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Unhealthy lifestyle contributes significantly to the
burden of disease. Scarce medical resources that
could alternatively be spent on interventions to
prevent or cure sufferings for which no one is to
blame, are spent on prevention or treatment of
(the risk of) disease that could be avoided through
individual lifestyle changes. This may encourage
policy makers and health care professionals to opt
for a criterion of individual responsibility for
medical suffering when setting priorities. The
following article asks whether responsibility-based
reasoning should be accepted as relevant for fair
and legitimate healthcare rationing. The luck-
egalitarian argument that inequalities in health
expectancies that derive from unchosen features of
people’s circumstances are unjust and should be
compensated, while inequalities that reflect perso-
nal choices of lifestyle may not, is discussed. It
seems that while a backward-looking interpreta-
tion of individual responsibility cannot be relevant
as a criterion of priority setting, a forward-looking
conception of responsibility may be approved.

Within all modern societies healthcare autho-
rities are facing difficult priority setting problems.
Various criteria for rationing medical intervention
have been proposed due to scarcity of resources.
Until now, individual responsibility for medical
suffering has been given little attention in the
public or in academic debate. This is about to
change. As Alexander Cappelen and Ole Norheim
have pointed out in a recent article in this journal,
unhealthy lifestyle contributes increasingly to the
burden of disease. A better understanding of the
responsibility argument is important for the
assessment of policies aimed at meeting this
challenge.1 In this article the following question is
addressed: should responsibility-based arguments
be accepted as relevant to meeting healthcare
rationing fairly and legitimately? I will argue that
while a backward-looking conception of individual
responsibility should not be endorsed, a forward-
looking notion of responsibility may be approved.

RESPONSIBILITY AND JUST ALLOCATION OF
HEALTHCARE
There are both empirical and theoretical reasons
for why it is time to ask whether people in
developed countries should be held responsible for
their health and if so, how a criterion of
responsibility should be applied as a limit-setting
device when deciding whether or not a particular
medical intervention should be part of public
healthcare and how to set priorities among
patients. As reported by the World Health
Organization (WHO), most of the risk factors
contributing to the burden of disease can be
attributed to unhealthy lifestyle.2 Thus, one of
the major challenges for healthcare authorities in

liberal-democratic welfare states seems to be the
fact that scarce resources are spent on treatment of
medical sufferings that, at least to some degree,
could be avoided through individual lifestyle
changes.

Theoretically, there has been a shift in the
general ideal of equality of opportunity from the
traditional ideal of equality of condition to an ideal
of equality that incorporates responsibility by
compensating individuals for unequal circum-
stances while holding them responsible for their
choices. The view that egalitarianism is based on a
concern with a choice-oriented view of responsi-
bility may be labelled luck-egalitarianism.3

Although this view is expressed somewhat differ-
ently among scholars, the core ideas are as
follows.4–6 The concern of distributive justice is
‘‘to eliminate so far as possible the impact on
people’s lives of bad luck that falls on them
through no fault or choice of their own’’.7

Inequalities generated by the individual’s volun-
tary choices are, however, acceptable and do not
give rise to redistributive claims on others. Nobody
is required to mitigate the effects of these choices.

The principle of responsibility implies that
society ought to distribute goods and burdens in
a way that is luck-neutralising and choice-sensi-
tive. When applied on issues of just allocation of
healthcare, the principle suggests that inequalities
in health expectancies that stem from differences
in lifestyle that reflect personal priorities are
justified, and might not be compensated. A back-
ward-looking interpretation of individual responsi-
bility for (high risk of) deviations from normal
functioning would imply that people should be
held responsible for their medical condition in
virtue of their prior conduct. It is, however, not
obvious exactly what this means. The answer to
this question is highly important when deciding
whether there are good reasons to accept a back-
ward-looking conception of individual responsibil-
ity when making decisions on priority setting
within healthcare.

THE CASE OF OBESITY
Consider the case of obesity. As reported by the
WHO, obesity (body mass index.30) has become
an epidemic and leads to increased risks of
coronary heart disease, stroke, type 2 diabetes,
osteoarthritis, and several cancers.2 The increased
incidence of obesity cannot be blamed on either
environment or genetics alone. Increase in caloric
intake and decrease in physical activity are
primarily responsible for it, although genetic back-
ground, maternal weight, and socioeconomic sta-
tus are important.8

Both prevention and treatment of obesity are
necessary means to reduce risk of severe disease
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and premature death.9 For many, losing weight is difficult. It is
shown that fewer than five percent of people who attempt diet
and exercise recommendations succeed.10 Psychological inter-
vention is often necessary to help obese patients initiate and
maintain behaviour change.11–12 Alternatives are pharmacologic
therapy for obesity, and surgery.

SHOULD LIFESTYLE CHOICES AFFECT PRIORITY SETTING?
Now, let us assume that we live in a developed country with a
universal coverage healthcare system with no supplementary
tier that is purchased by those who are best off in society. There
is no private healthcare insurance available. Trivially, the
assumptions of scarcity and opportunity costs apply. Public
healthcare resources are scarce and time and technology
invested to provide a given medical intervention always have
an alternative usage within (and without) the public healthcare
system.

We are engaged in the deliberation on whether a particular
intervention i1 to treat obesity for the purpose of reducing risk
r1 of severe disease x should be part of public healthcare, and
whether information on lifestyle and body mass index should be
given weight (if at all) when setting priorities among patients
waiting for a particular medical intervention i2 to treat a severe
disease x (associated with lifestyle-induced risk r1 as well as
non-lifestyle induced risks r2, r3…).

The following arguments are put forward. First, if obesity is
rightly attributed to individual lifestyle choices, i1 should not be
covered within the public healthcare system. Second, i2 should
be allocated according to a priority-rule that assigns longer
waiting time to patients suffering from x as a result of
individual lifestyle choices (contributing to r1), than for patients
suffering from x as a result of factors not within their control
(contributing to r2, r3...).

The luck-egalitarian mode of reasoning may explain the
intuitions behind these arguments. If lifestyle preferences are
formed under conditions of justice and circumstantial differ-
ences in opportunity to choose a healthy lifestyle are neutralised
through preventive means, then outcomes that are suitably
related to one’s choices (option luck) need not be compensated.
The individual may be asked to bear the costs of engaging in
risky behaviour.13 Although it is difficult to avoid risk
altogether, she may be held responsible for not choosing the
least risky prospect.14 Differences in people’s access to treatment
should be allowed when they are due to differences in lifestyle
choices. It seems, however, that it would not be reasonable to
hold people wholly responsible for outcomes that reflect option
luck in these matters. Obesity may not adequately explain why
some get a (face a high risk of) severe disease x and others do
not, because (high risk of) disease is an outcome partly
determined by occurrence of events we cannot reasonably
avoid the possibility of (brute luck).

It may, then, be wrong to deny any claims on society to
provide an intervention i1 to treat obesity for the purpose of
reducing risk r1 of severe disease x. Nevertheless, these claims
would be weak and may be overridden by competing claims
when allocating healthcare resources.

Accordingly, the obese patient suffering from x should not be
held wholly responsible for her situation at the sick bed and be
denied treatment. Assigning longer waiting time for treatment
to obese patients than to their normal-weight counterparts may
be one way of holding people partly responsible for their
lifestyle choices. To sum up:

If the individual can reasonably be held responsible for (high
risk of) deviations from normal functioning due to obesity, she

has weak claims on society to provide specialized medical
intervention within a limited healthcare budget.

DISCUSSION: INDIVIDUAL RESPONSIBILITY REJECTED?
Do we have sufficient reason to accept limit-setting according
to this line of argumentation as fair and legitimate? I think the
answer is no. In general, the luck-egalitarian position has been
criticised for a number of reasons that I cannot pursue in any
depth here.3 15–21 Let me briefly make four points.

First, it appears to be a flaw to ground the idea of
egalitarianism on the distinction between choices and circum-
stances. As Samuel Scheffler has pointed out, this distributive
formula must be part of a larger normative theory.20 Unless the
category of choice is explained as distinctive in a way that
makes it a privileged indicator of the fairness or unfairness of an
outcome, it is difficult to understand why it should have such a
fundamental importance as it has within luck-egalitarianism.
Second, the choice-circumstances dichotomy seems implausible,
because choices may better be thought of as simultaneously
autonomous and socialised.17 20 21 It is hard to identify any
action that is not partly determined by circumstance under-
stood as the social contexts in which the individual finds herself
or her traits of character (included the ability to choose). It is
not obvious, then, what it means that someone may reasonably
be held responsible for her actions. Third, although people may
be held responsible for their choices in the sense of being open to
moral criticism for negligence or high-risk behaviour, this does
not imply that they are not entitled to any assistance.3 15 20

Issues of what people are to be held responsible for should be
distinguished from issues of how deserving they are. In Susan
Hurley’s words, responsibility cannot play a pattering role.18

Fourth, luck-egalitarianism may promote the wrong ‘‘ethos of
equality’’.16 As Elizabeth Anderson has forcefully put the
argument:3

(T)he social process of distinguishing responsible from

irresponsible, deserving from non-deserving citizens is inher-

ently disrespectful and unfair to all members of society (…).

(T)aking the imperative of justice to be undoing the effects of

all brute bad luck inherently erases the line between what is

the legitimate concern of society and what should be left to

individual discretion.

Healthcare is a special good
When considering the backward-looking concept of individual
responsibility within the healthcare context, I think there are
reasons external to the luck-egalitarian position that may
explain why it is so important to pay attention to these critical
points. The core of the argument is that healthcare is a special
good and should not be allocated to eliminate the impact of bad
brute luck or to ensure that everyone gets what they morally
deserve. As Norman Daniels has pointed out, what makes
healthcare special is its role in establishing fair equality of
opportunity.22 23 The proper aim of healthcare allocation is to
contribute to protect (age-relative) opportunity for participa-
tion in society on a roughly equal footing. Disability and disease
reduce the range of opportunities to exert citizenship that
people would otherwise enjoy. The idea of equal citizenship is
part of the liberal-contractual notion of society as a fair system
of cooperation among free and equal people. Equality is an ideal
that governs the terms of cooperation, and is not solely a
distributive notion.20
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The implication of this argument is that healthcare allocation
must be defended and criticised in terms of consideration that
others, free and equal, have reasons to accept, given the fact of
reasonable pluralism and on the assumption that those others
are themselves committed to provide suitable justification.24

Citizens are entitled to make claims on one another by virtue of
their status as citizens. This means that one needs to find
reasons for just allocation that are compelling to all -
accordingly motivated - regardless of their diverse commit-
ments, natural attributes or social starting-points.

Rejecting the backward-looking conception of individual
responsibility
In my view, the luck-egalitarian underpinnings of the back-
ward-looking responsibility conception fail to appreciate this
concern. It is simply not reasonable that the distinction
between choices and circumstances have fundamental impor-
tance for questions of how to ration scarce healthcare resources
as in the case of obesity. The explanation is that the
‘‘irresponsible’’ minority can hardly assure itself that the
preferences of the ‘‘responsible’’ majority rests on the kind of
reason that even the minority must acknowledge as appro-
priate. Let me give two examples (that resemble the criticism
against luck-egalitarianism made as point two and four
described above).

The backward-looking responsibility conception tells us to
find a way to split compensation between people according to
which extent they can be held properly responsible for their
choices. The diversion requires an explanation of what is to
count as choice and what is to count as circumstance that must
be acceptable to all. In the literature, there is vast disagreement
on where to draw the line.20 What appears to be difficult in ideal
theory is even more so in the context of healthcare where social
and economic inequalities are very important in determining
health expectancies. Obesity is not evenly distributed across the
population. As Brian Barry has pointed out, poverty, class and
income are key-determinates of obesity and weight-related
disease.25 It may not, then, be reasonable to hold that lifestyle
choices are informed and deliberate in the way that ought to be
conditions for personal responsibility.

Likewise, the decision on how to classify persons according to
moral desert must be acceptable to all. There are at least two
reasons why this requirement may be difficult to meet. To put
focus on the distinction between choice and circumstances may
encourage the state to view its disadvantaged citizens with
distrust, as potential cheaters.16 26 The obese patient may have
to prove she suffers from an involuntary disadvantage and
answer questions about her own life as well as her family
background that may be intrusive. One example is that she may
be asked to submit to genetic testing, which may reveal
information she (and her relatives) prefers to remain in
ignorance of. Further, the majority may be encouraged to make
moralised judgments in order to classify persons according to
the degree of irresponsibility of their choices of food and
activity. Moral categories may then be used in a simplistic way
which ignores the complexity of the situation.20

A forward-looking conception of individual responsibility
Would it be altogether wrong to consider individual responsi-
bility when allocating scarce healthcare resources? Let us
assume a deliberation process identical to the one described
above. Remember the liberal-contractualist argument that the
minority ought to assure itself that the preferences of the

majority rest on the kind of reason that even the minority must
acknowledge appropriate. This could mean to give priority to
the worst off but only if significant health benefit is expected
and treatment is cost-effective. Then the concept of medical
need is interpreted according to both the pre-allocative and the
expected post-allocative level of health.27

Even if this middle range priority position is indeterminate, I
find it compelling. The reason is that it incorporates the concern
for the most vulnerable without sacrificing greater health
benefits to others.28 Giving priority to the most urgent cases
without concern with efficacious use of limited resources may
avoid abandonment of critically ill patients (which is likely to
happen if maximising health benefit is all that matters) but only
to the expense of the opportunities of health improvements of
others.

Accordingly, the consideration of individual responsibility
would not be relevant when deciding whether or not i1 should
be part of public healthcare. If obesity is (rightly) regarded as a
significant predictor of severe illness and premature death and
treatment is scientifically proven to be effective and cost-
effective, treatment of obesity should be provided within public
healthcare.

But when we ask if an obese patient suffering from x should
accept a longer wait than a normal-weight person to get access
to elective medical intervention i2, I think the notion of
individual responsibility may come into play.

To see how, we must return to the criteria of priority setting.
Severely ill patients who are likely to respond well to treatment
(within given resource constraints) should, under the specified
understanding of medical need, be given priority over patients
less likely to benefit.

Several factors may reduce expected benefit of treatment.
While the individual has little or no power to influence some of
these factors, she may be in a position to improve others.
Factors attributed to lifestyle are among the latter. If the obese
patient suffering from x does not change her lifestyle, then
expected benefit from intervention i2 decreases and the patient
will be given lower priority on the waiting list.

TM Scanlon has argued that it seems that when a person has
had an opportunity to avoid a certain outcome by choosing
appropriately, this fact weakens her grounds for rejecting a
principle that would make her bear the burden of that result.
What matters is the value of the opportunity to choose that the
person is presented with.15 I suggest that the obese patient
suffering from x should be asked to sign a contract of frequent
medical follow-ups to help her lose weight (in the same token as
smokers with chronic obstructive lung disease should be asked
to get medical advice on how to quit smoking and alcohol
abusers with liver disease on how to stop drinking). If the
patient refuses, then she cannot reasonably complain to be
given lower priority on the waiting list.

The point is not, then, to assess whether or not it would have
been obtainable for one in the patient’s circumstances to make
greater effort to get a healthy lifestyle in the past. She may or
may not have had less opportunity than others not to make bad
choices. Rather, the point is that when resources are limited we
owe it each other to do what we can to make medical treatment
efficacious.

A priority scheme which includes the specified notion of
responsibility may have unintended secondary consequences.27

Priority should be given according to the criteria of severity of
disease and expected benefit of treatment. By giving lower
priority to patients who are not expected to respond well to
treatment due to continuous unhealthy lifestyle, the scheme
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may also have the secondary effect of systematically giving
patients from low social status-groups low priority because
unhealthy lifestyle is associated with low social status. But this
would be the case only if patients from low social status groups
tend to refuse to sign the contract more often than others.

We might say that the patient refuses to sign the contract
because she does not really know what she is doing and that an
unwillingness to comply should not be given weight when
setting priorities. But this argument treats the patient as a less
than an autonomous being. Given that respect for the
autonomous choices of patients runs deep in modern health-
care, there are strong reasons to value the claim that competent
and well-informed individuals are the best interpreters of their
own interest and that they should be free to make choices
others would regard as non-beneficial to them.29

Of course, the contract may be broken and the priority
decision may repeat itself, or the patient may not maintain her
behaviour changes. These facts do not imply that further
treatment (if necessary) should be denied. But others may
simply have stronger claims on assistance. Thus, the forward-
looking concept of responsibility described here is rather thin. It
explains why responsibility-oriented arguments may be justified
in a priority-setting context but it does not support the
conclusion that people should be held substantively responsible
for previous choices.

Would this interpretation of the responsibility principle
reproduce the problems rendering luck-egalitarian approaches
unjust? I think not. First, rather than serve as a basis for just
priority setting, the interpretation of the principle of responsi-
bility is derived from a specific understanding of how to
distribute healthcare. Second, we do not have to rely on a
choice-circumstance binary to specify which inequalities are
acceptable and which are not. Third, the fact that the
individual’s medical need can be traced down to bad lifestyle
does not imply that she should be denied healthcare. And
fourth, I do not think it disrespectful to ask the individual to do
what she can to change an unhealthy lifestyle to make
treatment efficacious. Some may argue that it is unfair to add
a burden upon those in medical need by asking them to sign a
contract of medical follow-ups. The very question may even
hurt the patient’s feelings, because one implicitly explains the
disease with a reference to lifestyle. I do not, however, find
these arguments strong enough to abandon individual respon-
sibility-based arguments when estimating expected benefit of
treatment. When deciding on the terms on which we want to
live with one another, it is reasonable to expect people to make
do with their fair shares.

These are difficult issues, and I cannot discuss them further
here. I have, however, provided a case for the claim that a
forward-looking conception of individual responsibility may be
approved.

CONCLUDING REMARKS
The liberal-contractual proposal for how to design deliberation
to which persons are entitled to hold one another accountable
about healthcare rationing puts constraints on the set of
considerations that should be placed on the table when we
ask how to allocate healthcare resources. As Norman Daniels
has pointed out, what is important is to protect fair

opportunity to participate in society and exert citizenship by
meeting people’s medical needs within resource constraints.30

The question of justice within healthcare does not, then,
concern the neutralisation of luck. Responsibility-based argu-
ments may come into play, but only in a forward-looking
version.
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