the theory | have described does not give a clear answer. If the Rawlsian theory
insists that protecting opportunity takes priority over other matters and cannot be traded for other
gains (and Rawls generally adopts this view), then residual health inequalities may be unjust. If
health can be traded for other goods -- and all of us make such trades when take chances with our
health to pursue other goals -- then the account may be more flexible (Daniels, Kennedy,
Kawachi 1999). Still, Rawls's principles give us more specific guidance in thinking about the
distribution of the social determinants than is given by the fair equality of opportunity account of
just health care alone.

| noted earlier that there is considerable convergence between the opportunity-based view
| defend and Sen’s (1992) appeal to a capabilities-based account (or freedom based account) of
the target of justice. The convergence is even more pronounced when Sen (1999) discusses the
ways in which health in developing countries is affected by different development stategies and
emphasi zes the importance of education and the growth of democratic culture and institutions.
Rawls' s focus on the “ capabilities of free and equal citizens’ suggests the convergence worksin
both directions (Daniels 2000a). Both approaches allow us talk informatively about justice and
the distribution of health.

When arelimitsto health carefair?

Justice requires that all societies meet health care needs fairly under reasonable resource
constraints. Even awealthy, egalitarian country with a highly efficient health care system will
have to set limits to the health care it guarantees everyone (whether or not it allows
supplementary tiers for those who can afford them). Poorer countries have to make even harder



choices about priorities and limits. However important, health care is not the only important
social good. All societies must decide which needs should be given priority and when resources
are better spent elsewhere.

How should fair decisions about such limits be made? Under what conditions should we
view such decisions as a legitimate exercise of moral authority?

Answering these questions would be much simpler if people could agree on principles of
distributive justice that would determine how to set fair limitsto health care. If societies agreed
on such principles, people could simply check social decisions and practices against the
principlesto seeif they conform with them. Where decisions, practices, and institutions fail to
conform, they would be unjust and people should then change them. Disagreements about the
fairness of actual distributions would then be either disagreements about the interpretation of the
principles or about the facts of the situation. Many societies have well established and reliable, if
imperfect, legal procedures for resolving such disputes about facts and interpretations.

Unfortunately, there is no consensus on such distributive principles for health care.
Reasonable people, who have diverse moral and religious views about many matters, disagree
morally about what constitutes afair allocation of resources to meet competing health care needs
-- even when they agree on other aspects of the justice of health care systems, such asthe
importance of universal access to whatever services are provided. We should expect, and respect,
such diversity in views about rationing health care. Nevertheless, we must arrive at acceptable
social policies despite our disagreements. This moral controversy raises a distinctive problem of
legitimacy: Under what conditions should we accept as legitimate the moral authority of those
making rationing decisions?

| shall develop the following argument: 1) We have no consensus on principled solutions
to afamily of morally controversia rationing problems, and general principles of justice for
health and health care fail to give specific guidance about them (Daniels 1993); 2) In the absence
of such aconsensus, we should rely on afair process for arriving at solutions to these problem
and for establishing the legitimacy of such decisions (Rawls 1971); 3) A fair process that
addresses issues of legitimacy will have to meet several constraints that | shall refer to as
“accountability for reasonableness’ (Daniels and Sabin 1998); these constraints tie the process to
deliberative democratic procedures (Daniels and Sabin 1997). Thisissue of legitimacy and fair
process arises in both public and mixed public-private health care systems and it must be
addressed in countries at all levels of development.

To support the first step of the argument, consider a problem that has been labelled the
“priorities problem” (Daniels 1993; Kamm 1993): How much priority should we give to treating
the sickest or most disabled patients? To start with, imagine two extreme positions. The Maximin
position ("maximize the minimum") says that we should give complete priority to treating the
worst off patients. One might think that Maximin isimplied by the fair equality of opportunity
account (though | believe my account is only committed to giving some priority to the worst off,
placing it in abroad family of views that |eave the degree of priority unspecified). The Maximize
position says that we should give priority to whatever treatment produces the greatest net health
benefit (or greatest net health benefit per dollar spent) regardless of which patients we treat.

Suppose comparable resources could be invested in Technology A or in B, but the
resources are "lumpy" (we cannot introduce some A and some B) and we can only afford one of
A or B in our health care budget. The Maximin position would settle the matter by determining
whether patients treated by A are worse off before treatment than patients treated by B. If so, we
introduce A; if patients treated by B are worse off, we introduce B. If the two sets of patients are



equally badly off, we can break the tie by considering whom we can provide the most benefit.
The Maximize position chooses between A and B solely by reference to which produces greatest
net benefit.

In practice, most people are likely to reject both extreme positions (Nord 1995, 1999). If
the benefits A and B produce are nearly equal, but patients needing A start off much worse than
patients needing B, most people seem to believe we should introduce A. They prefer to provide
A even if they know we could produce somewhat more net health benefit by introducing B. But
if the net benefit produced by A isvery small, or if B produces significantly more net benefit,
then most people will overcome their concern to give priority to the worst off and will prefer to
introduce B to A. Some people who would give priority to patients needing A temper their
preference if those patients end up faring much better than patients needing B. Disagreement
persists: a definite but very small minority are inclined to be maximizers and a definite but very
small minority are inclined to be maximiners. Most people fal in between, and they vary
considerably in how much benefit they are willing to sacrifice in order to give priority to worse
off patients.

Two other types of rationing problems also suggest we are not straight maximizers or
maximiners, though we lack principled characterizations of acceptable middle-course solutions
(Daniels 1993). The Fair Chances/Best Outcomes Problem asks, Should we give all who might
benefit some chance at aresource or should we give the resource to those who get the best
outcome? The Aggregation problem asks, When do lesser benefits to many outweigh greater
benefits to afew?

Two strategies have been pursued to address these kinds of rationing problems, one
philosophical, one empirical. The philosophical approach, brilliantly exemplified in Kamm's
(1993) work, examines subtly varied hypothetical cases, seeking to reveal agreement on a
complex set of underlying principles that can account for the judgments the philosophical ingirer
makes about these cases.6 This strategy may well help us arrive at middle level principles for
addressing these rationing problems, and it should be pursued by others. Nevertheless, given the
subtlety of the method and the likelihood that some disagreements about cases will reflect
broader moral disagreements about other matters, | do not believe this method will produce
consensus on such principles in the foreseeable future. The insights from this approach are
important inputs into afair, deliberative process of decision-making, but they are not a substitute
for such afair process.

The empirical approach has been ingeniously developed by the economist Erik Nord
(1999), who also explores hypothetical cases by asking groups of people “person-tradeoff”
questions. These questions are a variation on a standard economic approach seeking
“indifference” points or curves reflecting when an individual finds two benefits or outcomes
equivalent. For example, if we can invest only in treatments A and B, and A is used for people

6 Kamm insists on exploring hypothetical cases or thought experiments, rather
than real ones, attempting to isolate more clearly in these cases the relevant
features that motivate our judgments. She believes that her method wiill
uncover an “internal program” or underlying moral structure to our beliefs;
crucial to this approach is the claim that people will agree on a central range of
cases, that is that others will have the same responses Kamm does to them.
For doubts about the method, see Daniels 1998b.



more serioudly ill than B, we might ask how many treatments with B would someone trade for
some number of treatments with A. Nord hopes this approach can uncover the structure of moral
concernsin apopulation of people. A key risk of the method is that it disguises moral
disagreement by talking about a“range” of responses. For this, and other reasons | discuss
elsewhere (Daniels 1998c, 2000b), the results of Nord' s work can help inform fair, deliberative
decision processes but cannot substitute for them.

If we have persistent disagreement about principles for resolving rationing problems, then
we must retreat to a process all can agreeisafair way to resolve disputes about them. The retreat
to procedural justice as away of determining what is fair when we lack prior agreement on
principlesis acentral feature of Rawls s account (thus “justice as [procedural] fairness’). Rather
than argue for this familiar approach (the second step of my argument above), | shall move
directly to characterizing the features of such afair process.

We would take a giant step toward solving the problems of legitimacy and fairness that
face public agencies and private health plans making limit-setting decisions if the following four
conditions were satisfied (Daniels and Sabin 1997):7

Publicity Condition: Decisions regarding coverage for new technologies (and other limit-setting
decisions) and their rationales must be publicly accessible.

Relevance Condition: The rationales for coverage decisions should aim to provide areasonable
construal of how the organization (or society) should provide "value for money" in meeting the
varied health needs of a defined population under reasonable resource constraints. Specificaly, a
construal will be "reasonable” if it appeals to reasons and principles that are accepted as rel evant
by people who are disposed to finding terms of cooperation that are mutually justifiable.

Appeals Condition: There is amechanism for challenge and dispute resolution regarding limit-
setting decisions, including the opportunity for revising decisionsin light of further evidence or
arguments.

Enforcement Condition: Thereis either voluntary or public regulation of the process to ensure
that conditions 1-3 are met.

The guiding idea behind the four conditionsis to convert private health plan or public
agency decisionsinto part of alarger public deliberation about how to use limited resources to
protect fairly the health of a population with varied needs. The broader public deliberation
envisioned here is not necessarily an organized democratic procedure, though it could include the
deliberation underlying public regulation of the health care system. Rather, it may take placein
various formsin an array of institutions, spilling over into legidlative politics only under some
circumstances. Meeting these conditions also serves an educative function: the public is made
familiar with the need for limits and appropriate ways to reason about them.

7 The conditions described were developed independently but fit reasonably well
with the framework of principles for democratic deliberation developed by
Gutmann and Thompson 1996. For some reservations about their approach see
Daniels 1999.



The first condition requires that rationales for decisions be publicly accessible to all
affected by them. One American health plan, for example, decided to cover growth hormone
treatment but only for children who are growth hormone deficient or who have Turner's
syndrome. It deliberated carefully and clearly about the reasons for its decision. These included
the lack of evidence of efficacy or good risk/benefit ratios for other groups of patients, and a
commitment to restrict coverage to the treatment of disease and disability (as opposed to
enhancements). It did not, however, state these reasonsin its medical director's letter to clinicians
or in support materials used in "shared decision-making" with patients and families about the
procedure. It’ s reasons were defensible ones aimed at a public good all can understand and see as
relevant, the provision of effective and safe treatment to a defined population under resource
constraints. The restriction to treatment rather than enhancement requires a moral argument,
however, and remains a point about which reasonable people can disagree, as we saw earlier.

One important effect of making public the reasons for coverage decisionsis that, over
time, the pattern of such decisionswill resemble atype of "caselaw." A body of case law
establishes the presumption that if some individuals have been treated one way because they fall
under areasonable interpretation of the relevant principles, then similar individuals should be
treated the same way in subsequent cases. In effect, the institution generating the case-law is
saying, "We deliberate carefully about hard cases and have good reasons for doing what we have
done, and we continue to stand by our reasonsin our commitment to act consistently with past
practices." To rebut this presumption requires showing either that the new case differsin
relevant and important ways from the earlier one, justifying different treatment, or that there are
good grounds for rejecting the reasons or principles embodied in the earlier case. Case-law does
not imply past infallibility, but it doesimply giving careful consideration to why earlier decision-
makers made the choices they did. It involves aform of ingtitutional reflective equilibrium, a
commitment to both transparency and coherence in the giving of reasons.

The benefits of publicity in the form of case law are both internal and external to the
decision-making institution. The quality of decision-making improves if reasons must be
articulated. Fairness improves over time, both formally, since like cases are treated similarly, and
substantively, since there is systematic evaluation of reasons. To the extent that we are then
better able to discover flawsin our moral reasoning, we are more likely to arrive at fair
decisions. Over time, people will understand better the moral commitments of the institutions
making these decisions.

The Relevance Condition imposes two important constraints on the rationales that are
made publicly accessible. Specifically, the rationales for coverage decisions should am to
provide (a) areasonable construal of (b) how the organization (or society) should provide "value
for money" in meeting the varied health needs of a defined population under reasonable resource
constraints. Both constraints need explanation.

We may think of the goal of meeting the varied needs of the population of patients under
reasonabl e resource constraints as a characterization of the common or public good pursued by
al engaged in the enterprise of delivering and receiving this care. Reasoning about that goal
must also meet certain conditions. Specifically, a construal of the goal will be "reasonable” only
if it appeals to reasons (evidence, values, and principles) that are accepted as relevant by “fair-
minded” people. By “fair-minded”’ | mean people who seek mutually justifiable terms of
cooperation. The notion is not mysterious, since we encounter it all the time in sports. Fair-
minded people are those who want to play by agreed-upon rulesin a sport and prefer rules that



are designed to bring out the best in that game. Here we are concerned with the game of
delivering health care that meets population needsin afair way.

Recall the restriction on the use of growth hormone treatment to those with growth
hormone deficiency. As| noted earlier, some object that a theory that emphasizes protecting
equal opportunity, as mine does, should also use medical interventions to eliminate extreme but
normal shortnessif it is disadvantaging. Still, proponents on both sides of this dispute can
recogni ze that reasonable people might disagree about the specific requirements of a principle
protecting opportunity. Both sides of the dispute about the scope of the goals of medicine
nevertheless must recognize the relevance and appropriateness of the kind of reason offered by
the other, even if they disagree with the interpretation of the principle or the applications to
which it is put.

Consider further the implications of the relevance condition. "Including this treatment
benefits me (and other patients like me)," just like "excluding this treatment disadvantages me
(or other patients like me)," is not the kind of reason that meets the constraints on reasons.
Because comparative coverage decisions aways advantage some and disadvantage others, mere
advantage or disadvantage is not a relevant reason in debates about coverage. If, however, a
coverage decision disadvantages me compared to other patients similar to mein al relevant
ways, then thisis reason based on disadvantage that all must think is relevant. Also, if acoverage
decision disadvantages someone (and others like him) more than anyone need be disadvantaged
under aternatives available, then thistoo is areason that all must consider relevant.

How should we view the claim that atreatment "costs too much"? First, suppose thisisa
claim about relative cost-effectiveness or worthiness. People who share in the goal of meeting
the varied medical needs of a population covered by limited resources would consider relevant
the claim that a particular technology falls below some defensible threshold of cost-effectiveness
or relative cost-worthiness. Suppose, however, the claim that something "costs too much” refers
to its effects on profits or competitiveness. Supporting this claim often requires providing
information that private health plans will not reveal (for good business reasons), often turns on
economic and strategic judgments requiring specia experience and training, and ultimately
depends on a much more fundamental claim about the design of the system, namely, that a
system involving competition in this sort of market will produce efficiencies that work to the
advantage of al who have medical needs. My point is not that these reasons fail to meet the
Relevance Condition, but that providing support for them requires information that is often not
available, that is hard to understand when it is available, and that ultimately depends on
fundamental moral and political judgments about the feasibility of quite different aternative
systems for delivering health care. Nevertheless, if for-profit health plans are to comply with the
Relevance Condition, they must either be willing to provide information they would ordinarily
not make public, or make their decisions on the basis of reasons that they can defend to other
relevant stakeholders.

The constraints here imposed on reasons have a bearing on a philosophical debate about
the legitimacy of democratic procedures. An aggregative or proceduralist conception of
democratic voting seesit as away of aggregating preferences. Where, however, we are
concerned with fundamental differencesin values, not mere preferences, an aggregative view
seems inadequate. It seems insensitive to how we ideally would like to resolve moral disputes,
namely through argument and deliberation. An alternative "deliberative" view imposes
constraints on the kinds of reasons that can play arole in deliberation. Not just any preferences
will do. Reasons must reflect the fact that all partiesto a decision are viewed as seeking terms of



fair cooperation that they accept as reasonable. Even if we haveto rely on amgjority vote to
settle a disagreement where there are serious moral issues involved, if the reasons are
constrained to those all must view as relevant, then the minority can at least assure itself that the
preference of the majority rests on the kind of reason that even the minority must acknowledge
appropriately plays arolein deliberation. The majority does not exercise brute power of
preference but isinstead constrained by having to seek reasons for its view that are justifiable to
all who seek mutually justifiable terms of cooperation.

The Appeals and Enforcement conditions involve mechanisms that go beyond the
publicity requirements of the first two conditions. When patients or clinicians use these
procedures to challenge a decision, and the results of the challenge lead effectively to
reconsideration of the decision on its merits, the decision-making processis made iterative in a
way that broadens the input of information and argument. Parties that were excluded from the
decision-making process, and whose views may not have been clearly heard or understood, find
avoice, even if after the original fact. The dispute resolution mechanisms do not empower
enrollees or clinicians to play adirect, participatory role in the actual decision-making bodies,
but that does not happen in many public democratic processes as well. Still, it does empower
them to play a more effective role in the larger social deliberation about the issues, including in
those public institutions that can play arole in regulating private health plans or otherwise
constraining their acts. The mechanisms we describe thus play arole in assuring broader
accountability of private organizations to those who are affected by limit-setting decisions. The
arrangements required by the four conditions provide connective tissue to, not a replacement for,
broader democratic processes that ultimately have authority and responsibility for guaranteeing
the fairness of limit setting decisions.

Together these conditions hold institutions -- public or private -- and decision-makersin
them “accountable for the reasonableness” of the limits they set. All must engage in a process of
establishing their credentials for fair decision-making about such fundamental matters every time
they make such a decision. Whether in public or mixed systems, establishing the accountability
of decision-makersto those affected by their decisionsis the only way to show, over time, that
arguably fair decisions are being made and that those making them have established a procedure
we should view as legitimate. Thisis not to say that public participation is an essential ingredient
of the process in either public or mixed systems, but the accountability to the public in both cases
is necessary to facilitate broader democratic processes that regulate the system.

In many public systems the reasoning that lies behind decisions that affect the length of
gueues -- arationing device -- are inscrutable to the public. They are made in a"black box" of
budgetary decisions. Queues may then be adjusted if the public complainstoo much -- thereis
thiskind of accountability to the squeaky wheel. But thereisin general too little accountability
of the sort demanded by the four conditions | describe (Ham and Packard 1998; Coulter and Ham
2000). Only through such accountability and the way in which it facilitates or enables a broader
social deliberation will there be awider perception that rationing decisions are fair and are made
through an exercise of legitimate authority.

One issue facing this "process’ approach to rationing seem to be more problematic in
public systems than it does in mixed ones. In a mixed system, two different insurers or health
plans might arrive at different judgments about what limits to set. | have suggested both might be
"right" if their decisions are the results of fair procedures (Daniels and Sabin 1998b). The
anomaly is that some patients will then have access to services that others will not have, and this
might seem to violate aformal constraint on fairness, that society treat like cases similarly. In a



mixed system, we might see this variation as a price we pay for whatever virtues (if any) the
mixed system brings (the variation might ultimately lead us to better decisions over time). In a
public system, however, such variation, e.g., between districts, might seem more objectionable if
all are governed by the same public legislation and funding. Still, despite such anomalies, fair
process may be the best we can do wherever we have no prior consensus on fair outcomes.
Concluding Remarks

A comprehensive approach to justice, health and health care must address all three
guestions | have discussed. My extension of Rawls's theory of justice to health and health care
provides away to link answers to the first and second questions. There are also three ways in
which Rawls theory also provides support for my approach to the third question. First, | propose
that we use afair processto arrive at what isfair in rationing, since we lack prior consensus on
the relevant distributive principles. This retreat to procedural justice is at the heart of Rawls's
own invocation of hisversion of asocial contract. Second, Rawls places great emphasis on the
importance of publicity as a constraint on theories of justice: principles of justice and the
grounds for them must be publicly acknowledged. This constraint is central to the conditions that
establish accountability for reasonableness. Finally, Rawls develops the view that “public
reason” must constraint the content of public deliberation and decision about fundamental
matters of justice, avoiding specia considerations that might be elements of the comprehensive
moral views that people hold (Rawls 1993). Accountability for reasonableness pushes decision-
makers toward finding reasons al can agree are relevant to the goals of cooperative health
delivery schemes. In this way, accountability for reasonableness promotes the democratic
deliberation that Rawls also advocates.

In pointing out these connections, | am not suggesting that thisis the only approach to
developing atheory of justice that appliesto all aspects of health and health care. Indeed, | have
pointed to other theories that converge in practice and to some extent in theory with the approach
adopted here. | am proposing that concerns about justice and fairness in health policy should
look to political philosophy for guidance and that some specific guidance is forthcoming. At the
very same time, seeing how we have to modify and refine work in political philosophy if itisto
apply to real issuesin the world suggests that we should abandon the unidirectional implications
of the term “applied ethics’ or “applied political philosophy” (Daniels 1996).

Acknowledgement: Bruce Kennedy and Ichiro Kawachi collaborated with me to write the
material on which | draw for the section, Which health inequalities are unjust? James Sabin
collaborated on the research and writing on which | draw for the section, When are limits to
health care fair? Research for this paper was supported by a Robert Wood Johnson I nvestigator
Award and Tufts Sabbatical Leave. | have benefited from discussions with Richard Arneson,
Allen Buchanan, Dan Brock, G.A. Cohen, Joshua Cohen, John Rawls, and Dan Wikler about
the relationship between my approach and that of other recent work on egalitarianism.



References

Acheson D, et. al. (1998) Report of the Independent Inquiry into Inequalities in Health. London:
Stationary Office.

Anderson E. (1999) What is the point of equality? Ethics 109:287-337.
Arneson RJ. (1988) Equality and equal opportunity for welfare. Philosophical Studies 54:79-95.

Black D, Morris JN, Smith C, Townsend P, Whitehead M. (1988) Inequalities in Health: The
Black Report; The Health Divide. London: Penguin Group.

Brock D. (1989) Justice, health care, and the elderly. Philosophy & Public
Affairs, 18: 3: 297-312.

Brock D. (1995) Justice and the ADA: Does prioritizing and rationing health care discriminate
against the disabled? Social Philosophy and Policy 12:159-184.

Brock D. (1998) .Ethical issues in the development of summary measures of health status. In
Institute of Medicine, Summarizing population health: directions for the development and
application of population metrics. National Academy Press, pp. .

Buchanan A, Brock D, Daniels N, Wikler D. (2000) From Chance to Choice: Genetics and the
Just Society. New Y ork: Cambridge University Press.

Callahan D. 1987 Setting Limits: Medical goalsin an aging society. New Y ork: Simon &
Schuster.

Cohen GA.. (1989) On the currency of egalitarian justice. Ethics. 99:906-44.
Cohen J. (1989) Democratic equality. Ethics 99:727-51.

Coulter A, Ham C. 2000 The global challenge of health care rationing. Buckingham: Open
University Press.

Daniels N. (1981) Health-care needs and distributive justice. Philosophy and Public Affairs
10:146-79.

Daniels N. (1985) Just health care. New Y ork: Cambridge University Press.

DanielsN. (1988) Am| My Parents' Keeper? An Essay on Justice Between the Old and the
Young New Y ork: Oxford University Press.

Daniels N. (1990) Equality of what: welfare, resources, or capabilities? Philosophy and
Phenomenological Research 50(Supplement): 273-96.



Daniels N. 1993. Rationing fairly: programmatic considerations. Bioethics 7:2/3: 224-233.
Reprinted in Daniels 1996b, pp. 317-26.

Daniels N. (1995) Seeking Fair Treatment: From the AIDS Epidemic to National Health Care
Reform. New Y ork: Oxford University Press.

Daniels N. (1996a) Mental disabilities, equal opportunity and the ADA in Bonnie RJ, and
Monahan J. (eds) Mental Disorder, Work Disability, and the Law. Chicago: U Chicago Press,
pp.282-97.

Daniels N. (1996b) Justice and Justification: Reflective Equilibriumin Theory and Practice.
New Y ork: Cambridge University Press.

Daniels N. 1998a. Rationing medical care: a philosopher's perspective on outcomes and process.
Economics and Philosophy 14:27-50.

Daniels N. 1998b . Kamm'’s moral methods. Philosophy and Phenomenological Research
58:4:947-54.

Daniels N. 1998c. Distributive justice and the use of summary measures of population health
status. In Institute of Medicine, Summarizing population health: directions for the devel opment
and application of  population metrics. National Academy Press, pp. 58-71.

Daniels N. 1999. Enabling democratic deliberation: how managed care organizations ought to
make decisions about coverage for new technologies. In Macedo, S (ed.) Deliberative Politics:
Essays on Democracy and Disagreement. New Y ork: Oxford University Press, pp. 198-210.

Daniels N. (2000) Democratic Equality: Rawls's Complex Egalitarianism. In Freeman S. (ed),
Companion to Rawls. Oxford: Blackwells (in press)

Daniels N. (2000b) Legitimacy, Fair Process, and Limitsto Health Care. World Health
Organization Project on Fairness and Goodness. (in press)

Daniels N, Kennedy B, Kawachi 1. 1999. Why justice is good for our health: social determinants
of health inequalities. Daedalus 128:4:215-51.

Daniels N, Kennedy B, Kawachi 1. 2000. Justice is Good for Our Health: How greater economic
equality would promote public health. Boston Review 25:1:4-9, 18-19.

Daniels N, Light D, Caplan R. (1996) Benchmarks of Fairness for Health Care Reform. New
York: Oxford University Press.

Daniels N, Sabin JE, (1997) Limitsto health care: fair procedures, democratic deliberation, and
the legitimacy problem for insurers. Philosophy and Public Affairs 26:303-50.

Daniels N, Sabin J, 1998a. The ethics of accountability and the reform of



managed care organizations,” Health Affairs 17(5):50-69.

Daniels N, Sabin J. 1998b. L ast-chance therapies and managed care: pluralism, fair procedures,
and legitimacy,” Hastings Center Report 28(2):27-41.

Gutmann A, Thompson D. 1996. Democracy and Disagreement Cambridge MA: Harvard
University Press.

Ham C, and Pickard S. 1998. Tragic choicesin health care: The story of Child B London:
Kings Fund.

Kamm FM. 1993. Morality, mortality. Vol. 1: Death and whom to save fromit. Oxford: Oxford
University Press.

Kaplan GA, Pamuk ER, Lynch JW, Cohen RD, Balfour JL. (1996) Inequality in income and
mortality in the United States: analysis of mortality and potential pathways. British Medical
Journal 312:999-1003.

Kawachi, | & Kennedy BP. (1997) Health and social cohesion: Why care about income
inequality? British Medical Journal 314:1037-1040.

Kawachi |, Kennedy BP. (1999) Income inequality and health: Pathways and mechanisms.
Health Services Research. 34:215-227.

Kawachi |, Kennedy BP, Wilkinson R (eds). (1999) Income Inequality and Health: A Reader.
New York: The New Press.

Kennedy BP, Kawachi |, Prothrow-Stith D. (1996) Income distribution and mortality: Test of the
Robin Hood Index in the United States. British Medical Journal 312:1004-1008. Published
erratum appearsin British Medical Journal 312:1194.

Kennedy BP, Kawachi I, Glass R, Prothrow-Stith D. (1998a) Income distribution,
socioeconomic status, and self-rated health: A US multi-level analysis. British Medical Journal
317:917-921.

Kennedy B, Kawachi |, Glass R, Prothrow-Stith D. (1998a) Social Capital, income inequality
and mortality. American Journal of Public Health 87:1491-8.

Kennedy B, Kawachi I, Prothrow-Stith, D, Gupta V. (1998b) Income inequality, social capital
and firearm-related violent crime. Social Science and Medicine 47:7-17.

Lynch JW, Kaplan GA, Pamuk ER, Cohen RD, Balfour JL, Yen IH. (1998) Income inequality
and mortality in metropolitan areas of the United States. American Journal of Public Health 88:
1074-80.



Marmot MG. (1999) Social Causes of Social Inequalitiesin Health, Harvard Center for
Population and Development Studies, Working Paper Series 99.01, January 1999.

Marmot MG, Fuhrer R, Ettner SL, Marks NF;, Bumpass LL, Ryff-CD. (1998) Contribution of
psychosocial factors to socioeconomic differencesin health. Milbank Quarterly 76(3): 403-48.
Nord E. 1995. The person-tradeoff approach to valuing health care programs. Medical Decision
Making 15:201-8.

Nord E. 1999. Cost-value analysis in health care: Making sense out of QALYs. Cambridge:
Cambridge University Press.

Rawls J. (1971) A Theory of Justice Cambridge MA: Harvard University Press.
Rawls J. (1993) Political Liberalism. New Y ork: Columbia University Press.

Sabin J, DanielsN. 1994. Determining "medical necessity' in mental health practice: astudy of
clinical reasoning and a proposal for insurance policy," Hasting Center Reports 24:6:5-13.

Scanlon TM, 1975 Preference and urgency. Journal of Philosophy 77:19:655-69.

Sen AK. (1980) Equality of what?in McMurrin S (ed) Tanner Lecgtures on Human Values, Vol
1. Cambridge: Cambridge University Press.

Sen AK. (1992) Inequality Reexamined Cambridge MA: Harvard University Press.
Sen AK. (1999) Development as Freedom. New Y ork: Alfred A. Knopf.

Wilkinson RG. (1992) Income distribution and life expectancy. British Medical Journal 304
165-8.

Wilkinson RG. (1994) The epidemiological transition: from material scarcity to social
disadvantage? Daedalus 123: 61-77.

Wilkinson RG. (1996) Unhealthy Societies: The Afflictions of Inequality. London:
Routledge. Wilkinson (1992)

Williams A, 1997. Intergeneraltional equity: An exploration of the “fair innings’ argument.
Health Economics 6:117-132.



