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POPULAR SCIENCE SUMMARY OF THE THESIS 
 
BACKGROUND AND AIMS  

In healthcare, patients are tended to for many different types of conditions. Some of these 
conditions are impossible to avoid - for an example, think of a person who was hit by a drunk 
driver at the pedestrian crossing. Other conditions may, at least at first glance, seem to be 
avoidable. For an example think of a patient with early stage, potentially curable lung cancer 
who despite repeated warnings continues to smoke. 

Some claim that healthcare priority decisions should differentiate between the first and 
second categories, for example by giving patients with supposedly self-inflicted medical 
conditions lower priority for treatment compared with supposedly blameless patients. There 
are different ways in which a healthcare system can be designed to take this differentiation 
into account. There are also many reasons which have been offered in favour of 
differentiating between supposedly self-inflicted and the supposedly blameless morbidity in 
priority setting. 

The most philosophically developed theory that supports this view is called Luck 
Egalitarianism. This theory holds that inequalities between people due to events beyond their 
control should be counteracted, while inequalities that have arisen as a result of people's 
voluntary actions should be accepted. Although the theory was not initially about healthcare, 
specifically, many philosophers have argued that it is ethically reasonable to apply it to 
healthcare also. However, the Swedish rules for priority setting (“The Swedish Ethical 
Platform”) point out that healthcare decision-makers may not differentiate between patients 
based on responsibility for their health situation. Thus, in Swedish healthcare, a smoker with 
lung cancer must not be put last in the queue for cancer treatment just because she smoked, 
and the alcoholic patient must not be deprived of a liver transplant just because she has been 
drinking. 

The aim of this thesis is to examine, in different ways, the ethical reasons for and against 
making a distinction between self-inflicted and blameless conditions when prioritising 
decisions in healthcare, with special emphasis on the Swedish context. 

METHODS AND RESULTS  

Article One uses an experimental case methodology to investigate whether physicians and 
members of the general public would prioritise a non-smoking patient over a smoking patient. 
To avoid respondents answering on the basis of political correctness, they are randomised to 
answer questions about only the non-smoking or only the smoking patient. If answering 
patterns from the two groups differ, this would be interpreted as a difference in the 
willingness to offer a new, expensive and moderately life-prolonging treatment to a patient 
depending on whether she is a non-smoker or a smoker. 



 

 

The result indeed showed a difference in the willingness to offer this treatment, both among 
respondents from the medical profession and from the general public: 61% of physicians and 
69% of respondents from the general public recommended the new expensive treatment for 
the smoking patient, compared with 74% and 84% for the non-smoking patient. This is in 
conflict with the current ethical guidelines for priority setting in Swedish healthcare, which 
emphasise that priority setting decisions must not be based on whether the patient's condition 
is self-inflicted or not. At the same time, the answers indicate that the majority were prepared 
to offer treatment also to the smoking patient. 

Another question that was studied was whether the perception that the patient was responsible 
for her condition impacted upon the willingness to offer treatment. The results suggested that 
this was the case among respondents from the general public, but – somewhat surprisingly – 
not among physicians. The study could not explain what it is that makes physicians less 
willing to offer treatment to the non-smoking than the smoking patient. 

Article Two is based on the same data material as Article One, meaning that the same case 
descriptions are used and respondents are asked to answer questions about either a non-
smoking or a smoking patient. However, only the responses from physicians are analysed for 
this article. The analysis focuses on whether respondents perceive that there is a medical 
indication to offer the patient the new, expensive and moderately life-prolonging drug. To 
better understand the respondents’ answers, the respondents are divided into two groups that 
are called value-neutral and value-influenced, respectively. The division is based on how the 
respondents answer the question "If a patient - as in the above case - were to be offered a life-
prolonging, but costly treatment, it would affect my confidence in healthcare", with the 
answer options: “My confidence would increase”; “My confidence would not be affected”; 
“My confidence would diminish”. Those who answer "My confidence would not be affected" 
are called value-neutral while those who answer "My confidence would increase" or "My 
confidence would decrease" are called value-affected. 

The results indicated that the value-neutral group did not perceive any difference in medical 
indication for treatment between the non-smoking and the smoking patient (53% in both 
cases). Nor was there any difference in the willingness of these physicians to treat the non-
smoking and the smoking patient (70% and 67%, respectively - the difference was not 
statistically significant). In the value-affected group, however, there was a difference 
regarding both of these issues: 67% judged that there was a medical indication to treat the 
non-smoker while only 50% judged the same in the case of the smoker; and 78% were 
willing to offer treatment to the non-smoker compared with only 57% to the smoker. 

Analysis of the respondents' comments further showed that the concept of "medical 
indication" was open to widely differing interpretations. There were signs that physicians 
may use this interpretive space to let their own values affect what, at first glance, would seem 
like a purely medical assessment. 



 

 

Article Three is also a questionnaire study, but here all respondents (physicians and 
members of the general public) are asked to answer questions about one and the same case. 
The case concerns a smoking man who is about to undergo a planned operation. The main 
question is whether he should be forced to quit smoking to gain access to the desired 
operation. 

The answers showed that an overwhelming majority (84% of physicians and 87% of 
members of the general public) thought that in cases like this it would be right to make the 
operation conditional upon smoking cessation four weeks before and after the operation. The 
most common reason for this, among all respondents, was that the risk of surgical 
complications is greater if the patient does not stop smoking before the operation. However, 
there was also strong support (66% among physicians and 72% among respondents from the 
general public) for the idea that surgery should be conditioned because, regardless of the risk 
of peri-operative complications, it is in the patient's long-term interest that he quits smoking. 

The article discussed the risk that both arguments are affected by the negative attitude that 
many have towards smoking and toward people who smoke. The respondents may have 
exaggerated the risk of surgical complications, and may wish to grab the chance of a good 
negotiating position to force the patient to stop smoking. Both of these tendencies would be 
ethically problematic. However, the written comments suggest that at least some who 
answered that they think it would be right to make surgery conditional upon smoking 
cessation advocate that healthcare recommend rather than demand a smoking cessation. The 
article argues that a recommendation to stop smoking is ethically uncontroversial, while a 
requirement to do so is ethically problematic. 

Article Four is a purely philosophical work. Some ethical aspects of the Luck Egalitarian 
theory (see above) are discussed, with special focus on how the theory would work if applied 
to healthcare. A challenge for Luck Egalitarianism is that it requires a clear distinction 
between self-inflicted and blameless morbidity. The article argues that the most reasonable 
way for Luck Egalitarianism to explain why self-inflicted disease should be down-prioritised 
is that such disease, in a tax-financed healthcare system, leads to someone else not receiving 
the healthcare they would otherwise have received. Another way of expressing this is that 
self-inflicted disease leads to an increase in costs that not only affects the patient but is 
distributed among her fellow-citizens. The article presents a series of requirements for 
defining self-inflicted conditions: that the condition was caused by an act that entailed a great 
risk of a great burden to healthcare, which could easily have been avoided by the patient, and 
that the patient had good insight into the risk, the burden and the avoidability. 

The article claims that this way of understanding what self-inflicted morbidity is and why it 
presents a challenge from a justice point of view is well suited to Luck Egalitarianism. The 
article also discusses some remaining challenges for the theory, with the conclusion that these 
cannot be solved in a way that would be satisfactory by the theory’s own accounts. The 
theory must be applied either before people become ill (for example through punitive taxes 
on potentially unhealthy behaviour), or after they become ill (for example through down-



 

 

prioritising treatment) - but both of these ways of applying the theory clash with fundamental 
Luck Egalitarian principles. Furthermore, all attempts to delimit the group of patients to be 
down-prioritised mean further challenges that Luck Egalitarianism will find difficult to solve. 
Therefore, Luck Egalitarianism appears ill-suited as an ethical theory for priority setting in 
healthcare. 

Article Five is an interview study where all participants are physicians. 14 specialists in 
general medicine are asked to explain how they understand the notion of a personal 
responsibility for health. Their answers are analysed by use of phenomenographic 
methodology - a method for summarising different ways to understand complex concepts. It 
emerged that the examined physicians thought that the notion of personal responsibility for 
health is relevant to their work, but had numerous and widely differing views on how this 
responsibility should be understood. 

One group of views touched on what such responsibility might be based. Some views saw 
responsibility as based within the person herself, while other views saw it as based in our 
relationships to others. Another group of views touched on what responsibility entails. There 
were thoughts that responsibility means acknowledging that one’s health is one's own 
problem, that responsibility may not be offloaded unto the doctor, that one strives to remain 
healthy, and/or that one accepts help with one's health. The study also showed that personal 
responsibility for health may emerge or become conceptualised in the interaction between a 
patient and her physician. Furthermore, that physicians have strong feelings about patients' 
responsibility for their health, which gives reason for further investigation into how 
responsibility negotiations affect physicians’ work situation. 

DISCUSSION 

As in previous international and Swedish research, the studies in this thesis show there is 
some support among physicians and the general public for differentiating between perceived 
self-inflicted morbidity and blameless morbidity when setting healthcare priorities. At the 
same time, the studies show that there is also considerable resistance to this idea, and that this 
resistance is at least as strong as the support. The studies deepen the knowledge about the 
reasons used for and against this idea, and the literature review gives a full presentation of 
more such arguments. In addition, the literature review and one of the articles (Article Four) 
together provide an in-depth analysis of several important issues within Luck Egalitarianism 
(the most philosophically developed theory to support such a distinction). 

An important part of the literature review in this thesis tries to place the question of self-
inflicted morbidity in a larger context. Therefore, a full background to the concept of 
responsibility is presented, including the philosophically most relevant keystones. A 
generally accepted view is that attribution of responsibility requires (at least) that the person 
had knowledge of their action and its consequences, as well as had ability to control the 
action. This is relevant in the context of healthcare, as many of the arguments for and against 



 

 

down-prioritising self-inflicted conditions hinge on the extent to which patients understand 
the effect of their (health-related) actions and can control them. 

Furthermore, a review of psychological research is presented which suggests that our 
assessments of whether or not an act is self-inflicted are affected by many complex factors. 
For example, we tend to regard actions as voluntary if we disapprove of the action’s intent, 
while we are more likely to see external factors as responsible in the case of actions where we 
like the intent. Such observations present a challenge to theories based on there being a clear 
distinction between the self-inflicted and the blameless. Research is also presented on the 
stigma that unfortunately affects certain health conditions. This stigma affects both how 
different health conditions are interpreted (by healthcare personnel and patients) and how 
healthcare priorities affect different patient groups. 

In the literature review as well as in the method discussion, a summary is given of the 
challenges that face research that seeks to map people's attitudes, in this case attitudes to 
questions about priority setting issues. Finally, the literature review provides a full 
background to the Swedish Ethical Platform for priority setting, and analyses why this 
Platform turns down the idea that self-inflicted morbidity should be treated differently. 

In summary, this thesis presents both empirical data and philosophical arguments regarding 
the idea that patients with self-inflicted morbidity should be given lower priority compared to 
patients with blameless morbidity. The author's conclusion is that there are strong ethical and 
practical reasons against distinguishing between self-inflicted and blameless morbidity in 
Swedish healthcare. The empirical findings of support for such a distinction, however, make 
further debate on this topic highly relevant.  

 

 

  



 

 

ABSTRACT 
The overarching aim of this project is to explore, empirically as well as philosophically, the 
arguments for and against making Swedish healthcare priority setting decisions sensitive to 
patients’ degree of responsibility for their ill health. Arguments of interest are those expressed 
by important stakeholders in the debate – physicians, lay people and, as this is a matter of 
some theoretical importance, bioethicists.  

Article I: An experimental vignette methodology study. The two versions of the vignette 
differed in one aspect: the patient was a non-smoker/patient was a smoker. The aim was to 
investigate whether the willingness to offer a novel, expensive and moderately life prolonging 
treatment to one patient depends upon whether this patient was a non-smoker or a smoker. 
Sample: 1193 physicians and 962 citizens1 Results: Response rate 50,9%. Respondents were 
more willing to offer a novel, expensive and moderately life prolonging treatment if the 
patient was a non-smoker than a smoker. This statistically significant difference in 
willingness to offer treatment was irrespective of considerations of capacity to benefit, and 
held among citizens (83,8% vs 68,7%), oncologists (81,8% vs 64,9%) and GPs (69,1% vs 
56,3%), but not among pulmonologists (72,9% vs 67,2%). Conclusion: Members of the 
citizenry and most physician specialities are more willing to offer treatment to a non-smoker 
than to a smoker. This is in conflict with the Swedish Ethical Platform for priority setting. 
Somewhat paradoxically, the lower willingness to offer treatment to the smoking patient is 
unrelated to considerations of responsibility among physician respondents (but not among 
citizens).  

Article II: An experimental vignette methodology study using parts of the data material from 
Article I (only physician respondents). The aim was to investigate whether there is a 
difference in the perception of a medical indication for treatment of a non-smoking or 
smoking patient depending upon the respondent’s own attitude towards the treatment (as 
measured by whether the respondent’s trust in healthcare would change – for better or worse 
– if treatments such as this were to become routine). Sample: 1193 physicians2 Results: 
Response rate 54,1%. Only physicians whose trust would change differed in their willingness 
to offer the treatment depending upon whether the patient was a non-smoker or a smoker 
(78% vs 57%). Among physicians whose trust would be unchanged there was no 
corresponding statistically significant difference (70% vs 67%). Similarly, only physicians 
whose trust would change based their judgment of whether it was medically indicated to 
provide the treatment (in part) on the patient’s smoking status. These physicians judged 
treatment “medically indicated” more often in the case of the non-smoking patient than the 
smoking patient (67% vs 50%). Among physicians whose trust would be unchanged there 
was no corresponding difference (53% vs 53%). Among all categories of physicians the 
notion of “medical indications” was used in a widely differing ways. Conclusion: Physicians 

 
1 This is the number of questionnaires sent out minus those returned due to unknown address. Response rates are 
calculated based on these figures.  
2 This is the number of questionnaires sent out minus those returned due to unknown address. Response rates are 
calculated based on these figures.   



 

 

whose trust in healthcare would be affected by a change in treatment routine are more likely 
to base treatment decisions, as well as judgments of medical indication, on medically 
irrelevant factors. Physicians seem to use the term “medical indications” in an ambiguous 
manner.  

Article III: A vignette-based questionnaire study. The aim was to investigate the support for 
making planned surgery conditional upon smoking cessation prior to surgery, as well as the 
reasons given in support or rejection of this. Sample: 795 physicians and 485 citizens3 
Results: Response rate 56,6%. Most respondents (physicians as well as citizens) agreed that 
planned surgery should be made conditional upon the vignette patient’s smoking cessation 
(83,9% and 86,6%, respectively). Additional findings include that the most common reason 
for supporting a demand for smoking cessation was the (assumed) increased peri-operative 
risks, but that another weighty consideration was that smoking cessation would bring about 
long-term positive effects. Finally, analysis of the written comments indicated that the 
support referenced above may to a great extent be for the less harsh “recommendation of 
smoking cessation” policy rather than for the harsher “requirement of smoking cessation” 
policy. Conclusion: There is a strong support for some kind of policy of smoking cessation 
prior to planned surgery, but it is unclear whether respondents support a policy of requiring or 
merely recommending smoking cessation. Reasons for supporting this policy include the 
peri-operative risks as well as long-term health gains. There is risk that paternalistic 
sentiments influence support for policies of smoking cessation.  

Article IV: A philosophical (non-empirical) article. The aim was to discuss several possible 
challenges when applying Luck Egalitarianism as a guide for healthcare policy, using 
considerations that appear reasonable and relevant even to Luck Egalitarians themselves. 
Conclusion: Luck Egalitarianism faces great challenges when applied to the healthcare 
setting. Some of these challenges may be overcome: for instance, it may be possible to define 
“imprudent actions”4 so that Luck Egalitarianism escapes charges of moral arbitrariness. 
Other challenges including how to decide between the ex ante and ex post operationalisations 
of Luck Egalitarianism, and setting the threshold for abandonment, are more difficult to 
overcome. Any way of responding to these challenges are likely to be unattractive even to 
Luck Egalitarians themselves.  

Article V: An interview study using the phenomenographic method of data analysis. The aim 
was to explore physicians’ understanding of the notion of a personal responsibility for health. 
Sample: 14 General Practitioners. Results: All participants found the notion of personal 
responsibility for health relevant to their clinical practice. There was a wide range of 
understandings of this notion. The understandings differed as to the perceived origins of 
responsibility as well as the expressions of responsibility. The GP herself was perceived as a 
key player in shaping and defining the construct of patients’ personal responsibility for 

 
3 This is the number of questionnaires sent out minus those returned due to unknown address. Response rates are 
calculated based on these figures.  
4 What in the rest of this thesis has been called “irresponsible behaviour”   



 

 

health. Considerations of patients’ personal responsibilities may trigger strong emotional 
reactions in GPs. Conclusion: The notion of personal responsibility for health is relevant but 
complex, and discussions about personal responsibility for health are emotionally 
challenging.  
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“One bright day in late autumn a family of Ants were bustling about in the warm sunshine, 
drying out the grain they had stored up during the summer, when a starving Grasshopper, his 
fiddle under his arm, came up and humbly begged for a bite to eat. "What!" cried the Ants in 
surprise, "haven't you stored anything away for the winter? What in the world were you 
doing all last summer?" "I didn't have time to store up any food," whined the Grasshopper; "I 
was so busy making music that before I knew it the summer was gone." The Ants shrugged 
their shoulders in disgust. "Making music, were you?" they cried. "Very well; now dance!" 
And they turned their backs on the Grasshopper and went on with their work.” 

- Aesop’s fable on The Ants and the Grasshopper (from Aesop and Winter, 1919) 

“Everybody, sooner or later, sits down to a banquet of consequences”  

- A popular misquote of a passage in Robert Louis Stevenson’s essay “Old mortalities”  

“Dealing as we do with poor suffering humanity, we see the man unmasked, exposed to all 
the frailties and weaknesses, and you have to keep your heart soft and tender lest you have 
too great a contempt for your fellow creatures. The best way is to keep a looking-glass in 
your own heart, and the more carefully you scan your own frailties the more tender you are 
for those of your fellow creatures”  

- Sir William Osler (quoted in Gunderman and Gunderman, 2017) 

“Santa Claus is comin' to town 
He sees you when you're sleepin' 
And he knows when you're awake 
He knows if you've been bad or good 
So be good for goodness sake”  

- Pop music tune “Santa Claus is comin’ to Town” written by  J. Fred Coots and Haven 
Gillespie in 1934  

“It is very hard to say, with respect to many grumpy people, whether they can be held to 
account for their grumpiness”   

- G.A. Cohen (1989) 

“74 years old, alcohol – we won’t do it” 

- An anonymous neurosurgeon
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1 INTRODUCTION 
Many years ago, as a resident on night shift in the A&E department, I was alerted to the 
arrival of a very ill patient. A man in his seventies, my patient had fallen from a ladder and 
was currently unconscious. Other than that, his vital functions were OK. I ordered a CT scan, 
which showed profuse intracerebral bleeding. The hospital where I worked lacked a 
neurosurgery unit, so I had to consult the regional hospital some 190 kilometres away. Over 
the phone I explained the patient’s previous medical problems (he had several), as well as his 
current status, and asked whether the neurosurgeon would take him in for surgery – my fear 
was that otherwise, he would soon be dead due to the bleeding in his brain. The 
neurosurgeon, in turn, wished to talk to his superior and promised to report back to me 
promptly.  

I waited by my patient’s bed. Instead of regaining consciousness, he seemed to be slipping 
further away. My memory is vague but I hope I held his hand. Then the phone rang; it was 
the neurosurgeon again. “Ok, here is what we say: 74 years old, alcohol…  no, we won’t do 
it”. By “we won’t do it”, the neurosurgeon meant, of course, that the regional neurosurgery 
unit wouldn’t accept my patient for an assessment and possible surgery. I didn’t protest for I 
had expected this answer – the severity of the bleeding, the patient’s deep unconsciousness 
and the time it would take an ambulance to drive him to the regional hospital all signalled 
that his life couldn’t be saved. Nevertheless the telephone conversation left me deeply 
troubled. Why had the neurologist mentioned the matter of alcohol? It is true I had mentioned 
that my patient had an alcohol problem, just as I had mentioned the various other medical 
problems he had. But it seemed the neurosurgeon put emphasis on the alcohol bit – why? 
Had this affected the decision on neurosurgery? I believed then, as I still do, that the right 
decision had been made – the patient would not have survived the ambulance transfer – but 
to my mind the patient’s history of alcohol dependence had very little to do with it.  

As expected, my patient died soon after the second phone call. But the neurosurgeon’s almost 
haiku-like summary of the patient’s situation (“74 years old, alcohol – we won’t do it”) 
lingered in my mind. I felt as though I had somehow betrayed my patient by mentioning his 
alcohol problem. I worried that the neurosurgeon had made other conjectures from this piece 
of information than I had intended. After that, I was extra careful when mentioning facts 
about patients that might stir up negative attitudes among colleagues, and I started paying 
special attention to how colleagues discussed their patients’ lifestyles. It soon became clear 
that some patients – notably those with alcohol, drug or nicotine dependence, or overweight 
– were more likely to attract negative attention than other patients.  

When, some years later, I got the chance to write a thesis about the proper role – if any – of 
“irresponsible” health behaviour on priority setting in healthcare, I returned again to the 
events of that night shift. I dedicate this thesis to my 74-year old patient with, among other 
medical ailments, alcohol dependence: I still hope I did not let you down.  
(For further dedications, see the end of this thesis). 

     Växjö 2015-2021   
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1.1 FOREWORD  

In the brief clinical case described above, I was a physician involved in a priority setting 
conundrum. There were at least two, separate, ethical challenges. First: should public 
resources be spent on sending this patient to another hospital, although his chances of 
survival were minimal no matter what? Second – and this was a challenge I had not thought 
about, but that the neurosurgeon’s response made me think he, for one, had – should the fact 
that my patient’s fall from a ladder may have something to do with his alcohol problem, or 
that his alcohol problem might have influenced his chances of neurological recovery, make a 
difference to the priority decision?    

This thesis will deal with the second of the above challenges. That is: it will investigate the 
ethical merit – to the extent there is such – of holding patients responsible for their 
lifestyle choices in healthcare priority setting5. In common parlance the question is 
whether a physician is right to say to her patient “Well you being in this health situation, 
that’s just your own dang fault, huh? You can’t come running to me for help now – what you 
reap is simply what you sow!”. 

To investigate this question, this thesis project consists of five articles – four empirical and 
one philosophical – as well as a thorough literature review. The articles and the literature 
review deal with matters such as what it is to be responsible, in general as well as in regards 
to one’s health; how key stakeholders reason about personal responsibility for health and 
holding patients responsible for their health; how policy practices of holding patients 
responsible for their health states may be designed; how the Swedish Ethical Platform for 
priority setting functions, in general and in particular vis-à-vis issues of responsibility for 
health; and what arguments can be made in favour of and against holding patients responsible 
for their health. The latter view (that patients ought to be held responsible for their health) 
will be called Health Responsibilism. The most philosophically developed version of Health 
Responsibilism is Luck Egalitarianism in Healthcare, an application of the more general 
Luck Egalitarian theory. A large part of the thesis will be devoted to examining this school of 
thought and its implications in theory and practise.  

1.2 SOME NOTES ON READING THIS THESIS 

This thesis will deal with priority setting as a general feature of public policy, and look at the 
way values inform priority setting in healthcare. More specifically, focus will be on whether a 
particular value – that patients should be held responsible for their health behaviour – should 
influence priority setting. Care will be taken to point out when priority setting is discussed at 
the most general level (as in: priority setting as a feature of any kind of public policy), more 
narrowly (priority setting as a feature of healthcare policy), or most specifically (priority 

 
5 It is in this sense the title is intended. It is a wordplay involving the questions whether it would be just to use 
responsibility in priority setting and whether responsibility can be defined “just so”, as well as paraphrasing the 
titles of some of Norman Daniels’ books on distributive justice in healthcare (Daniels, 1985; Daniels, 2007).  
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setting with a particular eye to the issue of varying levels of responsibility for disease among 
patients). 

The context of the thesis is Sweden and the Swedish healthcare system6. This system is 
publicly funded, mainly through regional and municipal taxes, with automatic enrolment and 
universal coverage. In addition to paying taxes, patients pay subsidised provider fees and co-
payment rates for some services (The Commonwealth Fund, 2021). Much of the discussion 
would easily apply to similar systems, such as in the other Nordic countries or in Great 
Britain. As for the ethical discussion it will apply to any healthcare organisation model, 
although the practical implications vary. 

Although the particulars of the introductory case description were dramatic – it was in a very 
literal sense, a matter of life and death – a consistent assumption in this thesis is that priority 
setting decisions are also relevant in the most mundane circumstances. Healthcare staff need 
to decide how to plan their day, how much time to devote to each patient, and how soon to 
schedule a patient’s re-visit in the light of many others waiting. Healthcare staff need to 
balance the needs and desires of different patients against each other, and allocate both 
expensive and not so expensive treatments. Hence, even though the notion of priority setting 
in healthcare may bring to mind dramatic scenarios as the life and death scenario above, the 
issues discussed in this thesis have relevance for the mundane and the dramatic aspects of 
healthcare alike. 

Throughout this thesis priority setting will be discussed mainly as a subject of policy 
decision-making. Nevertheless, the assumption is that such policy decisions do and should 
inform clinical decision-making. Hence, the issues discussed in this thesis will have relevance 
from a clinical, as well as theoretical, viewpoint.   

Four of the five articles that have been written as part of this PhD project, as well as much of 
what is covered in the literature review, are empirical works. That is: they investigate the 
attitudes of relevant stakeholders towards aspects of the overarching question of this thesis 
(ought responsibility for health inform priority setting?). Hence, the reader may wonder how 
empirical investigations and results relate to normative questions. Much has been written on 
this topic, and the views differ within the bioethics community (Ives et al., 2016). The 
assumption throughout this thesis is, however, that empirical studies matter greatly to 
questions of normative ethics such as the one investigated in this thesis, and this for three 
reasons. First, healthcare is (in Sweden and comparable countries) financed by the public and 
the public’s opinion will determine how easy or hard7 it will be to implement different kinds 
of policy. Second, there is a democratic ideal in priority setting, which this thesis endorses, 
that the public ought to be invited into the priority setting process. Asking the public8 about 
their opinions is one step in that endeavour. Third, important ethical ideas come from many 

 
6 Hence the thesis contains some quotes from Swedish legal documents and Swedish government white papers. 
The quotes have been translated from Swedish to English by myself (unless otherwise stated). 
7 Perhaps more correctly: how popular or unpopular it is to implement different kinds of policy.  
8 As is the title of a dissertation on involving the public in priority setting (Broqvist, 2018). 
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places. Ideas stemming from the public should be investigated just as well as those stemming 
from within the bioethical community9.    

This thesis does not defend or presuppose any particular higher order ethical framework such 
as, for instance, utilitarianism or virtue ethics10. Although the discussion is always set against 
the backdrop of the three Principles of the Swedish Ethical Platform, this does not necessarily 
presume that these are the best principles. Instead, the thesis aims to provide an open-minded 
ethical exploration of a particular, mid-level normative question: should patients be held 
responsible for their health when healthcare priorities are set? Saying that, it must also be 
stressed that this thesis does not presuppose any particular definition of that tricky word 
“responsibility”, nor does it aim at presenting such. Hence, it is not so that one and only one 
understanding of responsibility for health will be analysed vis-à-vis priority setting, but rather 
the thesis will discuss how different understandings of responsibility – most relevantly those 
within the literature on Luck Egalitarianism – may be of importance to priority setting issues. 

Now for a few notes about myself which are relevant to the reading of this thesis: 

As a physician writing about healthcare, I perhaps give too much weight to texts written for, 
by or about physicians over other healthcare professionals. This is unintended and 
lamentable. I wish to point out here that I consider the other healthcare professions important 
parties in the discussion on priority setting also, even if my choice of references and/or 
examples in clinical illustrations do not always reflect this.  

Along the same lines, this thesis could be rightly criticised for being culturally myopic. I am 
aware of being embedded in a specific scientific and popular culture, largely lacking in 
knowledge about that which lies outside of it. For this reason, despite having a rather long list 
of references, this thesis is conspicuously absent of traditional Chinese, Indian, African or 
South American voices. As a general stance, I decry the focus on traditionally “Western” 
topics and discourses in bioethics, and believe it works to the detriment of the ethical debate. 
Regrettably I have not made any improvements in this respect – at least not in this thesis.   

As may be guessed from the case description in the introduction, my preconception was that 
healthcare should turn a blind eye to questions of responsibility for health. As I will elaborate 
in the personal reflection at the very end of this thesis, I believe that healthcare should be like 
a safety net even for those who fail to look after themselves. I am suspicious, and have been 
also during the writing of this thesis, of making simplistic assumptions about different 

 
9 Having said that empirical studies “matter greatly” is only half an answer, however. The next question is how 
empirical input should be balanced against purely normative considerations. Practically, this could be done by 
using the “reflective equilibrium” method (as described in the section “Methodology” below) but more remains 
to be said on issues such as balancing and coherence. This thesis will provide no further guide here. 
10 The relationship between higher order principles and applied principles in priority setting is discussed in many 
places in this thesis. For an overview on how this has been treated in other authors’ empirical work see the 
“Empirical findings” section, and in this thesis see the “Methods” section.  
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individuals’ degree of responsibility for the outcomes of their actions11. Reading and writing 
about Luck Egalitarianism has not convinced me that this theory is convincing, from an 
ethical point of view. This being said, working with this thesis has given me rich insight into 
what is at stake, and why many perceive the notion of personal responsibility for health as 
ethically relevant in priority setting decisions. Furthermore, it has given me ample chance to 
reflect on how talking about personal responsibility for health – as distinct from using it in 
healthcare priority setting decisions – is sometimes valuable in the clinic. This proposition 
will be briefly mentioned in some places in this thesis, and the section “Suggestions for future 
research” contains some ideas as to how it may be developed further.  

1.3 SOME IMPORTANT DEFINITIONS  

For the purpose of this thesis, some stipulative definitions will be used for important terms. 
For ease of reading they are collected here, as well as being defined in their relevant context 
in the thesis:  

Alice, Betty, Christina, Doreen and Eileen = Fictional characters used to illustrate relevant 
issues in the text. They can be taken to indicate individuals or groups of people, as applicable. 
Hence for instance “Alice” may just as well be read as signifying a group of people who 
differ in some way, which the text makes clear, from “Betty” etc, which all are other groups 
of people. The differences between them will change throughout the thesis, so “Alice” in one 
section is most likely not the same “Alice” as in the previous section12.  

Health Responsibilism, Responsibilism, Responsibilist = Responsibilism is the general 
opinion that for some reason, and in some way, individuals’ responsibility for their situation 
should be reflected in matters of distributive policy. A Responsibilist is a person who 
endorses this opinion. Health Responsibilism is the more specific opinion that patients’ 
responsibility for their health situation should be reflected in matters of distributive policy 
within healthcare.  
Responsibilism differs from Luck Egalitarianism (see below) in being much less 
philosophically precise. Luck Egalitarianism is a comprehensive school of thought which 
endorses a particular kind of Responsibilism for particular reasons which will be explained in 
this thesis. Luck Egalitarianism in Healthcare, in turn, is the application of Luck 
Egalitarianism to healthcare, and thus a version of Health Responsibilism. In contrast, non-
Responsibilism means any policy which does not take considerations of responsibility into 
account.    

 
11 For this reason, where the text features terms like “responsible behaviour”, it should really have been 
“supposedly responsible behaviour”. For text economy the shorter phrase will be used to denote that some may 
find the behaviour responsible/irresponsible, even though I myself might not see it so. 
12 The all-female character list is chosen to balance the “androcentric” or male-dominated tradition in philosophy 
(which mirrors, alas, that of the real world, too). For the same reasons the cover illustration features a female 
physician, and I will refer to all persons as “she” or “her” (instead of “he/she” and “his/her”), unless there is a 
specific reason not to do so.   
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Responsible, being responsible, responsible behaviour, responsibility, responsible patient  = 
Ordinary language use of “being responsible” is confused and confusing. In common 
parlance, saying “You’re responsible for this!” may mean, at least, that you have done 
something, and/or that you are to blame/be praised for something, and/or that you will be 
expected to do something13. To further complicate things, both “You have been responsible” 
and “You have been irresponsible” may be used to mean, roughly, the same thing: that the 
issue of responsibility is salient and that you failed to take your responsibility.  
Throughout this thesis a phrase like “Alice was responsible” will be used to denote that the 
issue of responsibility was salient and that Alice took the expected responsibility. This thesis 
will never settle on a precise definition of what it is to be responsible14, or who gets to decide 
this. Rather, the thesis will explore different suggestions of what is to be seen as responsible 
behaviour (primarily in the health area) – and the implications of these different suggestions 
for healthcare priority setting15.   
In line with the above, a phrase like “a responsible patient” will be used to denote a person 
who developed a certain disease state without any failure of taking responsibility16. Hence, 
being responsible in this thesis is always, in a sense, “the good thing”, as opposed to being 
irresponsible which is always and in the same sense “the bad thing”. To complicate matters 
further, expressions such as “responsibility for health” and “being responsible for health” also 
feature in this thesis. When put that way, the thought is that the notion of responsibility is 
salient and that it is possible to behave responsibly or irresponsible in this concern17. 

Irresponsible, being irresponsible, irresponsible behaviour, irresponsibility, irresponsible 
patient  = Throughout this thesis a phrase like “Betty was irresponsible” will be used to 
denote that the issue of responsibility was salient and that Betty failed to take the expected 
responsibility. If Betty is described as an irresponsible patient this will therefore mean that 
she developed a certain disease at least in part because of her failure to take responsibility for 
her health. Hence claiming that Betty is an irresponsible patient, in this thesis, does not mean 
something general about her character (as in, for instance: “she is an immature and unreliable 
patient”). Instead it will mean something more precise, which implicates a causal link: it was 
her failure to take responsibility for her health that put her in the poor health situation she is 

 
13 Yet further alternatives exist. For more on these, see the parable about Smith the sea captain and the in-depth 
analysis of the concept of responsibility in the section “Responsibility” below.  
14 Although Article IV begins such an endeavour.  
15 For instance, a view of Health Responsibilism which closely links responsibility to causality may hold a bike 
commuter responsible for her head injury if she is in a traffic accident even though she wore a helmet and 
followed all traffic regulations. Conversely, views of Health Responsibilism which instead link responsibility to 
“common sense” would likely not hold her responsible for her head injury provided she took standard 
precautions. Throughout the thesis, the ethical implications of different ways of understanding responsibility for 
health (in priority setting) will be pointed out. 
16 In some places in this thesis, this will also be called being “blameless”. 
17 Hence, Betty’s “being responsible for health” must not mean that she has behaved in accordance with 
responsibility, she could also have behaved irresponsibly.   
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now in18; 19. It is in this sense that being irresponsible is “the bad thing”, and being 
responsible is “the good thing”. Disease states incurred this way will sometimes be referred to 
as “self-induced disease”.  
Situations where responsibility is not seen as salient at all (chance occurrences) will not be 
discussed in terms of being responsible/not being responsible, but rather in such cases it will 
be explicitly stated that issues of responsibility do not apply.    

Luck Egalitarianism, Luckism, the mere Luckism view, Luck Egalitarianism in healthcare = 
Luck Egalitarianism, as already noted, is a school of thought which claims that policies which 
serve distributive justice should reflect (among other things) individuals’ responsibility for 
their situation. Luck Egalitarianism provides a specific way of understanding responsibility 
and how this should influence distributive policy. This part of Luck Egalitarianism – that is: 
the thought within Luck Egalitarian theory that inequalities arising from people’s freely 
chosen behaviour do not at all, or only to a lesser extent, justify egalitarian redistribution – 
will be referred to as Luckism. Correspondingly, the view that the normative force in Luckism 
itself fully explains the advantage of Luck Egalitarianism over common egalitarianism will 
be called “the mere Luckism view”. 

A large part of this thesis will be devoted to an overview of Luck Egalitarianism and an in-
depth analysis of how the notion of responsibility functions as a key normative value in this 
theory. Even more emphasis will be put on the possible application of Luck Egalitarianism to 
the particular context of healthcare. Such application will be called Luck Egalitarianism in 
Healthcare20. 

The Linköping Report = An analysis of the Swedish Ethical Platform made by the National 
Centre for Priority Setting in Health Care in 2007 (Swedish National Centre for Priority 
Setting in Health Care, 2007). 

The Swedish Ethical Platform (or simply: the Platform21) = The framework for priority 
setting in Swedish public healthcare, described in detail in the government white paper 
“Health Care’s Difficult Choices” [Vårdens svåra val] (Socialdepartementet [Ministry of 
Health and Social Affairs], 1995). The core content of the Platform is the three principles: 

 
18 In the case of a person who through failure to take responsibility for her health ended up in a situation of good 
health, this thesis would lack proper terminology. However, since the context for this thesis is priority setting in 
healthcare, and people do not need healthcare if they do not have (at least a risk of) health problems, this 
confusing situation will not appear in this thesis.    
19 Responsibility and irresponsibility, as defined here, were called prudence and imprudence, respectively, in 
Article IV. As “prudent”, “prudence” and the negations thereof convey specific connotations to wisdom (or the 
lack thereof), this thesis will instead use the broader terms responsibility and irresponsibility. Nonetheless, the 
words prudent/imprudent are frequently used in the literature on Health Responsibilism. 
20 As Luck Egalitarianism is a theory of distributive justice, this application of Luck Egalitarianism will be most 
relevant in situations where prioritisations must be made between individual patients or groups of patients. 
Hence, Luck Egalitarianism in Healthcare should not be seen as an overarching normative framework for all 
ethical challenges in healthcare but merely for priority setting challenges. 
21 For ease of reading, I use the longer term “the Swedish Ethical Platform” the first time the Platform is 
mentioned in a paragraph, and merely “the Platform” for subsequent mentions. 
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The Human Dignity Principle, The Needs and Solidarity Principle, and the Cost Effectiveness 
Principle.    

The Commission’s Report and the Government Bill = Two government white papers from 
1995 and 1996, respectively, which describe the rationale behind the Swedish Ethical 
Platform (Socialdepartementet [Ministry of Health and Social Affairs], 1995; 
Socialdepartementet [Ministry of Health and Social Affairs], 1996b).  

Value impregnation of facts = A situation where, consciously or unconsciously, a person’s 
evaluative attitudes guide how she presents or understands a particular fact. 

Levels and orders = In texts on priority setting, the word “level” is often used to discuss both 
the policy issue of at which level certain priorities are set, and the metaethical issue of ethical 
principles of lesser and greater abstraction22; 23. To avoid any confusion, this thesis will use 
the word “level” to denote the first matter – see the section “Levels of priority setting” – but 
the word “order” to denote the second matter. Hence, for instance consequentialism, 
deontology and Luck Egalitarianism are seen as higher order ethical theories as they attempt 
to provide systematic, overarching moral standards (Flynn, 2021)24. In contrast, middle order 
norms provide guidance to a more specific area of moral query. In this terminology, the three 
Principles in the Swedish Ethical Platform25 will be seen as middle order norms. The text will 
not presume any fixed steps in this hierarchy, nor any obvious end points to the scale, but 
rather discuss different metaethical orders loosely. 

1.4 OUTLINE  

The structure of this thesis is as follows:  

The text commences with section 2.1, “Priority setting—the background picture” which 
provides a brief background to priority setting in healthcare. The section “The WHY of 
healthcare” summarises why healthcare providers must prioritise among possible tasks, even 
in rich countries such as Sweden. The section ends with a short introduction to schools of 
philosophy which may have bearing on the ethical quandaries of priority setting, and which 
will be used as secondary reference points throughout the thesis26. The next section, “The 
WHAT of healthcare priority setting” introduces some important terminology. The final 
section “The HOW of healthcare priority setting” introduce the way values are used, 
implicitly or explicitly in priority setting, as well as the relevant stake holders in priority 
setting. The sections “The Swedish Ethical Platform for priority setting”, “Debate about the 

 
22 One work which uses “level” in both of these senses is Eva Arvidsson’s thesis (2013)  
23 To be sure, these two usages of the word “level” by no means exhaust the usages of this word in discussions 
about priority setting. Below, the reader will find, among others, “levels of health”, “levels of healthcare need”, 
“levels of cost effectiveness”, “levels of responsibility”, as well as “priority level” (in the sense of: the level of 
priority assigned in a particular situation).  
24 That is: this thesis will use “higher order” theories for what Flynn calls “high moral theory”, and “middle 
order” principles (or norms) for what Flynn calls “mid-level moral norms”. 
25 Which will be presented in detail in the section “The Swedish Ethical Platform”, below. 
26 The primary reference point will be Luck Egalitarianism.  
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Swedish Ethical Platform” and “The National Model and the National Guidelines” describe 
and discuss the official framework for priority setting in Swedish healthcare.  

The next major section (2.2) introduces the notion of a personal responsibility for health. The 
bulk of this section is devoted to Luck Egalitarianism – arguably the most coherent 
philosophical attempt to build a theory of distributive justice on the notion of responsibility. It 
introduces and discusses several complexities within Luck Egalitarianism, in order to provide 
a full picture of the theory and to prepare the ground for the discussion on applying Luck 
Egalitarianism to healthcare. In the first part of the section Luck Egalitarianism will thus be 
discussed more in the abstract, whereas the final part describes how Luck Egalitarianism may 
be applied to healthcare. Here some theoretical difficulties with this application will be 
introduced, to be returned to again in the section 2.4.  

Section 2.3 zooms out to a higher order of philosophical abstraction, as it introduces the 
notion of “Responsibilism” – the thought that (for whatever reason), personal responsibility 
for health should influence healthcare priority setting27. Luck egalitarianism, described in 
section 2.2, is thus one (and arguably the most elaborated) articulation of Responsibilism. 

Sections 2.4 and 2.5 provide an overview of arguments for and against Health 
Responsibilism, respectively28. Section 2.6 provides an overview of empirical attempts to 
measure the support for Health Responsibilism among different populations. The section also 
contains an in-depth discussion about the methodological difficulties involved in trying to 
measure such a thing (sections 2.6.2-2.6.4). 

Section 2.7 marks an attempt to further deepen the understanding of some concepts relevant 
to the thesis. Thus, this section contains detailed discussions about notions such as 
responsibility, health stigma, attribution as a social psychology construct, value impregnation, 
social determinants of health, opportunity cost, moral luck and moral hazard, and individual 
versus social responsibilities.     

Section 3 describes the research aims for the PhD project (and Articles I-V that make up part 
of the project). Sections 4 and 5 describe the methods and results of Articles I-V. Section 6 
(“Concluding remarks”) attempts to synthesise the findings from the Articles as well as the 
discussion from the literature review, to put it all into context and provide suggestions for 
future research. The Acknowledgments section concludes the running text, after which a 
Swedish summary and the References section close off. At the end of the published book are 
reprints from Articles I-V.   

 
27 How, more precisely, personal responsibility should influence priority setting is a matter for further discussion 
within Health Responsibilism. For more on this, see the section “Applying Luck Egalitarianism to healthcare 
priority setting”. However, following convention in texts on Luck Egalitarianism, this thesis will use “down-
prioritisation” as short hand for any of the many possible operationalisations of Health Responsibilism (and Luck 
Egalitarianism).  
28 The fact that the arguments for Health Responsibilism are placed before the arguments against Health 
Responsibilism is inconsequential. 
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Thus, as a word of promise (or caution?): this thesis will deal with all the topics enumerated 
in the title of an article on Luck Egalitarianism by Larry Temkin (2011): “Justice, Equality, 
Fairness, Desert, Rights, Free Will, Responsibility, and Luck”. Plus, there will be more. So 
now: Hey ho, let’s go! 
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2 LITERATURE REVIEW 

2.1 PRIORITY SETTING IN HEALTH CARE – THE BACKGROUND PICTURE 

2.1.1 The WHY of healthcare priority setting 

2.1.1.1  Scarcity of resources in healthcare is the driver of priority setting 

Around the globe, healthcare systems are struggling in a state of chronic mismatch between, 
on the one hand, the public’s desire for competent and timely healthcare, and on the other 
hand, healthcare’s limited resources. Sadly, there are no signs that this mismatch is about to 
end. Instead, the gap between what the public would want from healthcare (and, presumably, 
what the healthcare professionals would want to give to the public) and what healthcare can 
actually give, is growing (Tinghog and Carlsson, 2012; Bognar and Hirose, 2014). Several 
changes on the societal level bring about this gap:  
- Demographic changes, resulting from medical and non-medical causes, result in a growing 
number of old people in the population. Old people on average consume more, and more 
expensive, healthcare than younger people (Suzman and Beard, 2011; Harper, 2014).  
- Medical advances have led to a situation where it is possible to treat, if not cure, formerly 
lethal medical conditions such as myocardial infarctions, severe diabetes and chronic 
obstructive pulmonary disease. As a result, more people live longer with resource-consuming 
diseases (Suzman and Beard, 2011; Sorenson et al., 2013)  
- Progress within the pharmaceutical area has given rise to some new but very expensive 
medications (Hirsch et al., 2014; Gralen et al., 2019).  
- Advances in medical technology mean that more investigations (for instance in radiologic 
imaging) are available, yet often the net total cost will be higher (Suzman and Beard, 2011; 
Sorenson et al., 2013; Hofmann, 2015).  
- There is a strong public demand for more and better care (Ryynanen et al., 1999; Daniels 
and Sabin, 2002; Coulter and Jenkinson, 2005; Gralen et al., 2019).  
- There is a growing incidence of non-communicable diseases globally. Today, the majority 
of deaths in the world occur due to non-communicable diseases (World Health Organization, 
2021a). Some of the non-communicable diseases are linked to behavioural risk factors such 
as tobacco use, physical inactivity, harmful use of alcohol and unhealthy diets (World Health 
Organization, 2021a). For instance, more than 75% of deaths from ischaemic and 
hypertensive heart disease are caused by alcohol use, tobacco use, high blood pressure, high 
body mass index, high cholesterol, high blood glucose, low fruit and vegetable intake, and 
physical inactivity (World Health Organization, 2009). See Table 1 (below) for some 
individual risk factors where there is strong evidence of a direct association between 
behavioural factors and important chronic diseases. 
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Table 1. Behaviour-linked risk factors for chronic disease a)   

 

a) The table lists only such risk factors where there is strong evidence of a direct association 
between the risk factor and important chronic diseases. The table is adapted from Australian 
National Institute of Health and Welfare, 2016, and used with permission. 

Thus, many factors contribute to the lamentable gap between “supply and demand” in 
healthcare. In a publicly funded healthcare system such as the Swedish there is (almost) 
always the possibility to raise taxes to increase healthcare revenue. Nevertheless, the 
consensus view is that even hefty tax increases would not suffice to bridge the gap (Carlsson 
and Waldau, 2013, pp. 21-23). Even if such tax increase could rescue healthcare, this would 
crowd out other commendable public commitments such as schooling or public transport. 
Thus, within healthcare as well as between healthcare and other areas, “scarcity is the mother 
of allocation” (Persad et al., 2009). 

When it is realised, in line with the above, that healthcare cannot possibly do everything for 
everybody, it must be asked: what is most important to do?  

2.1.1.2  Priority setting to ensure efficiency 

One major goal of priority setting in conditions of scarcity is to get as much “bang for the 
buck” as possible. Seeing that we cannot invest in all we would like to, we had better invest 
our scarce pennies where the likely output will be as great as possible. Just as suggested by 
the saying – where you get something else (“bang”) rather than simply more (“bucks”) for 
your buck – the output of money invested in healthcare is not more money, but (hopefully) 
health. In line with common sense intuition, the chance of getting the most bang for every 
buck increases if active steps are taken to prioritise investments, rather than merely doling out 
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healthcare at a whim or allocating care by tossing a coin. This fact is captured by the notion 
of opportunity cost from economics, whereby the “cost” of an investment is expressed in 
terms of the value of other investments which are thereby foregone. Careful priority setting is 
necessary to make sure that the results of investments actually made are better than the results 
of potential other ways of investing limited healthcare resources29.  

2.1.1.3  Priority setting to ensure justice  

In priority setting as elsewhere, efficiency is not everything. To put it in a picture, one 
method of counting the grains of sand on a beach may be more efficient than another, but that 
does not show that it is a worthwhile business to count the grains of sand on a beach. In other 
words, the value of efficiency is instrumental. It must be coupled to some other concept 
which has intrinsic value. For many, good health is seen as something which has intrinsic 
value, and therefore it is natural to wish that healthcare should improve population health as 
efficiently as possible30. However, most authors who write on priority setting insist that a 
further important intrinsic value in priority setting is justice31 (Daniels and Sabin, 2002; 
Persad et al., 2009; Norheim et al., 2014). This could be argued in many different ways. One 
way would be to say that not all healthcare interventions are equally important, for reasons 
which are not fully determined by relative efficiency. For instance, healthcare interventions 
that serve those who are sickest may be seen as more important than those serving people 
whose health is fairly good, even if both types of interventions are efficient. Such 
deliberations will appeal to a notion of distributive justice. Another way to stress the 
importance of justice in priority setting would be to relate healthcare to other societal 
endeavours to reduce inequality. For instance, the WHO claims that one goal of healthcare is 
to reduce inequities in health (World Health Organization, 2014)32. To do this it will be 
necessary to consider not only whether healthcare output is efficient, but also to whom the 
health benefits accrue.  

Exactly what constitutes a just distribution of healthcare is obviously a matter of 
discussion33, but nevertheless most agree that justice is a relevant concern in healthcare 
priority setting. Aiming for efficiency and justice, in this context, means striving towards a 
maximisation of health and a just distribution of health. In fact, some describe the joint 
undertaking to assure efficiency and justice, including striking a balance between the two 
whenever tension exists between them, as the sine qua non of the philosophical discussion of 

 
29 For more on opportunity cost in general, see the section “Opportunity cost and unjust sharing of burdens” 
below. For more on the role played by considerations of opportunity cost in Luck Egalitarian thinking, see the 
section “The normative underpinnings of Luckism” below. 
30 There may be other ways to argue this point that do not go by a supposedly intrinsic value of health. It could 
be said, for instance, that good population health leads to higher work participation, which in turn is valuable. 
31 In the scene depicted in the introductory section, my worry after the phone conversation with the neurosurgeon 
was not whether it was inefficient to focus on my patient’s alcohol problem, but rather whether it was unfair. 
32 As will be shown in the section “The Swedish Ethical Platform for priority setting”, Swedish healthcare policy 
has the same goal.  
33 To which this thesis hopes to contribute. 
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healthcare priority setting (Ubel and Loewenstein, 1996; Tong et al., 2013; Hausman, 2015, 
p. 200; Elalouf et al., 2020)34.  

2.1.1.4 Theorising distributive justice   

Matters of distribution, as in priority setting, are central to the branch of philosophy that 
many topics in this thesis falls under: political philosophy. Jonathan Wolff (2006, p. 1), the 
author of an introductory book on political philosophy, jokes: “there are only two questions in 
political philosophy: “who gets what”? and “says who?””. Distribution, obviously, has to do 
with “who gets what”. The relevant “what?” in political philosophy includes such societal 
policy measures as access to healthcare, education, financial aid etc. 35. To further flesh out 
the “what?”, political philosophies often try to articulate which “currencies” of distribution 
(and redistribution) they find most relevant for policy intervention and policy evaluation. 
Typically, some resources in society will be seen as more important, or more relevant, for 
policy intervention whereas others will be left to regulate themselves. 

Commonly, political philosophies also consider redistribution – whether and why it is right 
or wrong to channel resources from one group to another, for instance by taxation or 
eligibility criteria for certain jobs. Regarding both distribution and redistribution, political 
philosophies generally discuss both principles of distribution (and redistribution) and which 
final patterns of distributions are desirable or acceptable36. They further spell out what would 
make principles and patterns of distribution and redistribution just or unjust. This, then, is the 
issue of distributive justice, which is of crucial interest to this thesis 37; 38; 39; 40. Obviously, 
what it seen as a just distribution differs widely between different schools of thought. The 

 
34 The two goals (efficiency and justice) differ in salient ways. Efficiency, in this context, is efficiency in 
outcome. That is, striving for efficiency means making sure resources are distributed and spent in a way which 
enables them to be put to efficient use. Although this may necessitate efficiency in distribution, this is not 
commonly seen as the moot point. Distributive justice, in turn, may mean justice in distribution or justice in 
outcome, or both. The implications of this complexity for priority setting in Swedish healthcare will be further 
developed in the section “The Swedish Ethical Platform for priority setting”. 
35 In this thesis the relevant area for questions of distribution is, as already noted, the healthcare system. 
36 It should be noted, however, that some schools of thought in political philosophy place less emphasis on 
matters of distributive justice. Thinkers within the libertarian tradition are not interested in patterns of 
distribution but rather that certain rights are not violated. As long as this is true most libertarians will be less 
interested in distributive matters. On a similar note, utilitarianism commonly attaches no principled interest in 
distributive justice, as long as society is arranged in the way leading to the greatest utility.  
37 As the core question of this thesis (“Is it right to hold patients responsible for their lifestyle choices in 
healthcare priority setting?”) deals with one proposed policy measure within healthcare distributive (priority 
setting) policy.   
38 Distributive justice should be discerned from, for instance, retributive justice (which deals with punishment 
and other sanctions within the judicial system) or restorative justice (which deals with repairing harm, for 
instance after a crime). The different forms of justice should not be thought of as completely isolated from each 
other, however. For instance, several authors have emphasised the similarity between Luck Egalitarianism (a 
theory of distributive justice, see below) and retributive justice (Eyal, 2006; Matravers, 2011). 
39 A further form of justice, procedural justice, will be discussed in the section “Using process values in priority 
setting” below.   
40 As a preliminary it should be noted that many thinkers from David Hume and onwards claim that matters of 
distributive justice become pressing only under conditions of scarcity (Goodin, 2001). This thesis shares this 
basic assumption. In situations of abundance where everybody can have all they want, concerns about 
distributive justice disappear or are at least greatly diminished (how much so will depend on your precise view 
of the value of equality, see below).    
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following pages will provide a brief summary of some ethical theories with relevance for 
distributive justice.  

2.1.1.4.1 Aristotle’s principle of formal justice  

One of the early and very influential accounts of distributive justice is Aristotle’s principle of 
formal justice. This account holds that ”equals must be treated equally, and unequals must be 
treated unequally” (Temkin, 2011, p. 54; Beauchamp and Childress, 2013, pp. 250-251). This 
notion has been taken up by many other writers throughout the years. Notably, legal 
philosopher H.L.A. Hart (2012) uses a similar construct for what he calls the “constant” or 
“uniform” feature of conceptions of justice – in contrast with the “shifting” or “variant” 
feature which has to do with deciding when cases are alike or different. In a modern and 
thought-provoking take on this account, Martin Luther King offered the following reflection: 
“It is not possible to be in favor of justice for some people and not be in favor of justice for all 
people” (King and Ayers, 1993).  

Although the Aristotelian principle is “formal”, and thus lacking the material (or substantive) 
content necessary to be immediately applicable to questions of distributive justice, at least 
two key insights can be gleaned from it. The first is that it is always unjust to deny a person a 
benefit (or burden), if this is offered to another person in a sufficiently similar position. The 
other is this: to the extent that it can be established that the two persons are indeed unequal 
(=dissimilar) in a morally relevant sense, it may be acceptable or indeed even mandatory to 
treat the two persons differently41. Thus, Aristotle’s principle of formal justice encourages 
decision-makers to carefully consider which, if any, differences between people are such that 
they merit a difference in policy.  

2.1.1.4.2 John Rawls’ theory of justice 

One extremely influential author in political philosophy over the last fifty years is John 
Rawls. In his works “A theory of Justice”, “Justice as fairness: a restatement” and “Political 
liberalism” Rawls develops a cohesive theory of how society should be set up in order to be 
just. To reach this point, Rawls fuses two central ideas. The first is his “conception of justice” 
which stresses that all people should have the same access to basic liberties (this is the so 
called “fair equality of opportunity” principle), and that social goods should be distributed 
equally unless the least favoured in society would have benefitted from another, less equal, 
mode of distribution (this is the so called “difference principle”). Thus, only such inequalities 
may be accepted as truly benefit the least advantaged members of society, and only up to 
such a point that they still do so (Rawls, 2001, p 63)42. Having the same access to basic 

 
41 What is said here applies equally to groups of people. 
42 Drawing normative implications from focussing on the worst off in society is by no means unique to Rawls. It 
is featured in the Bible: “Assuredly, I say to you, inasmuch as you did it to one of the least of these My brethren, 
you did it to Me.’ (Matthew 25:40, from the New King James version). Martha Nussbaum proposes the 
following test of any theory of distributive justice: “Ask of each of the theories (of justice) how the principles 
they suggest would treat the entitlements of people with cognitive disabilities, and we find fault with theories 
that, however attractive in other respects, cannot handle that issue well” (Jecker, 2013). Prioritarianism, 
described below, represents another way of putting special emphasis on the worst off.    
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liberties means taking away social obstacles to individuals having equal chances at getting for 
instance employment, whereas the difference principle works to ameliorate (rather than 
remove) the negative consequences of having, for instance, less talent or a less fortunate set 
of genes (Segall, 2011). To be noted, unlike egalitarianism (see below), Rawls defence of the 
difference principle is not mainly based on a concern about individuals relative standing vis-
à-vis each other. Instead, it is mainly43 motivated by the concern that the least advantaged 
individual’s absolute standing would be better under this principle than under a principle 
maintaining strict equality. Although Rawls is not a sufficientarianist (see below), his view is 
similar to that view in that it works to raise the least advantaged up to, hopefully, an 
acceptable standard. Once you are no longer among the least advantaged your claims to 
support as a matter to justice are, according to Rawls’ as well as to sufficientarians, 
considerably weakened.        

Rawls’ second central idea is the so called “original position” – a hypothetical contractualist 
thought experiment in which people are invited to consider how they would want society 
arranged if they did not know what position they would hold in that society. To Rawls, the 
kind of society that people would prefer in the original position is the same as would be 
yielded by his conception of justice. It should be noted, however, that Rawls does not claim 
that a situation similar to the original position has ever occurred, or that the merit of the 
position derives from the fact that people in the original position would have accepted his 
view. Instead, the point of the original position is to set up a situation which represents 
“equality between human beings as moral persons” (Rawls, 1971, p. 19). This, according to 
Rawls, makes the conclusions about society drawn in the original position more fruitful than 
otherwise (Rawls, 1971, p. 12; Kymlicka, 2002).  

As seen above, Rawls is not opposed to all forms of inequality between people. Rather he 
asserts that many differential distributions – for instance that some are smarter than others, or 
that some are faster than others – are neither just nor unjust in themselves (Rawls, 1971, p. 
102). Instead what matters is that such differences should not be built into the way social 
institutions are ordered. Social institutions should be arranged so that they provide an equal 
playing field for everybody, regardless of natural differences, and serve the worse off in 
society best (Kymlicka, 2002, p. 59). Norman Daniels has elaborated on Rawls theory to 
adopt it to distributive issues in healthcare. According to Daniels (1985; 2007), matters of 
health and healthcare are of special importance, as health is especially important to secure 
other vital opportunities in life44.   

 
43 “Mainly”, because Rawls (2001, p. 49) also cares about the effect of intra-individual cooperation and sense of 
reciprocity if economic differences in society grow too large. 
44 For more on this, see the section “Is healthcare special?” below.  
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2.1.1.4.3 Sufficientarianism   

As briefly mentioned above, sufficientarianism is a theory which holds that the most 
important goal for distributive justice is to bring everybody, or as many as possible45, over a 
certain threshold of wellbeing (or whatever relevant currency of distributive matters). This is 
known as “the positive claim” of sufficientarianism. In the words of Kasper Lippert-
Rasmussen (2021), sufficientarianism is the view that distributions are just “if, and only if, no 
one has less than enough”. In contrast, “the negative claim” is that once everybody has 
enough, there are no further obligation for distributive mechanisms in society.  

Common to sufficientarianism theories is the idea articulated by Harry Frankfurt (1987) and 
others that equality is not valuable in itself. One of the reasons that we think equality is 
valuable is that we sympathise with those who are very badly off. Hence, according to 
sufficientarianism, the important thing is to help the very badly off to become less badly off. 
Conversely, then, there is no problem when one person is extremely well off and another is 
also very well off, only slightly less so. Roger Crisp (2003) has suggested that our capacity to 
feel compassion for those who are very badly off may be used to define the proper targets of 
distributive justice. If an impartial spectator would feel compassion for a person, then this 
person should receive our assistance. Much debated topics in sufficientarianism include how 
to define the threshold and how to justify the emphasis placed by the theory on the difference 
of two people just on either side of the threshold, whereas the difference between two people, 
equally differently situated, but both above the threshold, is seen to be of no importance at all. 
Partly to address these difficulties, more complex theories using several thresholds have been 
formulated46. 

2.1.1.4.4 Egalitarianism  

The core tenet of egalitarianism is that a great, or total, equality in the distribution of the 
relevant currency of goods is considered desirable47. Several contenders for the most relevant 
currency of egalitarianism have been suggested, including income, resources, primary goods, 
wealth, power, welfare, opportunity, needs satisfaction, capabilities, functionings, rights and 
liberties (Sen, 1980; Temkin, 2011, p. 69). Obviously, some of these currencies focus on 
access to goods such as income or resources, whereas others focus on outcome states such as 
welfare or needs satisfaction. It should be noted that unlike the previously mentioned 
theories, egalitarianism is concerned with individuals’ relative standing to each other. That is, 
the prime concern for the egalitarian is not that some are bad off, but rather that some are 
worse off than some others. One way of supporting this claim is to point to the fact that all 
persons have equal moral weight qua persons. For this reason, egalitarians will typically 
argue that inequalities in distribution make a strong call for some kind of correcting policy. 
Such corrections may come about through redistribution48, but may also take the form of 

 
45 Sufficientarianism, as so many other ethical theories, come in many different varieties. The ambition to bring 
as many people as possible above the threshold is known as “headcount sufficientarianism”.  
46 For one such example within the healthcare realm, see Gustavsson and Juth 2019. 
47 It is this view that Harry Frankfurt criticized, see above. 
48 Egalitarianism generally supports the Robin Hood slogan: take from the rich to give to the poor.  
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preventive measures to avoid inequalities from arising in the first place. Importantly, the 
egalitarian’s aversion to inequality holds regardless of why the inequality initially came 
about. At the policy level, egalitarians will typically favour such policy measures as taxation 
programs which redistribute resources from the well off to the less well off, as well as social 
insurance schemes and generous social welfare programs for all. 

There are some classic objections to egalitarianism. For instance, if it is not possible to help 
those who have less, egalitarianism seems to imply that it would be good to make things 
worse for those who have more. Put another way, it seems to imply that there is something 
good with making someone worse off without making anyone else better off – for instance by 
making everyone blind – just to achieve equality49. This implication, by most seen as absurd, 
forms the base of the “levelling down objection” against egalitarianism (Temkin, 2000). On a 
related note, equality seems not to be universally desired, neither in theory nor in practice 
(Frankfurt, 1987; Alesina and Angeletos, 2005). Last, many claim that egalitarian policy 
would be difficult to implement (how should equality be measured as people continually 
gain, lose and trade assets among each other?) as well as inviting totalitarian tendencies (as 
the state would constantly have to intervene in peoples’ lives to set the egalitarian balance 
right)50.  

2.1.1.4.5 Prioritarianism  

Prioritarianism is the view that it matters more to assist a person the worse off this person 
is51. Some authors have explained this view as a version of utilitarianism, which unlike 
common utilitarianism considers marginal benefits and how the utility is distributed, so that 
the utility curve for negative states has an exponential rather than flat appearance. Thus, 
raising one person one “hedon” matters much more if this person is badly off than if the 
person is well off. The more exponential the curve is, the more prioritarianism will differ 
from ordinary utilitarianism (Tannsjo, 2019, pp. 48-50). In contrast, some see prioritarianism 
as a form of egalitarianism (Arneson, 2004, p. 2; Segall, 2011, p. 262).  

2.1.1.4.6 Different spheres of justice  

Some have argued that it is a mistake to look for one consistent principle or set of principle 
which may determine the justice of all kinds of distributions. For instance, Michael Walzer 
(1983) argues for “spheres of justice”, by which he means that different versions of 
distributive justice may be right – only in different areas. Examples of relevant spheres, 
according to Walzer, are the religious sphere, the market sphere and the educational sphere. 
The differences in conceptions of justice between the spheres, according to Walzer, are 

 
49 It is put here that “egalitarianism seems to imply…” because many suggestions exist as to how egalitarianism 
may overcome this challenge (Hirose, 2014). 
50 Compare the omnipotent Santa Claus in the quote at the very beginning (“he knows when you're awake, he 
knows if you've been bad or good…”). Some of these worries will return in the discussion about Luck 
Egalitarianism, a specific development of egalitarian theory.  
51 This is another view that likely would pass the “Nussbaum test” explained in a previous footnote.  
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largely determined by varying historical and contextual features which theories of justice 
should be sensitive to. Walzer writes:    

Different social goods ought to be distributed for different reasons, in 
accordance with different procedures, by different agents; and that all these 
differences derive from different understandings of the social goods 
themselves- the inevitable product of historical and cultural particularism 
(Walzer, 1983, p. 6).  

Walzer rejects what he calls “simple equality” in that he does not insist that, within each and 
every sphere of justice, there must be equality. On the contrary he admits that there may be “a 
variety of local monopolies” (Walzer, 1983, p. 17). But he insists that that no one “sphere of 
justice” may dominate others. By that is meant that no individual should have an advantage in 
one sphere merely because of her advantage in another sphere52. In other words, the spheres 
must be autonomous from each other. Walzer calls his favoured brand of justice “complex 
equality”.  

Obviously, views like Michael Walzer’s go well with the conception that health and/or 
healthcare is special, and as such merits a special kind of thinking about distributive justice53. 
Rosamund Rhodes (2019) and others have pointed to several specific features of medicine 
which may indicate that medicine or healthcare is sufficiently distinct from other endeavours 
to merit its own morality. Indeed Rhodes (2018) argues that even within healthcare there may 
be ethically separate sub-spheres, which allow for different conceptions of justice and hence 
for different priority setting policies. 

2.1.1.4.7 Equalities and inequalities in health 

As noted above, most theories of distributive justice care about inequalities – in some form. 
One way to discern mere differences, which hold no normative importance, from inequalities, 
which do, is to speak of the latter as inequities (Whitehead, 1991; Reidpath and Allotey, 
2007). Again, the setting of this thesis is healthcare, and hence the inequalities and inequities 
that are of particular relevance here are those that concern health and/or access to healthcare. 
Norman Daniels (2007, p. 297) sees health inequities as those relating to inequitable access to 
healthcare or such differences in health which “result from an unjust distribution of the 
socially controllable factors affecting population health” 54. Conversely, Margaret Whitehead 
defines equity in health in the following way:   

 
52 Which, obviously, is commonly the case in modern day society. For instance, if Betty is a famous athlete she 
may win commercial contracts in, for instance, healthy nutrition, giving her a powerful voice in shaping what 
young people eat. 
53 For more on this thought, see the section “Is healthcare special?” below. 
54 By ”unjust” Daniels here means a distribution which is not aligned with Rawlsian distribution principles. 
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Equal access to available care for equal need, equal utilization for equal need 
and equal quality of care for all (Whitehead, 1991)55. 

In an anticipation of the summary of the Swedish Ethical Platform below, it may be noted 
already here that the Platform is not derivate of any one of the theories of justice mentioned 
above. The Human Dignity Principle sits well with Aristotle’s principle of formal justice as 
well as with a roughly egalitarian outlook. The Principle of Needs and Solidarity has a 
distinctive prioritarian feel, whereas the Principle of Cost Effectiveness is consequentialist 
while at the same time rejecting the aggregation feature common in utilitarianism. The whole 
sum of the Platform is an attempt to sketch a comprehensive view of justice, which is to 
cover all of healthcare. In this sense, it is an attempt to delineate healthcare as one separate 
sphere of justice, rather than subsuming it under a more general view of justice nor 
subdividing it into many smaller spheres of justice. The insistence that advantages in one 
sphere should not influence one’s standing in another sphere is also featured in the Swedish 
Ethical Platform where it is stated that a patient’s social position should not influence her 
priority for treatment56.  

2.1.1.5 A reflection   

Some people find the very notion of priority setting in healthcare offensive or even unethical 
(Broqvist, 2018). Indeed, the group that prioritised patients for renal dialysis in the first era of 
renal dialysis was critically referred to as the “God squad”57 (Jonsen, 2007). Negative 
attitudes towards priority setting might mean several different things. It could reflect a simple 
misunderstanding of the limit to healthcare’s resources (“Of course everyone should have the 
healthcare they need! Heck, they’ve paid for it!”), or a sense of disappointment that priority 
setting is indeed necessary. It could also reflect personal experiences (“I had to wait for 
treatment because somebody else was prioritised – and I disagree with this”). It could further 
represent a dissatisfaction with certain elements – real or feared – in priority setting (“Surely 
people should not have to wait so long at the Emergency department, it must be possible to 
take money from somewhere else to improve on that!”). Finally, some people who dislike 
priority setting discussions may be impatient with the slow and seemingly imprecise nature of 
ethical debate, wishing perhaps that somebody just hurry up and provide the right answer.  

Although all these reactions are understandable, it is still so that in the world as it is now 
(including resource scarcity), carefully thought through priority setting mechanisms are 

 
55 For the purposes of this thesis it is especially worth noticing that Dame Margaret Whitehead, in the above 
discussion of health equity, refers to whether or not health behaviours were freely chosen. Hence, Whitehead 
notes results of “health-damaging behaviour where the degree of choice of lifestyles is severely restricted” as 
inequitable, but not results of “health-damaging behaviour if freely chosen, such as participation in certain sports 
and pastimes”. The implications of this are not further developed by Whitehead, but it may be noted that this 
way of framing health (in)equities seem to fit well with Luck Egalitarianism (see below). 
56 See the section on “The Human Dignity Principle” below. 
57 To be fair, the early process of prioritising patients for renal dialysis – arguably among the first self-aware 
prioritisation procedures in healthcare – did involve some disturbing features such as including social merit in 
deciding whom to prioritise (Sanford, 2009). For more on the role of social merit in priority setting, see the 
sections “The Human Dignity Principle” and “The difference between Luck Egalitarianism and desertism”, 
below. 
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necessary to achieve a distribution of healthcare which is both efficient and just. In this sense, 
carefully deliberated prioritisations are indeed ethical, in the sense of “good”. They are also 
ethical in the sense that they are (and should be) based on values. Even cost effectiveness is 
value-based – to care about cost effectiveness is to say that cost effectiveness is more 
valuable than cost ineffectiveness. Hence, there can never be a value-free priority setting 
procedure, and even what may superficially seem as a merely medical adjudication will rest 
on underlying value assumptions. Some texts on priority setting quickly get very technical – 
for instance in the complex discussions about how to calculate “need” – but this should not 
obscure the fact that priority setting is not merely a matter for technocrats and statisticians. It 
is, also, very much a question of values and ideals.   

 

2.1.2 The WHAT of healthcare priority setting – some important concepts 

2.1.2.1 Healthcare needs; healthcare interventions 

Following Swedish convention in the priority setting context, healthcare needs are defined 
thus: 

A healthcare need is a need for healthcare interventions to reach a certain level 
of life quality or a certain life length (Sandman and Tinghög, 2011). 

This definition conceptualises a healthcare need as a kind of deficit relative to “a certain 
level” of life quality or life length. In their work to interpret the Swedish Ethical Platform 
Lars Sandman and Gustav Tinghög (2011, p. 30) specify that the relevant level should not be 
understood as the best health imaginable but rather as “what is commonly agreed to be a good 
level of life quality or life length”. Thus, healthcare needs are relative to the society where 
they arise. Besides the obvious – that different societies value various states of ill health 
differently – Sandman and Tinghög’s definition also implies that what is seen as a very large 
healthcare need in a society with highly set expectations of quality of life may be seen as a 
minor healthcare need in a society where the expectations are lower.   

Healthcare interventions aim to affect the healthcare need. Healthcare interventions are 
defined thus:  

Healthcare interventions are interventions that may be performed within 
healthcare in the widest sense, given the type of competence today present in 
healthcare (Sandman and Tinghög, 2011)58. 

In the best care scenario, the healthcare intervention works to fully amend the healthcare 
need:  

 
58 By convention, “healthcare interventions” include interventions that decrease a person’s risk for future disease, 
that is: preventive interventions. It is on this assumption the term will be used in this thesis. In this thesis 
“medical treatment” will sometimes be used in the same sense as “healthcare intervention”.  
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A healthcare need is being optimally satisfied if the deployment of healthcare 
interventions for this need results in the greatest possible satisfaction of the 
need, given the scientific conditions at the time (Sandman and Tinghög, 2011). 

As can be seen, the definitions above rest on the notion of healthcare need. Additionally, 
there may be health needs which are or are not synonymous with healthcare needs. Health 
needs that do not correspond with healthcare needs may occur in situations where a person is 
suffering from a health problem for which there is currently no treatment. In this thesis, 
“needs” will be interpreted as healthcare needs if nothing else is explicitly stated. For an 
illustration of the relationship between health needs and healthcare needs, as well as between 
healthcare needs and optimal satisfaction of these needs see Figure 1. 

 

Figure 1. Health needs, health care needs and optimal satisfaction of health care needsa)   

   

a) (After Carlsson and Waldau, 2013) 
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In light of the above, it may come as a surprise that the Swedish discussion of priority setting 
in healthcare lacks an accepted definition of healthcare as well as a principled account of 
why some interventions belong properly to the healthcare sector and others do not. For 
instance, it is not clear from the above definition of healthcare needs whether these needs 
could also have been satisfied by some other agent or some other type of intervention59. The 
Priorities Commission60 reflected briefly upon this question, as they noted that: 

The responsibility of the healthcare system should include all provisions in the 
case of disease or injury – including initial assessment, necessary diagnostic 
measures, care and prevention – that require the special competence of 
healthcare professionals (Socialdepartementet [Ministry of Health and Social 
Affairs], 1995).  

Conversely, the Priorities Commission stated that the healthcare system should reserve its 
resources for such areas where their competence may provide benefits (Socialdepartementet 
[Ministry of Health and Social Affairs], 1995). In the same section, the Commission 
references the opening paragraph of the Swedish healthcare law which states that the main 
aim for Swedish healthcare is to achieve a good health for the whole population. By their use 
of this reference, one may intuit that the “benefits” intended above are, specifically, “health 
benefits”. Thus, unsurprisingly, the mandate for healthcare is to use the special competence 
of healthcare professionals to provide health benefits61.  

Part of the difficulty with defining healthcare needs is that needs, of any kind, are hard to 
measure. First, any method of doing so entails its own set of confounders. Thus, it has been 
claimed that methods of eliciting data about the badness of particular states of health through 
assessing outcomes will be confounded by risk aversity, and methods that involve time trade-
offs are confounded by how people discount for events in the future (Tannsjo, 2019, p. 144).  
Second, ratings from two groups regarding the same health condition often differ remarkably 
(Burström et al., 2020). This is especially so if people having a certain disease are compared 
with healthy people. The general picture is that diseases will be seen as worse by the healthy 
people than by those that have the diseases (Hausman, 2015, pp. 90-95). There are several 
reasons for this. One reason why patients rate their health better than healthy observers, is the 
phenomenon of adaptation (Tannsjo, 2019, pp. 55-59). Another reason stems from a focusing 
illusion: healthy people tend to focus on the ways in which their lives would be worse with 
the condition, rather than on all the ways their lives would remain unchanged (Hausman, 
2015, p. 92). Third, there are health conditions about which no person can adequately bear 

 
59 To be sure, the definition above only states that the interventions “may be performed within healthcare”, 
which leaves it open for further debate whether these inventions are such that may only be performed within 
healthcare, may best be performed within healthcare, are currently performed within healthcare, are currently 
best performed within healthcare, should be performed within healthcare, should only be performed within 
healthcare – and further permutations along these lines. 
60 For more on the work by the Priorities Commission, see the section “Swedish Ethical Platform” below. 
61 For more on the difficulty of delimiting healthcare, see the section “Is healthcare special” below. 
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witness (such as severe intellectual disabilities, or dementia), so that the disvalue of the state 
can only be guessed at “from the outside”.  

Daniel Hausman has recommended a number of process rules for the public involvement in 
eliciting values for states of health. According to Hausman, both opinions of healthy people 
and from those who have the disease should be included. One key suggestion from Hausman 
(2015, pp. 151-152) is that research should use eliciting methodologies which allow 
informants to deliberate instead of providing knee-jerk reactions. 

2.1.2.2 Allocation of healthcare resources 

Allocation refers to the process of dividing and distributing resources (here: healthcare 
resources) among two or more recipients. As commonly used, the term implies that the 
process is based on some sort of conscious deliberation, but does not specify what sort of 
deliberation is used. Thus, there may be philosophically guided, as well as mathematical or 
stochastic forms of allocation. 

2.1.2.3 Prioritisation or priority setting  

Prioritisation may be used as a metric to determine how a specific resource should be 
allocated. Although most anything could be the object of prioritisation, the focus in this thesis 
is on priority decisions in healthcare. In healthcare, relevant prioritisation objects may be 
health conditions, treatments, patients, patient groups, or condition-treatment pairs62. Once 
the relevant prioritisation objects are chosen, priority setting may commence:  

Priority setting means to place prioritisation objects in rank order, and use this 
rank order as a basis for relevant decisions (adapted from Carlsson and Waldau, 
2013, p. 36).   

For the current purposes, the terms “prioritisation” and “priority setting” will be used 
interchangeably, and both may refer either to the process of prioritisation or to the results of 
this process. Also, in line with the scope of this thesis, prioritisation or priority setting will 
always refer to such processes or results within healthcare, unless otherwise stated63. Ideally, 
priority setting decisions are used to guide fiscal decisions regarding investments, rationing 
and reallocation in a logical pattern, as described in Table 2 below:  

 

 

 

 

 
62 In the “National Model for priority setting”, which is briefly mentioned in the section by that name (see 
below), condition-treatment pairs are used as the relevant prioritisation objects.  
63 This thesis contains no particular definition of “healthcare”. For practical purposes, “healthcare” can be 
substituted by “that which is currently treated as healthcare in Swedish policy”, unless where otherwise stated.  
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Table 2. Outcomes of priority setting lead to changes in investment, rationing and reallocation 

 

2.1.2.4 Rationing 

Rationing is related to priority setting, but not synonymous to it. Whereas priority setting 
means ranking prioritisation objects according to importance, and therefore may be used to 
single out the most important prioritisation objects, rationing is about identifying and dealing 
with the least important prioritisation objects. A useful definition of rationing in healthcare is: 

Rationing means limiting the possibilities to optimally satisfy certain healthcare 
needs. Hence, rationing inherently involves some change for the worse 
affecting those in need of the relevant healthcare services (adapted from The 
National Centre for Priority Setting in Health Care, 2011).  

After a priority setting has taken place, and healthcare decision-makers know which 
healthcare interventions are the least important, these may be either excluded altogether (see 
below), or rationed. In rationing, the interventions are not flat out excluded, but provided 
more restrictively than before. In practise, this may be done in several different ways, and one 
particular intervention may be subject to several forms of rationing64:  

 

 

 

 

 

 

 

 

 
64 As an example, The Swedish National Board of Health and Welfare issued COVID-19 guidelines in April 
2020 which suggested rationing non-essential care in the following ways: not providing care, providing care with 
lesser quality, changing (narrowing) the indications for care or delaying care (Socialstyrelsen, 2020a). 
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Table 3. Different forms of health care rationing a) 

  

a) after Sandman and Tinghög, 2011. 

The logic behind time rationing is not simply to push costs into the future. Instead this 
strategy makes it possible to plan prudently for future expenditures, which may lead to the 
resources being better deployed than if healthcare had always to react immediately. 
Furthermore, certain healthcare needs may be self-eliminating. A strategy of time rationing 
may then mean that these healthcare needs never will necessitate any action on behalf of 
healthcare.  

In real life things are, as always, more complex than the table above may suggest. For 
instance, practical circumstances sometimes make it necessary or even correct to deploy all 
three forms of rationing even among highly prioritised interventions. For instance, 
uncertainty about exactly where the bar for that which is “commonly agreed to be a good 
level of life quality” (see above) lies in a particular situation may make healthcare subject a 
patient to what is similar to level rationing or, at the other extreme, overtreatment. For 
reasons having to do with the difficulties involved in differential diagnostics, healthcare may 
sometimes need to make patients wait until more symptoms present themselves, in a manner 
closely akin to rationing by indication. And the start-up times of diagnostic equipment may 
make even prioritised diagnostic examinations subject to a form of time rationing. It may thus 
be correct to say that as a general rule, rationing should only take place among interventions 
at the lowest levels of priority, but if justifications are present careful rationing may take 
place at all levels of priority.  

2.1.2.5 Exclusion and withholding  

When a priority setting analysis is undertaken, one may discover that certain interventions 
have inadequate effects or unacceptable side effects. Such interventions should not be 
considered part of the future prioritisation process, but rather be excluded from healthcare’s 
repertoire. If this happens, it should not be seen as an impoverishment of the repertoire but 
the opposite, since the exclusion of poor interventions leaves more resources for better 
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interventions. Alternately, it may be that the priority setting analysis reveals that certain 
interventions may be delegated to the individual’s own care. In that scenario too, these 
interventions may be excluded from healthcare’s repertoire. Gustaf Tinghög and Per Carlsson 
(2012) have provided an analysis of the desiderata for interventions being fit for exclusion 
from publicly financed healthcare. 

Rationing and exclusion, which are important results of the priority setting process, should be 
distinguished from withholding. Withholding means that an intervention, which may or may 
not have been effective, is not carried out for reasons other than priority setting. Such reasons 
may be related to the patient’s autonomy (as in: the patient does not want the intervention) or 
legal matters (as in: euthanasia-like interventions are illegal in Sweden)65. By contrast, 
rationing implies that the intervention would have been provided if it were not for a 
restriction in resources.  

2.1.2.6 Triage 

Triage is similar to priority setting in healthcare, albeit in one particular area: emergency care. 
Just as in priority setting, the key values in triage are justice and efficiency (Fitzgerald, 1989, 
p. 29). At the emergency department, triage is the process whereby healthcare personnel 
choose which patient to attend to first. In line with this purpose, triage is explicitly only about 
determining waiting times (unlike priority setting, which may determine for instance access 
to specialised care, medication, or quality of care) (Lauridsen, 2020). The triage factor which 
determines waiting time is the level of perceived acuteness or urgency, that is how fast the 
patient must be dealt with in order not to risk their ”core capabilities” (Fitzgerald, 1989, p. 
39; Lauridsen, 2020). Gerard Fitzgerald (1989, p. 39) writes: “Urgency is the key concept of 
medical triage; for the prime role of triage is to determine how quickly a patient should be 
seen, transported or treated”.  

2.1.3 The HOW of healthcare priority setting   

2.1.3.1 Implicit and explicit priority setting 

Even though they may not realise it, healthcare personnel at all levels make prioritisations 
every day. At the very least, they make decisions about which patient to see first, how much 
time to spend with that patient, and what treatment (whether medical or care treatment) to 
offer the patient. Such questions all pertain to priority setting. Priority setting which is done 
without awareness and reflection, as well as such which is done consciously but never clearly 
communicated, is called implicit priority setting (Arvidsson, 2013). This is in contrast to 
explicit, or transparent priority setting:  

 
65 Throughout this thesis the assumption will be that all interventions discussed are wanted by the patient and not 
illegal. Hence, the reasons for potentially offering or not offering the treatment to the patient will be related to 
priority setting rather than autonomy, (non priority-related) legal restrictions or similar.   
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Explicit priority setting refers to a priority setting process where the decisions, 
the decision base, and the consequences are available to anyone interested (The 
National Centre for Priority Setting in Health Care, 2011). 

Rather than being discrete variables, the two terms exist on a continuum so that a particular 
decision may be more or less explicit. 

For many reasons, explicit priority setting is to be preferred over implicit priority setting 
(Klein, 1993). First, a demand for decision transparency forces those in charge of healthcare 
priority setting to justify their decisions. This is well in keeping with common ideals in both 
policy making and philosophy where reflected opinions are believed to be, as a rule, better 
than their unreflected counterparts. Second, transparency around priority decisions enables 
democratic debate about these decisions. Such debate may be of importance not only to 
priority setting but may help to foster an active citizenship and contribute to the large scale 
public democratic involvement (Doyal, 1997; Broqvist, 2018). Third, more active public 
involvement in priority setting issues (for which explicit priority setting is a prerequisite) may 
enable better decisions to be made66; 67 (Doyal, 1997; Broqvist, 2018). Fourth and finally, 
transparency may also increase the legitimacy of priority setting decisions. This aim is 
articulated in the Priorities Commission’s Report (see below): 

...if these [priorities] develop from a clear and generally accepted ethics 
platform this can promote understanding by the public and healthcare staff for 
the priorities that must be set and can thereby contribute towards maintaining 
confidence in publicly financed healthcare even when resources are insufficient 
to fulfil all needs (Socialdepartementet [Ministry of Health and Social Affairs], 
1995, p. 115).  

Increased legitimacy may in turn have positive impact on the public’s tax solidarity (Moss 
and Siegler, 1991). Although this proposition has been difficult to prove in the specific 
priority setting context (Lomas, 1997; Krevers et al., 2015; Broqvist, 2018), it is generally 
accepted in policy making. For instance, the “Global initiative for fiscal transparency”, a 
project involving the World Bank and the International Monetary Fund, say they believe that 
“access to high quality information, meaningful public participation, and effective 
accountability mechanisms (will) increase willingness to pay taxes” (Global Initiative for 
Fiscal Transparency, 2012). 

The power and value of decision legitimacy may be of importance for all stake holders. 
Besides being of interest to the population (for the reasons set out above), it may also be 

 
66 This echoes one of the classic reasons against paternalism in healthcare: as a general rule decisions for people 
will be better if they are made at least in part by the people concerned.  
67 Indeed, Sabik and Lie (2008) suggest “adequate public involvement” is one of three quality criteria for priority 
setting efforts. This sentiment is echoed in several empirical articles – perhaps to stress the importance of the 
empirical results reported? See for instance Tong et al., 2010 for an example of this. 
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important to those in charge of making healthcare policy decisions that they have something 
on which to base their decision-making (Wirtz et al., 2003; Lauridsen, 2020, p. 451).  

There is currently insufficient, and sometimes conflicting, evidence regarding whether 
explicit priority setting, with the relevant inclusion of citizens, indeed has all the positive 
effects mentioned above (de Fine Licht, 2011; Krevers et al., 2015). 

It should be emphasised that the opposite of explicit (or transparent) priority setting is not the 
absence of priority setting (or the absence of a need for priority setting, as some may hope), 
but rather implicit priority setting. The disadvantages involved therewith are spelled out in an 
analysis by the Swedish Agency for Health and Care Services Analysis: 

That horizontal priority setting is done with the guidance of clear principles is 
important to assure that resources are divided in accordance with the law’s 
intention, and not according to irrelevant considerations such as partisan 
interests, traditions or underlying power structures (Vårdanalys [Swedish 
Agency for Health and Care Services Analysis], 2020, p. 7).   

2.1.3.2 Using values in priority setting – “content values”  

As noted above, values play an indispensable role in good priority setting. One way to speak 
of the different kinds of values involved is to discern between content values and process 
values (Broqvist, 2018).  

Content values are the values that govern what decisions are made – for instance, priority 
setting principles are content values. The Swedish Ethical Platform68 is primarily, although 
not exclusively, an ordered set of content values. In contrast, process values focus on how the 
process of priority setting should be carried out to be as fair as possible69.  

As mentioned, a common kind of content values in healthcare priority setting are priority 
setting principles. Such principles can be divided into “outlining principles” and “defining 
principles” (Sabik and Lie, 2008). In this terminology, “outlining principles” refers to a set of 
higher order, more abstract principles that are to inform applied priority setting at the 
planning as well as the clinical level. The Swedish Ethical Platform is an example of 
“outlining principles”. By their nature, outlining principles are vague, and require 
considerable interpretative efforts to be applicable to a particular priority setting issue. In 
contrast, “defining principles” denotes a method where a substantive list of interventions or 
condition-intervention pairs is developed and often ranked to illustrate what is to be included 

 
68 Which will be explained in detail shortly. 
69 The issue addressed by this thesis – whether patients’ responsibility for their disease should influence their 
priority for treatment – deals with the content values of priority setting. For that reason, content values will 
receive greater attention in the discussion throughout than process values.    
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in the healthcare package. The famous “Oregon list” (Dixon and Welch, 1991) is an example 
of the “defining principles” approach70.  

Priority principles often come in the plural. For instance, both the Swedish Ethical Platform 
and its Norwegian counterpart consist of three principles (Wester and Bringedal, 2018). 
There is a clear ethical reason for this, which corresponds with the previously mentioned dual 
goals of priority setting (efficiency and justice). Simply put: one principle could not 
encompass all that matters71. Govind Persad et al write: 

Combining principles into systems increases complexity and controversy, but is 
inevitable if allocations are to incorporate the complexity of our moral values 
(Persad et al., 2009). 

When principles fail to discern between patients or patient groups for priority setting 
purposes – for instance, when two patients appear equally entitled to treatment – most authors 
on the topic would accept lotteries or waiting list systems to discern between patients (Persad 
et al., 2009).  

The values embedded in priority setting principles may also be seen as having a role outside 
of priority setting itself, as they convey a message about what is valued, in a larger sense, in 
society (Wirtz et al., 2003). In this sense, the importance of defining ethically acceptable 
healthcare priority setting principles may well transcend the healthcare arena.  

Finally, it should be noted that there is no established metric for measuring the impact of 
priority setting principles (as formulated by governing bodies) on actual behaviour by 
healthcare staff. To the extent that this issue has been studied, results are somewhat 
disappointing. In a study of eight countries’ experiences with priority setting, Lindsay Sabik 
and Reidar Lie write:  

We demonstrate that there is little evidence that establishment of a values 
framework for priority setting has had any effect on health policy, nor is there 
evidence that priority setting exercises have led to the envisaged ideal of an 
open and participatory public involvement in decision making (Sabik and Lie, 
2008).  

 
70 A further note on the terminology of principles in priority setting: principles such as those in the Swedish 
Ethical Platform are generally understood as “middle order” principles (Gustavsson, 2017; Broqvist, 2018). In 
contrast, higher order theories are such as utilitarianism, prioritarianism, and egalitarianism. At the other end of 
the spectrum are lower order, or applied, principles that guide a decision in a particular situation. Higher order 
theories may be used to derive middle order principles, as when Luck Egalitarianism is invoked to motivate a 
responsibility principle (see below). However, middle order principles may also come “on their own”. This is the 
case with, for instance, the Platform, which consists of three middle order principles without a clear correlation 
to one or more higher order theory. 
71 To fully account for the complexity it may even be possible to run parallel systems of principles. So 
Rosamund Rhodes (2018) argues that it may make sense to speak of different “domains” in medicine (compare 
the discussion in the section “Different spheres of justice” above), and that these should be governed by different 
priority setting principles. Rhodes distinguishes between the following kinds of healthcare: chronic care; well 
patient care; preventive medicine; domiciliary care; acute care; critically scarce resources. 
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To note, this study is now somewhat old. It may be said that for instance the Swedish 
implementation of the Ethical Platform into the National Guidelines by the National Board of 
Health and Welfare, as well as its uptake by relevant bodies such as The Dental and 
Pharmaceutical Benefits Agency, The New Therapies Council NT and The Medical 
Technology Product Council, marks a huge success in terms of translation from the drawing 
board to practise. Nevertheless, recent studies show that the practical impact of principles 
may still be limited (Vårdanalys [Swedish Agency for Health and Care Services Analysis], 
2020) 72.  

2.1.3.3 Using values in priority setting – “process values” 

The process values in priority setting concern how the content values are established as well 
as how they are implemented. The reasons to care about process values largely overlap with 
what was written above on explicit or transparent priority setting. Attention to process values 
may also be sparked by a feeling that content values (principles) do not suffice to provide 
guidance for clinical priority setting (Bærøe, 2009; Hofmann, 2013). Indeed, it has been 
noted that all Scandinavian countries experienced a similar move from reliance on content 
values in the 1980’s and 1990’s to increased attention to process values in the latter part of 
the 1990’s and the early 2000’s (Bærøe, 2009; Hofmann, 2013). According to Bjorn 
Hofmann (2013), the transition was marked by a movement from principles to procedures, 
with an accompanying movement from closed to open processes, and a shift in focus from 
experts to stakeholder involvement. However, pace Hofmann, this does not mean that content 
values have become obsolete. Indeed, Sweden and Norway still rely heavily on content 
values. Hence, it is more correct to say that an interest in process values was added to, but did 
not replace, the previous interest in content values.  

One influential model of priority setting which stresses process values is Norman Daniels and 
James Sabin’s “Accountability for Reasonableness” (A4R) model. This model starts off from 
the observation that: “In pluralist societies we are likely to find reasonable disagreement 
about principles that should govern priority setting” (Daniels, 2000).  

To Daniels and Sabin, the fact that it may be impossible, even among fair-minded people, to 
reach agreement about what principles should inform priority setting, necessitates another 

 
72 During the COVID-19 pandemic, there has been an important discussion about when priority setting policy 
may be changed - more specifically: may it be changed during a crisis situation, and if so how? The Swedish 
Council on Medical Ethics suggests that as a rule such decisions should be made before a crisis, as decision-
making during the crisis risks being less explicit and less ethically sound (Statens medicinsk-etiska råd (SMER), 
2020). Furthermore, the Council insists that any extraordinary policy measures employed during a crisis must be 
carefully monitored and reversed as soon as the crisis is over – so that changes made during the crisis do not 
become the new normal. Many international commentators agree, also as it may be hard, during a crisis, to reach 
the desired level of stakeholder involvement (Cook et al., 2020, Perin and De Panfilis, 2021). Other contributors 
to the debate have instead argued that crisis situations merit new principles (Emanuel et al., 2020b). 
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way of making priority decisions73; 74. Furthermore, they argue that certain valuable features 
of the decision-making process itself may make the resultant decision acceptable, even if the 
decisions are not the ones everyone would have chosen. Daniels and Sabin point out four key 
process values (“conditions”) which can make a priority setting process fair: that the process 
be public and transparent; that the grounds for decisions are such that all fair-minded people 
can accept them; that it be possible to revise decisions; and that there is a regulative system to 
uphold these conditions (Daniels and Sabin, 2002; Hasman and Holm, 2005) 

As noted above, the Swedish Ethical Platform is primarily a set of content values, but the 
Priorities Commission also ticks off a few process values:  

When all medical needs cannot be satisfied there must be an open discussion 
about the moral values in priority setting. The values that govern access to 
healthcare as well as the priority setting in it should, as a matter of principle, be 
shared by the majority of the population. Necessary priorities must be perceived 
as reasonable and just. This democratic legitimacy is vital to retain public 
confidence in healthcare (Socialdepartementet [Ministry of Health and Social 
Affairs], 1996b, p. 14). 

2.1.3.4 Levels of priority setting 

Priority setting challenges appear throughout the medical system. Following Eva Arvidsson’s 
(2013) suggested terminology, macro level priority decisions (sometimes also called system 
level priority decisions) deal with the allocation of resources between healthcare and other 
welfare sectors. Meso (or programme) level priority decisions deal with the allocation of 
resources within healthcare – for instance between one healthcare sector and another. Finally, 
micro (or patient, or bedside) level priority decisions deal with the allocation of resources 
between individual patients. 

At the meso and macro levels, a distinction is often made between horizontal and vertical 
priority setting (Arvidsson, 2013). Thus, vertical priority setting refers to priority setting 
within a field of practice, such as when different anti-diabetic drugs for type II diabetes are 
compared, whereas horizontal priority setting refers to decisions where for instance a certain 
anti-diabetic drug is compared to a certain intervention against the skin disease psoriatic 
eczema. As with implicit vs explicit prioritisation, however, the vertical/horizontal labels 
should not be seen as discrete variables. Instead, it is correct to speak of a particular priority 
setting situation as more or less horizontal or vertical (Prioriteringscentrum, 2017, p. 23)75.  

 
73 In fact, Daniels and Sabin (2002, p. 30) argue that even if there were consensus about priority setting principle, 
a procedural mechanism such as the one they suggest would be necessary as general principles will not be able 
to answer specific, contextualized priority setting questions. 
74 Some have argued, however, that Daniels and Sabin give up on our capacity to agree on priority setting 
principles a bit too early. See for instance (Holm, 2009). 
75 The distinction between vertical and horizontal priority setting is of relevance to the topic of this thesis. Some 
authors have suggested that considerations of patients’ responsibility matter in healthcare priority setting – but 
only as a tie-breaker (Thornton, 2009). This thought normally involves some kind of “ceteris paribus” clause. 
Hence, responsibility as a tie-breaker would likely only be applicable in vertical priority challenges.  



 

  33 

An area with great importance for healthcare is medical research. This great and resource-
rich endeavour is not governed by the same priority setting principles as healthcare, although 
some have argued that it should be (Andersen et al., 2013). At least in the Scandinavian 
context, medical research is more commercially dictated than the provision of healthcare. In 
this thesis, focus will be on clinical priority setting throughout.   

Obviously, there is also another level, even above the highest official at the ministry of 
health. At this topmost level the issue is how the national revenue should be split between 
healthcare and other valuable social endeavours. This could also be decided using implicit 
and explicit priority setting.  

2.1.3.5 Agents in priority setting76; 77 

At least four groups of stake-holders are relevant to healthcare priority setting: healthcare 
personnel, current patients, prospective patients (that is: the general public) and healthcare 
planners (including health economists, politicians and administrative personnel)78. One way 
to subdivide among these groups would be to speak of one the one hand experts and 
executives (healthcare personnel and healthcare planners), and on the other hand target 
populations (current and prospective patients79).  

In virtue of their supposed expertise, healthcare personnel have uncontroversial standing in 
priority setting. Empirical evidence suggests all relevant stake-holders consider the views of 
healthcare personnel relevant for priority setting (Bowling, 1996; Myllykangas et al., 1996; 
Mossialos and King, 1999; Rosén and Karlberg, 2002; Werntoft et al., 2005; Krevers et al., 
2015; Broqvist, 2018). Despite this, however, a fear has been voiced that healthcare personnel 
lack sufficient ethical knowledge to make these decisions well (Magelssen and Bærøe, 2019). 
There is also a long-standing discussion both within and outside of the specific priority 
setting debate as to whether healthcare personnel are neutral experts, or rather partisan 
stakeholders80. Healthcare personnel hold many roles which may come into conflict: they 
have commitments to the ideals of science, to the common good, and to the individual patient 

 
76 Pointing to the question of political legitimacy, Norman Daniels and James Sabin (2002, p. 6) note, tongue-in-
cheek, that in European countries the most important question in priority setting is how to set limits fairly, 
whereas is the US the most important question is who should set priorities.  
77 A metaethical consideration which has bearing on this whole topic is the relation between empirical ethics 
(what people hold to be right and wrong) and normative ethics (what is right and wrong). This is briefly 
discussed in the section “Some notes on reading this thesis” although the final verdict is not presented there.    
78 In regards to both agents (this section) and levels (last section) of priority setting, it is generally assumed that 
the same principles are accepted across the board. That is, whether you prioritise between interventions within 
the same medical field or between fields, or whether you are a physician doing bedside rationing or a politician 
doing macro level rationing, the same priority setting principles should apply. However, Swedish philosopher 
Karl Persson (2013) has offered a twist with direct relevance to the topic of this thesis. Persson argues that 
healthcare politicians should not hold patients responsible whereas healthcare personnel should do so. Persson’s 
reason for this claim is that this will enable healthcare politicians to make better decisions, and healthcare 
personnel to better respect patient autonomy. For the purpose of this thesis, however, the assumption will be that 
to the extent a priority principle is acceptable, it is acceptable throughout the system. 
79 This categorisation is not intended as a comment against the current “patient centredness movement” which 
sees the patient as the true expert on her state of health 
80 Kristine Baeroe (2009) implies the latter as she worries that the imprecision of content values (such as priority 
setting principles) leaves too much wiggle room for physicians to make their own discretionary considerations. 
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in front of them. For instance, the notion of “patient advocacy” as an obligation for healthcare 
personnel may seem to come into conflict with the ideal of a neutral scientist (Mallik, 1997; 
MacDonald, 2007; Earnest et al., 2010; Freeman, 2014; Josse-Eklund et al., 2014; Nordic 
Federation of General Practice, 2020). Such tensions are apparent in empirical studies of how 
healthcare personnel experience being part of priority setting (Elmersjö and Helgesson, 
2008). There may also be a tension between the input of physicians in macro level priority 
setting, and how physicians prioritise in clinical practise. Kristine Baeroe (2009) points out 
that physicians are unused to justifying their decisions ethically, and suggests that perhaps 
they are not even interested in doing so. Indeed, healthcare personnel are neither saintly nor 
super-humanly rational, and are therefore prone to status quo bias and to protecting their turf 
(Klein, 1993; Vårdanalys [Swedish Agency for Health and Care Services Analysis], 2020). 
To improve the ethical quality of priority setting, especially in individual cases, it has been 
suggested that clinical ethics committees should aid healthcare personnel in decision making 
(Magelssen and Bærøe, 2019).   

When it comes to various kinds of healthcare planners, empirical studies suggest that the 
general public have less faith in them than in healthcare personnel as trusted decision-makers 
holders in priority setting (Werntoft et al., 2005; Krevers et al., 2015). There is no consensus 
view as to how the decision mandate should be divided between healthcare personnel and 
healthcare planners. Indeed, one Swedish study showed something like a buck-passing game 
where healthcare personnel wanted politicians to take greater responsibility for priority 
setting, and politicians wanted healthcare personnel to do the same (Rosén and Karlberg, 
2002). For politicians, it may be unappealing to partake in the discussion on priority setting in 
healthcare, as the down-prioritisation of almost any item in healthcare may provoke criticism 
from potential voters (Gordijn and ten Have, 2013; Hofmann, 2013)  

Citizens, in their roles as patients and prospective patients, are naturally important stake 
holders in the debate. Many different reasons support this, largely overlapping with the 
reasons to prefer explicit priority setting before implicit priority setting (see above). The 
involvement of patients in priority setting may also be seen as part of the effort to increase 
public involvement in healthcare and healthcare policy in general. However, many questions 
regarding the involvement of the public in priority setting still remain. First, there are the 
questions of who the public is, how they may be approached and when individuals could 
rightly be seen as representative of larger population groups (Hainz et al., 2016). 
Furthermore, there is a paucity of information regarding how and to what extent the public 
(however defined) wishes to be involved in priority setting (Lomas, 1997; Krevers et al., 
2015). Some studies also indicate that a relevant part of the population reject that priority 
setting should at all be done in healthcare (Ryynanen et al., 1999). This is in conflict with the 
official assumption that priority setting in healthcare must be done81. It is hard to see how to 
involve citizens who are fundamentally opposed to priority setting in the debate on priority 
setting. Furthermore, studies suggest that the public’s preferred role may rather be described 

 
81 See the section “The Swedish Ethical Platform” below. 
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as “being listened to” than “being in charge” (Krevers et al., 2015). Evidence also suggests 
that the public feels they need much more information and education if they are to play a 
substantive role in these issues (Krevers et al., 2015)82. Priority questions are notoriously 
tricky – cognitively, emotionally and ethically – and some suggest they may even be too 
tricky for the lay person (Ubel and Loewenstein, 1996). Furthermore, there are serious 
methodological difficulties involved in assessing the public’s opinion in priority setting issues 
(Klein, 1993; Broqvist, 2018). For instance, studies are prey to substantial framing effects. 
One such framing effect of note is that people seem to hold differing views in individual 
cases as opposed to cases involving setting general rules (Elalouf et al., 2020; Caviola et al., 
2021). For anybody who is committed to having public opinion matter in priority setting 
decisions, this spells trouble. It raises the question: how can we capture the publics’ true 
opinion, beyond framing effects? Indeed, is there even such a thing as the publics’ true 
opinion? These difficulties largely mirror the difficulties involved in assessing stake holders’ 
opinions about Health Responsibilism83. Finally, it has been proposed that the views of the 
general public may be more ethically questionable than those of physicians (Stronks et al., 
1997). 

Another important set of questions concern what roles current patients as opposed to 
prospective patients should play in priority setting. There is a vital methodological debate 
within bioethics and health economics as to whether a person who has a particular disease is 
the best judge of this gravity of this disease (and, by extension, the priority setting for 
interventions against this disease) (Ubel et al., 2005; Bognar and Hirose, 2014; Whitty et al., 
2014; Burström et al., 2020).  

Furthermore, citizens may view the issue of priority setting from either of several viewpoints: 
as taxpayer, collective community decision-maker, or patient (Lomas, 1997). Depending on 
how questions are put, different answering patterns may be elicited. A related problem 
concerns representation. As mentioned in the section “Healthcare needs”, there are medical 
conditions of which nobody can provide a first-person account. Hence, these cannot be 
discussed directly from the patient perspective. To not forget such groups of patients, it may 
make good sense to have them be represented by surrogate decision-makers such as family 
members. However, this approach has been called “counterfeit equality”, as it is far from sure 
that surrogate decision-makers correctly represent the needs and desires of cognitively 
impaired patients (Jecker, 2013). Another group that tends to be forgotten are the patients 
who are unwilling to seek healthcare (for whatever reason). Indeed, the Swedish Ethical 
Platform (see below) emphasises that such groups should not be forgotten in the process of 
priority setting – but the best ways of assuring this does not happen remain to be established. 

Even if it is established whose views should be accounted for, and how much, it remains to 
find a practicable model of joint decision-making in priority setting. An elaborate model, 

 
82 Ubel et al (1996) phrase this concern rather harshly: “It does not make sense to base policies on the views of 
people who do not understand the issues involved”. 
83 See the section on “Methodological concerns” in the “Empirical findings” section below. 
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based on Rawlsian and Scanlonian substantial as well as procedural principles, has been 
developed by Fritz et al (2020). The authors of this model insist that priority decisions should 
be such that they cannot be “reasonably rejected” by involved stakeholders. However, it 
remains to be decided which are the relevant stakeholders and how potential value conflicts 
among them should be resolved. 

Before leaving the topic of agents in priority setting it may be said, with an ear to the ground 
and tongue firmly in cheek, that an increasingly important “agent” in priority setting is 
artificial intelligence (AI). Already today, AI has been developed to assist in priority setting 
of, for instance, heart transplants (Medved, 2018). Obviously, AI should not, at the present, 
be seen as an independent agent or party, but rather as a decision aid for healthcare personnel. 
However, for good and bad, the impact of AI is increasing. One day physicians are likely to 
be actively encouraged to defer difficult decisions to AI and their algorithms (London, 2019; 
Statens medicinsk-etiska råd (SMER) [Swedish National Council on Medical Ethics], 
2020b). That day it will be correct to speak of AI as a true agent in priority setting, at least at 
the clinical level. The term “algocracy” has been suggested for the situation where we are 
being governed by AI and algorithms. In addition to the ethical challenges inherent to priority 
setting itself, priority setting by AI entails new challenges, for instance regarding 
accountability (Binns, 2018). A central issue is the inscrutability associated with deep 
learning methodologies in AI, also known as “the black box problem” (Mittelstadt et al., 
2016). For starters, the technology behind AI is too difficult to understand for most people. 
Also, deep learning means the AI processes enormous amount of information in ways that it 
has developed itself. The effect is that for all practical purposes we will not understand how 
an AI reached its decision. Due to the black box phenomenon, using AI as a decision-maker 
strays from the ideal of explicit priority setting. Furthermore, and of direct relevance to the 
topic of this thesis, it has been noted that AI tend to incorporate the norms and biases already 
present in society into their algorithms, if these are based on available data (Statens 
medicinsk-etiska råd (SMER) [Swedish National Council on Medical Ethics], 2020b). As 
discussed in the section “Stigma, self-blame and responsibility” below, there is much stigma 
against the perceived irresponsible. Hence there is a clear risk that AI priority setting would 
reiterate such stigma in its decision-making.       

2.1.3.6 The Swedish Ethical Platform for priority setting 

It is now time to turn to the Swedish Ethical Platform for priority setting. This forms the 
context for the empirical articles in this thesis, and it contains specific normative comments 
on how to deal with presumed self-induced disease in priority setting. Also, the Platform 
ranks among the world’s most clearly articulated ethical frameworks for priority setting 
(Drees et al., 2021), which makes it interesting in its own right.   
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In the 1990’s, the Swedish government commissioned a parliamentary oversight of priority 
setting in Swedish healthcare84. The Priorities Commission was appointed with the task of 
considering different kinds of priority setting guidelines and suggesting a framework that 
would be suitable for Swedish healthcare.  

The Priorities Commission presented its first draft in 1993, which after input from relevant 
stakeholders was reworked into the 1995 report “Healthcare’s difficult choices” (henceforth: 
“the Commission’s Report”) (Socialdepartementet [Ministry of Health and Social Affairs], 
1995). With some minor corrections the Commission’s suggestions were accepted by the 
Swedish government as a government bill 1997 (henceforth: “the Government Bill”) 
(Socialdepartementet [Ministry of Health and Social Affairs], 1996b). Swedish healthcare 
law was amended accordingly. After the changes the relevant sections of Hälso- och 
sjukvårdslagen [the Swedish Health and Medical Service Act] 2017:30 read:  

(Chapter 3; §1) Care shall be delivered respecting the equality of all people and 
the dignity of the individual. Those with the greatest care needs should receive 
priority to health services.  
(Chapter 4; §7) Management of publicly financed health services shall be 
organised so as to promote cost effectiveness (Svensk Författningssamling 
(SFS), 2017). 

Furthermore, the Cost Effectiveness Principle is also included in Law 2002:160 (Act on 
Pharmaceutical Benefits [Lag om läkemedelsförmåner m.m.]):  

(§15): ”A prescription medicine should be covered by the Pharmaceutical 
Benefits, and purchase prices and selling prices should be set for that medicine 
provided that 
1. The costs for using the medicine, considering what is laid down in Chapter 3; 
§1 of the Health and Medical Service Act (2017:30), appear reasonable from a 
medical, humanitarian and socio-economic point of view and   
2. There are no other medicines or other treatment options available which (…) 
should be seen as substantially more appropriate” (Svensk Författningssamling 
(SFS), 2019). 

The backbone of the Swedish approach to priority setting is the three principles which have 
collectively been labelled the ethical platform for priority setting (henceforth: “the Swedish 
Ethical Platform”, or simply “the Platform”). In the terminology set out above, these are the 
relevant content values of Swedish priority setting. The three principles are: The Human 
Dignity Principle; The Needs and Solidarity Principle and The Cost-Effectiveness Principle 
(see Figure 2 below). The three principles are lexically ordered, so that any proposed priority 
setting should be checked first against the Human Dignity Principle, then against the Needs 

 
84 This was partly motivated by rising healthcare costs in the developed world. Interest in priority setting in 
healthcare grew simultaneously in the different Scandinavian countries, which are similar in having a strong 
tradition of social security, during the 1980s and 1990s (Hofmann, 2013).   



 

  38 

and Solidarity Principle and last against the Cost-Effectiveness Principle85. This is shown 
graphically in Figure 2. 

Figure 2. The lexical ordering of the Principles and its importance for decision-making regarding any suggested 

prioritisation 

 

As noted above, the Commission’s Report contained process values in addition to the content 
values. However, the process values have been less discussed, and when the Swedish Ethical 
Platform is discussed or referenced to, it is generally the three principles which are in focus 
(see for instance Svenska Läkaresällskapet [Swedish Society of Medicine]; Statens beredning 
för medicinsk utvärdering (SBU) [Swedish Agency for Health Technology Assessment and 
Assessment of Social Services], 2010, pp. 233-236). Therefore, this thesis will use “the 
Swedish Ethical Platform” and “the three principles” interchangeably.   

 
85 Lexical ordering of principles is a method intended to make conflicts between the principles easier to resolve. 
It is not unique to the Platform but employed in many other philosophical texts, for instance in John Rawls “A 
theory of justice” (see the section “Theorising distributive justice” above). 
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Regarding the issue of different possible levels of priority setting, the Commission states that 
the principles in the Swedish Ethical Platform should govern priority setting on all levels 
(Socialdepartementet [Ministry of Health and Social Affairs], 1995, p. 153)86. However, 
many subsequent texts about priority setting based on the Platform, including the National 
Model (see below), states that the Platform and its derivates are best suited for decision-
making between groups of patients as opposed to between individual patients (Sandman and 
Tinghög, 2011; Prioriteringscentrum, 2017). A notable exception to this rule is a recently 
published guideline on priority setting between individual patients in assistive technologies 
(Broqvist et al., 2019). As a general rule, then, it might be said that the official guidance on 
priority setting in Sweden is clearer when it comes to decisions on the meso level than on the 
micro (or bedside) level.  

Furthermore, evidence indicates that the Swedish Ethical Platform has had more impact on 
county council care than municipal care (Lund, 2015). This may in part be due to the fact that 
only the Health and Medical Service Act, which governs county council healthcare, was 
amended to reference the Platform, not the Social Services Act [Socialtjänstlagen] which 
governs municipal care. The Social Services Act, unlike the Health and Medical Service Act, 
is a law based on client’s rights, which also may make priority setting more difficult within 
the municipal setting than in the county setting. In the introductory premises of the Social 
Services Act, it is expressly stated that: 

Everyone should be entitled to services according to need. The needs of one 
group shall not be more strongly protected than the needs of another. (The 
National Centre for Priority Setting in Health Care, 2011). 

Indeed, the second sentence of this quote seems to expressly forbid priority setting. Thus, 
there is a clash of ideals here, as the Swedish Ethical Platform as well as the National Model 
(see below) state that the priority setting ideals set out in the Platform should inform 
municipal care also (Lund, 2015). 

The Swedish Ethical Platform also specifies some aspects of healthcare provision which 
should not be governed by the principles set down in the Platform. All patients with a 
possible illness or injury should have their situation assessed without any prima facie 
considerations of expected need, potential benefit or cost effectiveness (Socialdepartementet 
[Ministry of Health and Social Affairs], 1995, p. 179). This is also stated in the Patient Law 
of 2014:821:  

 
86 In Sweden as in many other countries some health-related issues are dealt with outside of the healthcare 
system. Glasses for common sight impairments may be a case in point. The Commission’s Report explicitly 
states that it covers only the publicly financed healthcare in Sweden. It does note, however, that the values laid 
down in the Report are suitable for the whole welfare sector (Socialdepartementet [Ministry of Health and Social 
Affairs], 1995, p. 33). For an example of a discussion of priority setting informed by the Ethical Platform but 
outside of the publicly financed healthcare see Tinghog and Carlsson (2012). 
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(Chapter 2; 2§): The patient should, unless obviously unnecessary, receive an 
immediate assessment of her state of health (Patientlagen 2014:821)(Svensk 
Författningssamling (SFS), 2014). 

Figure 3 below summarises the three Principles of the Swedish Ethical Platform, as well as 
illustrates the lexical ordering. 

 Figure 3. The Swedish Ethical Platform for priority settinga) 

 

a) The shape of the figure is meant to indicate the lexical ordering of the principles. Text source: 
Prioriteringscentrum, 2017, p. 12. 

2.1.3.6.1 The Human Dignity Principle 

The Human Dignity Principle is put first among the three principles because it is deemed to 
be the most important. The Government Bill states that:  

Our democratic mode of governance is built upon the idea that all humans have 
equal value. Therefore, it is only natural that the Human Dignity Principle, so 
essential to all of society, should be the most important principle in healthcare 
(Socialdepartementet [Ministry of Health and Social Affairs], 1996b, p. 20). 

The Human Dignity Principle entails, according to the Commission’s Report:  

The Human Dignity Principle means that all humans have equal value and 
equal rights, irrespective of their personal characteristics and function in society 
(Socialdepartementet [Ministry of Health and Social Affairs], 1995, p. 115). 
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The emphasis on everybody’s equal right means two things: first, the Human Dignity 
Principle is an anti-discrimination clause. Second: The Human Dignity Principle cannot by 
itself govern priority setting, as it is a negative principle. That is: it does not provide guidance 
as to how priorities may be set, but merely as to how they may not be set. These two aspects 
are even more clearly manifest in the following quote from the Government Bill:  

It is important to establish that talent, social position, income, age, etc should 
not determine who should receive care, or the quality of care received 
(Socialdepartementet [Ministry of Health and Social Affairs], 1996b, p. 20).  

The last two quotes are of the utmost importance for the topic of this thesis. “Personal 
characteristics”, “function in society”, and “social position” are pointed out as aspects which 
may not determine priority setting. This means that such aspects as whether a person is a law-
abiding citizen or a criminal, a famous rock star or an alcoholic, a diet freak or a junk food 
lover may not determine their priority setting in healthcare. By implication it means, also, that 
whether or not a person has caused her healthcare need through irresponsible health 
behaviour may not determine her priority setting in healthcare. On this topic, the 
Commission’s Report states: 

The Commission finds that level of self-inducement and differences in lifestyle 
should, as a principle, not lead to negative discrimination (Socialdepartementet 
[Ministry of Health and Social Affairs], 1995, p. 130).     

As noted, the above position is a natural consequence of the ethos of the Human Dignity 
Principle. However, the Commission also goes on to provide five additional reasons to 
support the position. First, scientific and popular knowledge about which behaviour is 
responsible and which is irresponsible evolves. Hence, some behaviour which we now know 
to be irresponsible was not known to be so at the time the behaviour commenced. Second, 
genetic factors explain part of what may appear to be self-induced ill health and it may be 
impossible to know, in the individual case, how behaviour and genetic factors have 
contributed to the state of ill health. Third, education levels and social status explain part of 
what may appear to be self-induced ill health. Education levels and social status should not 
influence priority setting. Fourth, down-prioritising the perceived irresponsible risks 
increasing inequality in society. Fifth, it is hard to define in a non-arbitrary way what types of 
behaviour should be counted as irresponsible in the relevant sense (Socialdepartementet 
[Ministry of Health and Social Affairs], 1995, p. 130)87. 

As noted, the Human Dignity Principle is about people’s equal value. It must be noted, 
however, that this does not mean that everyone should get the same, as in, for instance, the 
same amount of pain killers. Instead, the gist of the principle is that everyone is entitled to 
equality of consideration. This is in keeping with “Aristotle’s notion of formal justice”88. It 

 
87 All of these arguments against down-prioritisation of (perceived) irresponsible patients will be examined in 
closer detail in the sections “Arguments for Health Responsibilism” and “Arguments against Health 
Responsibilism” below. 
88 See the section “Theorising distributive justice” above. 
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should be noted, further, that although the quote from the Commission’s Report above sounds 
as though the Swedish Ethical Platform should apply to all humans, this is not the common 
interpretation89. For practical reasons this piece of Swedish law can apply only in situations 
where Swedish jurisdiction applies. Furthermore, there is controversy as to whether non-
registered individuals should have the same right to Swedish healthcare as registered 
individuals. Indeed, the Platform seems to indicate that they should, whereas the Law 
2013:407, which concerns healthcare for non-Swedish citizens present in Sweden without 
necessary permits, specifies that such individuals should only have right to “care that cannot 
be deferred” (Sandman et al., 2014; Röda Korset Sverige, 2018). The National Centre for 
Priority Setting in Health Care, in a report on the subject, comments that there is an obvious 
conflict between the two laws:  

We point to several contradictions… in the law [Law 2013:407] generally, that 
conflict with the ethical platform and the National Model for priority setting 
(Sandman et al., 2014).  

2.1.3.6.2 The Needs and Solidarity Principle  

As the three principles of the Swedish Ethical Platform are lexically ordered, and the 
Principle of Needs and Solidarity is the first to follow upon the “negative” Human Dignity 
Principle, the Principle of Needs and Solidarity provides the most important guidance as to 
how priority setting may be done. Indeed, the Commission’s Report points out:  

For practical purposes, the Human Dignity Principle will set the basic outer 
perimeters for prioritisation, whereas the Needs and Solidarity Principle will 
govern most prioritisations… (Socialdepartementet [Ministry of Health and 
Social Affairs], 1995, p. 121). 

In the Needs and Solidarity Principle, “needs” are given normative status. By that is meant 
that stating that someone has a need is not merely to be making a descriptive observation, as 
in “the house is blue”. Rather, there is something about needs which provide a call to action: 
a call to remedy the need. (Gustavsson, 2017). The call to action is stronger the greater the 
need is:  

Resources should be invested in those areas (areas of healthcare practise, 
individuals) where the needs are greatest (Socialdepartementet [Ministry of 
Health and Social Affairs], 1995, p. 117). 

Regarding the grading of needs, The Commission’s Report states that needs may manifest in 
different “dimensions”, such as suffering, medical prognosis, functional impairment and the 
existential need that the condition gives rise to. In their conceptual analysis of the Swedish 
Ethical Platform, Lars Sandman and Gustaf Tinghög (2011) distinguish between what they 

 
89 The Commission’s Report acknowledges this issue (on page 133). 
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call life quality derived healthcare needs and life length derived healthcare needs. These are 
explained, and the gravity of each need determined, in the following way:  

The gravity of a life quality derived healthcare need is the gap between current 
quality of life and what is commonly agreed to be a good level of life quality, 
multiplied by the duration of time the gap will remain90  from now on. 

The gravity of a life length derived healthcare need is determined by the 
remaining time of life the condition leads to (or risks leading to) if the condition 
is left untreated, where a shorter remaining time of life91 entails a larger 
healthcare need (Sandman and Tinghög, 2011, pp. 32-34, italics mine).  

Importantly, the Commission’s Report establishes a conceptual link between need and the 
capacity to benefit from medical intervention:  

The medical benefit aspect is integral to the needs concept. This means that one 
needs only that from which one can derive benefit or, conversely, that one does 
not need that from which one derives no benefit. (Socialdepartementet 
[Ministry of Health and Social Affairs], 1995, p. 112). 

However, it is not so easy as that healthcare needs (as interpreted by the Platform) are 
proportional to the possible benefit to be had from treatment. The Commission’s Report does 
not provide any clear guidance here, but Lars Sandman and Gustaf Tinghög argue that such 
simple proportionality would be alien to the Platform. On their view, benefit instead functions 
as a gatekeeper or threshold to healthcare needs. Sandman and Tinghög give two reasons for 
this. The first is that the Government Bill explicitly points out that the size of healthcare 
needs is dependent upon “the level of gravity of the condition, and probably also its duration” 
(Socialdepartementet [Ministry of Health and Social Affairs], 1996b, p. 21)92. As can be 
seen, there is no mention of the size of potential benefit here. The second is that it would be 
an affront to the ethos of the Platform – as this is expressed by the lexical ordering of its 
Principles – to consider the size of potential benefit in the analysis of healthcare need. The 
lexical ordering of the Principles instead suggests that consideration of needs should be, 
relatively, more important than considerations of effect. The National Model93 locates 
analysis of potential benefit as a joint interest of the Needs and Solidarity Principle and the 
Cost Effectiveness Principle94.     

 
90 If untreated (my comment). 
91 Due to the condition if this is left untreated (my comment) 
92 For clarity: by duration is intended, here, not the time the condition has existed but the time that the condition 
will continue to persist if untreated. As for the word “probably” (Swedish: “sannolikt”) there is no more clarity 
to be given here. The Government Bill affirms the Needs and Solidarity Principle but does not take a clear 
standing on how “need” is to be defined.  
93 See the section “The National model and the National Guidelines” below. 
94 This does not make any practical difference. As long as the lexical ordering is kept intact, there is no 
difference between a version with 1. Human Dignity Principle 2. Needs and Solidarity Principle 3. Benefit and 
cost effectiveness or 1. Human Dignity Principle 2a. Needs and Solidarity Principle 2b Benefit 3. Cost 
Effectiveness  
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The discussion above has direct bearing on the topic of this dissertation. Again, this thesis 
deals with whether the fact that some ill health (seem to) stem from irresponsible lifestyles 
should affect priority setting. As noted above, the Commission’s Report denies that it should 
– as such. But at the same time the Report accepts that a patient’s lifestyle may influence 
priority setting to the extent that it affects the potential benefit of treatment:  

That the Commission rejects general negative discrimination against patients 
with self-induced injuries does not rule out that lifestyle should be factored in 
as one among several aspects when making decisions about healthcare in the 
particular case. The assessment should involve whether the patient will be able 
to benefit from the treatment if the behaviour is not changed. 
(Socialdepartementet [Ministry of Health and Social Affairs], 1995, p. 110).     

This distinction opens up for a limited and indirect role for accounting for lifestyles in 
Swedish priority setting, and it mirrors the discussion between “backward looking” and 
“forward looking” Responsibilist positions95. Hence, although healthcare may not down-
prioritise a patient for treatment as sanction or “punishment” for having behaved 
irresponsibly, it may down-prioritise the treatment if it is clear that as a result of the patient’s 
expected future behaviour the treatment will not be beneficial to the patient96; 97.  

It is time, now, to mention also the solidarity aspect of the Needs and Solidarity Principle. 
The Government Bill states:  

Solidarity means (…) to pay particular attention to the needs of the weakest. 
This includes children, the elderly with dementia, the unconscious, and others 
who for various reasons have difficulty in communicating with their 

 
95 See the section “Applying Luck Egalitarianism to healthcare priority setting” below. 
96 In the clinical case description that opens this thesis, the neurosurgeon’s comment about “alcohol” may have 
referenced either of these aspects. As can be seen here, the latter reasoning may be ethically acceptable 
according to the Platform (provided that it is true that the patient’s alcohol history would indeed make the 
difference between reasonable expectance of a good medical outcome and of a poor medical outcome of the 
surgery). The first manner of reasoning would, however, be in conflict with the Platform.  
97 Although the finer details need to be worked out here (how sure are we of the patient’s future behaviour; how 
about if the benefit is not zero but merely lower than if the patient’s expected future behaviour was 
responsible?), the key ethical content here is uncontroversial. Highly beneficial treatment takes precedence over 
treatment without benefit, even if the difference in benefit depends on the patient’s (future) lifestyle. To my 
mind, it is interesting to note the relative agreement about future irresponsible behaviour, and contrast it with 
how a neighbouring issue, the priority setting of life-saving (or life prolonging) treatment to patients of different 
(biological) age, is discussed. Personally, I find there is a close analogy between the two issues. They are 
discussed in the same way in the Commission’s Report and the Government Bill, and the most ethically 
plausible interpretation of them is, or so I claim, similar. Highly beneficial treatment should take precedence 
over treatment without benefit, even if the difference in benefit depends on the patient’s expected remaining life-
time. Nonetheless many who comment on the Platform doubt whether it permits any role for age in such priority 
setting challenges but accept that it does so for lifestyles. For instance, in the text “What guidance does the 
ethical platform offer for setting priorities in specific situations? A review of the problems in interpretation and 
implementation”, author Lars Sandman (2015) provides a thorough discussion of the interpretative difficulties 
arising from the seeming contradictions related to age in the Platform, but does not comment on the 
corresponding situation regarding lifestyle. Similarly, the National Model has a long section on the difficulty of 
interpreting the Platform’s position on age, but regarding self-inflicted ill health it simply notes: “Future lifestyle 
(…) may be of importance to the decision whether a patient group may derive benefit or risks from a certain kind 
of treatment” (Prioriteringscentrum, 2017, p. 35).   
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surroundings. People who are unable to exercise their rights have the same right 
as others to receive care (Socialdepartementet [Ministry of Health and Social 
Affairs], 1996b, p. 20). 

Solidarity furthermore means that healthcare should attempt to equalise differences in access 
to healthcare and outcome of healthcare, so that everyone may reach the best possible health 
and quality of life (Socialdepartementet [Ministry of Health and Social Affairs], 1995, p. 
118)98. 

2.1.3.6.3 The Cost Effectiveness Principle  

Last of the three principles in the Swedish Ethical Platform is the Cost Effectiveness 
Principle. True to the lexical ordering of the principles, the Government Bill makes several 
statements that show that this principle is of less importance in comparison with the other 
principles:  

A consequence of the lexical superiority of the Needs and Solidarity Principle 
over the Cost Effectiveness Principle is, according to the Commission, that 
grave diseases and substantial life quality losses take precedence over more 
benign conditions, even if the costs of care for the serious conditions should 
amount to considerably much more (Socialdepartementet [Ministry of Health 
and Social Affairs], 1996b, p. 21). 

The way this has commonly been operationalised is to allow for a lower degree of cost 
effectiveness in treatments for more serious conditions (Sandman, 2015, p. 18). Conversely, 
favourable cost effectiveness ratios for a particular condition-intervention pair may not trump 
a less favourable ratio for a condition-intervention pair if the latter is based on a more serious 
condition99.  

The importance of the Cost Effectiveness Principle is further curtailed as the Government Bill 
states that “The Cost Effectiveness Principle should only be applied in comparison between 
methods for the treatment of the same condition” (Socialdepartementet [Ministry of Health 
and Social Affairs], 1996b, p. 21). However, in subsequent texts dealing with the Platform, it 
has been argued that this restriction is misguided. For instance, the National Model (see 
below) recommends that comparisons be made even between interventions against different 
conditions. To support this, the authors of the National Model quote another recommendation 
from the Government Bill, where it is stated that it is essential for health services to strive for 

 
98 A Dutch article discussing solidarity in healthcare priority setting discern between three forms of solidarity: 
risk solidarity (all people are insured under the same conditions even though they have different health risks), 
income solidarity (people with higher incomes contribute to the costs of care for those with lower incomes), and 
lifestyle solidarity (all people are insured under the conditions even though they have different lifestyles) 
(Bonnie et al., 2010). All three forms of solidarity are accounted for by the Swedish Ethical Platform – the first 
two in the Needs and Solidarity Principle and the last in the Human Dignity Principle     
99 As mentioned in the “Healthcare needs” section above, there are many methodological difficulties involved 
when health is measured. This has great implications for the whole field of cost effectiveness analysis (which 
requires if not that health itself is directly measurable, then at least that some proxy variable, such as preferences 
for different states of health, is confidently measurable). For anyone interested in the challenges in this area, a 
recommendation is Daniel Hausman’s (2015) thought-provoking book “Valuing Health”. 
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high cost effectiveness as regards healthcare services in general (Socialdepartementet 
[Ministry of Health and Social Affairs], 1996b, p. 21; The National Centre for Priority Setting 
in Health Care, 2011, p. 40). Also, the Law 2002:160 (Act on Pharmaceutical Benefits [Lag 
om läkemedelsförmåner m.m.]) relatively increases the impact of cost effectiveness analysis. 
Even so, the Swedish Dental and Pharmaceutical Benefits Agency [Tandvårds- och 
Läkemedelsförmånsverket, TLV] acknowledge that the demand of cost effectiveness should 
be reduced, relatively, for more serious health problems (see for instance (Tandvårds- och 
Läkemedelsförmånsverket [The Dental and Pharmaceutical Benefits Agency], 2021, p. 12).  
Thus, it is true to say that considerations of cost effectiveness get a strongly curtailed role in 
the Platform.  

Several texts commenting on the Swedish Ethical Platform emphasise that there must be an 
upper limit to how expensive the cost per QALY may be in Swedish healthcare. Thus, even 
though an intervention is effective, we may not be able to prioritise it within the publicly 
funded healthcare system if the cost is too high. Carlsson et al (2015) suggest that this 
threshold should be empirically investigated in terms of willingness to pay, both in specific 
reference to medical treatments, and in general. The latter issue may be explored through a 
comparison of willingness to pay for a life saved in differing circumstances, for instance 
healthcare and traffic. However, as of yet there are no officially accepted threshold levels for 
cost effectiveness in Swedish healthcare priority setting, unlike in many other countries100.     

Cost effectiveness reasoning in issues of health may have a bad ring in some ears. Surely, we 
cannot and should not measure matters of life and death by the pound101? However, most 
people agree that it would be foolish not to take any account of cost effectiveness (Hausman, 
2015, p. 156). Also, most people would probably agree that whenever all else is equal it 
would be plain foolish to not take cost effectiveness into account. The curtailed role of cost 
effectiveness considerations in the Swedish Ethical Platform seems to operate in accord with 
the above intuitions.   

2.1.3.7 Debate about the Swedish Ethical Platform 

Although largely successful in terms of uptake and impact (for instance through the National 
Model, see below), the Swedish Ethical Platform has received some criticism. This section 
will look specifically at some criticism which has bearing on the topic of this thesis. Of great 
importance is a comprehensive analysis of the Platform made in a 2007 report from the 
Swedish National Centre for Priority Setting in Health Care, based at the University of 
Linköping (2007). For the present purposes, the most important message in the report 
(henceforth: “The Linköping Report”) is the suggestion to incorporate a principle of 

 
100 One example: in the UK the National Institute for Health and Care Excellence has issued such thresholds 
(Dakin et al., 2015). The threshold is not exact but given as a rough approximation: technologies costing less 
than £20000 are generally considered cost-effective by the NICE. In reality, even somewhat more expensive 
(=less cost effective) technologies have been accepted by the NICE (Dakin et al., 2015) 
101 Or, in this setting: in Swedish Kronor (the currency in Sweden) 
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responsibility into the Platform. The tentative definition for such a responsibility principle in 
the Linköping report is:  

Health states that are a typical result of unnecessary and conscious risk-taking 
should be given a lower ranking compared to other health states (Swedish 
National Centre for Priority Setting in Health Care, 2007, p. 136). 

As has been noted above, the Human Dignity Principle in the Platform expressly forbids 
taking the patient’s possible own contribution to her illness into account for priority setting 
purposes102. The Report, however, bases its proposal on a radically alternative understanding 
of the Human Dignity Principle:  

It is a consequence of the Human Dignity Principle (that) we should respect 
people by considering them to be free and capable individuals who can take 
responsibility for their own, and to some extent for others’, life and the 
consequences of their actions” (…) “To automatically relieve people of 
responsibility can be viewed ethically as an infringement on the Human Dignity 
Principle (Swedish National Centre for Priority Setting in Health Care, 2007, p. 
142 and 166). 

The authors of the Linköping report further support their argument by linking the expectation 
of patients’ responsibility to the respect for patient autonomy. They note that there is 
currently “increased consideration for patient autonomy in healthcare”, and conclude that 
“greater influence also carries greater responsibility” (Swedish National Centre for Priority 
Setting in Health Care, 2007). It is not entirely clear how the thinking goes here, as the 
authors do not explain whether they think that responsibility should be graded in proportion 
to influence, nor indeed how they conceive of the conceptual link between influence and 
responsibility103. 

The authors of the Linköping Report further discuss what they call “distanced” versus 
“participatory” views of the relationship between the individual and the health services. The 
former view sees patients as mere objects in healthcare, whereas the latter sees patients as 
active subjects. For reasons having to do with respect for patient autonomy, along the lines 
established above, the authors prefer the participatory model of patient involvement, and 
conclude that a participatory relationship naturally goes with expectations of patient 
responsibility (Swedish National Centre for Priority Setting in Health Care, 2007). Again, 
these interconnected arguments will be analysed more below. 

Finally, the authors of the Linköping Report also relate their suggested responsibility 
principle to the notion of solidarity in the Needs and Solidarity Principle: 

 
102 Although, as noted above, it may be permissible to down-prioritise a particular intervention if the effect of 
this intervention is gravely diminished by the patient’s expected future behaviour.  
103 The merit of this argument is discussed in detail in the section “I respect your choice” below. 
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The idea of solidarity includes a requirement to be generally careful with public 
resources. Those who waste common resources subject others to problems 
when resource supply becomes insufficient104 (Swedish National Centre for 
Priority Setting in Health Care, 2007, p. 145). 

While they suggest that a responsibility principle should be included in the Swedish Ethical 
Platform, the authors of the Linköping report are careful to point out that the responsibility 
principle may only be applied in cases where five desiderata are fulfilled. First, ranking must 
be necessary due to a shortage of resources105. Second, there must be a clearly established 
causal association between the patient’s behaviour and her state of health106. Third, the 
patient’s health behaviour must have been conscious and voluntary”107. Fourth, the behaviour 
must have involved unnecessary risk-taking (by which means such risk-taking which is not 
necessary to maintain a good life)108. Fifth, the patient must have been made aware that the 
responsibility principle is applied in health services109. The authors of the Linköping report 
conclude that when all the above desiderata are considered, it is likely that the principle of 
responsibility will have limited applicability in actual priority setting (Swedish National 
Centre for Priority Setting in Health Care, 2007).  

The Linköping report was met with criticism. However, most of the criticism focussed on the 
weight placed in the report on cost effectiveness analysis, rather than on the suggested 
responsibility principle (Sahlin, 2008). Nevertheless, the suggestions in the report were not 
implemented and to this day the Platform contains no responsibility principle.  

Some other discussions about the Swedish Ethical Platform also merit brief mention as they 
concern the topic of this thesis. As mentioned previously, there is a lively discussion within 
health economics as to what data should be included in health economic assessments. One 
common strategy when making cost effectiveness calculations is to look at costs and benefits 
from a community perspective. In this light, the community stands more to gain 
(economically) if a person who can return to work is treated, than if a person who is outside 
of the workforce is treated. An implication of this may be that treatments targeted towards the 
working population appear relatively cheaper than treatments targeted towards, for instance, 
the retired population. Emelie Heintz et al (2013) have discussed this phenomenon in 
reference to the Platform, noting that it seems to conflict with the Human Dignity 
Principle110. As a result, Heintz et al suggest that heath economic assessments be carried out 

 
104 This view will be discussed below, under the name “unjust sharing of burdens” – see the section “The moral 
underpinnings of Luckism”.  
105 Compare the discussion about “ultra-harshness” in the section “The moral underpinnings of Luckism” below.  
106 Compare the discussion in the section “Impossible!” below.  
107 Compare the discussion about responsibility and determinism in the section on “Responsibility” below.  
108 Compare the discussions about reasonability in Luck Egalitarian theory in the section by that name, below, as 
well as the discussion in the section “Inconsistent!” below.  
109 Compare the discussions about timing in Health Responsibilism (in the section “Applying Luck 
Egalitarianism to healthcare priority setting” below), as well as about the epistemic condition (in the section 
“Responsibility and knowledge” below). 
110 Indeed, the assumption in the Platform is that a patient’s healthcare needs should not be determined with 
reference to her needs in other spheres, and conversely that healthcare interventions should be not be used to 
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twice over: first using a model that does not consider whether the person may return to work 
or not, and then again with a model employing the full community perspective. This way of 
working is now current practise at the Swedish Dental and Pharmaceutical Benefits Agency 
(Prioriteringscentrum, 2017, p. 61).  

The Swedish National Council on Medical Ethics has written about the ethical challenges 
involved in patient co-financing in healthcare. By co-financing is intended situations where a 
patient may choose a more expensive alternative in treatment, and finance the surplus cost out 
of her own pocket. The Council contends that this raises substantial ethical issues vis a vis the 
Human Dignity Principle and the writing in the Health and Medical Service Act about equal 
care for all. Furthermore, the Council note that there is a risk that increased co-financing may 
lead to lowered ambitions regarding the basic healthcare package given to all, and that the 
confidence in healthcare among the population may deteriorate if healthcare treats patients as 
customers. For all these reasons, the Council suggest that co-financing, as a rule, should be 
avoided in the Swedish public healthcare (Statens medicinsk-etiska råd (SMER) [Swedish 
National Council on Medical Ethics], 2014)111.  

2.1.3.8 The National Model and the National Guidelines  

Having established what values should govern Swedish priority setting, and that some of the 
components of the Swedish Ethical Platform are notoriously complex and may be difficult to 
measure, one may wonder how the Platform could be put to practical work. In order to help 
those who must set priorities, The Swedish National Centre for Priority Setting in Health 
Care has developed and improved a guideline for the practical implementation of the 
Platform for priority setting, called “Den nationella modellen” [The National Model] 
(Prioriteringscentrum, 2017). The model is intended to be used for all kinds of healthcare 
situations, with an emphasis of the group level over the individual patient level112. The model 
proposes an analytical process for priority setting based on a set of operationalisations of the 
Principles. Figure 4 summarises these operationalisations in the National Model. 

 

 

 

 

 

 
amend non-medical problems. This view is conventionally called “healthcare exceptionalism” (Sharp and 
Millum, 2018).  
111 Admittedly, the discussions mentioned in the last two sections relate but tangentially to the topic of this 
thesis. The point of intersection is that they concern patients with a low social standing, who are overrepresented 
when it comes to “irresponsible” health behaviour. It may be argued that the discussion on Responsibilism 
should be cognizant of neighbouring discussions bearing on largely the same population, as outcomes of these 
discussions affect the merit and implementation of Responsibilism. 
112 In situations at patient level the opinions of the patient are seen to play a larger role, as she may be invited to 
choose between several appropriate options (Prioriteringscentrum, 2017, p. 15). 
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Figure 4. The National Model for priority setting a) 

 

a) adapted from Prioriteringscentrum, 2017, p. 14. 

The National Model has been employed by The National Board of Health and Welfare to 
draw up a series of “Nationella riktlinjer” [National Guidelines] on various healthcare 
areas113, from ADHD and autism to Endometriosis. There are about twenty National 
Guidelines, each covering a particular medical subfield. Each National Guideline gives the 
specific priority setting levels for many possible condition-intervention pairs within that 
subfield. Hence, there is today much experience of working with the National Model in 
vertical priority setting in Sweden, but much less experience of using the Platform and the 
National Model for horizontal priority setting. 

2.1.3.9 Some final words on “the How of priority setting” in the Swedish context and in 
general 

Empirical evidence suggests that there is, by and large, good agreement between the 
principles in the Swedish Ethical Platform and general opinions on priority setting among the 
Swedish population (Broqvist et al., 2018). International research also suggests that citizens 
agree that priority setting should operate by a number of principles: severity, fair chances, 
non-aggregation, priority to the young/fair innings and non-discrimination (Hausman, 2015, 
p. 156). As can be noted, the Swedish Ethical Platform honours severity (the Needs and 
Solidarity Principle), fair chances (the solidarity part of the Needs and Solidarity principle), 

 
113 It has been pointed out that an effect of the existence of the national guidelines has been that their mere 
existence may be seen as setting a priority – that those areas which have been documented by national guidelines 
are seen as somewhat more important than other areas (Lund, 2015; Vårdanalys [Swedish Agency for Health and 
Care Services Analysis], 2020). Such an effect was not intended.   
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non-aggregation (the Needs and Solidarity Principle) and non-discrimination (Human Dignity 
Principle). However, the Platform does not give priority to the young.  

As noted above, the Swedish Ethical Platform is made up of three middle order principles 
without specific reference to one or more higher order theory. However, Erik Gustavsson 
claims that the prominent position that healthcare needs are given in the Platform suggests 
that certain higher order theories suggest themselves as more likely reference points than 
others. Gustavsson’s (2017, pp. 31-35) claim is that the special concern in the Platform for 
those who are worse off, and by extension the concern for equal distribution patterns, makes 
the Platform less easy to reconcile with for instance, utilitarianism. Instead it aligns well with 
for instance egalitarianism, sufficientarianism or prioritarianism. Another way to argue for 
the same conclusion may be to point to the strong anti-aggregation stance expressed in the 
Needs and Solidarity Principle, which flies in the face of utilitarianism. In contrast, however, 
the Cost Effectiveness Principle is more in line with consequentialist thinking.  

No matter what principles one settles for and why, priority setting is likely to be the result of 
a thousand compromises. One problem is that thinking about priority setting must be done in 
parallel with carrying out healthcare. We cannot, as it were, press the “stop” button on 
healthcare and start all over, as from a clean slate. This means, among other things, that there 
is a risk that status quo bias, and present prestige issues, may be incorporated in priority 
setting. In the words of Rudolf Klein (1993) priorities will always, to a certain degree, be the 
result of “pluralistic bargaining between different lobbies, modified by shifting political 
judgments made in the light of changing pressures”. 

Furthermore, no matter what principles one resorts to, priority setting is also likely to be 
always uncomfortable. To recap, priority setting may very well mean not giving everybody 
what they would want – or even what they would need (because somebody else needs it or 
something else more). For these and other reasons, priority setting is virtually free of 
“hallelujah moments”. Bearing all this in mind, it is now time to turn to the specific issue of 
priority setting of perceived self-induced disease. 

2.2 PERSONAL RESPONSIBILITY AS A PRINCIPLE IN PRIORITY SETTING?  

2.2.1  Responsibility-sensitivity in healthcare  

For economic as well as ethical reasons, it has been suggested that health policy in general, 
and healthcare priority setting in particular, ought to be sensitive to patients’ responsibility for 
their health114. In this thesis, this opinion will be called Health Responsibilism. The 
operational definition of Health Responsibilism used in this thesis is:  

 
114 It may be correct to see such suggestions as part of a broader movement towards Responsibilism – not only in 
healthcare – within modern political rhetoric. For more on that movement see the section “Responsibilism in 
other areas than healthcare” below. 
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Health Responsibilism: The opinion that for some reasons, and in some ways, 
healthcare policy should reflect patients’ responsibility for their health state115.  

In the context of Swedish healthcare priority setting, the most notable argument in favour of 
changing healthcare policy to incorporate this notion came in the Linköping Report of 2007. 
As noted above this report suggested that personal responsibility for disease should be 
included as one of the governing principles of the Swedish Ethical Platform (Swedish 
National Centre for Priority Setting in Health Care, 2007). Many different arguments have 
been given, in the Linköping Report and elsewhere, to support such claims116. However, one 
well thought through philosophical school of thought makes responsibility-sensitivity its 
centrepiece: Luck Egalitarianism. As the most elaborated theory in support of responsibility 
sensitivity in public policy, Luck Egalitarianism is of great relevance for the topic of this 
thesis117. The following pages will present an in-depth introduction and discussion of Luck 
Egalitarianism. First, the theory will be discussed at a more general level, before zooming in 
on its possible application as Luck Egalitarianism in healthcare.   

2.2.2 Luck Egalitarianism  

2.2.2.1  Luck egalitarianism – a theory of distributive justice 

A convenient first approach to Luck Egalitarianism may be to put it into contrast with 
“common egalitarianism”118. Luck Egalitarianism claims that “common egalitarianism” 
overlooks one crucially important feature of human actions and interactions: that some 
potential inequalities are the results of individuals’ own choices whereas others are not. 
Indeed, in his defence of Luck Egalitarianism Kok-Chor Tan claims that:  

It is hard to imagine a defensible theory of distributive justice (…) that does not 
recognize the difference between matters over which persons can exercise some 
meaningful choice and those which are beyond their control (Tan, 2008).  

 
115 This is very similar to the notion of “Responsibility-sensitive healthcare policies” employed in a recent article 
by De Marco et al (2021). The authors write: “When it comes to determining how healthcare resources should be 
allocated, there are many factors that could—and perhaps should—be taken into account. One such factor is a 
patient’s responsibility for his or her illness, or for the behaviour that caused it. Should we take into account, for 
instance, the fact that a patient’s lung cancer is the foreseeable result of a lifetime of smoking, or that a patient’s 
heart disease is a foreseeable result of a lifetime of unhealthy eating habits? Call policies that take such 
considerations into account Responsibility-Sensitive Healthcare Policies, or RSHPs for short. On such policies, 
patients would, to some extent or other, be held accountable for their unhealthy lifestyles and/or their outcomes”. 
116 A comprehensive overview will be given in the section “Arguments for Health Responsibilism” below. 
117 Luck Egalitarianism is a theory of general distributive justice, not merely about distributive justice in health 
care. Hence, this part of the thesis will begin by a discussion of the general features of Luck Egalitarianism, and 
words such as “redistribution” and “resources” may be used without specified content. Also, some general 
examples will be used to discuss general features of Luck Egalitarianism. In the section “From Luck 
Egalitarianism to Luck Egalitarianism in Healthcare” the scope will become more focussed, and the relevant 
resources will be healthcare resources (such as: medications, healthcare interventions, positions on waiting lists 
etc).   
118 Egalitarianism is a family of ideas and there is no one “standard” or “common” egalitarianism. However, the 
notion of “common egalitarianism” will be used throughout this thesis to stress the differences between Luck 
Egalitarianism and other kinds of egalitarianism. Hence “common egalitarianism” is egalitarianism without the 
Luckism add-on (see below). It does not matter whether “common egalitarianism” is understood as opportunity, 
resource or outcome (etc) egalitarianism.    
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Simply put, Luck Egalitarianism holds that the inequalities stemming from people’s choices 
present no reason for egalitarian redistribution119; 120, whereas inequalities unrelated to choice 
do. Indeed, the former kind of inequalities are not seen as problematic (or at least as far less 
problematic) by Luck Egalitarianism. In this sense, Luck Egalitarianism can be seen as a 
“qualified”, “limited” or “tempered” form of egalitarianism, as it holds that resources should 
be equally distributed, except when it comes to situations where choice plays a morally 
salient role.  

Zofia Stemplowska (2011, p. 117) provides the following list of notable Luck Egalitarians: 
Richard Arneson, Gerald (“Jerry”) Cohen, Larry Temkin, John Roemer, Eric Rakowski. To 
this could be added also Shlomi Segall, Andreas Albertsen and, although he himself denied 
this name tag, (early) Ronald Dworkin.     

2.2.2.1.1 Luck Egalitarianism – early history and core content  

As a school of thought Luck Egalitarianism can be traced back to the early 1980s. Arguably it 
was started off by Ronald Dworkin’s highly influential article “What is Equality? Part II 
Equality of Resources” (Dworkin R, 1981; Knight and Stemplowska, 2011, p. 5)121. In this 
article Dworkin develops the terminology that later gave the name to “Luck 
Egalitarianism”122, as he distinguishes between “brute luck” and “option luck”. Dworkin 
writes:  

Option luck is a matter of how deliberate and calculated gambles turn out – 
whether someone gains or loses through accepting an isolated risk he or she 
should have anticipated and might have declined. Brute luck is a matter of how 
risks fall out that are not in that sense deliberate gambles. ... If I am hit by a 
falling meteorite whose course could not have been predicted, then my bad luck 
is brute (Dworkin R, 1981, p. 293)123. 

As can be seen, brute luck stands for the things that are outside of a person’s control (roughly: 
“by chance”). Thus, it is a matter of good brute luck if Alice finds five thousand pounds on 
the street with no hint as to the owner, and a matter of bad brute luck if instead some passing 
ruffians rob Alice of five thousand pounds. It is axiomatic that matters of brute luck bear no 

 
119 As noted in the section on Egalitarianism in the “Theorising distributive justice” section, egalitarianism may 
also support other measures beside redistribution (for instance: measures to prevent the need for redistribution 
from arising). In this thesis, “egalitarian redistribution” will be used as shorthand for any egalitarian policy to 
reduce inequality. In some places, the more abstract notion of “to equalize” will be used in the same way.   
120 Compare also the parable about the ants and the grasshopper in the beginning of this thesis. The moral 
opinion that people (or grasshoppers) must face the consequences of their acts is very, very old indeed.   
121 Interestingly, Julian LeGrand seems to challenge the foundational role of Dworkin in Luck Egalitarianism. 
According to LeGrand: “I have argued that judgments about the inequity or injustice of the situation that an 
individual find him- or herself in depends crucially on the extent to which his or her situation is the result of 
factors within or beyond his or her control, a position taken up by other philosophers and now known as luck-
egalitarianism” (Eyal et al., 2013, p. 299). This canonical quibble will not be further examined in this thesis.  
122 The term ”Luck Egalitarianism” was coined by a critic of the theory, Elisabeth Anderson. For a discussion as 
to why the term is perhaps misleading, see the section “Some Luck Egalitarian family Quarrels” below 
123 Ronald Dworkin (1981, p. 311) also speaks of “ambitions” vs “endowments” in a sense which, although not 
synonymous, function to his theory in much the same way as “option” vs “brute” luck do.  
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morally relevant relation to choice. Thus, in the examples above we must assume that Alice 
had no previous knowledge that the five thousand pounds would be lying there, or that she 
may come to be robbed on that very spot.  

Regarding the results of brute luck, Luck Egalitarianism, in accord with common 
egalitarianism, claims124 that any inequality which stems from these occurrences does 
provide a call for egalitarian redistribution. Hence, if the occurrences left Alice richer than 
Betty or others, then Alice may justifiably be asked to give up some or all of the money she 
found for redistribution. Similarly, Alice may justifiably receive compensation for the money 
that the ruffians stole if the act left her poorer than others. It is important to note that both 
Luck Egalitarianism and common egalitarianism hold that the taxation/compensation is 
motivated with reference to the resultant inequality125; 126. It is in virtue of the inequality that 
Alice is due compensation for having been robbed, not because she deserves to keep her 
money. If there is no relevant inequality (say Alice found only 5 pence on the street), then 
there is no call for taxation, and if Alice was robbed of only 5 pence there is no call for 
compensation, presuming she was in no other way harmed by this incident. In this, Luck 
Egalitarianism and common egalitarianism differ from rights-based theories or theories of 
desert127.  

Now it is time to look at the yin to brute luck’s yang: “option” luck. As the quote above 
shows Dworkin uses this term to denote any results that flow from the choices individuals 
make. This does not mean, however, that luck is excluded from the picture. The notion reads 
option luck, with emphasis on both terms. It deals, therefore, with the kinds of luck that one 
chooses to court. Hence, Doreen may be said to have had good option luck if, based upon her 
knowledge of the computer market, she invested in stocks from a certain software company 
and this company turned out a huge profit. Conversely, Doreen may be said to have bad 
option luck if she misjudged the trends and the company went belly up, leaving her bankrupt. 
The relevant difference to the finding money/being robbed for money scenarios above is that 
in the stocks scenario, Doreen took a deliberate gamble which she knew could leave her 
better or worse off. It is the willingness to enter into such gambles that mark her action as an 
option and hence the result, for good or bad, as option luck.  

In cases of option luck, Luck Egalitarianism will maintain that resulting inequalities in 
distribution do not make a call for egalitarian redistribution. Thus, Luck Egalitarianism will 

 
124 It is of course nonsense to write that “Luck Egalitarianism claims”. Luck Egalitarianism is a theory and 
cannot claim anything (only people can). Nevertheless, for reasons of easy readability this mode of expression 
will occasionally be used, as short-hand for “proponents of Luck Egalitarianism claim”. 
125 This is so as we are speaking now of Luck Egalitarianism. There are of course possible variants, like luck 
prioritarianism, which might see things differently here.  
126 Sometimes the word “disadvantage” is used instead, as when Gerald Cohen (1989, p. 916) states that “the 
purpose of egalitarianism is to eliminate involuntary disadvantage”. To be noted, Cohen intends disadvantage 
here in a comparative sense (as in: one person is disadvantaged over another) rather than in an absolute sense (as 
in: one person is disadvantaged in not having certain goods, etc). Hence, disadvantage and inequality here mean 
the same thing.  
127 For more on theories of desert, see the section “The difference between Luck Egalitarianism and desertism” 
below. 
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typically let Doreen keep the money she gained in the good option luck scenario128, or refrain 
from compensating her losses in the bad option luck scenario. In this sense, Luck 
Egalitarianism is commonly seen to be “symmetrical” (Olsaretti, 2009)129. Gamble winners 
should be allowed to keep their gain in the same way, for the same reason and to the same 
extent as gamble losers should not receive compensation and thus be forced to “keep” their 
losses. The two normative components of Luck Egalitarianism have been called “Luckism” 

and “egalitarianism”, respectively (Arneson, 2004, p. 2)130. As used throughout this thesis, 
then, “Luckism” will refer to the opinion, integral to Luck Egalitarianism, that inequalities 
arising from people’s freely chosen behaviour do not (or to a lesser extent) justify egalitarian 
redistribution131.    

An important qualification is due here: Luck Egalitarianism is open to different 
interpretations as to how radical the policy consequences of option luck should be. The 
picture sketched above, where unlucky gambling Doreen has no claim to compensation, is 
not the only possible version. For instance, Richard Arneson (2004, p. 2) denies that 
responsibility should function as an on/off toggle, and writes instead that levels of 
responsibility work to “amplify or dampen” the justifiability of claims for redistribution. This 
point can be made in even more general terms: Luck Egalitarianism is open to different 
interpretations of how, and to what extent, its’ Luckist and Egalitarian components should be 
incorporated into actual policy. Several authors explicitly state that it may not be optimal to 
design policy entirely in accord with Luck Egalitarianism (Arneson, 2004, p. 20; Eyal, 2006, 
p.1)132.  

Before moving on to more discussions about Luck Egalitarianism beyond Ronald Dworkin, 
some more comments on Dworkin’s initial contributions to the development of the theory 
will be made. Dworkin sets out his theory using a terminology of “risks” and “gambles”133. 
The relevance of intuitions about “gambling” has been questioned, as many real-world 
actions bear little similarity to investing in stocks or playing at the roulette table (Lippert-
Rasmussen, 2001). For one thing, Dworkin’s theory does not give sufficient attention to the 
fact that we may sometimes we may be through no fault of our own be forced to gamble, or 
face gambles with worse possible outcomes than those others are faced with (Lippert-

 
128 This being said, Luck Egalitarians often accept some form of income taxation. For more on this see the 
footnote a few pages down. 
129 For more on “symmetry” in Luck Egalitarianism, see the section “Some Luck Egalitarian family quarrels” 
below.  
130 Johann Go (2020) instead speaks of the “pro-responsibility thesis” and the “anti-luck thesis” in Luck 
Egalitarianism.  
131 Arneson’s original, and somewhat more bulky, definition is: “Luckism is the idea that the strength of any 
moral reasons there might be to alter the condition of some individual for the better or for the worse (if the latter, 
this is to be done for the sake of improving the condition of other individual) can be amplified or dampened by 
some factor involving an assessment of individual responsibility” (Arneson, 2004, p. 2).   
132 For more on placing Luck Egalitarianism within a pluralist value set, see the section “The abandonment 
objection” below. For more on the possible policy implications of Luck Egalitarianism, see the section 
“Applying Luck Egalitarianism to healthcare priority setting” below.   
133 For more on the current terminology of Luck Egalitarianism see the section “Some Luck Egalitarian Family 
Quarrels” below. 
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Rasmussen, 2001; Otsuka, 2002). Furthermore, in some situations it may be rational, and 
hence (perhaps) ought to be seen as responsible, to gamble (Segall, 2016).  

To give just one example of a person to whom Luck Egalitarian policy may be relevant 
outside the associative sphere of casino gambling, Anca Gheaus (2018) has provided “the 
hiker in flip-flops”. This hiker is ill trained and ill equipped, yet nonetheless goes hiking in 
the Bavarian Alps. As a result of the ill training and poor equipment, the irresponsible hiker 
soon finds herself stranded on a rock in need of helicopter airlift out of there. This, according 
to Gheaus, is a good model case on which to test the implications of Luck Egalitarianism.  

Dworkin’s 1981 article has been extensively discussed. Among the most discussed features 
of the article, besides whether Luck Egalitarianism is ethically reasonable, are whether 
Dworkin’s choice of currency of equality is the correct one, and how the notion of insurance 
functions in Dworkin’s theory. The first question is of course of top relevance to this thesis 
and will be returned to many times below. The other two questions will only merit the 
briefest attention here. The issue of currency within the egalitarian debate deals with what, 
precisely, egalitarian policy ought to equalise (Sen, 1980). Possible candidates include: 
income, resources, primary goods, wealth, power, welfare, opportunity, needs satisfaction, 
capabilities, functionings, rights, and liberties (Temkin, 2011, p. 69). Dworkin himself 
champions equality of resources, but many commentators – even those who are sympathetic 
to Luck Egalitarianism – have argued that focus on other currencies would have strengthened 
the ethical merit of the theory (Cohen, 1989; Arneson, 2004, pp. 9-10). For instance, Gerald 
Cohen claims that Dworkin’s focus on resources make his theory insufficiently sensitive to 
the fact that some people may be less adept at converting resources to welfare (or 
advantages), in ways that they should not be held responsible for. As for insurance, Dworkin 
uses insurance as a link between bad option luck and bad brute luck. Thus, Dworkin asks us 
to imagine it was possible to buy insurance against many forms of acquired handicaps134. 
What would otherwise have been a matter of brute luck then turns into a matter of option 
luck. For instance, if Alice bought the insurance and did acquire the handicap, she would get 
the insurance return as a matter of good option luck135. If she bought the insurance and did 
not acquire the handicap, she lost her money as a matter of bad option luck. If instead she did 
not buy the insurance but acquired the handicap, she did not get the insurance return, as a 
matter of bad option luck. If she did not buy the insurance and did not acquire the handicap, 
she had good option luck (in keeping the money the insurance would have costed).  

Dworkin suggests that for such acquired handicaps where it is true that (most?) people would 
have bought the insurance, it may be inferred that taxation is justified to provide help 

 
134 The position in which individuals find themselves, when contemplating this insurance, bears some 
resemblance to Rawls’ original position behind the veil of ignorance, but is less clearly framed and the veil is 
somewhat thinner (Cohen, p. 931) 
135 Michael Otsuka reminds us that she also had bad brute luck in getting the handicap, in a way which her good 
option luck perhaps will not be able to overshadow (Otsuka, 2002). 
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(Dowrkin R, 1981, p. 315). Several authors have questioned what role the insurance imagery 
plays in Dworkin’s theory (Cohen, 1989, p. 931; Otsuka, 2002; Tan, 2008, p. 678).  

2.2.2.1.2 The normative underpinnings of Luckism 

Now it may be pertinent to ask: what is the moral relevance of choice? Why, indeed, should 
the notion of choice be allowed to play such an important role in distributive justice? More to 
the point: why should somebody attracted to egalitarianism care so much about choice that 
she wishes to augment egalitarianism with Luckism? This, then, is the question of the 
normative underpinnings of Luckism.  

The easiest way to answer the question is to deny its importance. The Luck Egalitarian may 
hence claim that Luckism needs no further underpinning – it stands on its own. On this view, 
which will be called “the mere Luckism view”, Luckism is nothing more and nothing less 
than the moral intuition that distributive policy should track people’s exercise of 
responsibility. In the words of Gerald Cohen (1989, p. 932): “anyone who thinks that initial 
advantage and inherent capacity are unjust distributors thinks so because he believes that they 
make a person’s fate depend too much on sheer luck”. On “the mere Luckism view”, any 
further normative building blocks will provide nothing more than buttressing arguments. Or, 
they may provide a roundabout introduction for people who do not immediately understand 
the appeal of Luckism.  

It is my personal belief, and hence an assumption in this thesis, that the “mere Luckism view” 
is the correct representation of many Luck Egalitarians’ standpoint. As a matter of fact, the 
question of normative underpinnings of Luckism are rarely discussed in texts on Luck 
Egalitarianism, likely because many take the normative merit of Luckism for granted. 
However, important exceptions exist. For instance, Luck Egalitarian author Shlomi Segall 
(2015) has written at length about which “fundamental values” motivate his theory. Other 
authors have provided what sounds like free-standing normative arguments for Luckism 
(Olsaretti, 2009; Albertsen, 2019; Albertsen and Nielsen, 2020). Last, some authors have 
explicitly raised the question of normative underpinnings (Hurley, 2003). In view of this it 
seems fair to give the question of normative underpinnings closer attention. In the following, 
three different ways of making more fleshed out defences of Luckism will be discussed: by 
reference to autonomy, to the unjust sharing of burdens, and to the merits of risk-taking.   

The first possible explanation of why choice matters is that this is an implication of showing 
everybody respect as decision-makers and life-planners. Ronald Dworkin writes that, without 
Luckism, egalitarianism would:  

…fail to respect people’s responsibility to make something of their own lives, 
because what people chose to do – their choices about work or recreation and 
about saving or investment – would then have no personal consequences. 
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People are not responsible unless they make choices with an eye to the costs to 
others of the choices that they make (Dworkin, 2011, p. 3)136. 

As can be seen, this view goes beyond merely saying that responsibility ought to influence 
distributive policy – it also spells out why this is so. On this account policy should be 
designed to give people space to “make something of their own lives”. The moral thrust of 
the argument is made stronger by Dworkin’s insistence (2011, p. 271) that policy must show 
everybody equal respect in the sense of giving them an equal chance of deciding what counts 
as a good life. In this way, the argument remains clearly connected to the overall egalitarian 
frame.    

The relative merit of this argument depends on whether or not one accepts Dworkin’s 
particular interpretation of respecting people’s responsibility to make something of their lives, 
and, whether one finds this important enough to outweigh the obvious anti-egalitarian 
implications of Luckism. This will be discussed in detail in the section “I respect your 
choice” below. For now, we may move on to other ways of defending Luckism. Indeed, the 
last sentence in the quote by Dworkin above, which mentions “the costs to others” opens for 
another line of argument.  

What, then, does it mean to talk about “the costs to others” here? The reasonable 
interpretation, from a Luck Egalitarian point of view, is to think of the “cost” that Alice 
would impose on Betty, if Alice were to act in a way which created a demand for egalitarian 
redistribution of resources from Betty to herself, and an egalitarian policy – without Luckism 
– were to kick in. 

To see the merit of this thinking, recall that common egalitarianism is in the business of 
redistributing resources to reduce inequality. If there are burdens, egalitarianism will 
recommend that they be shared. What Luckism does is to set a particular kind of burden-
sharing apart and label it unjust, stating that burdens originating in choice should not be 
shared. Now, there is a way to explain this deviation from common egalitarianism and still 
keep the theory’s overall egalitarian feeling. This is done by fleshing out the concept of 
treating others as one’s moral equals (Stemplowska, 2011, p. 116; Albertsen and Midtgaard, 
2014, p. 340)137 ; 138. The thought is, then, that if Alice behaves recklessly and expects Betty 
to pick up the bill, Alice does not treat Betty as her moral equal. However, if Alice is hit by 
lightning and expects Betty (and the rest of us) to pick up the bill, she does not fail to treat 
anybody as her moral equal (provided she would help us if we were hit by lightning). Hence 
it is not the expectance that others may share her burden which constitutes a failure to treat 

 
136 The fact that this seems an overstatement – surely the only alternative to Luck Egalitarianism is not that 
people’s choices should have no personal consequences whatsoever? – is discussed in more detail in the in the 
section “I respect your choice” below. 
137 This is of course a very natural starting point for an egalitarian. It is also an important thought in John Rawls’ 
writing, see the section “Theorising distributive justice” above 
138 Julian Savulescu and Ben Davies discuss something very similar to this when they speak of “the obligation 
not to externalise the costs of one’s decisions in ways that burden others” as an implication of solidarity between 
people in society (2019). Savulescu and Davies support a modified version of this obligation, and suggest how it 
can be implemented into policy in a way which comes out as a form of “soft Luck Egalitarianism”.  
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others as moral equals, but choosing to act in a certain way and expecting that others pay for 
the choice to do so. In contrast, in the lightning incident the cost to be shared does not derive 
from anybody’s choosing to act in a certain way but from something which happened without 
anybody choosing it139. 

An advantage with this explanation is that it locates the problem that Luckism wishes to solve 
within a specific person (or persons), rather than describing it as a kind of “cosmic” 
problem140. On this view it is unjust for Betty to be forced to share a burden this way. 
Furthermore, this account also steers Luck Egalitarianism away from fetishist obsession with 
responsible behaviour141. The point is not whether people behave “responsibly” in the 
abstract, but whether their behaviour creates a burden which somebody will be forced to 
carry. If a person acts in a way which seems irresponsible, yet no burden arises, then the Luck 
Egalitarian need not protest142; 143.    

This point of view, which will be called “the account of unjust sharing of burdens”, fits nicely 
with much that has been written in the Luck Egalitarian tradition. For instance, Gerald Cohen 
writes:  

The primary egalitarian impulse is to extinguish the influence on distribution of 
both exploitation and brute luck (…) When other people pay for his readily 
avoidable wastefulness, there is, pro tanto, an exploitative distribution of 
burden which egalitarians should condemn (Cohen, 1989, pp. 908-911).  

Cohen here states the problem from the perspective of the policy-maker, speaking of the 
problem with unjust sharing of burdens in terms of exploitation. Richard Arneson (2004, p. 
14) expresses a similar concern from the perspective of the individual, as he claims that the 
individual is bound by two obligations: first the obligation to aid others, and second the 
complementary obligation not to cause a need for others to aid her. Andreas Albertsen 
(2016b) voices the thought in this way: “a central thought in the Dworkinian theory of 
distributive justice is that cost displacement is problematic (…) people are allowed to pursue 

 
139 For an analogous example in the context of priority setting see the section “Protect the responsible! The 
argument from unjust burden sharing” below 
140 For a discussion on for whom inequality is bad, see for instance (Segall, 2015, pp. 357-358; Tannsjo, 2019, p. 
29).  
141 For instance, Peter Vallentyne (2002) has argued that Luck Egalitarianism makes too much of the 
brute/option luck distinction. To Vallentyne, the most important question is how different factors (be they luck 
of the brute or option kind, or non-luck-related) impact in people’s opportunity for advantage.  
142 This is in line with the thinking of many Luck Egalitarians, for instance Shlomi Segall (2009). As a matter of 
fact, the insistence that Luck Egalitarianism does not hold anybody responsible unless a burden has been created 
is one of the Shlomi Segall’s key reasons for distinguishing between his theory and desertism (see also the 
section “The difference between Luck Egalitarianism and desertism” below). However, others do not agree – see 
the discussion about “ultra-harshness” at the end of this section. This proves, of course, what the rest of this 
section argues – that the argument of unjust sharing of burdens is not the only possible normative underpinning 
of Luckism.   
143 On the unjust sharing of burdens view, irresponsibility can be thought of as a feature of a specific behaviour 
and its effect on the state of distributive justice. To presage the discussion of priority setting in healthcare, this 
means that irresponsibility will be seen, in a sense, as an artefact of our healthcare and our prioritising decisions. 
For indeed, if there was no healthcare at all, one person’s irresponsibility in health could never burden another 
through taxes or healthcare lost. 
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their dreams, but they cannot ask others to pay the costs of such projects”144. Hence, the 
account of unjust sharing of burdens provides an explanation of why choice should be 
relevant to distributive justice, which sticks close to the egalitarian core and seems to be in 
line with the thinking of many Luck Egalitarians.  

The problem, however, is that this account cannot explain the Luck Egalitarian strategy when 
it comes to results of good option luck145. To be noted, all examples above deal with the 
effects of bad luck of the option or brute variety. Indeed, it is only bad luck, of any variety, 
which gives rise to burdens that may be shared or not shared. Consider now the following 
example: Doreen invests in stocks from a certain software company. The company turns out a 
huge profit, and as a result, Doreen is much richer than Christina. Now the policy-maker146 
contemplates whether it would be right to take some of Doreen’s excess money and give 
them to Christina. Here the account of unjust sharing of burdens seems less helpful. First, it 
seems wrong to say that anybody has already treated anybody as less than a moral equal147. 
Second, it seems wrong or at least as too hasty to say that the policy-maker would be treating 
Doreen or Christina as less than moral equals by giving some of Doreen’s excess money to 
Christina148; 149. Finally, it also seems wrong to say that Christina would be treating Doreen 
as less than a moral equal if she were to accept the money from the policy-maker. Hence, the 
concept of treating others as one’s moral equal provides no clear guidance here. Furthermore, 
there is no burden to be shared – unless the fact that everybody else in society is poorer than 
Doreen is called a burden. Indeed, common egalitarianism would see this inequality as “a 
burden” – or at least: a problem. Common egalitarianism would recommend egalitarian 
redistribution in a situation such as this. But, again, Luck Egalitarianism would not. Luck 
Egalitarianism would accept the resultant inequality and permit Doreen to keep her gains. 
Hence Luck Egalitarianism cannot really think of this kind of inequality as a burden. So, the 

 
144 A similar sentiment is expressed in the Linköping report (see the section “Debate about the Swedish Ethical 
Platform” above): “The idea of solidarity includes a requirement to be generally careful with public resources. 
Those who waste common resources subject others to problems when resource supply becomes insufficient” 
(Swedish National Centre for Priority Setting in Health Care, 2007, p. 134). 
145 What is in focus here is, again, the theoretical implications of symmetry in Luck Egalitarianism. More to the 
point: most Luck Egalitarians claim that good outcomes of option luck should be left without redistribution in 
the same way and for the same reasons as bad outcomes of option luck. For more on this see the section “Some 
Luck Egalitarian family quarrels” below.  
146 And Christina! 
147 We assume, for the time being, that it is legitimate to invest in stocks and that the computer company was 
impeccable in all its undertakings.   
148 Of course many other philosophies, such as libertarianism, would say this would be treating Doreen as less 
than Christina’ moral equal. However, they would do so from within their own value-base and as this value-base 
is not shared by Luck Egalitarianism these arguments do not apply here.  
149 This of course raises the question of how, if at all, Luck Egalitarians can accept any form of income taxation 
(for redistributive purposes). To start off, any income resultant from good brute luck will by internal logic be a 
legitimate source for redistribution. Dworkin, for instance, recommends taxation as a means of providing people 
with the kind of insurance they would have wanted to purchase had it been available (R. Dworkin, 1981). His 
account, however, is highly stylized and (as noted below) several authors have questioned the relevance of the 
insurance arguments to his overall theory. Nevertheless, many have argued that most actions are not 
dichotomously “option” or “brute” (for instance Kristin Voigt who puts option and brute luck on a continuum, 
see the section “The Abandonment objection” below. If so, then the “brute” part of incomes may be taxable. (A 
pertinent question is whether this part will really be ample enough to cover the expected costs of a redistribution 
scheme?) All in all, the common conception is that Luck Egalitarianism has a positive attitude towards 
redistributive taxation (Scheffler, 2003). 
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account of moral equals and unjust sharing of burdens do not seem to be the real reasons why 
Luck Egalitarianism recommends letting Doreen keep her gains.  

Continuing the analysis of situations of good option luck, perhaps another account could 
better explain the appeal of Luckism in such cases? In other words, can anything else than the 
notion of unjust sharing of burdens explain why Luck Egalitarianism wishes to let Doreen 
keep the gains of her success at the stock market? Well, one way is to refer to an instrumental 
value150 in risk-taking. Such a value could be operationalised by letting risk takers keep any 
returns of their gamble. Indeed, some passages in Ronald Dworkin’s writings convey such a 
message. He writes:  

If winners were made to share their winnings with losers, then no one would 
gamble, as individuals, and the kind of life preferred by both those who in the 
end win and those who lose would be unavailable” (1981, p. 294).  

Dworkin here speaks specifically of redistribution from winners to losers, but the argument 
can be expanded to cover redistribution from winners to non-gamblers also. In this vein, 
Jonathan Wolff and Avner De-Shalit (2011, p. 220) argue that everybody will be better off if 
some take risks by, for instance, investing in the stock market151. Since it is in everybody’s 
interest that some people take such risks, risk-taking should be encouraged by letting risk-
takers keep their returns152. Ignoring for the time being whether the empirical assumptions 
made by this argument are correct, it may be said that this argument has an intuitive ring. But 
it is clearly not the same argument as the account of unjust sharing of burdens offered above.     

Summing up so far, we have “the mere Luckism view” (that is: the view that the appeal of 
Luckism is self-explanatory and needs no further underpinning) and the view that autonomy 
provides the underpinning of Luckism. These are both accounts that explain the Luck 
Egalitarian position in regards to both good and bad outcomes of option luck. The account of 
unjust sharing of burdens, however, provides a plausible justification for non-redistribution 
towards the victim of bad option luck, and the account of the merit of risk-taking provides a 
justification for non-redistribution from the beneficiary of good option luck. Before 
concluding this section, it will be considered whether either of the latter two accounts may be 
tweaked to cover all outcomes of option luck153.  

 
150 To note, this value would be extraneous to egalitarianism itself. 
151 This thinking echoes the reasoning behind Rawls “difference principle”- that a certain level of financial 
entrepreneurialism is good for everyone in society.  
152 It is interesting to note that this argument does not seem to apply to gambling at the roulette table, an example 
often used in the discussion on Luck Egalitarianism. Society does not really stand to gain – apart from the 
possible joy to the gambler – by people playing roulette. The kind of risk-taking relevant here is instead 
entrepreneurial risk-taking. The fact that Doreen invests in stocks may be directly beneficial by providing job 
opportunities and/or indirectly beneficial by providing an economic basis for taxation. The latter invites the 
question posed in a previous footnote about Luck Egalitarianism and taxation.   
153 It may be asked whether it is really so important to find one argument which underpins Luckism across all 
different scenarios. Of course this is not crucial: patchwork theories are not illegal. However, the general view in 
philosophy is that it is more aesthetic, as well as more convincing, if a theory is unified and coherent. 
Additionally, many Luck Egalitarians (as already mentioned), claim that their theory is symmetrical and the 
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The account of unjust sharing of burden will be dealt with first. As explained above, this 
account rests on the notion that we should treat others as our moral equals. Hence, this 
account lets us say to Doreen as she is about to buy her computer stocks: “Hey Doreen, listen 
up. Before you buy those stocks, you should be aware that if you lose money as a result of 
this stock trading, you may not ask that Christina bails you out. Doing so be treating her as 
less than your moral equal, as she would need to sponsor your desire to make money by 
trading in stocks.”  

Now, would it be possible for Doreen to answer back in a similar vein? Doreen would then 
say: ”OK, I hear you. What you say sounds fair. I will treat Christina as my moral equal and I 
will not ask her to sponsor my desire to make money this way. But then I ask that Christina 
also treats me as her moral equal and that she does not ask me – should my gamble go well – 
to sponsor her desire not to gamble this way”. This argument is close in spirit to Dworkin’s 
line of reasoning (Dworkin R, 1981, p. 294).  

On closer inspection, however, Doreen’s analogy appears rather unconvincing. For it is not 
really Christina’s non-gambling Doreen would be sponsoring – but rather the sum of all 
Christina’s actions (and inactions), brute and option alike, that have led to her holding the 
financial position she is now in. Furthermore, if we turn from Christina and look instead to 
Betty, who also gambled and won, but won slightly less than Doreen, we see that common 
egalitarianism would recommend redistribution from Doreen to Betty also, as there is 
inequality between Doreen and Betty. Of course, Luck Egalitarianism would not154. 
However, for the Luck Egalitarian to use the notion of moral equals to explain why Doreen 
should keep the returns of her stock trading over Betty, who also gambled, Doreen would 
have to say to Betty “if I am forced to share my money with you it means you expect me to 
sponsor your failure to gamble in the exact same way as I did”. This seems odd. It gets even 
odder when we see that what Doreen is telling Betty, is actually: “I don’t want to sponsor 
your failure to be exactly like me and do exactly what I did”. The problem here is not that 
Doreen does not want to share her winnings – she is perhaps no egalitarian spirit – but rather 
that this way of explaining the Luck Egalitarian standpoint seems odd. Whereas we may 
consider a particular action as a failure to treat others as a moral equal, it seems implausible 
to consider a person’s whole situation as a failure to treat others as a moral equal155.  Hence, 
the account of unjust sharing of burden, while persuasive in cases of bad option luck, is less 
persuasive in cases of good option luck.  

What about the account of encouraging risk-taking? To tweak this to explain the Luck 
Egalitarian standpoint with regard to bad outcomes of option luck, we may rephrase the 
initial position to say, instead, that we do not wish to encourage simply any old risk-taking, 
but only clever risk-taking. By letting successful gamblers keep their returns we make it 
tempting to gamble, and by letting unsuccessful gamblers live with the effects of their poor 

 
attempt to find one argument which may deal with positive as well as negative outcomes of option luck is an 
attempt to take the claim of symmetricity seriously.     
154 This point is discussed in Segall, 2016, p. 59.  
155 This hinges, obviously, on what we mean by treating somebody as a moral equal. 
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choices we force gamblers to think twice. Were we to let successful gamblers keep their 
returns and save unsuccessful gamblers from the effects of their poor choices, we would 
reward all kinds of risk-taking. Non-redistribution to unsuccessful gamblers is necessary to 
avoid moral hazard156, or so this argument goes. But is it persuasive? Not really. First, by 
tweaking it this way many unproven empirical assumptions need to be made. These must be 
validated across a wide range of situations to substantiate the account of the merit of risk-
taking157. Second, by focusing so much on the value of risk-taking, the theory becomes less 
applicable to situations which are unlike true risk-taking situations158, as well as to situations 
where we do not wish to encourage risk-taking159. Finally, it is easy to think of cases where 
helping the victim of bad option luck would not hamper clever risk-taking. In such cases it 
would be difficult to explain why – with reference to Luck Egalitarianism – the victim may 
not be helped. Hence, the explanatory power of this argument in cases of bad outcomes of 
option luck seems rather weak.  

It is time to sum up. We have found that in response to the issue of normative underpinnings 
of Luckism, the Luck Egalitarian may claim that no further normative material is needed 
(“the mere Luckism view”), or that a notion of autonomy underlies Luck Egalitarianism, or 
somehow fuse the notions of unjust sharing of burdens and the merits of risk-taking. For an 
overview of the strengths and weaknesses of the arguments presented so far, see Table 4 
below. The position taken in this thesis is that most people who are drawn to Luck 
Egalitarianism are so because they share “the mere Luckism view”, rather than any other 
possible underpinning. To return to Aristotle’s notion of formal justice: “responsibility” is to 
Luck Egalitarianism the morally significant factor by virtue of which it is justified to treat 
people differently. All other accounts now discussed function, if at all, as mere buttress or 
ornament. Nevertheless, the account of unjust sharing of burden is very helpful when 
discussing Luck Egalitarianism in healthcare160; 161, and thus there will be repeated reference 
to it throughout this thesis. In doing so the account of unjust sharing of burden will, however, 
be taken for what it is162: an expression of Luckism, rather than a free-standing normative 
underpinning of it or of Luck Egalitarianism. To repeat: my belief is that there is no free-
standing moral underpinning of Luck Egalitarianism.  

 
156 For more on “moral hazard” see the section by the same name below.  
157 It would not be enough to say that people should carry the consequences of their risk-taking only when this 
leads to the best consequences for on that reading Luck Egalitarianism would collapse into a kind of 
consequentialism.    
158 For more on the specific relevance of risk-taking and gambling in Luck Egalitarianism, see also the section 
“Some Luck Egalitarian Family Quarrels” below 
159 For instance – in the area of health. For more on risk-taking in health see the section “From Luck 
Egalitarianism to Luck Egalitarianism in healthcare” below.    
160 Because, as will be explained in the section “Applying Luck Egalitarianism to healthcare priority setting”, 
priority setting challenges in healthcare arise mainly in situations of bad luck (of the brute or option variety), not 
so often in situations of good luck. 
161 For this reason, the discussion in Article IV makes frequent use of the account of unjust sharing of burdens 
(although for Article IV the more general term “opportunity cost” was used – for the relationship between these 
two accounts see the section “Opportunity cost and unjust sharing of burdens” below) 
162 Or, more correctly: for what this thesis argues that it is. 
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Table 4. Strengths and weaknesses of suggested normative underpinnings for Luckism  

 

Before moving on, one last comment about the account of unjust sharing of burdens must be 
made. This account indicates that if Doreen is in a Robinson Crusoe-type situation, alone on 
an island so her choices cannot affect anybody else’s choices or the distribution of resources, 
an outside observer with Luck Egalitarian inclinations would be permitted to help her if 
through irresponsibility she ended up in a yet worse situation – as she imposed a burden on 
no-one. This is in contrast with desertism, see below163. Not all agree that this would be the 
Luck Egalitarian’s response to Robinson Crusoe situations, however. Kristin Voigt, for 
example, claims that Luck Egalitarianism is not about not forcing others to bear a burden, and 
hence that it may recommend that Doreen be left without help even if it would cost nobody 
anything to help her (Voigt, 2007, p. 401)164. In reference to the alleged “harshness” of Luck 

 
163 The modified encouraging risk-taking view expressed above may fear that aiding Doreen in such a situation 
may reward sloppy risk-taking. However, in the absence of any others (who would stand to gain from Doreen’s 
clever risk-taking) this would amount to simple paternalism, and hence plausibly disregarded.   
164 Voigt bases her analysis on her readings of Richard Arneson And Ronald Dworkin. However, both authors 
may be read to provide arguments against Voigt’s position also. Voigt quotes Arneson: “it is bad if some people 
are worse off than others through no voluntary choice or fault of their own” and continues “no reference is made 
to the unfairness of making people pay for the choices of others” (2007, p. 401). Now what situations may that 
be? There are two different types of scenarios. Alice is hit by lightning (no fault or her own or of anybody else). 
This is classic bad brute luck – and Luck Egalitarianism will suggest egalitarian redistribution towards Alice. Or 
Alice it hit by Betty, who behaved recklessly (perhaps she was trying to pull off some kind of impressive stunt 
which she had not practised enough) This is classic bad brute luck for Alice and bad option luck for Betty – and 



 

  65 

Egalitarianism165, this implication may be called “ultra-harsh”. Reasons to oppose it, beyond 
its harshness, include that holding Doreen to her responsibility even when no one else stands 
to gain by doing so appears paternalistic and/or plain fetishist. It would be paternalistic if the 
reason for doing so is that it would somehow be to her long-term benefit. Absent reasons 
from paternalism and unjust sharing of burdens, it seems plain fetishist to care so much about 
responsibility. If it really helps nobody, not even the person herself, then it is hard to see why 
responsibility must be accounted for166. But then again, this may be precisely what Luck 
Egalitarianism is about. As argued previously the notion of unjust sharing of burdens is likely 
not a freestanding normative underpinning of Luck Egalitarianism – Luckism stands on its 
own. And Luckism holds that that responsibility should – as a matter of principle – influence 
distribution. On this reading Voigt is right and it would be wrong for the Luck Egalitarian to 
help Doreen (see also Albertsen and Midtgaard, 2014, p. 343).  

2.2.2.1.3 The relevance of “responsibility” to Luck Egalitarianism  

In the previous section and throughout this thesis, several pairs of supposed antonyms appear: 
ambition vs endowment; option vs brute; choice vs chance; responsible vs irresponsible; 
responsibility vs circumstance. These antonym pairs are at the very heart of Luck Egalitarian 
theory. Unlike in the discussion about “the currency of egalitarian justice” referenced above, 
where different terms denote normatively different standpoints, the choice of antonym pair a 
particular author uses carries no normative significance. The antonym pairs – taken together, 
like a yin and yang symbol – are all used to the same effect in the debate on Luck 
Egalitarianism.  

By this it is not meant, of course, that the words themselves are synonymous. Nobody claims 
that “choice” and “responsibility” mean the same (Tomlin, 2013). For instance, Alice may be 
called irresponsible if she neglected to check the brakes on her motorbike before heading for 
the roads, even if this was not a choice in the common sense of the word167 (Albertsen and 
Midtgaard, 2014, p. 338). Nevertheless, authors who explain Luck Egalitarianism by pointing 
to the moral difference between the outcomes of choice and chance mean, in terms of its 
normative implications, the same difference as those who point to the difference between, 
say, responsible and irresponsible behaviour. 

 
Luck Egalitarianism will suggest egalitarian redistribution to Alice from Betty. In other words, one of the 
prototypical ways that a person may be worse off than others through no voluntary choice or fault of their own is 
as a result of other people’s voluntary choices or faults. This, in the terminology established above, is an instance 
of unjust sharing of burdens straight off the Luck Egalitarian rule book, and quite consistent with Arneson’s 
writing. As for Dworkin, the already quoted passage about “paying the price of the life they have decided to 
lead, measured in what others give up in other that they can do so” indeed sounds as though the possible effect 
on others is a relevant aspect of Luck Egalitarianism.      
165 For more on this see the section “The Abandonment objection” below. 
166 Unless, of course, Luck Egalitarianism is really a theory about desert – see the section “the difference 
between Luck Egalitarianism and Desertism”, see below 
167 Joel Feinberg (1970, p. 126) in his taxonomy of human faults calls such situations ”instances of defective or 
improper care or effort (negligence, laziness)”. For more on such matters, see the section “Responsibility”, 
below 
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For consistency this thesis will use the antonyms choice and chance to describe the two 
spheres of human undertaking, in the following fashion:  

The word choice will be used for anything a person does in a situation where it 
is relevant to speak of her behaviour as responsible or irresponsible168. 
Responsible behaviour will be used to denote that the issue of responsibility 
was salient and that Alice took the expected responsibility, whereas 
irresponsible behaviour will be used to denote that the issue of responsibility 
was salient and that Betty failed to take the expected responsibility.  

The word chance will be used for anything that happens to a person in 
situations where it is not relevant to speak of her behaviour as responsible or 
irresponsible169; 170.  

The choice/chance antonym, or its counterparts, functions in Luck Egalitarianism to 
differentiate between the domain where egalitarian redistribution is called for and the domain 
where such redistribution is uncalled for. The distinction between choice and chance (or its 
counterparts) has been called the cut. Hence Gerald Cohen (1989, p. 922) writes “The right 
cut is between responsibility and bad luck, not between preferences and resources”. It is of 
vital importance to Luck Egalitarianism that the supposed antonyms are really antonymous, 
and that the cut between them is neat and clear. In fact, several Luck Egalitarians have 
suggested that if it is not possible to discern between choice and chance, Luck Egalitarianism 
loses its traction (Tan, 2008; Tomlin, 2013). For instance, if all our actions are (fully) 
predetermined then there is no choice/chance cut. In regards to this, Larry Temkin and others 
note that if hard determinism is true, Luck Egalitarianism collapses into common 
egalitarianism (Temkin, 2011, p. 56). Richard Arneson further stakes out the difference 
between choice and chance, as well as a middle ground between them, by proposing “the 
control principle” and “the extension of the control principle”. The first principle holds that 
one is not responsible for what lies beyond one’s control. The second principle, which is not 
logically derivative of the first, holds that “one is less responsible for what is harder and more 
painful to control” (Arneson, 2004, p. 3). Indeed, there seems to be a common-sense intuition 
that fairness is related to control:  

 
168 The terminology may not be entirely consistent on this point. In some places it is written that Luck 
Egalitarianism needs “a definition of responsibility”. True to the terminology established here it should instead 
be that Luck Egalitarianism needs “a way to define the sphere of choice as opposed to the sphere of chance”. The 
reason for this confusion is that a definition of responsibility will by extension be a definition of irresponsibility, 
and hence in effect define the sphere of choice. Of course, there are further possibilities – that the sphere of 
choice contains other positions than “responsible” or “irresponsible”; or that there are more spheres than choice 
or chance – but these will not be explored within this thesis.     
169 To be fully precise, “choice” will be used to denote: actions which are accurately analysed in terms of 
responsibility or failure to take responsibility – and the outcomes that flow from such actions. Chance will be 
used to denote: all happenings in the world which may not accurately be analysed in terms of any agent’s 
responsibility or failure to take responsibility – and the outcomes that flow from such happenings. 
170 This usage coincides with Susan Hurley’s usage of responsibility versus (thin) luck: “(Thin) luck is simply 
the inverse correlate of responsibility, so that what is a matter of luck for someone is what he is not responsible 
for” (Hurley, 2003) (p106) 
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The crucial test of whether the resulting health differences are considered unfair 
seems to depend to a great extent on whether people chose the situation which 
caused the ill health or whether it was mainly out of their direct control 
(Whitehead, 1991). 

There will be a fuller conceptual analysis of the word ”responsibility” in the section 
“Responsibility”, below. For now let it merely be noted that, true to it being a theory of 
justice in matters of distributive policy, Luck Egalitarianism links being held responsible to 
policy sanctioning: ”one holds people responsible for choices and actions by attaching 
positive or negative sanctions to their outcomes” (Arneson, 2004, p. 7).  

Again, the choice/chance cut defines who is responsible for their bad outcomes. However, 
one critique against Luck Egalitarianism questions whether and how normative implications 
may be drawn from this descriptive cut171. In other words, the critique claims there is a gap 
between the descriptive notion “behaving irresponsible” and the normative notion “bearing 
responsibility – in a morally relevant way – for that which occurred”. If Alice is said to have 
acted irresponsible, say she has squandered her money, this does not self-evidently imply that 
she should bear responsibility for this. To this point, Gerald Dworkin (Dworkin G, 1981) 
writes that each kind of responsibility ”serves as a foundation for reasoning about the next 
(…) but the step from causation to blame is never direct”. Now, to understand the importance 
of this critique we may return to the discussion above about “the mere Luckism view” (the 
view that distributive policy ought to track people’s exercise of responsibility, simply so). 
According to the critique here, we are dealing with two quite different accounts of 
responsibility (Dworkin G, 1981). It is likely that part of “the mere Luckism view” is 
precisely that the first account should lead to the second account172. But the question still 
remains as to how it should do so. Here, or so some argue, is a gap in Luck Egalitarian theory, 
which needs to filled by explaining how the two accounts are linked (Matravers, 2002; 
Hurley, 2003; Vincent, 2009; McTernan, 2015). For instance, Emily McTernan (2015) notes 
that responsibility may be defined in metaphysical or non-metaphysical ways. By a 
metaphysical definition of responsibility, she intends any attempt to define it without 
involving other value statements173. However, so McTernan argues, metaphysical definitions 
will fail to provide normative force for a responsibility-sensitive theory. The reason is that 
what should be in focus is not responsibility as such, but certain effects of responsibility: 

One should ask whether (a) particular responsibility practise is one that 
egalitarians should find valuable. Responsibility practices are valuable and 

 
171 Compare Hume’s doctrine: you cannot move from is to ought (without the correct kind of normative 
underpinning) (Pigden, 2010). 
172 Indeed, Luckism is a normative notion, not merely a position on the correct lexical definition of 
“responsibility” 
173 A natural way of doing this would be to tie it to causal responsibility. This is what is attempted in article IV. 
In line with McTernan’s argument to argument in Article IV is that a metaphysical definition of responsibility 
fails to do the normative work that Luck Egalitarians would wish. 
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potentially of significance for justice when they promote just social relations or, 
perhaps, produce certain instrumental benefits (McTernan, 2015).   

Hence to McTernan what matters is not whether Alice is responsible in a metaphysical sense, 
but rather whether it helps egalitarian justice to consider her so. Matt Matravers (2002) 
similarly notes that the “fact” that somebody is responsible has no ethical implications in 
itself. A related, but not identical, criticism comes from Greg Bognar (2019) who claims that 
in some situations normative considerations are necessary to judge whether a particular 
scenario is a matter of choice or chance174. Hence, according to Bognar, Luck Egalitarianism 
cannot be based on a “neutral” cut between choice and chance. Instead, normative material 
will always be smuggled into any way of making the choice/chance cut. Although he does not 
make this comment himself, one implication of Bognar’s critique is that Luck Egalitarianism 
is closer to desertism than its proponents may wish to acknowledge175.  

2.2.2.1.4  Some Luck Egalitarian family quarrels   

This section will present a number of attempts at finetuning and developing the core Luck 
Egalitarian position. Views that are presented in this section all share the assumption that 
Luck Egalitarianism is, by and large, correct176.  

As noted above, Luck Egalitarianism post Dworkin has moved beyond the terminology of 
“gambling”. Table 5 shows the kinds of situations which are commonly seen as such that may 
give rise to Luck Egalitarian considerations:  

 

 

 

 

 

 

 

 

 

 

 
174 In the same vein Peter Vallentyne (2002) presents situations where even fully informed choice is not 
sufficient to classify an action (or rather: the outcome of the action) as option luck. 
175 See also the sections “Reasonability and neutrality in Luck Egalitarianism” and “The difference between 
Luck Egalitarianism and desertism”, both below. 
176 Several other developments of Luck Egalitarianism which have arisen as responses to particular criticisms 
may also be found in the sections “Arguments for Health Responsibilism” and “Arguments against Health 
Responsibilism” below.  
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Table 5. Types of situations where Luck Egalitarian considerations may be relevant a) 

 

a) This is an adaption from from Cohen, 1989, p. 916, and Lippert-Rasmussen, 2001.  

As can be seen, the term “Luck Egalitarianism” appears as somewhat of a misnomer as Luck 
Egalitarianism is applicable even in situations which do not involve “luck” as this is usually 
understood. Hence the word luck is too narrow to cover the scope of Luck Egalitarianism. In 
another sense, however, it is too wide. This is so if we recall that adding Luckism constitutes 
the crucial difference between Luck Egalitarianism and common egalitarianism. Luck 
Egalitarianism agrees with egalitarianism in matters of bad brute luck – both theories suggest 
that victims of bad brute luck should be aided if possible (and there are no other relevant 
reasons not to). Hence what sets Luck Egalitarianism apart from common egalitarianism is 
not luck, broadly speaking, but rather option luck and the results thereof.  
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The term “Luck Egalitarianism” was coined by Elisabeth Anderson (1999, p. 289) as part of 
her critique of this school of thought. Some authors, such as Marc Fleurbaey, Carl Knight and 
Zofia Stemplowska, do not use the term Luck Egalitarianism but speak of “responsibility-
sensitive egalitarianism” (Fleurbaey, 2011; Knight, 2011, p. 151; Stemplowska, 2011, p. 
121). This term avoids all of the above problems. However, throughout this thesis the term 
Luck Egalitarianism will nevertheless be used, as it is widely accepted177. The term Luck 
Egalitarianism is used in this thesis in the broad sense of responsibility-sensitive 
egalitarianism as described in Table 5 above.  

Just as there are many terms for the choice/chance cut, there are many ways of explaining the 
core content of Luck Egalitarianism in the previous literature178. Two often used definitions 
are the following: 

It is unjust for individuals to be worse off than others due to outcomes that it 
would have been unreasonable to expect them to avoid (Segall, 2009, p. 13).  

Inequalities in the advantages that people enjoy are acceptable if they derive 
from the choices that people have voluntarily made, but inequalities deriving 
from unchosen features of people’s circumstances are unjust (Scheffler, 2003, 
p. 1).  

A more recent and very precise definition is offered by Andreas Albertsen:  

Distributions are just if and only if people’s comparative positions reflect 
nothing but their comparative exercises of responsibility (Albertsen, 2019). 

Many authors have discussed different aspects of symmetry in Luck Egalitarianism. One such 
question is whether even equal distributions can be unjust, which common egalitarianism 
obviously would deny. In a move which leans more to egalitarianism than to Luckism, Luck 
Egalitarian author Shlomi Segall (2009, pp. 17-18) argues that his theory recommends 
egalitarian redistribution only in cases of inequality, not equality. Thus, he claims that if two 
people are equal then all is well, even if this does not reflect their responsibility. To the extent 
that there is a tension between the egalitarian and the Luckism components, Segall thus – in 
this sense at least – favours egalitarianism179;  

 
177 Another reason to use it is to create resonance with Articles I-IV where the term Luck Egalitarianism is used. 
178 During the literature review for this thesis I came across more than fifteen different ways of expressing the 
essence of Luck Egalitarianism. 
179 Personally, I find it hard to understand Segall on this point. There are some plausible implications. If Alice 
has two fish and Betty has three, and Alice by mere chance finds a fish, the question arises whether she should 
have to share the found fish. As it was found by chance, the fish would under the normal Luck Egalitarian 
assumptions be up for sharing/taxation, but Segall’s suggestion means that she gets to keep it – because now she 
and Betty have an equal amount of fish. But how about the following scenario: Betty has three fish and Christina 
has four. If through no fault of her own Christina loses a fish (say, somebody stole it), she should normally, 
according to Luck Egalitarianism, be offered help (perhaps a substitute fish). But now, because Betty is there and 
has only three fish, so there is equality, Christina has to forget about her substitute fish? This seems odd. It is as 
though equality functions as a “safe place” where the normal rules of Luck Egalitarianism do not apply. But 
surely the fact of somebody else being in the same predicament is an instance of brute luck? To my mind, again, 
an advantage of Luck Egalitarianism is that it offers a principled account of when one can expect help. One can 
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Many others dispute this and argue that even equal distributions may be unjust – if they do 
not adequately mirror the choices people have made (Albertsen and Midtgaard, 2014; Couto, 
2018)180. Andreas Albertsen claims that most Luck Egalitarians in fact favour symmetry, in 
this sense, arguing that equal distributions arising from unequal exercise of responsibility are 
as undesirable as unequal distributions arising from equal exercise of responsibility.  

Although it is likely true that most Luck Egalitarians agree with Albertsen, it could be noted 
that many definitions of Luck Egalitarianism sound as though the theory is only about 
negative outcomes of option/brute luck181. One example is Alexandra Couto’s (2018) 
definition that “Only relative deprivations for which individuals are not responsible ought to 
be compensated”. However, other definitions are clearly symmetrical: “Distributions should, 
as a matter of justice, reflect the choices that it is reasonable to hold agents responsible for, 
while the effects of brute luck must be compensated for” (Voigt, 2007).   

The fact that people’s preferences and choices may change over time has inspired some 
interesting discussions regarding Luck Egalitarianism. Some authors have taken it as a 
damning aspect of the theory that it fails to account for the fact that we may change our 
lifestyles from irresponsible to responsible (Vansteenkiste et al., 2014). Others, such as Larry 
Temkin and Richard Arneson, claim that Luck Egalitarianism may be modified to 
accommodate for the fact of changing preferences (Arneson, 2004, p. 6; Temkin, 2011, p. 
65). Patrick Tomlin (2013) suggests what he calls “dynamic Luck Egalitarianism” as such a 
modification. According to this view, Alice’s degree of responsibility should not be assessed 
by looking at who she was and did at the time of action, but rather at the time when we 
consider policy implications of her action. The point is that as time goes by and personalities 
changes, it may no longer be adequate to hold Alice fully responsible for things she did a 
long time ago, even if it was right, then, to say that she was responsible for them182. Tomlin 
acknowledges that this modification will decrease the impact of the Luckism part of Luck 
Egalitarianism (that is: the modification will make Luck Egalitarianism more similar to 
common egalitarianism).  

Although it seems sensible to provide a role for the passing of time in the attribution of 
responsibility, it should be pointed out that this will raise new problems for Luck 
Egalitarianism. These have to do with the fact that the amount of time that passes between the 
action and priority setting183 is morally arbitrary. Say Christina, Doreen and Eileen are all 
smokers, but for whatever reason they will all give up smoking in four years’ time. Christina 
is fortunate and develops no smoking associated disease. Doreen and Eileen are less 

 
expect help when one is in dire straits through no fault of one’s own. It seems odd, then, to muddle the picture by 
adding considerations which are external to the action, such as whether there is somebody else in the same dire 
straits. 
180 This is echoed in the definition of Luck Egalitarianism offered by Kristin Voigt, presented a few footnotes 
ago.  
181 In regards to the definitions presented a few paragraphs ago, Segall’s sound as though it only deals with 
negative outcomes, whereas Scheffler’s and Albertsen’s clearly deal with negative as well as positive outcomes.  
182 Rebecca Brown and Julian Savulescu (2019) raise a similar point. 
183 Or any other form of policy effectuation.  
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fortunate: Doreen is diagnosed with laryngeal cancer merely one year after having stopped 
smoking, whereas Eileen is diagnosed with lung cancer 15 years after having stopped 
smoking. In both cases, it is thought that cigarette smoking led to the cancer. (Let us set aside, 
for now, the inequality between Doreen and Eileen on the one hand, and Christina on the 
other hand – all smoked, so it seems like a matter of brute luck (unfair) that Doreen and 
Eileen developed cancer whereas Christina did not184). A likely consequence of Tomlin’s 
proposal is that Doreen will be considered more responsible for her condition than Eileen, as 
Doreen was so recently a smoker when her condition was diagnosed. Yet the fact that Doreen 
happened to develop a fast-growing tobacco-related cancer, and Eileen a slowly-growing 
cancer, surely seems like a matter of brute luck. If so, time to diagnosis seems an implausible 
candidate for factors on which to base Luck Egalitarian policy. Yet at least in the healthcare 
setting, the time of diagnosis is the natural instance to perform the responsibility 
consideration recommended by Luck Egalitarianism185. Thus, Tomlin’s proposal does not 
seem to satisfactorily solve the problem of changing preferences over time.  

Another question regarding timing in Luck Egalitarianism has been addressed by Alexandra 
Couto (2018). Couto claims that Luck Egalitarianism is open to different interpretations 
regarding when its policy should kick in. Borrowing terminology from elsewhere in this 
thesis and article IV186, it may be said that Couto discerns between an ”ex ante” approach, 
which aims at preventing inequalities, and an ”ex post” approach which equalises inequalities 
once they have arisen. For several reasons Couto suggests Luck Egalitarianism ought rather 
to prevent inequalities from ever appearing, than let them appear and then equalise them 
away187 Couto claims that preventing inequalities will lead to less inequalities overall; that it 
is less demeaning for people to never have been unequal than to have had equalising 
measures applied to them; and last that such strategy will better help people to actually be 
responsible. The last claim has to do with the fact that Couto sees responsibility as intimately 
linked with “real possibilities to access advantages through our own choices” – presumably, 
therefore, a person is more responsible if she has more such possibilities than less188. 
Therefore Couto claims that Luck Egalitarianism as a theory about increasing individuals’ 
capacity for responsibility should prevent unfairness, as this grants people more possibilities, 
rather than equalise resultant inequities189. Another argument in support of making the 
starting field equal is the badness in letting people be exposed to the risk of choosing badly 
(Voorhoeve, 2008). This argument has a paternalistic ring to it. However, it can easily be 

 
184 This issue is dealt with below, see the section “Inconsistent and self-contradicting”. 
185 There is much more to say on the timing of Luck Egalitarianism – see the section “Applying Luck 
Egalitarianism to healthcare priority setting” below. 
186 Observe that the usage of ex ante and ex post here differ somewhat from the way they are used in article IV. 
187 A similar thought is expressed in Matravers, 2011, pp. 150-151. 
188 Wolff and De-Shalit (2011, p. 226) also advocate such a view, discerning between “formal opportunity” and 
“genuine opportunity” to act in different ways. 
189 It is not self-evident that Luck Egalitarianism is really a theory which strives to increase individuals’ capacity 
for responsibility. Under the most plausible readings of responsibility (see more in the “Responsibility” section, 
below) this would mean that Luck Egalitarianism ought also, for instance, to provide educational programmes to 
help individuals deal with heuristics and biases. Susan Hurley (2011), not herself a proponent of this theory, 
suggests something like this but within a more general liberal framework. 
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shown that being exposed to the risk of choosing badly will strike some people more than 
others, so in this sense the argument may be of relevance to the egalitarian. A further 
argument for the Luck Egalitarian to create, as far as possible, an equal starting field is that 
this might be the only way to make the theory have real impact. For those who claim that 
when starting positions are highly unequal, very little of what we do is governed by option 
luck and very much by brute luck, there is little for Luck Egalitarianism to “work on”. As the 
Luckism part of the theory kicks in only in instances of option luck, it makes sense to set the 
stage so that people can actually chose. Only when the starting field is equal will option luck 
be a salient feature in judging people’s actions, or so this argument goes190 (Voigt, 2007). 

One discussion generic to all egalitarianism, and hence relevant to Luck Egalitarianism, is 
how to deal with natural differences such as “shyness, stupidity, ugliness, and having the 
‘wrong’ skin colour” (Segall, 2010, p. 344; Segall, 2011). Should Luck Egalitarianism 
equalise all effects of Betty being more pretty than Eileen? The question is pertinent as the 
difference in prettiness is surely a matter of brute luck. Kok-Chor Tan (2008), taking the lead 
from Rawls, has argued that Luck Egalitarianism is an “institutional” theory and therefore 
applies only to such effects of brute luck which influence opportunities or resources within 
the control of the social institutions. Thus, if Betty is more pretty than Eileen, but this has no 
direct implications, then Luck Egalitarianism is right to let this inequality remain unequalised, 
even though it is a matter of brute luck. However, if Betty’s prettiness makes for significantly 
different opportunities between the two women, and this difference can be affected by the 
social institutions, then society should indeed attempt to equalise the difference. Returning to 
the discussion of Couto above, this is a situation where it easy to think that Luck 
Egalitarianism must opt for the compensation approach – that is: to compensate Eileen for her 
plainness rather than to somehow make the two women equally pretty191. Furthermore, 
several authors have claimed that Luck Egalitarianism pays insufficient attention to how 
cultural and social norms affect how people regard each other and each other’s actions 
(Hurley, 2011; Couto, 2018; Gheaus, 2018). Thus, whereas it may not be easy to make Eileen 
pretty, it may well be possible to change the societal norms concerning beauty so that the 
world will be less pampering to the pretty and more supportive of the not so pretty. 

Some authors have suggested that the normative content of Luck Egalitarianism is 
insufficient to guide policy. In addition, a principle of stakes is needed (Olsaretti, 2009; 
Tomlin, 2013). On this view, it is indeterminate as far as policy goes to claim that “Alice has 
behaved irresponsibly and therefore should bear the consequences of her actions”. To tease 
out the policy implications of Luck Egalitarianism a principle of stakes is necessary to 
explain what kinds of consequences should be considered, and by virtue of which features of 
Alice’s actions. Conversely, attempting to apply the theory without a principle of stakes will 
lead to results which are morally arbitrary. Olsaretti claims that a principle of stakes should 

 
190 More will be said about the pros and cons of levelling the starting field in the section “The multiple 
determinants of health” below. 
191 As a matter of fact, Couto writes encouragingly of enhancements as a way to prevent unfairness, so she might 
think otherwise here. 
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not be read as a way of limiting the role of responsibility192, but rather as a way to “flesh out” 
what responsibility really means. She furthermore claims that the answer to the question of 
stakes cannot be derived from within Luck Egalitarianism itself – she is in this sense a 
pluralist (see below).  

An example may illustrate what the issue of stakes is all about. Alice, Christina and Betty all 
work at the same workplace and have the same wages. Alice uses her wages to buy normal 
food at the normal food stuff store, where she meets her future partner Doreen. Unknown to 
Alice (and not reasonably expectable), Doreen carries a sexually transmittable disease. In 
addition to buying her normal food, Alice is able to save a little something each month.  

Christina, in turn, has a grander plan for her life. She eats only oats and studies the financial 
market attentively. She is able to save half of her wages, which she invests in stocks. Her luck 
on the stock market is good and soon she has doubled her initial input. She sets up a savings 
account in a bank whose operations are so lucrative that without any further effort on her part, 
her assets keep doubling every odd year. She soon becomes complacent, stops leaving her 
house and grows very overweight.  

Last there is Betty, who squanders her salary at the casino table one night. Next day at work 
she feels so ashamed that she decides never to show her face there again. Instead she spends 
her days collecting trash. As a result of this she develops contact allergy.  

Now fast forward 40 years. We find Alice married to Doreen, with a sexually transmittable 
disease and some savings. Christina is alone, super rich and obese. Betty has contact allergy 
and is super poor. On the standard reading, Luck Egalitarians would say that Alice has been 
responsible and should keep her savings – and should not have to pay the healthcare costs 
related to her sexually transmittable disease. Christina has had fantastic option luck and 
should keep her profit, but must pay for any healthcare costs related to her obesity. Betty has 
had bad option luck and should expect no financial aid, and should also pay all healthcare 
costs related to her contact allergy herself.  

However, the importance of Olsaretti’s “stakes” argument is that Luck Egalitarianism is not 
strictly limited to this reading. Indeed, the stakes may be defined in such a way that very 
minor irresponsibilities, or irresponsibilities committed very long ago, are discounted for. For 
instance, Betty may be let off the hook for having the contact allergy, and receive healthcare 
for this ailment without cost to herself. The stakes may also be set so that no one, regardless 
of what they have done, is abandoned and allowed to go under a certain monetary threshold. 
Again, that would save Betty from squalor. More complex, it may be so that the stakes find 
fault with the “snowball effects” involved in Christina’s case. For sure Christina’s first lucky 
strike at the stock market was good option luck, but the fact that there is a bank system which 

 
192 For a discussion of “limiting” the impact of responsibility, see the section “The abandonment objection” 
below.  
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is capable of increasing her wealth exponentially arguably goes way beyond good option 
luck. Hence, the stakes may be adjusted to account for this also.  

An advantage of the stakes approach is that it could be used to solve some of the (alleged) 
problems of harshness within Luck Egalitarianism193. A disadvantage is that spelling out the 
stakes will likely be extremely complex. First, all possible walks of life and their effects, over 
a myriad of permutations, must be analysed beforehand so that people have a fair chance of 
knowing which policy sanctions may later be imposed on them. Only then do they have a 
possibility of making wise choices194. Second, if Olsaretti is right that the stakes are not 
themselves derivable from Luck Egalitarianism195, it may be hard for Luck Egalitarians to 
agree over which external principles should be borrowed to complete the picture196. 
Relatedly, with stakes coming in from all over the place, it may be challenging to give the 
overall theory a cohesive feel197.  

Another challenge for Luck Egalitarianism is that peoples’ choices are often intermingled, so 
that the effects of one become contingent upon the other. In the scenario sketched above, one 
may for instance wonder whether the attitudes of her workmates influenced Betty’s decision 
never to return to work. Obviously, Betty’s situation should ideally reflect her own, and only 
her own, actions. Situations which illustrate this problem include cooperative tasks where the 
success of a project is dependent on everybody’s cooperation (Lippert-Rasmussen, 2001; 
Lippert-Rasmussen, 2011; Miller, 2011).  

One extensive discussion in Luck Egalitarianism has concerned how to accurately tell choice 
from chance198. More to the point, choice and chance sometimes interact in ways that make it 
hard to locate the “responsibility cut”. For instance, if Eileen has poor talents for studying but 
could have developed her talents further, to what extent may we put her poor grades down to 
choice or chance? (Again, this is the issue troubling Serena Olsaretti and for which her 
principle of stakes is a suggested solution). One author who has discussed the interaction of 
choice and chance is Marc Fleurbaey199 (2011). Fleurbaey writes about situations where Luck 
Egalitarianism dictates that there should be equalisation, but where the result of equalising 
measures to the concerned parties will be foreseeably different. Some people are simply 
better at making use of the resources they get200. The question for Luck Egalitarianism is 
whether to factor in this difference, so that some are given a larger share than others? The 

 
193 Which will be dealt with in the next section. 
194An explicit argument to this point is Savulescu’s (2018) “golden opportunity” argument.  
195 This is something else than finding a suitable definition of “responsibility” (which is the topic of Article IV). 
Although such a definition is not, in the logical sense, derived from Luck Egalitarianism it is easier to show how 
some proposed definitions are more in line with the general concept of Luck Egalitarianism than others. In 
regards to stakes matters are more complex – as Olsaretti points out Luck Egalitarianism is open to (almost) any 
interpretation here.  
196 For more on this see the discussion on pluralism in Luck Egalitarianism in the following section. 
197 However, it should be noted that to the extent the “stakes problem” is relevant, it will have the same 
implication for other theories of distributive justice as well. 
198 This is also the topic of article IV. See also the also the section “Impossible!” below. 
199 Fleurbaey, unlike Olsaretti, finds these issues resolvable from within the confines of Luck Egalitarianism 
theory itself. 
200 Kalle Grill (2016) calls this “the able chooser” challenge for Responsibilist policy. 



 

  76 

theory’s overall claim that our standing should not be influenced by things beyond our 
control – such as, perhaps, our capacity to make good use of resources – is open to 
interpretation here. Indeed, this issue relates also to the discussion of whether resources or 
welfare (or similar) is the proper currency of equality201. Fleurbaey notes, however, that 
giving differentiated redistributive shares may be in conflict with the commitment to 
neutrality in policy which many Luck Egalitarians also endorse202.  

Many authors have discussed the relationship between Luck Egalitarianism and other 
theories. One close neighbour which several Luck Egalitarians have wished to part ways with 
is desertism203. Nir Eyal and Matt Matravers both have provided an analysis which links the 
thinking in Luck Egalitarianism to the thinking within retributive justice (Eyal, 2006; 
Matravers, 2011). To Eyal, the core commitment in Luck Egalitarianism is to prevent 
“innocent disadvantage”, and this notion may help to explain some features in retributive 
justice, such as the strong effects of moral luck (Nagel, 2013)204. Some authors have also 
discussed the possibility of combining the central Luckist component with neighbouring 
normative theories, to yield “luck prioritarianism” or “luck sufficientarianism” (Arneson, 
2008; Duus-Otterström, 2012; Herlitz, 2018; Davies and Savulescu, 2020). 

Many Luck Egalitarians are pluralists, meaning they endorse other (that is: non-egalitarian) 
ethical principles beside Luck Egalitarianism. Some authors have noted this merely in 
passing, whereas others have provided a thorough analysis of which principles may properly 
be combined with Luck Egalitarianism and which not. For such an analysis, see for instance 
(Albertsen and Midtgaard, 2014; Segall, 2015; Albertsen and Nielsen, 2020, pp. 342-345). A 
similar discussion has concerned how the Luckism component of Luck Egalitarianism relates 
to other valuable aspects within egalitarianism itself. “Social egalitarians” or “relational 
egalitarians205” such as Elisabeth Anderson and Samuel Scheffler have claimed that Luck 
Egalitarianism provides “an answer to the wrong question”. According to Anderson (1999), 
the proper goal of equality is to create a society where there is no oppression and where 
everyone has equal social standing. This goal, so Anderson claims, is not reached but rather 
missed by theories which focus on “who did what” issues. Furthermore, Anderson fears that 
Luck Egalitarian policy may increase inequalities and that this may distort peoples’ equal 
social standing. This has led some authors to try to bridge the gap between Luck 
Egalitarianism and social egalitarianism. For instance, Anca Gheaus (2018) and Zofia 
Stemplowska (2011) have suggested that Luck Egalitarianism, qua egalitarianism, might seek 
to distribute equally not only material resources but also some “democratic relational goods” 
such as status and power. 

 
201 For more on this, see the section “Theorising distributive justice” above. 
202 See the section “Reasonability and neutrality in Luck Egalitarianism” below. 
203 See the section “The Difference between Luck Egalitarianism and desertism” below. 
204 For more on moral luck see the section “Responsibility” below. 
205 The first term is from Zofia Stemplowska (2011, p. 116), the second is from Anca Gheaus (2018). 
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2.2.2.1.5 The abandonment objection  

Elisabeth Anderson, mentioned above, also raised the “abandonment objection”206 which has 
sparked much debate inside and outside of the Luck Egalitarian camp. Anderson describes 
the following situation:  

Consider an uninsured driver who negligently makes an illegal turn that causes 
an accident with another car. Witnesses call the police, reporting who is at fault; 
the police transmit this information to emergency medical technicians. When 
they arrive at the scene and find that the driver at fault is uninsured, they leave 
him to die by the side of the road (Anderson, 1999, p. 295). 

Another situation which has also been frequently used to illustrate the possible abandonment 
problem comes from Marc Fleurbaey:  

Bert has received a normal and balanced upbringing, but he has freely adopted 
a negligent and reckless character. In particular, he enjoys having his hair 
blown by the wind when he rides his motorbike on the highway, and he seldom 
wears a helmet even though he has one and it is compulsory to wear it. One 
morning he takes out his motorbike to pay a visit to his parents, and, on leaving 
them, spurns his mother’s warnings about the helmet, saying: ‘I prefer to take 
the risk and enjoy the wind!’ But on this particular morning, Bert’s careless 
driving causes an accident, in which he suffers serious head injuries. The 
hospital diagnoses a trauma which requires a costly operation Bert cannot 
afford because he has no health insurance. He will die if nothing is done. In this 
case, the equal opportunity principle would not endorse any transfer of 
resources to help Bert. He is fully responsible for his injury (Fleurbaey, 1995, p. 
40).  

The relevance of case illustrations like these is that they are said to illustrate the harshness 
and/or injustice in any theory, like Luck Egalitarianism, which refuses to aid (=abandons) a 
person in need merely because their need arose through their freely chosen actions. The 
harshness objection may be stated formally in the following way:  

(P1): A plausible theory of justice will not abandon individuals to experience 
severe and/or very harmful results. 
(P2): Luck Egalitarianism will abandon individuals to experience severe and/or 
very harmful results. 
(C): Therefore, Luck Egalitarianism is not a plausible theory of justice. 

 
206 In the previous literature this objection is sometimes called “the abandonment objection” and sometimes “the 
harshness objection”. Throughout this thesis both terms will be used and are considered as synonyms. This is 
withstanding Andreas Albertsen’s comment that it makes better sense speak of “harshness”, as Luck 
Egalitarianism, although perhaps sometimes harsh, must not necessarily lead to the abandonment of 
irresponsible individuals (Albertsen and Nielsen, 2020).   
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(adapted after Go, 2020) 

There may be several reasons to support P1 above. It may be said that refusing to aid the 
person is in conflict with other (non-egalitarian) strongly held intuitions; that doing so is out 
of proportion to the fault of the person; or that doing so is in conflict with the overarching 
project of egalitarianism. Several Luck Egalitarians have taken the harshness objection to 
heart and tried to modify Luck Egalitarianism to avoid the many problems suggested 
above207; 208.  

The first and easiest response is a reply to the intuitive charge that it just ”feels wrong” to 
abandon the negligent victim. The response here consists of two parts (Albertsen and Nielsen, 
2020). The first is to conclude that Luck Egalitarianism rests on other intuitions, which have 
an appeal of their own. If Betty finds her own intuitions more important than those offered by 
Luck Egalitarianism, this shows that Betty is no Luck Egalitarian, but not that the theory is 
wrong. The second line of defence is to point out that the intuitive horror that we may feel 
when we read about Andersons’ or Fleurbaey’s unfortunate road users has to do with the fact 
that we are only seeing part of the picture209. When we focus, myopically, on Anderson’s 
uninsured driver or Fleurbaey’s Bert, we fail to notice that if we give them full attention, we 
risk leaving somebody else to, as it were, die by the side of the road. Distributive justice 
should be seen as a kind of zero-sum game: the resources given to the uninsured driver or to 
Bert could, alternatively, have been given to somebody else210. When we take in the broader 
picture and compare the fate of ”the uninsured driver” to other unfortunate road users who 
did nothing wrong, we may be more inclined to give the resources to the other unfortunate 
road users. Thus, the force of the intuition fades when we see the whole picture (Voigt, 2007; 
Albertsen and Nielsen, 2020)211. 

Another way to defend Luck Egalitarianism against the charge of harshness is to use an 
empirical argument and say that situations of abandonment will not happen very often and 
therefore prove less of a problem to the theory212. This answer is not usually presented on its 
own but rather in combination with a suggested adjustment of the desiderata for responsibility 

 
207 To note, many (but not all) answers to the issue of harshness will by extension also solve the problem of ultra-
harshness mentioned above (see the section “The moral underpinnings of Luckism” above).  
208 Johann Go (2020) adds a different kind of harshness, which he calls “the discrimination objection”. This is 
when a person acts in a way which leads to bad consequences due to unfair and/or bigoted attitudes in society – 
for instance if a homosexual individual in a homophobic context divulges her sexual identity. If Luck 
Egalitarianism says this individual has to bear the consequences of her free choice to divulge this, this amounts 
to a kind of harshness.  
209 Another possible “focussing problem” with the examples of Anderson and Fleurbaey is that their scenarios 
are so dramatic. It may be so that part of our intuitive horror at leaving the injured patients unattended come 
from our more general horror at dramatic injuries. If this is true it would not undermine the relevance of these 
cases but perhaps limit the transferability of our intuitive response to these cases to other, less dramatic instances 
of “harshness”.  
210 This is the standard assumption in priority setting and hence of great relevance to this thesis.  
211 This observation is in line with the insistence, above, that a good argument for Luck Egalitarianism is the 
consideration of unfair sharing of burdens. For more on unjust sharing of burdens, see the section “The moral 
underpinnings of Luckism” above. 
212 Returning to the formal scheme above, this means questioning P2.  
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(see below). The result then is that with these adjustments, cases of abandonment will be very 
rare. This is the strategy used by, for instance, Kristin Voigt (2007).  

Now we will turn to some more elaborate ways of dealing with the harshness/abandonment  
objection. One possible strategy is to keep Luck Egalitarianism as it is – including its 
potentially harsh implications – but add other considerations to make up a pluralist value 
system. For instance, Shlomi Segall (2009, pp. 75-78) suggests a principle of “meeting basic 
needs” which would help individuals in dire straits, independent of their possible 
responsibility for their situation213. Similarly, Larry Temkin (2011, pp. 65-66) holds that 
Luck Egalitarianism provides “local reasons” (for instance, to “abandon” an irresponsible 
person), which should be balanced against “global reasons” (which may instead recommend 
aiding the same person). Kristin Voigt (2007) suggests coupling Luck Egalitarianism to a 
notion of a guaranteed ”minimum threshold” level of resources which is to be decided by 
what everybody needs to function as equals in society. The money to assure such a minimum 
threshold may be collected from a compulsory insurance scheme. Other pluralist suggestions 
have been made by many Luck Egalitarians (Eyal, 2006; Tan, 2008; Albertsen, 2016a; 
Arneson, 2018). Arneson (2011, p. 42) calls Luck Egalitarianism, when part of a pluralist 
value framework, ”non-comprehensive Luck Egalitarianism”.  

Obvious problems with applying a pluralist framework include the balancing of all the 
various components and solving possible value conflicts between them (Voigt, 2007). As 
noted above, some Luck Egalitarians have gone a long way to discern likely candidates from 
less likely candidates as co-theories for Luck Egalitarianism. Another problem may be that 
some forms of basic needs or compulsory insurance models seem to make certain forms of 
risk-taking impossible. If it is so that part of the appeal of gambling is that there is a risk that 
you end up with nothing at all, some pluralist solutions to the harshness objection seem to 
take away that appeal (as the policy will not allow you to end up with nothing at all) (see for 
instance Eyal, 2006, p. 14). This may seem like an unappetising implication to people who 
endorse Luckism214.  

Another suggested way of saving Luck Egalitarianism from the arguably unattractive 
consequences indicated by the harshness objection is to adjust the desiderata for 
responsibility, so that some actions are seen as exempt from the “no compensation” 
category215; 216. (Some authors, such as Shlomi Segall, use such strategy and the pluralist 

 
213 Anders Herlitz, as well as Julian Savulescu and Ben Davies, does something similar by integrating 
sufficientarianist thinking into Luck Egalitarianism (Herlitz, 2018; Davies and Savulescu, 2020). In such luck-
egalitarianism-plus-sufficientarianism, irresponsible patients who are not too bad off (=above a pre-set threshold 
level of health) will not receive medical help, whereas patients who are badly off (=below the threshold) may do 
so regardless of responsibility. 
214 For more on the possible problems with a pluralist approach, see the section “The principle of parsimony” 
below. 
215 Albertsen and Nielsen call this a “revisionist” strategy for the Luck Egalitarian 
216 This is different to the abovementioned strategies of, for instance, “meeting basic needs”. In the latter some 
outcomes, even though they flow from an agents’ irresponsible behaviour, will merit egalitarian redistribution 
even though the action was seen as irresponsible – because the outcomes are so dire. In the adjusted desiderata 
strategy, the definition of responsibility is changed so that the action is no longer seen as irresponsible. Hence, 
”meeting basic needs” save Luck Egalitarianism from harshness by taking another view of outcomes, whereas 
adjusting desiderata achieve the same object by reconsidering actions. Mixing the two – saying that ”the 



 

  80 

strategy outlined above). Thus, instead of demanding that Alice should bear the burden of all 
her freely chosen actions, one may hold that she should bear the consequences of only some 
of her freely chosen actions. In this vein, Segall (2009, p. 13) writes: “It is unjust for 
individuals to be worse off than others due to outcomes that it would have been unreasonable 
to expect them to avoid”, and Anca Gheaus (2018) similarly claims that Luck Egalitarianism 
ought to let stand only such ”inequalites which individuals could have avoided at reasonable 
costs to themselves”. Tom Walker (2010) also uses “reasonableness” as a desideratum to the 
same effect217. A way of specifying which kinds of actions would be unreasonable to expect 
people to avoid is offered by Zofia Stemplowska, who ties permissible exemption to a notion 
of “essential interests”:  

Sometimes needing to act prudently lest it lead to a disadvantage would require 
a sacrifice that is greater than whatever sacrifice is necessary to provide 
compensation should the disadvantage arise. This is usually the case when 
essential interests are served by not needing to act prudently and assistance is 
not prohibitively expensive. (Stemplowska 2011, p. 129). 

As an example of when this may be the case, Stemplowska sketches a situation where a 
person can only protect herself against a contagious disease by keeping total social seclusion. 
According to Stemplowska this kind of sacrifice is too high, in terms of social value, to be 
expected of a person. Therefore, she should receive treatment for the contagious disease (if 
she should catch it), even though she caught it through her own, avoidable choice to reject 
total social seclusion218. Similar to Stemplowska’s notion of “essential interests”, Jonathan 
Wolff and Avner De Shalit (2011, p. 228) use the notion of “functionings” to modify the 
desiderata for responsibility to avoid some of the consequences of the harshness objection. 
They suggest that the level of responsibility for disadvantages should be determined by how 
damaging more responsible options would have been to the “functioning” of a person. Thus, 
if Christina could only have avoided behaving in a certain way by doing something which 
would have been very damaging to her “functionings”, this may be counted as though she had 
no real choice at all219.  

Nir Eyal (2006) takes a different tack to prevent Luck Egalitarianism from some of the 
implications of the harshness objection. Eyal says that a subclass of the possible victims of 

 
outcomes were so dire that you are not held responsible” seems odder, as it invites moral luck problems into the 
very concept of responsibility. As can be understood by the discussion in the section “Responsibility” below, 
moral luck problems are unavoidable in this context, but they do not need to be built into the concept of 
responsibility itself. The suggested desiderata for responsibility in Article IV, for instance, are immune to moral 
luck (at least in Thomas Nagel’s sense of “resultant luck”). 
217 For more on the possible role for notions of “reasonableness” in Luck Egalitarian theory, see the section 
“Reasonability in Luck Egalitarianism” below, as well as Article IV. 
218 As I write this, in spring 2021 during the COVID-19 pandemic, this example seems particularly apt. For more 
on possible responses to a case such as that sketched by Stemplowska, see the next section.  
219 Nir Eyal argues along similar lines but to reach quite a different point. He describes a gambler, who is in a 
situation where the odds are so favourable that it would make bad sense not to gamble. In this situation, it may 
be right to say that the gambler had no genuine choice. However, this to Eyal is no reason to provide the gambler 
with economic support, should the gamble turn out bad after all. Thus, Eyal rejects “reasonable avoidability” and 
suggests instead a “moralized” account of when risk-taking may be accepted in Luck Egalitarianism.  
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the (alleged) harshness of Luck Egalitarianism should be saved – those who take risks for 
virtuous reasons. Hence, if Eileen is a fire-fighter who is hurt while doing her duty, Eyal’s 
proposition would mean that Eileen would receive healthcare on the same terms as if though 
her medical condition had been outside of her control. Eyal writes:  

That someone incurs a disadvantage without having chosen culpably to risk 
incurring it is, in a central respect, unjust. If, however, that disadvantage results 
from that person’s own culpable choice to take that risk, then (…) that 
disadvantage can remain perfectly just. “Culpable” choice is understood as a 
free and at least somewhat morally wrong choice (Italics in the original) (Eyal, 
2006). 

Yet another way of saving Luck Egalitarianism from the harshness objection is to frame 
choice and chance as the end points of a continuum rather than categorical entities. Most real-
world actions may be seen as partially governed by the individual’s options, and partially by 
contextual features which the agent cannot control. The implication is that Luck 
Egalitarianism should hold individuals responsible in proportion to the degree of choice they 
had exercised. This strategy is proposed by Kristin Voigt, who comments that only very 
rarely is a person’s actions so solidly determined by her choices that it would make sense for 
Luck Egalitarianism to flat out abandon her220; 221. Instead the theory would nearly always 
offer at least some support – in proportion, of course, to the level of chance 
involved222(Voigt, 2007). Voigt is careful to point out that her suggestion does not hinge on 
the actual outcomes of the actions, nor on the probabilities of different outcomes223, but 
squarely on the degree of the choice/chance characteristics of the agent’s situation. This is a 
powerful suggestion, as it sticks very close to the internal logic of Luck Egalitarianism. What 
is won in terms of internal consistency, however, may be lost in terms of practicability. As 
noted in the “Impossible!” section below, judging – even in a dichotomised fashion – whether 
something is a matter of choice or chance may be very difficult indeed. To make such 
judgments sensitive to a myriad of grey zones – and insist that policy must faithfully track 
these – would demand policy officials with superhuman analytical and executive skills. 

Andreas Albertsen, who has written extensively about the harshness objection, notes all 
hitherto suggested strategies do not address the charge that Luck Egalitarianism is in conflict 
with the overarching ethos of egalitarianism. The worry here is that the sine qua non of 
egalitarianism is the view that people are moral equals (this is the credo of “social 
egalitarians”, such as Elisabeth Anderson and Samuel Scheffler). If Luck Egalitarianism 
recommends policy which is “harsh” towards victims of bad option luck in a way that fails to 
recognise them as moral equals, this spells trouble for the theory in a way that neither going 

 
220 Voigt notes, however, that for the few situations where actions are actually determined by option (as opposed 
to mingled with brute luck phenomena), Luck Egalitarians would still recommend the agent be “abandoned”.      
221 A similar view is offered by Julian LeGrand, see (Eyal et al., 2013, pp. 299-300).  
222 It is hard to see what it would mean to offer “some support” to Anderson’s uninsured driver, lying wounded 
at the road side. A pain killer?  
223 This is in contrast with the suggestion in article IV. 
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pluralist nor adjusting the desiderata can easily undo. Indeed, if a theory is itself unjust, it 
seems to make better sense to give it up than couple it to another theory which is more just. 
Albertsen’s suggestion is that there may be more to say about what respect for others as 
moral equals entails, but that a position which does so – and thereby saves Luck 
Egalitarianism from this particular kind of harshness objection – is yet to be developed 
(Albertsen and Nielsen, 2020).  

2.2.2.1.6 “Reasonability” and “neutrality” in Luck Egalitarianism  

As mentioned above, the notion of making reasonable choices, or maintaining 
functions/essential interests224, has been used in Luck Egalitarianism to save the theory from 
allegations of harshness. More precisely, these notions have been invoked to explain why the 
theory should accept some kinds of risk-taking behaviour and judge "reasonable" risk-taking, 
from a policy perspective, as equal to non-risk-taking. The thought, here, is that some forms 
of risky behaviour are so “normal” (=reasonable), or so “important” (=they serve essential 
interests) that society should not punish them225.  

Claiming special normative significance for propositions which are reasonable and/or should 
be agreed to by all reasonable people is not unique to this setting, but has a rich pedigree in 
political philosophy. For instance, John Rawls and T.M. Scanlon both use such notions as 
foundational building blocks for their philosophies, as well as Norman Daniels and James 
Sabin when they draw up the “accountability for reasonableness” model226. In the present 
context different authors have put their unique flavour to reasonableness. For instance, 
Richard Arneson (2004, p. 4) claims that it may be reasonable to not avoid certain actions if 
doing so would be very hard and painful, whereas Shlomi Segall (2009, p. 20) focuses on 
“what society can reasonably expect of people to avoid”227. Segall’s notion, more than 
Arneson’s, opens for a culturally relative aspect of responsibility – it may be so that different 

 
224 The notion of reasonable choice, as used in the literature, has considerable overlap with the notions of 
functions or essential interests. 
225 Put in another way, using “reasonability” as a building block in Luck Egalitarianism may enable the theory to 
deal with allegations of inconsistency (see the section by that name, below). If the reasonability construct is 
successful, the Luck Egalitarian may say something along the lines of: “Yes, it is true that my theory deals with 
some seemingly irresponsible behaviour in a different way from other behaviour which seems similarly 
irresponsible. However, this is not inconsistent: the two kinds of behaviour vary in respect to their reasonability”.    
226 See the section on “Process values” above. 
227 In a later work, Segall (2012) writes instead that we cannot reasonably expect people to avoid “actions that 
agents generally have a vital interest in exercising, and/or actions that society has a vital interest in having 
exercised”. 
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societies reasonably expect different things of people228; 229. Peter Vallentyne writes – rather 
humorously – on this topic: 

If an agent can avoid exposure to the risk of being struck by lightning by 
always lying on the ground, then lighting strike outcomes are not due to brute 
luck. A problem with this view is that it does not take into account the 
reasonability of avoiding the result in question. Lying on the ground may 
sometimes be reasonable, but it is certainly unreasonable in many contexts230 
(Vallentyne, 2002). 

Julian Savulescu tries to balance a societal view of reasonableness against a person-centred 
view. Hence to Savulescu (2018) it matters both what society finds reasonable, and which 
benefits the individual person draws from a particular risky behaviour231.  Some authors 
include in their reasonability-based exceptions from policy effects not only mundane risk-
taking (for instance: ever getting near a road) but also “virtuous” risk-taking so that also, for 
instance, fire-fighter cases are accounted for (Duus-Otterström, 2012).  

Peter Vallentyne (2002) criticises the attempts to use reasonability to distinguish brute from 
option luck in Luck Egalitarianism. He argues that trying to achieve a wonderful life will not 
be seen as reasonably available – because it would be unreasonable not to do so – and hence 
that any outcomes of peoples’ strive towards a wonderful life will be classified as the results 
of brute luck. In response to Vallentyne it may be said that the function of reasonable 
avoidability (or similar) in Luck Egalitarianism is not necessarily to define brute and option 

 
228 As noted in the text above Shlomi Segall (2009, pp. 20-24) rather opens for than makes explicitly clear that he 
thinks Luck Egalitarianism should be sensitive to the differences between societies in what is perceived as 
reasonable. Leaving the precise exegesis of Segall aside, it is clear that using “reasonability” to specify 
responsibility in Luck Egalitarianism can take either of two rather different directions. The first may be called 
the “theoretical view of reasonability” and may appeal more to armchair philosophers. In this approach, the core 
question is what “rational parties” or “fair minded people” (the phrases are from John Rawls and Norman 
Daniels, respectively), quite hypothetically, would see as reasonable actions. The second, which may be called 
the “empirical view of reasonability”, would instead focus on what truly existing people, within clearly defined 
cultural spaces, actually find or do not find it is reasonable to expect others to avoid (in Segall’s terminology). 
Obviously, the two approaches may provide quite different answers. Furthermore, they will have different 
ethical difficulties. In regards to the first, it will face questions of relevance. What does it matter what some kind 
of hypothetical ethereal agents, the philosophical counterparts of superheroes, would or would not find? This is 
the same issue as discussed when assessing the relevance of hypothetical social contracts (Daniels, 1975). In 
regards to the second, it will face the usual difficulties when it comes to measuring attitudes (for more on these 
difficulties, see the section “Empirical findings”, below), and it is likely that empirical measurements of the 
general publics’ opinion may deviate from what Luck Egalitarians would like to see.  
229 There are many examples where there may be a difference between what Arneson’s and Segall’s notion of 
reasonableness would accept and reject. Take, for instance, the case of tattoos. At least to my mind, it cannot be 
said (with Arneson) that it is “very hard and painful” to avoid getting a tattoo. (Tongue in cheek, I would rather 
say that it seems hard and painful to get a tattoo.) Furthermore, getting a tattoo involves health risks (skin 
infections, allergic reactions, and (unusually) the risk of transmittable disease) (Rahimi et al., 2018). 
Nevertheless getting a tattoo is extremely common – a recent study shows 31.5% of adult US citizens have a 
tattoo (Kluger et al., 2019). At least in some subcultures it may thus be said (with Segall) that it would appear 
unreasonable to expect people to avoid getting a tattoo.  
230 This example could be compared with Zofia Stemplowska’s judgment that it is unreasonable to expect a 
person to keep total social seclusion to avoid contagious disease, above.  
231 At the same time, Savulescu applies a “reasonability” criterion even to the individual’s harms/benefits ratios, 
as he rejects “a purely subjective approach to risk” and notes that only individual’s “rational desires” should be 
accounted for. 
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luck, but rather to change the policy effects of some instances of option luck. Hence: the 
outcome of chosen actions is by definition option luck, but some actions are reasonable 
(perhaps: taking certain risks to achieve a wonderful life) and even if a person suffers bad 
option luck in such cases, they will receive help because their action was reasonable.  

A discussion which is related to using “reasonability” in Luck Egalitarianism is whether Luck 
Egalitarianism can and/or should be value neutral. Now, there is an important sense in which 
Luck Egalitarianism cannot be value neutral: both the Luckism part and the egalitarianism 
part are, of course, values. In the words of Will Kymlicka (2002, p. 218), the “neutrality” 
which is discussed here is “limited in scope to (justice-respecting) conceptions of the good 
(…) state neutrality is simply the idea that there is no public ranking of the value of different 
(justice-respecting) ways of life”232. In this thesis, whenever there is mention of “neutrality” 
it will be in the spirit of Kymlicka. The aim for “neutrality” in policy-making will hence be 
seen as the attempt to keep irrelevant and/or “private” values out of the picture. Indeed, many 
who write on Luck Egalitarianism claim, implicitly or explicitly, that the theory is value 
neutral in the sense that beyond Luckism and egalitarianism no further values are needed. 
Kristin Voigt, for instance, writes: “Luck egalitarians, however, are not involved in moral 
evaluations when deciding whether or not a given inequality is just”. This is often expressed 
as a particular advantage of Luck Egalitarianism, for instance in relation to desertism233 
(Voigt, 2007; Brouwer and Mulligan, 2019).  

It is not surprising that Luck Egalitarians should be attracted to value neutrality or something 
approximating this. The ideal of neutrality has a strong standing in the canon of liberal-
leaning political policy among which it is reasonable to count Luck Egalitarianism. Richard 
Arneson writes: “Some political theorists propose that governmental neutrality is a core 
commitment of any liberalism worth the name and a requirement of justice. For them, 
neutrality is the appropriate generalisation of the ideal of religious tolerance” (Klosko and 
Wall, 2003, p. 192).   

However, many authors have suggested that Luck Egalitarianism cannot be value neutral in 
the sense just explained. Nir Eyal, suggesting as he does that moral culpability ought to 
matter to Luck Egalitarians, claims that such neutrality would not be desirable. Other authors 
take another route, suggesting that due to features of the theory itself, Luck Egalitarianism 
cannot be value neutral (Matravers, 2011; Bognar, 2019; Go, 2020). One reason why this 
may be so is that a wider set of values influence how “responsibility” is understood. Here is 
Greg Bognar on the topic:  

Whether a risk is reasonable is a substantive issue: it cannot be determined 
without judgements about the value of the opportunities the choice offers (that 

 
232 This is the reason why Will Kymlicka suggests that the word “state anti-perfectionism” be used instead of 
“neutrality” for that which is at stake here. 
233 For more on this see the next section. 
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is, without judgements about its content, and, possibly, about the value of 
having the choice itself) (Bognar, 2019, p. 273). 

Bognar’s point, then, is that there is often no value free way of making the choice/chance 
determination so central to Luck Egalitarian. This holds even for somebody who claims to 
view responsibility as “causal responsibility” – value judgments are needed to decide where 
an action starts and ends and what factors to consider234. According to Bognar and others, 
any way the choice/chance dichotomy is set up will by itself be value infused, which creates a 
form of circularity in reasonability arguments. Luck Egalitarianism seeks to draw out the 
normative implications of “responsibility”, but to do so need to rely on implicit normative 
material to even begin to interpret what responsibility means.   

2.2.2.2 The difference between Luck Egalitarianism and desertism  

It may be instructive to view Luck Egalitarianism in contrast with desertism. Desertism holds 
that it is unjust when people do not get the things that they deserve235. Desertism, just like 
Luck Egalitarianism, is a theory of distributional justice and it holds that if people do not 
automatically “get” the things they deserve, distributive/redistributive mechanisms should see 
to it that they do. However, the two theories differ in the sense that desertism treat 
redistributions as a kind of reward or sanction, whereas Luck Egalitarianism typically does 
not.  

The concept of desert is commonly seen to consist of three basic features. There is a person, 
or group of persons, called the desert subject, who deserves something (the desert object), in 
virtue of something (the desert base – which is commonly a previous action or other relevant 
attribute of the desert subject) (Feinberg, 1970, pp. 56-59).  

Desertism hence pays close attention to the attributes of the desert subject, where relevant 
attributes can be for instance whether the desert subject was responsible for a certain action or 
outcome. This sounds very much like Luck Egalitarianism. Are Luck Egalitarianism and 
desertism, then, two fruits on the same branch? No, not really (at least in theory). 
Nevertheless, some authors who write approvingly of Luck Egalitarianism also endorse 
desertism. Furthermore, there is a claim that many who say they are Luck Egalitarians should 
in fact be described as desertists (see below). Finally, many who write about Luck 
Egalitarianism do so in a way which seems to muddle the difference between the theories. 
Consider this quote from Serena Olsaretti (2009, p. 166): “(Luck Egalitarianism does not) 
pander to the undeserving poor at the expense of hard-working citizens”. Here, Olsaretti 
seems to mix two notions – the first is that sometimes, sharing burdens would be unjust 
(classic Luck Egalitarianism) and the second is that there are different kinds of people, some 
who are “deserving” and some who are not (which sounds more like desertism). In sum, the 
relationship between desertism and Luck Egalitarianism is complicated. There are theoretical 

 
234 For more on this, see the sections “Understanding other people’s actions” and “Responsibility” below.  
235 It must be remembered however that Desertism, just like Luck Egalitarianism, is not a unified theory but 
comes in a range of varieties. 
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differences, which will be explained below, but in many texts on responsibility aspects from 
the two theories intermingle.  

As noted, desertism is open to different views as to what should form the desert base. One 
common interpretation, however, is that the most relevant desert base is whether a person has 
contributed to society, for instance through her paid or unpaid work (Brouwer and Mulligan, 
2019). To the extent that desertism is applied to healthcare priority setting, desertist notions 
may be that the bread winner of a family, or a patient who has made significant contributions 
to her community, should be prioritised above and before a patient who has no family and has 
made no contributions to her community. Although the conceptions presented thus far are not 
value-neutral236 they are not necessarily based on evaluations of people’s moral value. Thus, 
most desertists would hold that your contributions matter, but not your moral character 
(Brouwer and Mulligan, 2019). However, it is not impossible to articulate a desertist position 
which makes room also for assessment of moral character. For instance, Larry Temkin (2011, 
p. 67), an egalitarian who expresses both Luck Egalitarianism and desertist sympathies, 
includes even moral virtue in the set of relevant considerations. A quote from Temkin 
illustrates his desertist bend:  

(It is acceptable) if a fully responsible criminal is worse off than a law-abiding 
citizen, even if the criminal craftily avoided capture, and so is only worse off 
because, through no fault or choice of his own, a falling tree branch injured him 
(Temkin, 2011, p. 63). 

Conventionally, Luck Egalitarianism would only see to the particular action causing the need 
for redistribution, and since the criminal was not responsible for having the tree branch 
falling on him, Luck Egalitarianism would offer redistributive actions for any damage related 
to this (for instance, healthcare interventions). Conversely, desertism would hold that it is not 
enough, for settling distributive matters, to know how the agent is related to the action that 
caused the need for redistribution, but more contextual information about the agent is 
necessary (Arneson, 2004, pp. 3-5). In other words, Luck Egalitarianism is purposefully 
myopic and looks only at the relation between the agent and the action, whereas desert takes 
in the whole picture, looking at and evaluating the agent even outside of the particular 
action237.   

The difference noted above means that desertism picks out a specific group of people as the 
worthy recipients of redistribution. This is what makes Huub Brouwer and Thomas Mulligan 
(2019) write so disparagingly about John Rawls that he ”would happily enrich the stupid, 
wicked, and indolent – if doing so redounded to the benefit of the least-advantaged class”. To 

 
236 Compare the sections on neutrality in Luck Egalitarianism, above, and “Value impregnation of facts” below. 
237 Sometimes things are not so precise. Look at this statement from a recent questionnaire study: “A person 
should be held responsible for their past choices just because that is what they deserve” (Feng-Gu et al., 2021). 
The statement has a decidedly desertist ring to it, yet it is unclear from the article context, and probably also to 
the respondents in the study, whether the person “deserves” being held responsible in virtue of the specific 
consequences of their past choices (for instance, that these gave rise to a need for egalitarian redistribution), or 
rather in virtue of a more general moral assessment of their past choices (or indeed: of themselves).   
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carry this quote over to the present context, it may be said that Luck Egalitarianism “would 
happily enrich the stupid, wicked, and indolent – if they needed money through no fault of 
their own”238.   

Unlike Luck Egalitarianism, desertism does not hold any general aversion to inequality, but 
may rather endorse inequality, provided it reflects differences in desert (Segall, 2015). In this 
sense theories of desert work “both ways” so that one person may be said to deserve rags and 
another riches. Luck Egalitarianism, by contrast, typically only works “one way” so that 
inequality may never be created, even to honour responsibility239. Thus Shlomi Segall (2009, 
pp. 16-17) claims that the lack of attempts to “reward” anybody marks the Luck 
Egalitarianism theory as non-desertist by nature, and Göran Duus Otterström writes (2012): 
“Luck Egalitarianism is about what justice requires in terms of compensating people for the 
effects of unequal brute luck, not positive reasons to bring about deserved outcomes as such”.  

As noted above, desertism is a theory which fully renounces any claim of value neutrality. 
Indeed, desertism is explicitly about judging people’s merit, and basing distributive policy 
upon this (Brouwer and Mulligan, 2019). Again, Luck Egalitarianism is slightly different. 
Outside of the value placed on the choice/chance dichotomy (and, of course, on equality in 
situations where inequality is not “chosen”), Luck Egalitarianism commonly claims to be 
value neutral240 in the sense that irresponsible people are not denied redistributive aid because 
their action was bad¸ but rather because everybody should bear the consequences of their 
choices (Brouwer and Mulligan, 2019). Shlomi Segall (2009, p. 80) puts the matter thus: “My 
account is one concerned with fairness, not with some alleged intrinsic value in holding 
prudent patients responsible”.  

Some authors claim that desertism better than Luck Egalitarianism captures the relevant sense 
in which people are responsible for their actions, and the reasonable policy implications of 
this (Knight, 2011, pp. 171-172; Brouwer and Mulligan, 2019). For instance, Brouwer and 
Mulligan (2019) claim that Luck Egalitarianism provides the “wrong answer” to relevant 
challenges within distributive policy. For instance, if fire-fighter Eileen is hurt as she 
valiantly saves a person from a burning house, Brouwer and Mulligan claim that she should 
get healthcare as if she had not brought the health problem unto herself – yet Luck 
Egalitarianism would recommend otherwise. More to the point, Brouwer and Mulligan claim 
that even Luck Egalitarians find the implications of their own theory bothering, and try to 

 
238 A problem with this analogy is that “indolence” might be a trait such that Luck Egalitarianism would indeed 
find it a fault of the person’s own – but not qua trait, but only if it resulted in actions which in turn gave rise to 
inequality. Again, Luck Egalitarianism is less about judging a person’s character and more about judging the 
relationship between choice, action and outcome – provided that the action created inequality. The theoretical 
importance of the choice-action-outcome link is stressed in article IV. 
239 Note that this issue is only relevant to some interpretations of Luck Egalitarianism (those that do not 
understand responsibility as conceptually linked to creating burdens that may be shared by another). If 
irresponsibility is a matter of acting in a way which gives rise to a demand for redistribution, there is no need to 
“create” inequality here. The irresponsible action, by definition, has created inequality (if by inequality is meant 
a situation where somebody is worse off than she would otherwise have been).  
240 See the section “Reasonability and neutrality in Luck Egalitarianism” above, as well as Article IV. 
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rescue their theory by ethical “supplementary material”241. If they are right in this, there may 
be some sense in their allegation that many self-professed Luck Egalitarians, in fact, should 
better be seen as desertists. Better put: it may be so that some support for Luck Egalitarianism 
burns off the same fuel which provides fire for the desertist furnace242. A summary of the 
differences between common egalitarianism, Luck Egalitarianism and desertism is shown in 
Table 6.  

Table 6. Differences between common egalitarianism, Luck Egalitarianism and desertism  

 

2.2.2.3 From Luck Egalitarianism to Luck Egalitarianism in healthcare  

As any theory in political philosophy, Luck Egalitarianism makes a claim to applicability. 
Any political theory looks for instances where it can manifest, take shape, be of consequence. 
It may even be said that any theory in political philosophy which fails to be adequately action 
guiding, when it comes to making practical policy, has failed (Lamont and Favor, 2017). If it 
fails because it is insufficiently known, this is another thing. That would merely be a reason 
for propagating the theory more loudly. But if the theory cannot be applied for internal 

 
241 See also the discussion of the Abandonment objection, above. 
242 For more on the suspicion that there may be more to Luck Egalitarianism than meets the eye, see the section 
“Inconsistencies point to an implicit view” below. 
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reasons, then it is failed. Hence the applicability of a political theory is commonly accepted as 
somewhat of a quality stamp243.  

All this being said, Luck Egalitarianism is a theory of distributive justice and as such it must 
be “about” something – there must be something to distribute244. Well, one possible “good” 
to be distributed is healthcare.  Hence it is time to turn to Luck Egalitarianism in healthcare, 
which is an application of Luck Egalitarianism. As healthcare is a prominent arena of 
distributive policy-making, healthcare and priority setting within healthcare would seem a 
promising arena for the application of Luck Egalitarianism.  

Furthermore, it appears as though some people behave responsibly as regards their health, 
and others behave irresponsibly. All of us can cite examples from our own lives of people 
who have led unhealthy lifestyles and, seemingly as a cause of this, developed some nasty 
health problem. When somebody develops a health problem, a distributive question appears: 
should healthcare resources be used to investigate and treat this person? (The reader will by 
now be able to guess how the Luck Egalitarian would answer this question). Thus, it seems 
that all the desiderata for Luck Egalitarian theorising are in place and that healthcare would 
be a good field of application for the theory.  

As can be expected, Luck Egalitarian theorists have taken a great interest in the question of 
healthcare. It should also come as no surprise that the standard claim in Luck Egalitarianism 
in healthcare is that in cases of irresponsible behaviour leading to poor health (= bad option 
luck), the call for egalitarian redistribution is weaker or absent than wherever poor health 
lacks relation to irresponsible behaviour. How to further operationalise Luck Egalitarianism 
as Luck Egalitarianism in healthcare will be discussed shortly, but first a word of caution.    

Although applicability is a core value in political theory, it is not necessarily so that all 
political theories are applicable to all possible areas of policy-setting. For instance, it may be 
so that certain distributive principles yield all the correct implications when it comes to 
education and retirement pension, but not to vaccinations. The explanation must then be that 
there is something very particular about the “standout” area (for instance, vaccinations), 
which explains the deviance from the general pattern245. In analogy, perhaps healthcare is 
special in a sense which hampers the move from Luck Egalitarianism to Luck Egalitarianism 
in healthcare, without indemnifying Luck Egalitarianism as such?     

 
243 It is controversial, however, just how the “applicability test” should be envisioned. First, it must be allowed 
for the theory to bend and twist slightly to yield applicable operationalisations. But how much may the theory 
bend before we judge that it failed the test? Second, any theory will have at least some practical effects which are 
counterintuitive (even by the theory’s own standards) – but how many such contradictions are acceptable to pass 
the test? The latter question is discussed, in regard to Luck Egalitarianism, in Wolff and de Shalit, 2011, p. 219.  
244 Anca Gheaus jokes: “which goods should be distributed – wealth and income? Fresh air? Friends? Beauty? 
Jokes? The social basis of self-respect? Solidarity?” (2018, p. 60) 
245 Compare, again, Aristotle’s notion of formal justice (see above)  
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2.2.2.3.1 Is healthcare special – and if so does the difference matter to 
Luck Egalitarianism? 

There are indeed reasons to think that health, or healthcare, is “special”. Norman Daniels 
(2007) argues that, normatively, health is special in a way that merits special attention for 
policy-makers246. For one thing, people seem to think that health is special – most are more 
bothered by inequality in health than in other areas. Erik Gustavsson notes that most people 
seem to accept that music, for instance the songs of Leonard Cohen, is distributed on the basis 
of supply and demand, whereas few think that healthcare should be distributed the same way 
(Gustavsson, 2017, p. 29; Socialdepartementet [Ministry of Health and Social Affairs], 2020). 
Norman Daniels goes on to provide an account of why this may be normatively correct. It is 
because normal, or nearly normal, health is a prerequisite for having the possibility of 
carrying out other plans you may have: 

Impairments of normal species functioning reduce the range of opportunity 
open to the individual in which he may construct his “plan of life” or 
“conception of the good” (Daniels, 2007, p. 27).  

Thus, for Daniels the “point” of health (and, by extension, the point of providing healthcare) 
is tied up with broadly liberal goals – in his case, that everybody should be able to stake out 
their own life as they themselves see fit247. This particular end goal is not necessarily a given 
– other authors argue in roughly the same instrumental vein yet claim that health is especially 
important for citizens to be able to make use of their democratic rights and to have a full 
range of capabilities (Sen, 1980; Anderson, 1999; Nussbaum, 2011). What is important 
among these accounts is that they see equal access to good health (and by extension, to 
healthcare) as more important than equal access to other things (for instance, Leonard 
Cohen’s music). Another, pragmatic, reason to claim that health and healthcare is different is 
that free market solutions tend to work less well in the health area than in other areas, due to 
(among other things) information asymmetries between healthcare professionals and patients 
(Socialdepartementet [Ministry of Health and Social Affairs], 2020). 

In the above, it has been suggested that placing special importance on health implies placing 
special importance on healthcare. This is not necessarily true. It may be possible to give 
special emphasis to health yet reject giving special emphasis to healthcare. For instance, it is 
not obvious that the best way to bring about health change is through healthcare 
(Socialdepartementet [Ministry of Health and Social Affairs], 2020, p. 430). Indeed, insights 
from the discussion on the social determinants of health248 indicate that actions that affect 
working and living conditions matter more for our health than do healthcare interventions 
(Whitehead, 1991). A related issue is whether healthcare should only work with health, or 
also with the wider social determinants of health, and whether healthcare policy may be used 

 
246 Indeed, Daniels (2007) claims that the question of the special moral importance of health (and healthcare) is 
one of the three “focal questions” that need to be answered to provide an account of justice in health.  
247 Compare this view with the view on autonomy in the section “I respect your choice” below. 
248 For more on this, see the section “The Social Determinants of health”, below.  
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to other ends than improving health itself. An example of the latter would be: improving 
eyesight to improve school results249.  

Thus, the specialness of health claim must not imply that all that we today consider 
“healthcare” is of special importance, nor that only what we today consider healthcare is of 
special importance. Nevertheless, those that agree with the specialness of healthcare claim 
will generally agree that ensuring access to at least some areas of healthcare are of special 
importance, over and above ensuring access to, for instance, Leonard Cohen’s music250. 
Especially important areas of healthcare may then be, for instance, those that help the 
individual to expand her range of opportunity.   

The way governments act and have acted indicate that they find healthcare special. For 
instance Sweden has a long tradition of attaching special importance to healthcare over and 
above other areas of welfare (Broqvist, 2018). In this sense, regardless of whether healthcare 
issues ought to be special, it may be said that they are special as they are currently being 
treated as though they were special.   

Now, strong interpretations of either the specialness of health claim, or the specialness of 
healthcare claim, may imply that one should tread with caution when implementing a generic 
theory (such as Luck Egalitarianism) to the specific area of health/healthcare251. Furthermore, 
some senses in which health/healthcare is “special” may have special relevance for the 
transition from Luck Egalitarianism to Luck Egalitarianism in healthcare.  

One way in which the area of health (and healthcare) is special is that our health behaviours 
rarely conform to what may be thought of as “gambling”. When Dworkin speaks of gambling 
he seems to imply that people gamble because they enjoy the activity of gambling – they 
enjoy the thrill and excitement. In contrast, Kasper Lippert-Rasmussen (2001) calls much of 
what we do in everyday life “quasi-gambles”. Ignoring the rock climber, who may get a thrill 
from the possibility of falling, our behaviour in health issues often seem to be more like 
quasi-gambles than gambles proper. The smoker, for instance, likely either does not think of 
the risk of getting lung cancer, or is saddened by this fact (Weinstein et al., 2005). To think of 
the risk of getting lung cancer as a “thrill” seems to be to misrepresent the lived experience of 
many smokers (Eklund et al., 2012). 

However, as Luck Egalitarianism post Dworkin has largely turned away from the jargon of 
“gambling”, the theory is not dependent upon the gambling analogy. Another way, however, 

 
249 This discussion largely mirrors the discussion in Luck Egalitarianism as to which is the proper currency of 
egalitarianism – see the section “Theorising distributive justice” above. In this context, egalitarians may 
contemplate whether it is health itself, or rather access to healthcare, that should be equalised. For obvious 
reasons, the latter is easier, although it may be argued that the former is more relevant. For a suggestion that 
health is the most important, see Daniels, 2007, but see also criticism of this in for instance Segall, 2010. As the 
topic of this thesis is priority setting in healthcare, this thesis assumes that healthcare is at least important enough 
to merit a discussion.  
250 The thought that health or healthcare is special could easily be married to a concept such as Walzer’s “spheres 
of justice” (see the section “Theorising distributive justice” above).  
251 This thought will return in the section “Healthcare is too important” below. 
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in which behaviour in the health area differs relevantly from behaviour in other areas usually 
discussed by Luck Egalitarians concerns the relative frequency of good versus bad option 
luck. Say, for instance, Alice is an unusually diligent student who studies hard and gets good 
grades, whereas Betty is an average student and Christina is not at all motivated for school. In 
this scenario Alice will likely get a better job and a higher salary than the other two. Peoples’ 
job satisfaction and salary often correlate with their effort. In health, things are not quite so 
simple. The correspondent of abovementioned Christina (who studies her phone rather than 
her school subjects) in the health area is a person who eats unhealthy food, moves very little 
and gives in to all kinds of temptation. Now this person may have worse health than the 
average or high effort healthy persons. But there may be rather little to discern health freaks 
from average folk, when it comes to their healthcare needs. Although some lifestyle choices 
increase the risk for certain forms of cancer252, following health care advice does not insure 
against cancer. In terms of health-related quality of life and life length, there does not seem to 
be much more you can add by increasing your efforts once you are at the “good enough” 
level effort wise253. True, we can exercise seven days a week and diligently follow a diet, but 
the expected health advantages of this are minor and do in no way mirror the major health 
disadvantages of, for instance, smoking.  

When it comes to active gambles, things in the health world are even more different from the 
world of financial matters. As any multimillionaire will testify, it is possible to take well 
calculated economic risks and make huge profits as a result. In the area of health, it is not 
typically so. There are very few health “risks” that an already healthy person could take to 
become even healthier relative to the unhealthy person. Indeed, prudence in health conforms 
more to non-gambling than to clever gambling254. On the same note, and related to the 
difference in the feasibility of free market solutions in the worlds of health versus finance 
mentioned above, it may often be impossible for a healthy person to reach yet better health 
through prudent acts, for instance as a consumer. Although buying organic food may make 
the unhealthy person healthier, buying more organic food will not necessarily make the 
already healthy person even healthier. All in all then, there is a great difference in the balance 
between good and bad option luck in the world of finance and the world of health or 
healthcare.  

A final comment about the specialness of health, relevant to the discussion of Luck 
Egalitarianism in healthcare, concerns healthcare proper. It is easy for policy-makers to 
redistribute monetary resources from those who have had good economic brute luck, for 
instance by using progressive taxation. In the healthcare world, again, things are not so 

 
252 See, for instance, Table 1 above. 
253 This is called the “Extreme Exercise Hypothesis” (Eijsvogels et al., 2018) 
254 Of course there are (unusual) situations in the health area where risk-taking may pay off. For a very sick 
patient it may pay off to dare try a novel medication. However, such cases are exceptional – and among healthy 
persons the exceptions are fewer still.  
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easy255. For sure, healthcare cannot actively harm those whose health is good256. It is possible 
to disinvest in “luxury healthcare” catering for minor ailments in overall healthy people, or 
even to tax such healthcare provision heavily, so that resources can be steered towards 
healthcare for those with greater needs. Other than that, however, it is hard to follow the 
Robin Hood-style slogan of egalitarianism (here: take from the healthy, give to the 
unhealthy). To take away even (primary) preventive measures from the healthy will not 
increase health equality, as per definition primary preventive measures cater to those that 
might become ill. To state the obvious: nobody is so healthy as to run no risk of ever being 
ill257. Michael Otsuka (2002) has applied this argument specifically to the way Dworkin uses 
the thought experiment of insurance in his theory258. According to Otsuka, the health area 
differs from the economic area in that it is often impossible, even with insurance, to make 
somebody with a disease as well off as a person without the disease. The latter fact has 
implications for many discussions about healthcare, as many healthcare situations are less 
reversible or even irreversible – in contrast to financial matters were new money can replace 
money lost259.  

An argument by Jonathan Wolff and Avner De-Shalit (2011) vividly illustrates how the 
difference between the world of finance and the world of health may further matter to Luck 
Egalitarianism. The authors claim that within economics it makes less sense to let individuals 
bear the responsibilities of their bad choices than of their good choices, as the former would 
give disincentives to financial and entrepreneurial risk-taking. This, so the argument goes, 
would be bad for everyone in society. Now, this argument cannot be easily carried over to the 
sphere of health.  

Of course, there are healthy activities which involve a certain measure of risk-taking but have 
a net positive effect on health. Think for instance of the risk for knee injury in a medium-
distance runner260. Nevertheless, this is not quite analogous to the discussion of risk-taking in 
economy. The most important difference is that financial risks are rewarded or punished in 

 
255 Leon Kass uses the thought that health is special to make up an argument against a “right to health” (which 
may of course be countered by offering an argument, instead, for a right to healthcare): “Health is a state of being, 
not something that can be given, and only in indirect ways something that can be taken away or undermined by 
other human beings (…) to make my health someone else’s duty is not only unfair, it is to impose a duty impossible 
to fulfil” (quoted in (Crawford, 1977))   
256 That, truly, would not be healthcare. 
257 A further, but minor, difference is that there are no Robinson Crusoe scenarios in healthcare. The “one-person 
world” (or, indeed, two- and three-people worlds) appear frequently in Luck Egalitarian arguments. In healthcare 
it is so, for practical reasons as well as axiomatically, that priority setting always influences others, like ripples 
on a pond. To explain this in its simplest terms: there is always something else (of importance) that healthcare’s 
resources could be used for. The point here is not that the normative importance of thought experiments of the 
Robinson Crusoe type disappears altogether. Rather, philosophers sometimes write about distributive justice in 
an abstract format which has stripped away many of the normatively important contextual features of the area for 
application. That necessitates an act of re-contextualisation before it is possible to assess the potential impact of 
some thought experiments on the particular context of healthcare.   
258 As mentioned in the section “Luck Egalitarianism – early history and core content” above. 
259 This thought will be taken up in the section “I respect your choice”, where it will be argued that receiving a 
medical treatment is not the same as taking away the consequences of a particular health behaviour.  
260 As previously mentioned, more extreme sports do not necessarily come with a net positive health effect. For 
this discussion we must assume that the long-distance runner runs not because she likes it but in order to improve 
her health.  
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the same currency as was used to take the risk: money. In the case of the medium-distance 
runner, the positive effects include effects on mood, sleeping and cardiac output, whereas the 
negative effects include possible knee injury. This forces the Luck Egalitarian planner to 
consider how side effects should be accounted for. If the runner comes to the clinic with her 
injured knee, the Luck Egalitarian planner could either say “overall, you have been 
responsible, as your running has been mainly beneficial to your health – therefore we will 
help you with this knee”, or “when I look at this knee, I see an injury that you brought upon 
yourself. Go home”. Here, again, is a case where the healthcare context poses new challenges 
for Luck Egalitarianism. Furthermore, and of relevance to Wolff and De-Shalits’ argument 
above, how the Luck Egalitarian treats the knee-injured runner is linked to the question of 
whether it would be good for everyone in society if risk-taking in health was encouraged. 
Indeed, the kind of risk the runner has taken (a risk of a minor health problem to reach a 
major health gain) can likely be encouraged as it will, overall, lead to lower healthcare costs. 
This also suggests that the Luck Egalitarian planner should offer treatment to the knee-injured 
runner.   

Another quirky little argument may be made to show that the world of healthcare, and 
healthcare priority setting in particular, is special in a sense that has relevance for the 
discussion of Luck Egalitarianism. As stated in above, much priority setting takes place at the 
bedside level. ICU beds are limited261, and when the beds are full and a new potential patient 
arrives the plight of this patient must be compared with the plight of the patients already in 
the ICU beds262. However, whether the ICU beds are full or empty the day that Alice happens 
to need ICU care is blatantly a matter of brute luck. Thus, to judge what Alice is due by 
whether one or several Bettys lie or do not lie in particular ICU beds is exactly the kind of 
unjust decision-making that Luck Egalitarians abhor. Many other clinical cases could be 
made to the same end. Higher level priority setting, for instance on a national level, is less 
sensitive to this problem as there is less arbitrary fluctuation among reference classes. Thus, it 
seems as though several aspects of priority setting, especially at the bedside, involve ethical 
difficulties which should be of special interest to a Luck Egalitarian (yet which may be 
difficult to resolve from within the Luck Egalitarian framework).  

Do these differences between economic theory and the world of healthcare entail unsolvable 
difficulties for Luck Egalitarianism in healthcare? No, not necessarily. But they point to a 
need for caution when moving from the general to the particular level, and point also to the 
fact that some thought examples from generic Luck Egalitarianism may have less relevance 
to Luck Egalitarianism in healthcare.  

In sum, there may be good reasons to claim that aspects of health and or healthcare are 
special, in ways which justify special considerations. In healthcare the most relevant question 
is what to do with the effects of bad option luck, and the responsible patient should not be 

 
261 For an interesting twist on the limitation of ICU beds see Tännsjö, 2019, pp. 184-185. 
262 For this thought experiment to work within Luck Egalitarianism, we must assume that none of the patients 
can be charged with irresponsibility.  
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pictured as an ultra-athlete, but rather as a normal person who avoids gambling with her 
health. However, this must not necessarily bar the move from Luck Egalitarianism to Luck 
Egalitarianism in healthcare263. It means, however, that Luck Egalitarianism in healthcare 
will have a slightly different flavour than other forms of Luck Egalitarianism. It further 
means that when Luck Egalitarianism in healthcare encounters problems it does not spell 
disaster for the mother theory. Instead, the Luck Egalitarian can stick to her ground and 
blame the specialness of health264.  

2.2.2.3.2 Applying Luck Egalitarianism to healthcare priority setting 

There has been much effort in the previous debate to provide further specification to some of 
the key claims in Luck Egalitarianism in healthcare. It has been argued that the theory may 
have at least three different policy implications (Wikler, 2002)265:  

1) Prohibitions on irresponsible health behaviour. 

2) Compulsory insurance payment or ex ante taxation on irresponsible health behaviour.    

3) Lower priority for health interventions aimed at correcting ill health caused by 
irresponsible health behaviour – applicable on an individual or group level.266 

As can be seen, the three alternatives play out on a scale of generality as well as on a scale of 
time. In regards to generality, prohibitions and some kinds of compulsory insurance payments 
affect everybody, specific insurances (such as when you hire climbing gear) and ex ante 
taxation affect only those that partake in a possibly risky behaviour, and down-prioritisation 
of irresponsible patients affect only those who have developed disease267. In regards to time, 
prohibitions, insurance and ex ante taxation all deal with behaviour prior to the development 
of disease, whereas down-prioritisation of irresponsible patients deals with disease after 
behaviour. Cornelius Cappelen and Ole Norheim (2005) speak of the first kind of policy as 
“backward looking”, and the second kind as “forward looking”, versions of responsibility 

 
263 However, an argument to this extent will be forwarded in the section “Health is too important” below  
264 On the other hand, however, most arguments which are successful against Luck Egalitarianism will by 
extension be so against Luck Egalitarianism in healthcare also.  
265 It must be noted here that this section, as most of the thesis, will focus myopically on the implications of the 
Luckism component of Luck Egalitarianism (rather than the egalitarian component). This is so as the thesis 
explores the possible importance of responsibility to healthcare priority setting. Although much has been written 
on egalitarianism in healthcare, less has been written about egalitarianism as it relates to Luckism in Luck 
Egalitarianism in healthcare. For another comment on this see the section “The multiple determinants of health” 
as well as the section “Suggestions for future research”. 
266 As can be seen, this is the policy implication that most directly involves priority setting. The other two would 
of course also be the result of a kind of prioritisation, but only the implication would affect clinical priority 
setting.    
267 This may be seen as unfair to those who develop disease as a result of irresponsible behaviour as opposed to 
those who behave in exactly the same way but not developed any disease – see Article IV and the section 
“Inconsistent!” below. 
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sensitive policy268; 269. These two ways of construing responsibility also point to different 
views of what responsibility is about. In the words of Signild Vallgårda et al:  

Two types of responsibility are relevant in the analysis of policies designed to 
prevent obesity270. The first revolves around the question of who is responsible 
for the rise in obesity witnessed over recent years—what we here call 
backward-looking responsibility. The second concerns who is responsible for 
preventing or reducing obesity, i.e. what we here label forward-looking 
responsibility (Vallgårda et al., 2015). 

Cappelen and Norheim (2005) themselves argue for a system of ex ante taxation which is set 
to the level where the revenues of the tax equal the additional cost of treatment associated 
with the irresponsible behaviour. They claim that such taxation makes the policy fair, as it is 
sensitive to people’s choices (which they can control), but not the consequences of their 
choices (which they cannot necessarily control). However, this neglects the aspect that the 
hundredth-thousandth cigarette will be more dangerous than the first, even in terms of giving 
rise to additional costs of treatment. It also rests on the assumption that for instance our risk 
profile cannot be known to us, which is a mistake. With increasing knowledge of health 
profiles and hereditary patterns of disease, Doreen may know that she runs a larger risk than 
Eileen of becoming addicted should they both take up smoking, or that she runs a larger risk 
of developing lung cancer should they both become addicted271. Thus, it may not necessarily 
be fair to have them pay the same.  

For the practically-minded, leaving the matter at “irresponsible patients should be down-
prioritised” is dissatisfying. Saying that this is one of the possible interpretations of what 
Luck Egalitarianism entails does so very little to inform actual healthcare policy. Indeed, two 
related challenges here have to do with what down-prioritisation means, and how if at all 
other values should factor in.  

In the idealised world where there are only two patients and one treatment, things are easy 
enough. If Alice and Betty have the same lethal and possibly smoking-related health 
condition and the same need for the same intervention, but only Alice is a smoker, Betty will 
get the intervention. As soon as more patients and more factors are added, things get tricky. 
Imagine that in addition to irresponsible Alice and responsible Betty there is also responsible 
Christina. She also has a medical condition, which however is much milder than Alice’s and 
Betty’s (say she has a running nose). She has done nothing to deserve this (she is a 
responsible patient). Oddly enough, the same intervention that Alice and Betty need can also 

 
268 It may be possible to describe Luck Egalitarianism as “forward looking” in another sense, as several authors 
have argued that Luck Egalitarianism should care about unchosen inequalities over time, which means that the 
theory may be applied to problems of intergenerational justice (Albertsen, 2021).  
269 The forward/backward distinction has also been discussed in terms of retrospective/prospective responsibility 
(Zheng, 2019; Feng-Gu et al., 2021; De Marco, 2021). The notions ex ante/ex post have also been used in largely 
overlapping ways, for instance in Article IV. For more on the forward/backward distinction see also the section 
“The Swedish Ethical Platform” above.  
270 Of course, the reasoning here applies to a wider set of issues than obesity also.  
271 These questions apply also to Dworkin’s proposed insurance solution. 
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be used to treat Christina’s running nose. Suppose, further, that we have two units of this 
intervention available. It is clear that Betty should have one of them – but how about the 
other? Should it be given to Alice, in virtue of her great need, or to Christina, in virtue of her 
responsibility, or to none of them? The notion of “down-prioritisation” does not on its own 
provide the answer.  

As Alice’s need is so great, it is only if “down-prioritisation” means absolute down-
prioritisation – no treatment at all – that we can be sure Luck Egalitarianism would not treat 
Alice272. However, as evidenced in the section “The Abandonment objection” above, many 
Luck Egalitarians resist this implication273. Hence, more work is necessary to determine the 
exact implications of Luck Egalitarianism for priority setting274.  

The timing of Luck Egalitarian policy in healthcare has been much discussed. For instance, 
Eli Feiring (2008) claims that such policy can be applied only after the patient has received 
ample information and a quasi “health contract” has been signed which includes promising a 
change of lifestyles.  Cappelen and Baeroe (2015) argue along the same lines, as well as 
Julian Savulescu (2018) who speaks of the contact with healthcare, when patients are 
informed about responsible and irresponsible behaviour, as a “golden opportunity” for 
change. Prior to such an opportunity, it would be wrong of healthcare to “punish” 
irresponsible patients, but afterwards it may, according to Savulescu (2018), be ethically 
possible to refrain from offering treatment to the stubbornly irresponsible275. In a recent 
development of the golden opportunity model, Gabriel De Marco et al (2021) stress that the 
model does not hold patients responsible for their health outcomes, but for their lifestyles. 
Hence, if a patient refuses to change her lifestyle, she will be considered irresponsible, but if 
she makes a genuine attempt at changing her lifestyle she will not be considered 
irresponsible, even if she would later develop a health condition for which she needs 
treatment276. Furthermore, the authors state that the model is applicable only if a) the 
suggested lifestyle changes implicitly have greater health-related value and at least not 
significantly lower non-health-related value for the patient, b) it is realistically adoptable and 
c) the patient is well-informed (De Marco et al., 2021)277.  

 
272 In the terminology established above, this is “harsh” if Alice is denied treatment so that Christina can be 
treated; it is “ultra-harsh” to deny Alice treatment even if the treatment could not be given to Christina or 
anybody else.  
273 Another such much is made by Cappelen and Norheim (2006) who recommend several restrictions on when 
Luck Egalitarian policy may be applied, noting among these restrictions life threatening conditions. 
274 The model of “golden opportunities” (see below) has ambitions to pull off precisely such a balancing feat 
between the implications of Responsibilism and a nuanced reading of responsibility. (It should be noted, 
however, that this is not a classic Luck Egalitarian theory). De Marco et al (2021) write: “the degree of the 
decrease in priority or subsidy ought to be sensitive to the difficulty in making the change”. 
275 Empirical evidence indicates that nearly half of a population of UK lay persons find the concept of lowering 
priority setting for patients who break “lifestyle contracts” acceptable, with numbers rising if the patients break 
multiple lifestyle contracts (Feng-Gu et al., 2021). 
276 In this it differs from the standard Luck Egalitarian view. It does sit well, however, with Tomlin’s proposed 
“Dynamic Luck Egalitarian” position – see the section “Some Luck Egalitarian family quarrels” above.  
277 A pertinent comment here is: why would anybody not accept a suggestion of a lifestyle change which she 
understands, which is adoptable by her, and which will provide greater value to her? This is not empty rhetoric, 
but rather the point is that a person who does not accept such a suggestion seems to have quite a different agenda 
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Whether both backward looking and forward looking versions are equally plausible 
interpretations of Luck Egalitarianism in healthcare is a matter of reflection, and one of the 
questions addressed at length in Article IV. In that article, it is claimed that down-
prioritisation of irresponsible patients (that is: a kind of ex post version) is the most faithful 
interpretation of Luck Egalitarianism as applied to the healthcare context. However, unless 
explicitly stated otherwise, the discussions in this thesis do not hinge on any particular 
standpoint on this topic278.  

To cap off this section about applying Luck Egalitarianism to healthcare priority setting, it 
may be instructive to return to the Swedish Ethical Platform and see how Luck Egalitarian 
considerations compare to the values of the Platform. In regards to the question of whether 
health/healthcare is “special”, the Platform takes no specific stand other than to state that 
healthcare should deal with “what is has special competence in”279. In regards to Luckism, 
the obvious conflict between this theory and the Human Dignity Principle has already been 
mentioned. As the Human Dignity Principle explicitly points out that it should be of no 
consequence to priority setting how a particular patient got her disease, it is in direct 
antagonism to Luckism. Moving on, the Needs and Solidarity Principle indirectly negates 
Luckism, as it focuses on the size of healthcare needs but not on how these came about. This 
principle sits well with the egalitarian component of Luck Egalitarianism, however280, not 
least as the Solidarity part of the principle insists that healthcare should aim towards “the 
outcome of healthcare should be as equal as possible, so that everyone reaches the best 
possible health and quality of life” (Socialdepartementet [Ministry of Health and Social 
Affairs], 1995, p. 118). Interestingly, there is a potential conflict between Luck 
Egalitarianism in healthcare and the Cost Effectiveness Principle which has been 
insufficiently explored. Imagine that Doreen and Eileen suffer from disease A and B, 
respectively. They are in an equally bad states of health, and none of them are responsible for 
this in the relevant sense. Hence, Luck Egalitarianism in healthcare would encourage that 
they both be treated. Indeed, there is effective treatment for both A and B. However, the cost 
effectiveness of the treatment for A is higher than that of the treatment for B281. For this 
reason, The Cost Effectiveness Principle, taken on its own, recommends that treating Alice 
for A should be prioritised over treating Betty for B (as they have the same healthcare need). 
From a Luck Egalitarian standpoint, however, this seems unfair. The fact that there is a 
difference in the cost effectiveness of the treatments they equally need to be cured from their 
equally bad diseases is something none of them is responsible for. Indeed, it is bad brute luck 

 
than the healthcare official. My personal opinion, which is informed by my professional training, is that this 
agenda ought to be sensitively explored. I suspect that among these patients there are many who have mental 
health issues, personality disorder or addiction problems that should be addressed.    
278 Nevertheless, as is customary in the Luck Egalitarian tradition the text in this thesis will often speak of giving 
lower priority to irresponsible patients as a shorthand for any policy measures to treat the claims of the 
irresponsible as weaker as claims of the responsible (Albertsen, 2019). 
279 See the section “Healthcare needs” above. 
280 Even if it could be said that, all in all, the principle is more prioritarianist than egalitarian.  
281 To get everything right in this thought example we also must imagine that the difference in cost effectiveness 
is not due to a difference in effectiveness but merely in cost. A is treatable with a cheap non-proprietary drug, 
whereas B requires brand new monoclonal antibody treatment. 
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to Betty that her treatment is so expensive. The Luck Egalitarian cannot easily claim that 
Betty’s situation is merely a matter of natural contingencies outside the scope of policy – 
rather, this is precisely the kind of injustice which is amenable to institutional correction 
(Tan, 2008, pp. 671-672). All in all, the Cost Effectiveness Principle, and considerations of 
cost effectiveness in general, take into account such factors that Luck Egalitarianism in 
healthcare would like to ban from policy-making.           

2.3 SOME NOTES ON “RESPONSIBILISM” AND THE DEBATE ON 
RESPONSIBILISM 

2.3.1 Responsibilism 

The last section (2.2) described Luck Egalitarianism as the most philosophically worked out 
defence of Responsibilism, and ended with the possible application of Luck Egalitarianism to 
priority setting in healthcare. The following sections (2.4-2.5) will provide a survey of some 
of the relevant arguments in this debate. The aim is that this overview and analysis of the 
arguments will give the reader a feeling for the merit, or demerit, of Luck Egalitarianism and 
Health Responsibilism. 

The debate on Health Responsibilism has been rich and far-reaching, and not confined to the 
narrow circles that concern themselves with, explicitly, Luck Egalitarianism282; 283; 284. For 
instance, strong arguments of a consequentialist nature have also been raised. Similarly, some 
arguments hinge on particular conceptions of what it means to be a human in a way which is 
external to the Luck Egalitarian framework, as are some forms of special analysis of the 
proper interpretation of patient autonomy in healthcare285. Furthermore, some arguments 
have dealt specifically with issues in healthcare, whereas others have had broader scope.    

One particular reason for the wide variety of arguments is that the contributions to the debate 
have come from many scientific angles. This leads to differences in scope, method and 
terminology which in turn make overview difficult. It is not rare, for instance, that the same 
arguments are put forth in different contexts. Furthermore, some contributors to the debate 
have been more concerned with philosophical precision than others. This means that it is not 

 
282 Again, the reason to focus on Luck Egalitarianism in healthcare is that this is the most philosophically worked 
out defence for tracking responsibility in social policy 
283 Aspects of Health Responsibilism have been taken up in many different healthcare organisations. This has 
been less so in Sweden (although the trend to make planned surgery conditional upon smoking cessation, as 
discussed in Article III, may be seen as in line with Health Responsibilism), and therefore will not be further 
discussed here. Harald Schmidt has written extensively on the topic, see Schmidt, 2007a; Schmidt, 2007b; 
Schmidt et al., 2010; Schmidt, 2015. 
284 The abundance of possible arguments pro and contra Health Responsibilism invites a speculation about Luck 
Egalitarianism. Although the latter is a unified theory, it is not inconceivable that some people’s support for 
Luck Egalitarianism comes from a mixture of several arguments rather than merely the key Luck Egalitarian 
considerations. This is no embarrassment to those Luck Egalitarians who confess to being value pluralists, but it 
may be for those who claim that Luck Egalitarianism stands on its own.  
285 The former are mainly in the sections “Duty to stay healthy” and “I respect your choice” below, and the latter 
in the section “I respect your choice”. 
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always clear whether the aim of an argumentation is, for instance, to criticise Luck 
Egalitarianism in particular or Health Responsibilism in general286.  

In light of the richness of the previous debate it would have been myopic to give room only to 
arguments raised within the dedicated Luck Egalitarian context. Instead the following 
sections will take a broad perspective on arguments pro and contra Health Responsibilism. 
This has some implications for how the sections should be read. First, some arguments will 
be overarching, dealing with the whole idea of Responsibilism287, whereas other will deal 
with minor details, often relating to Luck Egalitarianism in healthcare. Whenever possible the 
different arguments’ scope will be pointed out. However, it is not always self-evident at what 
level an argument would have greatest force, and how it should most charitably be read. The 
reader is therefore encouraged to challenge the structuring of arguments as we go along. Last, 
it should be noted that while successful arguments for Luck Egalitarianism are by definition 
arguments for Health Responsibilism (however defined), arguments against Luck 
Egalitarianism need not be arguments against other versions of Responsibilism. Similarly, 
arguments for other versions of Health Responsibilism need not support, specifically, Luck 
Egalitarian theory288.  

2.3.2 Responsibilism in other areas than healthcare  

Many scholars note an increased interest in individual responsibility as relevant to public 
policy in the Western world over the last fifty years or so. Many have associated the allure of 
Health Responsibilism with this larger trend in society (Minkler, 1999; Cappelen and 
Norheim, 2005; Kjellström, 2005; Hacker, 2008; Michailakis and Schirmer, 2010; Fonseca, 
2019, pp. 4-8)289. With the risk of simplifying, the first period after the second World War 
saw the gradual expansion of welfare state solutions in many Western democracies, which 
came to a slow or partial halt during the 1970s and 1980s. A cause for, or symbol of, this halt 
was the election of explicitly anti-welfare-state politicians Margaret Thatcher and Ronald 
Reagan in 1979 and 1980, respectively.  

Many factors have contributed to this surge of interest in individual responsibility290. The 
focus on society during the post war period has been challenged by a growing focus on the 

 
286 As will be seen in the section “Empirical findings”, this lack of conceptual clarity is even more striking in the 
empirical research on Health Responsibilism.  
287 Although the aim has been to include, here, only such texts that discuss specifically distributive issues in 
healthcare, some other texts have been included which have mixed focus but clear relevance to the discussion 
within healthcare.   
288 Indeed, even seemingly strong arguments against Health Responsibilism may be brushed aside by the Luck 
Egalitarian. If the Luck Egalitarian is committed to only arguments within the egalitarian tradition, she may say 
that arguments outside that sphere have no decisive impact on the plausibility of Luck Egalitarianism, see 
(Albertsen and Midtgaard, 2014, p. 344). However, this approach may be less salient to the pluralist Luck 
Egalitarian, who already by being pluralist has proved herself open to arguments from other spheres.  
289 Indeed, some authors have been made some rather bold conjectures, as indicated by this quote from a Dutch 
article: "Decreasing solidarity (with people with unhealthy lifestyles, my comment) seems to fit in with other 
recent tendencies in society, such as lack of courtesy, short temper, changes in social cohesion and 
individualisation" (Bonnie et al., 2010)  
290 Of course, no single discourse ever monopolises the social sphere. The abovementioned wave of interest in 
individual responsibility has not been alone on stage. There have been other discourses running in tandem, 
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individual291 (Crawford, 1977). Market solutions have come to the fore, and many believe the 
market could better solve some of society’s problems than can state initiatives. There has 
been a feeling that state initiatives take away the incentives of people and increase their 
propensity to act irresponsibly292. American political author Jacob S Hacker (2008, p. 53) 
writes that by the 1980’s, the view on social and medical insurance had changed dramatically: 
“Insurance had been justified as a way of aiding the unfortunate – now it was criticised as a 
way of coddling the irresponsible”. Instead of championing collective solutions, there has 
been a trend “to glorify an individual’s presumed rationality to control his or her own fate and 
pursue private interests” (Guttman and Ressler, 2001)293. Cayce Hook and Hazel Rose 
Markus (2020) argue that, particularly in the United States, there is a powerful “culture cycle” 
which reinforces an emphasis on individual freedom and responsibility and sets this in 
opposition to “nannying and government overreach”. The reason, according to these authors, 
that this idea is so particularly strong in the United States is that many Americans conceive of 
behaviour as mainly governed from within, so that responsibility is logically placed in the 
individual and societal attempts to influence the individual may be seen as an infringement of 
the individual’s freedom. The authors note that “popular discourse since the Reagan era has 
often represented freedom as unrestrained individual choice – and in particular, the absence 
of “government interference” in one’s choices” (Hook and Rose Markus, 2020).   

In healthcare, there has been growing concern about rising healthcare costs, leading many to 
seek ways to restrain expenditure. Shifting focus from the social to the individual arena has 
been seen as a reasonable solution to this problem (Minkler, 1999; Michailakis and Schirmer, 
2010). Furthermore, knowledge about epidemiology has increased, so that we now know that 
much of ill health has behavioural determinants (Olsson, 1999, pp. 75-82). Epidemiological 
insight has led to suggestions for change both at the collective and individual level. However, 
the discourse on health is claimed to have been affected by a “lifestyle drift”, by which is 
meant that policy attention has been diverted from the “upstream” population health issues to 
a narrow focus on individual’s lifestyles (Carey et al., 2017). Congenial to the increased focus 
on the individual, rather than society, as the target for health promotion there has been a 
tendency towards employment of market mechanisms even in the previously collective-
oriented Scandinavian healthcare systems (Statens medicinsk-etiska råd (SMER) [Swedish 
National Council on Medical Ethics], 2014). Furthermore, a moralistic tone regarding the 
importance of individual responsibility for health has been present in Swedish governmental 
discourse on population health from the 1970s onwards (Olsson, 1999, p. 89). Swedish 

 
focussing on, among other things, environmental health factors and societal responsibility for the population’s 
health. 
291 Recall Margaret Thatcher’s words: ”There is no such thing as society” (Keay, 1987) 
292 Such effects of social policy are called moral hazard. For more on this term see the section “Moral hazard”, 
below. 
293 Establishing a link to a completely different topic in medical ethics, the authors of this quote also see the 
current predominance of writing about autonomy in medical ethics as related to the same focus on the 
individual’s rationality and preferences. 
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government white papers on health have expressed the need to shift responsibility from the 
collective to the individual level in this way:  

The importance of environmental and social factors in the causation of disease 
is becoming more and more well-known (…) The great importance of 
environmental and social factors on people’ health may not overshadow the 
role of the individual. It is not so that disease and injury always come about 
quite undeserved. The advent of disease or injury often depends on what the 
individual does or neglects to do (…) Against the almost infinite rights the 
individual has to use healthcare in society we should put, so to speak, an 
obligation to tend one’s own health … (Socialdepartementet [Ministry of 
Health and Social Affairs], 1979). 

In light of the above, the widespread interest in Responsibilist or even Luck Egalitarian 
theory should come as no surprise. Here are theories which deliver a promise to restrain 
public spending in a morally justified way. Furthermore, in capitalising on responsibility, the 
theories have placed themselves right next to the honey pot of many contemporary debates. 
Taking a political view on the appeal of Luck Egalitarianism, Gerald Cohen (1989, p. 933) 
writes: “Dworkin has, in effect, performed for egalitarianism the considerable service of 
incorporating within it the most powerful idea in the arsenal of the anti-egalitarian right: the 
idea of choice and responsibility”294. Now, it may be quite true that considerations of choice 
and responsibility matter particularly to people of a right-leaning bend295. Regardless of 
political affiliations, however, it should be noted that by making egalitarianism responsibility-
sensitive, Luck Egalitarianism provides a possible solution to one of the classic challenges for 
common egalitarianism: its vulnerability to exploitation by free-riders.  

2.3.3 Clinical examples used in the debate on Responsibilism  

In line with the above, Luck Egalitarianism in healthcare as well as wider notions of Health 
Responsibilism have been discussed in the abstract as well as by using explicit reference to 
real or imagined clinical scenarios. By necessity, the clinical scenarios utilised as illustrations 
have all hinged on people behaving in ways that may be seen as irresponsible. Case types 
used to illustrate arguments in the debate have included: alcohol induced disease (Moss and 
Siegler, 1991; Ho, 2008; Bognar and Hirose, 2014; Albertsen, 2016a); smoking and smoking-
induced disease (Heidenreich, 2014); heart disease related to unhealthy eating (De Marco et 
al., 2021); injuries related to reckless driving (Fleurbaey, 1995; Anderson, 1999; Albertsen 
and Midtgaard, 2014); injuries related to dangerous sports activities (Walker, 2010; Albertsen 
and Midtgaard, 2014); terrorism-related injuries (Gold and Strous, 2016); injuries related to 
fire-fighting (Guttman and Ressler, 2001); self-inflicted gunshot wounds (McQuinn et al., 
2019); coronary disease related to Type A behaviour (Martens, 2001). As can be seen from 

 
294 However, this does not make it true that Luck Egalitarianism is “right-leaning”. Indeed, Marc Fleurbay (2011, 
p. 81) claims that it is also possible to see Luck Egalitarianism as a middle ground between libertarianism and 
egalitarianism. 
295 For more on this, see the section “Understanding other people’s actions” below. 
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Table 1296 this coincides with some – but not all – of the most well-established behavioural 
risk factors for common chronic diseases.   

The case types used in empirical research on Health Responsibilism have partly but not 
entirely mirrored the case types used in argumentative texts on Health Responsibilism297. 
They have also, in part, mirrored what Bernard Weiner describes as “genotypic” examples of 
actions that evoke perceptions of personal responsibility298:  

…such causal classification concerns whether or not the cause of an outcome, 
action, or state was controllable or uncontrollable, which then bears upon 
whether the individual should or should not be judged as responsible. Thus, in a 
genotypic sense, failing because of a lack of effort, having AIDS because of 
promiscuous sex, being obese because of insufficient exercise, abusing drugs in 
a search for excitement, needing class notes because of going to the beach, and 
being poor because of a failure to put aside money are alike in that, in the 
absence of mitigating information, they evoke perceptions of personal 
responsibility. In a similar manner (…) drug abuse, AIDS, obesity, divorce, 
hyperactivity, depression, and even some physical illnesses are genotypically 
alike in that they often give rise to perceptions of personal responsibility 
(Weiner, 1993). 

2.4 THE ARGUMENTS FOR HEALTH RESPONSIBILISM  

2.4.1 Introduction  

For the sake of consistency and readability, this thesis will attend to certain house rules 
throughout this and the following section. First, arguments for Health Responsibilism (or 
Luck Egalitarianism in healthcare) will be labelled “arguments” and presented in section 2.4. 
Arguments against Health Responsibilism or Luck Egalitarianism in healthcare will be 
labelled “counter-arguments”, and presented in section 2.5299. As mentioned above, it will be 
pointed out whether arguments deal specifically with Luck Egalitarianism in healthcare, or 
with Health Responsibilism more generally. The catchy slogans which headline each section 
present an attempt to make for orientation rather than philosophical precision. 

 
296  In the section “Scarcity of resources” above. 
297  See the section “Empirical findings” below. 
298 Obviously, “needing class notes because of going to the beach”; “being poor because of a failure to put aside 
money” and “divorce” have nothing (directly) to do with healthcare, but interestingly the rest of Weiner’s 
examples do. Hence, for Weiner, health issues are among the most salient to a discussion of personal 
responsibility. For more on Bernard Weiner and his theory of attributions of responsibility, see the section 
“Understanding other people’s actions” below. 
299 Whether a particular argument should be seen as a primary argument, or a counter-argument against another 
(real or implied) argument is, of course, somewhat arbitrary. The way the arguments are labelled or ordered do 
not reflect a partisan stance but is simply a matter of convenience. Although there has been an honest attempt to 
provide a fair layout of the arguments another author might have sliced the cake another way.   
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2.4.2 “Protect the responsible!” The argument from unjust burden sharing 

The argument from unjust sharing of burdens is the argument for Responsibilism that most 
clearly provides specific support for Luck Egalitarianism300.  

The term “unjust sharing of burdens”301 here refers to the extra burdens to responsible 
patients if Responsibilism/Luck Egalitarianism in healthcare is not accepted302. The burden 
may be either a worsened medical situation or a concrete economic cost. It arises if a 
responsible patient (Alice) fails to receive a particular medical treatment she would otherwise 
have got, because resources are consumed by an irresponsible patient (Betty). A similar 
situation arises if responsible Christina has to pay increased insurance premiums or health 
taxes due to increased healthcare costs for irresponsible patients like Doreen. As a worsened 
medical situation or excess cost may be seen as burdens, it may be argued that irresponsible 
patients in an unjust way shift their own burdens onto others – including the responsible 
patients (Sharkey and Gillam, 2010).  

The problem of alleged unjust sharing of burden can occur at a concrete as well as an abstract 
level. At the concrete level, we imagine responsible Alice and irresponsible Betty in two 
adjacent hospital beds. Both have a medical need of, let us say, a liver transplant303. There is 
dire scarcity of livers so only one of them can get a new liver304. Their conditions are lethal 
so the one that does not get the liver transplant will die. Here, then, “sharing of burdens” 
means Alice’s risk of not getting a liver because it is given to Betty, and/or Betty’s risk of not 
getting a liver because it is given to Alice. The “unjust” part is, arguably, if Betty gets the 
liver and Alice does not despite the fact that Betty has caused her need for the liver through 
irresponsible health behaviour. In Luck Egalitarian terminology, giving the liver to the 
irresponsible patient would be unjust as that would leave the responsible patient worse off 
through no fault of her own.  

To provide an example of abstract unjust sharing of burdens, we must image instead patients 
in different sections of healthcare, or at different points in time. Imagine, therefore, Christina 
who needs an intervention for her rheumatism (a need which she has not caused herself), yet 
is told that she cannot be offered the intervention because the healthcare provider is running 

 
300 For a theoretical background to this argument see the section “Normative underpinnings of Luck 
Egalitarianism” section, above. My personal opinion is that this argument is the most ethically convincing 
argument in favour of Luck Egalitarianism – but that this can only justify Luck Egalitarianism in regard to 
negative outcomes. As things go, this is not bad for an ethical theory in healthcare priority setting, which deals 
with negative outcomes (= diseases). I will explain my personal view on the topic of this thesis in more detail in 
the closing section.  
301 In technical terms, “unjust sharing of burdens” is a form of “opportunity cost”. For more on this concept see 
the section “Opportunity cost and unjust sharing of burdens” below. 
302 For this reason, one patient infecting another with, for instance, COVID-19 through her failure to take 
precautions would not be called “unjust sharing of burdens” even though it is in many ways similar (it involves 
irresponsible behaviour; one person’s irresponsible health behaviour leads to negative impacts on another 
person’s health). The crux of “unjust sharing of burdens”, however, is that the potential “burden” arises not 
directly but through a healthcare priority decision.  
303 Precisely this situation makes up the setting of several articles, both empirical and theoretical. See for instance 
(Tong et al., 2010; Albertsen, 2016a) 
304 Hence, for this thought experiment we ignore the fact that with modern technology liver transplants can 
sometimes be split and shared.  
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short of funds. As a matter of fact, unbeknown to Christina, the last resources went to 
Doreen, who needed an intervention for her diabetes (a need to which she has contributed as 
she refuses to keep a diet). In this abstract case neither the patients nor their healthcare 
providers can assess how and when the resources were diverted one way or another, whereas 
in the concrete case everybody involved understands that there is a prioritisation challenge 
between two identifiable individuals. Both the abstract and the concrete situations make up 
priority setting challenges, and from a Responsibilist point of view the relevant thing is that 
responsible Alice and Christina risk being worse off than they might have otherwise been, 
due to no fault of their own. More specifically, they risk being worse off due to Betty’s and 
Doreen’s fault, respectively – or so this argument goes.  

According to Zofia Stemplowska (2011) the argument from unjust sharing of burdens will 
force people to respect each other as equals, because it means they cannot shift the costs of 
their irresponsible behaviour over onto others. A twist on the argument from unjust sharing of 
burdens is offered by Nurit Guttman and William Ressler. In their discussion of public health 
campaigns (2001) they point out that the notion of unjust burden sharing is often evoked – 
but not only towards other patients or fellow tax payers but also towards people’s own 
family. Thus the National High Blood Pressure Education Program had the explicit goal of 
evoking notions of shared burdens: “Hypertensives fear stroke because they would lose their 
independence and become a burden to their families. Messages should remind them of their 
potential to become a burden”. True to this, a poster in this campaign included a woman 
stating “To take care of my three kids I need to take care of myself. So I take my blood 
pressure medicine every day”. 

Now the argument from unjust sharing of burdens seems to presuppose a particular view of 
man – or rather: a particular view of the interrelationship between people. Consider the 
following quotes from an article which criticises the narrow focus on individual as opposed to 
social responsibility for health305 in the United States:   

Health is understood through the lens of the individual (…) A person’s health is 
primarily understood as consequential for that person alone and is only 
secondarily – if at all – thought of as affecting others or society. 

“The fact of the matter is that if I rode without a helmet, I wouldn’t be 
jeopardizing anyone but myself, and I feel that being required to wear a helmet 
is an infringement on my personal liberties” (Hook and Rose Markus, 2020) 

If the content of these quotes is taken literally, the notion of sharing burdens seems to be a 
non-starter. If people really do not think about the ways one person’s health may affect 
others, then they would not understand the allure of Responsibilism at all306. But this is 
probably the wrong way to read the quotes. Most likely, many people hold that a) health 
issues belong to the sphere of the individual (in a descriptive-ontological sense) and b) health 

 
305 For more on this topic, see the section “Social versus individual responsibility”, below 
306 The same paradox – that a total endorsement of the individual’s right to do as she pleases with her health 
would seem to rule out Responsibilism – is evoked by the other quote by the same authors a few pages 
previously.  
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issues may not be allowed to “spill over” from one individual to another (in a normative 
sense)307. If notions a) and b) are taken together they explain the appeal of Responsibilism. 
Quite another question is whether this adequately captures what actually makes people 
attracted to Responsibilism, in the United States or elsewhere308.  

Possible counterarguments against the argument from unjust burden sharing include claiming 
that such sharing of burdens is in fact not unjust (this is the traditional egalitarian approach, or 
the natural counterargument from approaches which, like the Swedish Ethical Platform, 
focuses on patients’ medical needs309); that it is not “simply” unjust (because of difficulties 
having to do with interpreting the concept of “responsibility”) or questioning that such 
sharing of burdens really exists (because irresponsible patients, on the whole, consume less 
healthcare than responsible patients)310. 

2.4.3 “Great expectations!” The group of consequentialist supporting 
arguments   

2.4.3.1 “It works better!” –  The argument from medical efficiency 

This argument states that as compared with responsibility-insensitive healthcare policy, 
Health Responsibilism leads to lower costs and/or increased benefits from medical 
interventions (Crawford, 1977). Hence Responsibilist policy should be adapted in order to get 
maximum efficiency from the limited funds available for public healthcare (Rogge and Kittel, 
2016).  

The most straightforward way to rebut this argument is to challenge the empirical data. 
Indeed, no solid proof exists to support a general correlation between responsibility in health 
and medical efficiency. For instance, among patients with liver transplants the post 
transplantation prognosis is no worse for those who have a history of alcohol abuse (and are 
thus by presumption irresponsible) than for those who have not caused their need of a new 
liver through irresponsible behaviour (Iruzubieta et al., 2013; Albertsen, 2019).  

Another possible counterargument is to claim that Responsibilists are not really serious about 
the medical efficiency argument – as they let responsibility considerations override it and will 
not give the irresponsible patient the intervention even if her prognosis is better than the 
responsible patient’s prognosis (Cohen and Benjamin, 1991). A ready response for the Health 

 
307 This, by the way, is a view reminiscent of John Stuart Mill’s famous discussion of what belongs to the 
individual sphere and what, instead, may be seen as fit for governmental impasses. Mill (1989) writes: "The only 
purpose for which power can be rightfully exercised over any member of a civilized community, against his will, 
is to prevent harm to others.". The thought is that the individual should be granted a great amount of freedom to 
act as she wants unless this limits another’s freedom. As can be seen, this fits well with the principle of unjust 
sharing of burdens sketched above.  
308 As noted in the section “Empirical findings”, below, this question is far from settled. In the “Suggestions for 
future research” (at the very end of the thesis) some ideas for future research on this precise topic will be 
sketched.   
309 To be more precise, egalitarianism and the Platform might both recommend a lottery or similar if Alice and 
Betty, and Christina and Doreen, are at an equal standing or their medical needs are absolutely equal.  
310  The different ways of understanding responsibility will be discussed in the section “Responsibility” below, 
and the thought that irresponsibility does not actually lead to increased burdens will be discussed in the section 
“Empirically unfounded”, below. 
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Responsibilist is that Health Responsibilism provides only a prima facie duty (that is: one 
which could be overrun by other considerations). Indeed, the argument from medical 
efficiency tends not to feature in the debate as a stand-alone argument but as an 
accompaniment to some other, weightier argument (Wilkinson, 1999).   

2.4.3.2 “Gives you a reason to fight!” – The health incentives argument 

The gist of this argument is the assumption that a Responsibilist policy, better than non-
Responsibilist alternatives311, provides (presumptive) patients with an incentive to refrain 
from irresponsible behaviour (Schmidt, 2015). It is further assumed that this incentive will 
lead to a decrease of irresponsible health behaviour and improved population health (Wikler, 
2002). As can be seen, this is a consequentialist argument (as are all arguments in this 
section). 

The health incentives argument may also be advanced in another, somewhat weaker way. 
Even if Health Responsibilism does not increase responsible behaviour, its opposite (non-
Responsibilist policies) will make people take risks with their health as they know they will 
be eligible for healthcare in all outcomes, and hence increase irresponsible behaviour (Smart, 
1994; Miraldo et al., 2014). What is at stake here is thus the alleged moral hazard of non-
Responsibilist policy312. Norman Daniels (2011, p. 275) discusses this topic under the 
heading of “social hi-jacking”, by which he means that overly generous policy may create 
situations where some individuals pursue irresponsible ways of life – and leave it to their co-
citizens to pick up the bill.  

To rebut the health incentives argument one may, once again, question its empirical basis. 
The possible incentive effects of Health Responsibilism are hard to demonstrate in an 
empirically robust way, especially as so many factors influence how individuals behave. 
Pending empirical support or rebuttal of the incentive argument, an educated guess is that any 
incentive effects of Health Responsibilism would be weak (Schwartz, 1992; Harris, 1995). 
This is so as even absent Responsibilist policy most kinds of irresponsible health behaviour 
already come with strong external counter-incentives. Smoking, for instance, is expensive, 
stigmatised and gives a bad breath. Even if they receive healthcare, smokers are likely to have 
worse health than non-smokers. And still people smoke. In the light of this, the popularity of 
smoking can hardly be ascribed to a lack of counter-incentives. Therefore, adding another 
counter-incentive is unlikely to bring about radical change – or so this counterargument goes.   

Another way to counter the health incentives argument is to point out that societies never do 
all they could to encourage good population health anyway. For instance, empirical studies 
show that reducing maximum driving speed limits would have strong positive effects on 
population health (James et al., 2014; Jones and Brunt, 2017). To use an example which 

 
311 By non-Responsibilism is meant, throughout this thesis, policies which do not take responsibility into 
account. They are therefore not really “the opposite” of Responsibilism (that would be, perhaps, to give higher 
priority to irresponsible patients), but rather they are merely purposefully quiet on the topic of responsibility.   
312 For more on this, see the section “Moral hazard”, below.  
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sticks closer to the topic of this thesis, it is generally believed that “sugar taxes” would 
improve population health (Lustig et al., 2012; Allcott et al., 2019; Véliz et al., 2019). 
Nevertheless, speed limits and sugar taxes remain controversial and little implemented. 
Hence, even if it could be demonstrated that Responsibilist policy would have health 
incentive effects, this is not all there is to say about it – as with speed limits and sugar taxes 
there is more to the debate than population health data.     

Finally, the worry has been expressed that adopting Health Responsibilist policy to increase 
incentives will increase health shaming, self-blame and stigmatisation313. If this is true, new 
concerns appear. First, interventions which are perceived as “blaming”, may lead to defensive 
attitudes in the target groups, making behaviour change more difficult and thus counter-act 
the expected positive incentive effects (Whitehead, 1991; Mooren et al., 2019). Second, 
increased self-blame and stigmatisation in itself is likely to have profoundly negative effects 
on population health (Mensinger et al., 2018). It therefore stands to question whether the net 
effect on population health, when the above factors are considered, will be as positive as 
Responsibilism suggests.  

2.4.3.3 ”Everyone chip in!” – The argument from “tax solidarity”  

The argument from tax solidarity states that a relevant percentage of the tax paying public do 
not want their tax money spent on health problems that irresponsible patients have brought 
upon themselves314. In order to secure the continued tax solidarity of the public, so the 
argument continues, it is necessary to align healthcare policy with such Responsibilist notions 
among the public. The same point has been made beyond tax paying, for instance regarding 
participation in organ donation schemes (Moss and Siegler, 1991; Elalouf et al., 2020). A 
similar point can be made within insurance-financed healthcare systems also.  

There are least two possible counterarguments here. One, echoing the counterarguments 
above, is that this argument rests on an empirical claim which is unfounded. Although it is 
fairly easy to show that some statements of roughly Responsibilist character elicit some 
support among citizens315, this is far from proving that the studied individuals, all things 
considered, would support a comprehensive overhaul in the direction of Health 
Responsibilism316. Indeed, the answers given by study participants may often just as well 

 
313 For more on these issues, see the section “Stigma, self-blame and responsibility”, below.  
314 This assertion may be relevant also to tax payers who themselves partake in “irresponsible” behaviour. 
Indeed, several empirical studies show there is support for down-prioritisation of, for instance, smokers even 
among respondents who are themselves smokers – see the section “Empirical findings”, below. 
315 As evidenced in the section “Empirical findings”, below.  
316 It would be particularly untrue to claim that there is empirical evidence for a support of Luck Egalitarianism 
in healthcare. As has hopefully already been shown, this is a fairly complex theory. It is therefore hard to study 
the support for precisely this theory – although attempts have been made to study support for some parts of it 
(see the section “Empirical findings” below). As already noted Luck Egalitarianism is also still insufficiently 
specified in many key regards. This makes it impossible to know whether anybody would still be a Luck 
Egalitarian after all theoretical blanks have been filled. 
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reflect desertism317 or a particular dislike towards some specific irresponsible health 
behaviours, such as smoking.  

The second counterargument questions the ethical relevance of the public’s opinion on this 
topic (even if public opinion would be as the argument assumes). This “no mob rule” 
counterargument denies that general opinion should have the final say in public policy, 
especially when important ethical matters are at stake (Cohen and Benjamin, 1991; Olsen et 
al., 2003). On its more common reading, the no mob rule is supported by reference to ethical 
principles, which are held to be more important than public opinion. However, the no mob 
rule may also be painted in consequentialist colours. So, for instance, it has been said that the 
reputation of healthcare tomorrow would be harmed by listening too much to public opinion 
today (Cohen and Benjamin, 1991). Further possible support of the no mob rule 
counterargument is that empirical evidence suggests that public opinion on this topic is far 
from stable. Thus, although citizens may express Responsibilist sentiments when probed by 
oversimplified prompts in questionnaire format, much of the superficial support for Health 
Responsibilism is washed away when individuals are asked to make a deeper consideration of 
the issue (Dolan et al., 1999; Wikler, 2002). In the light of this, one may ask what the “true” 
standpoint of the public really is. One may also suggest that just as well as changing policy in 
accordance with a public opinion which may be largely unconsidered, we should help the 
public scrutinise their intuitions to come to a less Responsibilist position.  

2.4.3.4 Some general notes on the arguments from consequentialism  

First, it should be obvious by the above that there is insufficient empirical knowledge to 
accept or rebut the consequentialist arguments. Second, it may be possible for the critic of 
Health Responsibilism to accept some or all of the alleged positive consequences of Health 
Responsibilism and still be unpersuaded by the ethical merit of Responsibilism. Under such a 
“bullet-biting” strategy, the critic of Responsibilism may claim that even granted the 
empirical claims, the positive consequences of Health Responsibilism do not outweigh for 
instance justice considerations. This is, of course, another way of saying that consequentialist 
reasoning does not persuade somebody who denies that consequentialism makes up the 
whole truth about morality.    

To the extent that any version of Health Responsibilism is supported by consequentialism, 
this support is open to the classic charges against consequentialism. Thus, criticisms of 
consequentialism involving the alleged difficulty of measuring as well as predicting utility, 
and the insensitivity of consequentialism to issues of fairness, may be applied to all the above 
arguments. As such criticism of consequentialism is generic, it will not be further pursued 
here.  

 
317 See the section “The difference between Luck Egalitarianism and desertism” above. 
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2.4.4 “Duty to stay healthy” The arguments from idealist views of individual 
responsibility  

According to this argument, individuals have a moral responsibility to maintain their health, 
and this responsibility ought not be taken over by healthcare. In the words of John Knowles: 
“The idea of a “right” to health should be replaced by the idea of an individual moral 
obligation to preserve one’s own health – a public duty if you will” (Knowles, 1977). Leon 
Kass writes: “Health is a duty (…) one has an obligation to preserve one’s own good health. 
The theory of a right to health flies in the face of good sense (and) serves to undermine 
personal responsibility” (cited in Crawford, 1977). A similar view is expressed in a Swedish 
government white paper on the goals of healthcare:  

Against the almost infinite rights of the individual to use healthcare in society 
we should put, so to speak, an obligation to tend one’s own health 
(Socialdepartementet [Ministry of Health and Social Affairs], 1979, p. 243)318.   

Empirical studies show that an overwhelming majority of respondents find that we owe it to 
ourselves or our families to look after our health319 (Traina et al., 2019; Feng-Gu et al., 2021). 
The concept of duties to oneself is well known within several philosophical schools, among 
them Kantianism (Korsgaard, 1996). Thus Helen Draper and Tom Sorell (2002) offer a Kant-
inspired theory whereby a patient carries an obligation towards herself to remain healthy. 
Failure to do so is, according to this argument, tantamount to a disrespect of oneself and 
one’s capacities in a manner akin to mutilation or self-enslavement. Michael Sandel (2012) 
has also linked maintaining good health to self-respect, arguing that the self-respecting value 
of health may be undermined by a marketisation of health. A similar standpoint is taken by 
Mike Martin (2001, pp. 101-102): “We should care deeply about ourselves. The virtue of 
self-respect is emotionally-resonant, care-oriented, and linked to our happiness and overall 
good. It requires taking care of our health, as part of a reasonable concern for our well-being. 
In the absence of special circumstances, ruining our health manifests a lack of self-respect, 
and self-respect is a mandatory virtue whose absence signals a serious moral failure”. 

What might inform such heavy emphasis on remaining healthy? Norman Daniels’ argument 
about health as a kind of multi-purpose tool for all life-plans comes to mind320. Some have 
argued, however, that the appeal of a “duty to stay healthy” lies at least as much in the duty 
part as in the healthy part (Lavin, 2013). If so, the stress on duty could be related to Max 
Weber’s notion of a “protestant work ethics” (Brownell et al., 2010). This “ethics”, which is 
not confined to individuals belonging to the protestant faith but rather a pervasive feature of 
modern Western society (Cockerham, 2015), stresses “hard work, self-sufficiency, and 
achievement (…) and an obligation to exert rational efforts to improve one’s situation” (Klein 
et al., 1982). However, some have also pointed to a tendency in modern society towards 

 
318 For a modern take on this view, in relation to the Covid-19 virus, see (Bufacchi, 2021) 
319 This thought is also featured among participants in the interview study described in Article V. 
320 See the section “Is healthcare special” above. 
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“healthism”, that is: valuing health and disvaluing bad health as well as people who have bad 
health (Olsen et al., 2003, p. 1167).     

There are several ways to respond to this argument. First there is the liberal critique, which is 
applicable to any kind of policy implications drawn from specific normative theories of how 
people ought to live. According to this critique, individuals should be granted the freedom to 
design their life-plans according to their own heads, and policy should be neutral between 
different conceptions of the good life (Rawls, 2001). This does not prohibit the 
recommendation of a healthy lifestyle, or even talking of it as a duty, but it does prohibit 
setting up policy measures which punish those who do not live up to the healthy lifestyle.  

In line with the above it could be argued that if there is a duty to stay healthy, this is a moral 
or private duty. As such it is not a matter for government (healthcare policy) enforcement321. 
A comparison could be made with, for instance, infidelity: one may hold that individuals 
have a moral responsibility to care for their marriage and remain faithful to their spouse, 
without claiming that there should be governmental sanctions against those who fail in this 
regard. Rebecca Brown et al (2019, p. 123) speaking of “prudential responsibilities” suggest 
such a circumscribed role for the responsibility to stay healthy.  

If a duty to stay healthy is accepted, this is most likely because health is crucial to one’s well-
being. But this means that what is really at stake is a duty to care for one’s well-being. If so, 
then the dutiful person will constantly make trade-offs between health and other sources of 
well-being. Indeed, although most people value health, they do not only value health and 
other things matter to their well-being (Wikler, 2002; Sandman et al., 2016)322 ;  323. More to 
the point: the result of such trade-offs may not be seen as irresponsible by Responsibilism, if 
Responsibilism is underwritten by a duty to care for one’s well-being.  

The concept of duties to oneself is not integral to Luck Egalitarianism324. As for Health 
Responsibilism, it seems that although its proponents may well be sympathetic to the notion 
of a duty for health, such a duty can likely not provide a clean-cut support for Health 
Responsibilism. 

2.4.5  “I respect your choice” The arguments from respect for autonomy  

The arguments from respect for patient autonomy are similar to the arguments discussed in 
the previous section in that they defend Health Responsibilism by claiming that taking and 
demanding responsibility is something inherently valuable. However, they differ in being 

 
321 Article V deals extensively with different ways of understanding the notion of a personal responsibility for 
one’s health.  
322 Indeed, we who work within healthcare are probably the only ones who care so much about, specifically, 
health. Our patients care about their whole lives. This should go as a word of caution against how healthcare 
personnel think of and speak of irresponsibility in health.  
323 Julian Savulescu (2018) argues that a one-sided focus on health is misguided: “Should we aim for a society of 
trembling, teetotalling health nuts? Surely that prospect is horrific. It is horrific because it elevates health above 
all aspects of well-being and value. It is an example of health totalitarianism, or at very least, health fetishism”.  
324 In the section “Responsibility” there will be a discussion about “self-regarding” and “others-regarding” 
theories. Luck Egalitarianism belongs to the second category.  
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more specific: the reason why the individual should be made to take responsibility, here, is 
that this is part of respecting her autonomy (Persson, 2013, p. 437; Vansteenkiste et al., 
2014)325 ; 326.   

Respecting patient autonomy is part and parcel of modern medical ethics (Beauchamp and 
Childress, 2013)327. The centrality of autonomy in medical ethics has grown over the last fifty 
years and today some see it as the most important principle in medical ethics (Gillon, 2003). 
It entails, in short, that we treat the patient in front of us as self-governing, and that medical 
decisions should be based on the patient’s values rather than someone else’s (for instance: the 
physician’s). It also entails that patients have a strong right to refuse interventions they do not 
want, although they have weaker rights to choose whichever kind of intervention they want 
(Schermer, 2002)328 ; 329. 

Most agree that respecting autonomy has both instrumental and intrinsical value (Dworkin, 
1988). The instrumental value comes from the fact that respecting the patient’s autonomy 
often leads to more patient satisfaction, better compliance with any decisions made and that 
the actual decisions made are better, in the sense of having higher chances of leading to 
patient preference satisfaction (Kious, 2016). In this context, however, it is the intrinsical 
value of autonomy which is of interest. This has been explained by Ronald Dworkin in the 
following way:  

The value of autonomy... lies in the scheme of responsibility it creates: 
autonomy makes each of us responsible for shaping his own life according to 
some coherent and distinctive sense of character, conviction, and interest. It 
allows us to lead our own lives rather than be led along them, so that each of us 

 
325 In the section “The normative underpinnings of Luckism” this argument was merely hinted at. In this section 
the argument will be developed in detail and there will be some brief detours outside of classic Responsibilist 
domains.   
326 It should be noted that “autonomy” in this sub-section will be used in the sense common to medical ethics, 
not in the Kantian sense (Gert et al., 2006, pp. 116-117). The argument by Draper and Sorell uses the word 
autonomy in the Kantian sense, and is therefore included not in this section but in the previous section.  
327 Rebecca Rhodes (2019) provides a thought-provoking argument which has relevance for the discussions 
about autonomy and responsibility for health in this section. According to Rhodes, the obligation to respect 
other’s autonomy is actually lower in healthcare than in other areas of life – as a matter of fact this difference is 
one of Rhodes’ cited reasons for claiming there is a difference between common morality and morality within 
medical ethics. On the topic of respect for autonomy in medicine, Rhodes writes: “Physicians are not allowed to 
presume that patients are acting autonomously when they appear to be making poor health choices”. If Rhodes is 
right that the force of considerations of decisional autonomy is somewhat more curtailed in medicine than in 
common morality, the arguments in this section would apply more to other forms of responsibility-sensitive 
policy than to policy in healthcare proper.   
328 This asymmetry of negative and positive autonomy-related rights has some relevance for the argument which 
will unfold over the coming pages. Indeed on its conventional reading, autonomy is most concerned with 
protecting patients from undesired healthcare interventions. For this reason, also, the argument sketched below 
marks a radical departure from the conventional reading of autonomy in medical ethics.  
329 Karl Persson (2013) has fashioned an argument from autonomy that differs from the one that will be explored 
in this section. Persson’s account is derived not from a general reading of what respecting autonomy means, but 
rather directly from the notion of respecting patients’ autonomy. According to Persson, seeing a patient as 
responsible for the consequences of her actions implies putting the person in focus, whereas other views imply 
putting focus on circumstantial features instead. Thus, to Persson, the first option is the one most in line with 
physicians’ duty to respect patient autonomy. As it stands, this argument is not fully convincing, but it could 
perhaps be developed.  
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can be, to the extent such a scheme of rights can make this possible, what he 
has made himself (Dworkin, 1986)330. 

Thus autonomy is intimately connected to the notion of leading a life in the biographical 
sense – that is: having intentions, making decisions and forming long-term goals (Schermer, 
2002, p. 12). This notion is picked up by Joseph Raz who claims that:   

The autonomous person is a (part) author of his own life. The ideal of personal 
autonomy is the vision of people controlling, to some degree, their own destiny, 
fashioning it through successive decisions throughout their lives (Raz, 1986, p. 
369).   

Isiah Berlin delivers a very similar argument in the very famous lines from his “Two concepts 
of liberty” lecture:  

I wish my life and decisions to depend on myself, not on external forces of 
whatever kind. I wish to be the instrument of my own, not of other men’s acts 
of will. I wish to be a subject, not an object; to be moved by reasons, by 
conscious purposes which are my own, not by causes which affect me, as it 
were, from outside. I wish to be somebody, not nobody; a doer – deciding, not 
being decided for, self-directed and not acted upon by external nature or by 
other men as if I were a thing, or an animal, or a slave incapable of playing a 
human role, that is, of conceiving goals and policies of my own and realizing 
them. This is at least part of what I mean when I say that I am rational, and that 
it is my reason that distinguishes me as a human being from the rest of the 
world. I wish, above all, to be conscious of myself as a thinking, willing, active 
being, bearing responsibility for his choices and able to explain them by 
reference to his own ideas and purposes. I feel free to the degree that I believe 
this to be true, and enslaved to the degree that I am made to realize that it is not. 
(Berlin, 2019, p. 397) (italics mine). 

It is obvious from the above quotes why this notion is of interest to the egalitarian: allowing 
others to be autonomous in the sense expressed by for instance Raz above seems to be a 
prime example of treating others as our moral equals331. It is somewhat less clear how 

 
330 This thought has been put in the context of health behaviours for instance in this way: “In a culture of 
individualism, choices are an excellent medium for self-expression. Choices about diet, exercise, smoking, 
drinking, and other health behaviours can be laden with meaning and signal identities, group memberships, and 
values” (Hook and Rose Markus, 2020). If one really believes that people’s choices are an adequate and 
important expression of their selves, it is easy to see why one would be sceptical of policy which is seen as 
interfering with people’s choices. Further down in this section it will be argued that it is a mistake to see 
Responsibilism as more non-interfering than other policy alternatives. 
331 Andreas Albertsen and Lasse Nielsen (2020) discuss what treating others as moral equals may entail. They 
suggest that the golden rule (”Do unto others as you would have them do unto you”) expresses this ideal well. 
Applied to the topic at hand, Albertsen suggests that the golden rule may work to distinguish acceptable forms of 
Health Responsibilism (the ones that people would accept, even if they were applied to themselves) from 
inacceptable forms (the ones that they would not accept if they were applied to themselves). Intuitively it seems 
that using the golden rule as an arbiter of Health Responsibilism would rule out many possible policy 
implications, as those subjected to such policy measures would likely not endorse them. However, that would 
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autonomy relates to responsibility. Even though both Isiah Berlin and Ronald Dworkin use 
the r-word in their quotes above, none of the quotes, nor their contexts, explicitly say that 
treating a person as autonomous entails holding her responsible for her actions, even less 
how332. When Berlin writes about how bad it is to treat somebody else as if she was not 
autonomous, he does not literally mean that “not letting her carry the full responsibility of her 
actions” is tantamount to treating her as a slave. Also, Ronald Dworkin in the quote in the 
section about the “Normative underpinnings of Luckism” (above) rather associates than 
equates responsibility to a notion of autonomy. 

Approaching the possible link from the other end, Thomas Scanlon writes about choice and 
responsibility, including the responsibility for the outcomes of our actions, in his “Value of 
Choice” account. To note, Scanlon does not speak explicitly of autonomy¸ but his account is 
cast in a terminology familiar to discussions of autonomy. According to Scanlon, choice333 is 
valuable for at least334 three reasons335. First, choosing has instrumental value. This means 
that when what happens to Alice follows as a result of her choices (rather than somebody 
else’s), there is a better chance that what happens is in accord with Alice’s preferences. (This 
is the same argument as the instrumental argument for autonomy above). Second, choosing 
has representative value. This means that what happens to Alice as a result of her actions 
should be an expression of who she is. (The opposite would be a position of alienation). 
Third, choosing has symbolic value. This value is perhaps best seen when absent: Alice 
would be treated as a person who is less than a full moral agent, if she were not permitted to 
choose when she could have done so (Scanlon, 1998, pp. 251-253). To Scanlon, it follows 
from the value of choice that when a person has had the right sorts of opportunities to choose, 
we may hold her responsible also for the effects of that choice. Now, it must be noted that 
this does not make Scanlon himself a Responsibilist – he clearly denies this implication (ibid, 
pp. 275-276). This has to do with his rather complicated division between attributive 
responsibility and substantive responsibility336. Nevertheless, his account is included here as 

 
likely all depend on how they are asked, and most saliently on when they are asked. (If people are asked in 
advance, that is when they are healthy, the proposition also invites questions about the relevance of hypothetical 
consent). This approach would turn the normative issue (“is it right to base priority setting on responsibility?”) 
into an empirical issue (“would people accept to be treated according to Responsibilism?”). For more on 
measuring people’s attitudes towards Responsibilism, see the section “Empirical findings” below.   
332 Indeed, Gerald Dworkin writes: “it is certainly true that the notion of autonomy has been linked with that of 
responsibility. But exactly what this link is, and on what features of autonomy it depends, is very obscure” 
(Dworkin, 1988, p. 28). Gerald Dworkin argues that whereas autonomy is important, one would do wrong to 
base a whole normative theory on it since other values are also important. This suggestion may be seen as a 
counterargument against drawing too many normative conclusions from the notion of autonomy.    
333 Scanlon’s account is complex and he places many caveats around when something is to be seen as a choice 
(in the sense now discussed) or not. The precise details of Scanlon’s view are not relevant to this discussion, but 
broadly they hinge on the agent being in a “sufficiently good position” to choose. See Scanlon, p. 258.  
334 Scanlon does not claim this list is exhaustive (ibid, p. 253) 
335 Gerald Dworkin (1988, p. 67; pp. 78-81) has a similar discussion. 
336 These concepts will be explained in more detail in the section “Responsibility” below. 
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it provides a plausible link between choice and responsibility, which may be utilised by 
others to defend Responsibilism337.    

One author who explicitly links responsibility with autonomy is Gary Watson. Quoting John 
Dewy, Watson writes: “We are responsible for our conduct because that conduct is ourselves 
objectified in actions”. Dewey’s term “objectified” is somewhat mysterious, and Watson 
himself writes that in our actions we disclose or express338 ourselves. In Watson’s own 
words:  

My activities are inescapably my own: I am committed to them. As declarations 
of my adopted ends, they express what I’m about, my identity as an agent (…) 
To adopt an end, to commit oneself to a conception of value in this way, is a 
way of taking responsibility. To stand for something is to take a stand, to be 
ready to stand up for, to defend, to affirm, to answer for. Hence one notion of 
responsibility – responsibility as attributability – belongs to the very notion of 
practical identity (Watson, 1996, p. 234).  

The long quote above makes clear that to Watson, holding a person responsible for her 
actions is a natural effect of seeing her as an autonomous agent. In this sense, Watson’s view 
would be a likely candidate for a theoretical underpinning of the autonomy argument for 
Responsibilism. However, it should be noted that this would be a development of, rather than 
a faithful interpretation of, Watson’s view as Watson himself claims that the autonomy-
derived kind of responsibility can only give rise to blame of other persons, not sanctions339.       

Now, it is easy to see how views such as Scanlon’s or Watson’s could be modified to suit 
Responsibilism. Responsibilists could claim that seeing a person as autonomous, and 
allowing her the value of her choices, entails expecting her to shoulder the consequences that 
arise from this. Furthermore, that it entails prohibiting others – including healthcare providers 
– to shoulder the consequences instead of her 340. This view, presumably, would not depend 
on considerations of unjust sharing of burdens or the merits of risk-taking, but would provide 
an independent support for Luckism341; 342.  

 
337 There are also many examples from neighbouring scientific fields, such as theology and psychology, of 
theories which hold that respecting a person includes letting her bear the consequences of her actions (for more 
on this, see the section “Responsibility” below). 
338 This is Watson’s way of steering clear of the discussion of determinism (see the section “Responsibility” 
below). As Watson’s concept of attributability is about expression, rather than causation, he is a compatibilist in 
much the same way as Scanlon is.  
339 This is unlike what he calls responsibility as accountability. 
340 This would be in line with, for instance, the “principle of subsidiarity”, according to which what can be done 
by the individual must not be taken over by society (Kotalik, 2010). This principle is briefly discussed (and 
dismissed) in a Swedish government white paper on healthcare (Socialdepartementet [Ministry of Health and 
Social Affairs], 2000). Similar ideas are a natural part of the libertarian discourse also. This idea has been 
expressed in the following way: “Health is determined by individual choices, and these choices are a personal 
concern – one with which governments (or even friends and family) have little business interfering or attempting 
to change” (Hook and Rose Markus, 2020). 
341 …and this is why it was presented as such in, for instance, Table 4 above.   
342 Note the word “presumably” here. Many texts on Responsibilism mention autonomy, but I have not come 
across any which provide a full explanation of the link between autonomy (or similar constructs, such as 
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Although this view has an intuitive appeal, it has a crucial flaw. This is that it conflates a 
weaker notion (“respecting a person as autonomous means allowing her to choose and live 
with the consequences of her choice”) with another, much stronger notion (“respecting a 
person as autonomous means allowing her to choose and live with all the consequences of 
her choice, in unmitigated form”). When the two views are considered separately, the latter 
notion appears unconvincing. It is impossible to not get entangled in the consequences of 
other people’s choices343. Whether we wish it or not, we inevitably do things that mitigate the 
effects of other people’s choices. As soon as the restraint on mitigating consequences is 
relaxed, it becomes obvious that almost anything can be sorted under “consequences”. 
Imagine Alice is, again, a smoker who develops lung cancer. The Responsibilist says, again, 
that Alice should be down-prioritised for lung cancer treatment as compared with Betty, who 
also has lung cancer but for reasons unrelated to responsibility. If the Responsibilist wishes to 
support this position with reference to autonomy, she must say: “I am merely respecting 
Alice’s autonomy; she has chosen to smoke and now she must carry the consequences of her 
choice”. A reasonable response by the non-Responsibilist would be: “Yes, but receiving lung 
cancer treatment is a kind of consequence too, is it not?” Unless the physician has a magic 
wand, treating a disease is not the same as taking away the consequences of a person’s 
irresponsible health behaviour. To borrow Scanlon’ phrase, Alice certainly will see “features 
of herself manifested in the results of her actions” as she suffers the side effects of 
chemotherapy (Scanlon, 1998, p. 252)344.  

In sum, we may concede that the autonomy argument is correct to point out that it would 
harm a person in her autonomy if policy immediately nullified the consequences of her 
actions. However, this concession does not grant the stronger notion above (…”all the 
consequences, in unmitigated form”). At most it grants the weaker notion that the patient 
should live with some kind of consequences of her choices. However, as pointed out by the 
examples above, providing medical treatment – even at a priority level equal to that of 
responsible peers – does not threaten autonomy. Hence, the argument from autonomy is too 
weak to provide independent support for Luckism when this is contextualised, as in 
healthcare. In other words: the argument from autonomy, as presented here, may be used to 
support Luckism as an abstract rule345. It could not, however, be used to defend the down-
prioritisation of an irresponsible patient for medical treatment (unless the unconvincing, 

 
Scanlon’s “value of choice”) and responsibility, in a way which justifies a central role for autonomy in Health 
Responsibilism. Ronald Dworkin, for instance, clearly sees an association between autonomy and responsibility, 
but since he also writes of the merits of risk-taking and of unfair sharing of burdens, it is not quite clear which 
aspect he sees as normatively fundamental and which as implications of this association. 
343 It does not help to rephrase the claim here, to the extent that the policy maker may not mitigate the 
consequences of people’s choices. Or rather, it will not help in the current context. Only a minimal state could 
operate in accordance with this ideal, but Luck Egalitarians are not, as such, enemies of a welfare state and so 
would likely not advocate a minimal state.  
344 To note: even if the physician did use a magic wand instead of chemotherapy, any symptoms that sent Alice 
to the physician in the first place were also a consequence of her choice – hence not even the magic wand would 
remove all consequences of her choice. 
345 The complete argument would then go something like this: “Respecting a person’s autonomy means letting 
her shoulder the consequences of her actions, and therefore inequalities arising from irresponsible behaviour 
should be exempt from egalitarian redistribution”. 
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stronger view of unmitigated consequences is accepted). Hence, to work as an argument 
within healthcare the autonomy argument must be coupled to other normative concepts – and 
hence it will be of limited importance. 

Now for one last comment about the autonomy argument as it applies to Health 
Responsibilism. As seen above, the common understanding of autonomy relates this notion to 
self-authorship and choosing your own path in life. However, a commitment to respecting 
autonomy does not mean accepting a narrowly individualised view of the individual. Instead 
it is possible to take, also, the individual’s cultural and relational context into consideration 
(Christman, 2020). In context: letting the patient chose her life path does not mean she must 
walk it alone, unaccompanied and unattended. Indeed, on that walk of life Alice may not 
force her company onto Betty. But if Betty asks for Alice’s company, they may walk 
together. As commonly seen in medical ethics, respect for patient autonomy does grant the 
patient the possibility of asking for medical help and medical advice in a way that the strong 
reading of autonomy necessary to independently support Health Responsibilism seems to 
deny. This is not to say, of course, that the conventional view of autonomy within medical 
ethics is correct, but to reiterate that it would take an unusual conceptualisation of respect for 
autonomy to provide a free-standing argument for Health Responsibilism346.  

2.4.6  “Protect the irresponsible!” Another inferred argument (this time of 
paternalistic nature)  

A further argument may be developed from some of the consequentialist arguments in favour 
of Responsiblism presented above. Even though those arguments are couched in the 
terminology of shielding the responsible patients, or the population at large, from the costs of 
irresponsible patients’ healthcare bills, the same arguments could also be applied, with 
paternalistic intent, to the irresponsible patients themselves. Indeed, if Health Responsibilism 
makes medical interventions more effective and/or provides incentive against further 
irresponsible health behaviour, this would benefit the irresponsible patients also. Hence, a 
paternalistic policy-maker might advocate Health Responsibilism as a way to improve the 
health of irresponsible patients (Traina et al., 2019). Thaddeus Mason Pope (2000, p. 445) 
argues that this is in fact the reason for many attempts to regulate smoking in society. 

2.4.7 “One rule for all” The argument from policy coherence  

Many pages ago, there was a discussion on the distribution of Leonard Cohen’s music347. It 
was noted that most people seem to accept that Leonard Cohen’s music is not distributed 
according to need but rather left to the free market mechanisms. Indeed, if Betty breaks her 

 
346 A more technical counterargument is that the view above seems to imply also that patients who make the 
rational and responsible choice to trade a large health risk for a small health risk should get no medical treatment. 
Consider Doreen who is very overweight. Now Doreen decides to take better care of her health and goes on a 
diet. In fact, she rapidly loses nearly fifty kilogrammes. As may happen in such instances, her blood pressure 
drops dramatically and one day getting up from bed she falls and bangs her head against her splendid training 
equipment. According to the view above, she should not receive treatment for the cut in her head, as it flows as a 
consequence from her decision to go on a diet. This seems odd. 
347 It is in the section “Applying Luck Egalitarianism to healthcare priority setting”. 
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Leonard Cohen CD, most would say that she cannot expect to get a new one just because she 
claims she needs it348. Similarly, if she squanders all her money most would say she should 
expect to be less wealthy at the end of the month. Hence, it seems that most other spheres are 
structured more in line with Responsibilism than with non-Responsibilism. This invites the 
question, again, whether health/healthcare is so special that it merits its own set of rules. 
Now, as has been previously discussed, this issue is far from settled349. However, the very 
fact that it is not settled may let the Responsibilist say that healthcare – pending a convincing 
argument to the contrary – should be left to the free market mechanisms just as everything 
else350. This reasoning could be buttressed by an appeal to parsimony: it makes at least prima 
facie sense to have one rather than several metrics of justice in society351 .  

  

 
348 As a matter of good brute luck for Betty and the rest of us, Leonard Cohen’s music is actually available on 
online music platforms. Perhaps Betty is unaware of this.  
349 See the section “Is healthcare special?” above 
350 Now, it must be stated that this argument does not support, precisely, Responsibilism nor Luck Egalitarianism 
in healthcare. A market-type solution for healthcare would in many ways depart from Responsibilist and Luck 
Egalitarian ideals. To note just a few ways of departure: in a market-type solution the poor victim of bad brute 
luck would not get access to healthcare (because she would not be able to afford it). In a market-type solution the 
rich victim of bad option luck would get access to healthcare (because she would be able to afford it).   
351 Michael Walzer would not agree – see the section “Theorising distributive justice” above. 
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2.5 THE ARGUMENTS AGAINST HEALTH RESPONSIBILISM   

The following sections present a number of counterarguments against Luck 
Egalitarianism in healthcare and Responsibilism352.  

2.5.1 Unethical! The group of counterarguments that reject the ethical merit 
of Health Responsibilism  

This group of arguments aim directly at the ethos of Health Responsibilism (that is, the view 
that irresponsible patients, because irresponsible, should be down-prioritised). The 
counterarguments in this group thus deny that this is a reasonable interpretation of justice. 
This section covers the harshness counterargument, the health is too important 
counterargument and the fresh start counterargument.   

2.5.1.1 The harshness counterargument  

This argument can be levelled against any kind of Responsibilism, but as noted above it has 
played an especially important part in the debate about Luck Egalitarianism353. To recap, the 
harshness counterargument holds that down-prioritising the irresponsible patients – perhaps 
even to the point of leaving them without care altogether – is sometimes so harsh that a 
principle recommending it fails to convince as a theory of justice. (As noted above, there are 
different ways to express just why harshness is damning to Luck Egalitarianism). Gerald 
Dworkin (1981), making the counterargument more vivid, imagines that the irresponsible 
patient about to abandoned is in pain and suffering. Dworkin remarks that we do not even 
leave criminals in such a situation. It should be noted that the harshness counterargument 
does not rely on any conceptual or epistemological difficulty in establishing irresponsibility – 
to the extent the harshness counterargument has bite it does so even if the patient has been 
100% irresponsible and this can be established.  

A version of the harshness counterargument may be dubbed the “adding insult to injury 
counterargument”. It also focuses on the plights of patients who are in a bad way. According 
to this counterargument, such patients have already been punished enough. To have a severe 
health condition, or being in a car crash as Anderson’s uninsured driver, is its own 
punishment – to down-prioritise the patient would be adding insult to injury. Another sense in 
which down-prioritisation may be seen as a form of “double punishment” is to assert that for 
instance smokers have already paid the price of their irresponsibility through taxation of 
cigarettes. For instance Andreas Albertsen argues along these lines, when he claims that Luck 

 
352 An alternative way of sorting counterarguments is provided by Gloria Traina and Eli Feiring (2020a; 2020b) 
According to these authors, counterarguments against Health Responsibilism can be sorted under the following 
headings: Causation, Avoidability, Harshness, Intrusiveness, Inequity. In the terminology used here, Causation is 
discussed under “Impossible!”, Avoidability under “Not chosen!”, Harshness under “Unethical!”, Intrusiveness 
and Inequity under “Bad consequences!”.  
353 This is why it is given ample consideration in the section “The Abandonment objection” above.  
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Egalitarianism in healthcare may be most applicable in cases where there is no ex ante 
taxation (Albertsen and Knight, 2015)354.  

An oblique way of stating the harshness counterargument would be to claim that attempts to 
locate responsibility in one individual are “overstated”, as a person’s near and dear ones often 
play a role in unhealthy behaviour which amounts to them rightly being “co-responsible” 
(Brown and Savulescu, 2019). Ignoring this to let the individual carry full responsibility is 
then seen as overly harsh. (Obviously, this reasoning has merit only to the extent that 
responsibility is lessened when shared).  

A further way of making a harshness-type counterargument would be to cite the literature on 
developmental psychology, noting in particular how complex it seems to reach the level of 
psychological maturity where we can truly take the relevant kind of responsibility for 
ourselves. The harshness counterargument emanating from this thinking is then, simply: most 
people have not reached the developmental stage where they are able to take responsibility 
for themselves, let alone others. To punish people for not having reached a certain level of 
psychological maturity is harsh, or so the argument goes355.  

2.5.1.2 ”Health is too important” – The counterargument from specialness of health 
and/or healthcare  

Some authors have claimed that, regardless of the particular ethical merits of Luck 
Egalitarianism or similar, Responsibilist considerations should not be allowed to determine 
policy in healthcare as this is an area where it is especially important to maintain global 
coverage (Denier, 2007, p. 254). This claim rests, of course, on a background assumption that 
health or healthcare is special356. As noted above, the health is special claim makes it possible 
to maintain that Luck Egalitarianism itself is sound, but still reject its application to 
healthcare. 

It should come as no surprise that some forms of the “health is too important” 
counterargument focus specifically of the rights of the very ill to receive treatment, regardless 
of why they are so very ill. Hence, it may be possible to combine this claim with 
Responsibilist policy in less severe cases. It will then, plausibly, take the form of a plea for 
some kind of basic healthcare, which is given to everybody because not doing so would have 
disastrous consequences. In effect, this is similar to a suggestion by Shlomi Segall357.  

A rather different reason for wanting to shelter people from the outcomes of their bad choices 
in health is that this may lead to other desirable consequences. Thus, some have argued that 
although we may be ready to accept certain health inequalities, such inequalities in turn may 

 
354 For a fuller discussion of the issue of ex ante taxation, see the section “Applying Luck Egalitarianism to 
healthcare priority setting” above, as well as Article IV 
355 There will be more on developmental psychology and responsibility in the section “Responsibility as personal 
growth” below. 
356 Which was explored in the section “Is healthcare special?”, above. 
357 Segall’s notion of ”meeting basic needs” has this function – see the section “The abandonment objection” 
above. 
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produce other inequalities (political, civil) that we may not be ready to accept (Cappelen and 
Norheim, 2005)358 ; 359.  

2.5.1.3 The “fresh start” counterargument  

A counterargument that, if successful, strikes at Health Responsibilism of all stripes asserts 
that as part of individual freedom people should be given the leeway to change their 
preferences as time goes by. For this to be possible, they must not be (unnecessarily) chained 
to the effects of their previous choices. The argument is made stronger by the following 
specification: especially if they regret their previous choices and would today choose 
otherwise. Thus, if Eileen, due to smoking and an unhealthy diet, develops peripheral artery 
disease (which leads to leg pain upon exertion), but realises she wishes to be a long-distance 
walker and is ready to live as such, she should – in honour of her new preference – receive 
medical and surgical interventions against her artery disease (Vansteenkiste et al., 2014). 
Andreas Albertsen (2016b) defends Luck Egalitarianism against this particular 
counterargument by reiterating the theory’s central claim: that allowing fresh starts would 
lead to an unjustified sharing of burdens. Hence, what Albertsen is saying is that whatever 
reasons one may have for liking the ideas of a “fresh start”, they do not outweigh the moral 
weight of unjustified sharing of burdens.  

2.5.2 Not chosen! The group of counterarguments that reject the 
choice/chance dichotomy in Luck Egalitarianism in healthcare  

As previously noted, Luck Egalitarianism (and any brand of Health Responsibilism which 
purports to be coherent) rests on the assumption that a proper “responsibility cut” can be 
made – that the irresponsible can be sorted from the responsible. It follows that it would be 
damning for Luck Egalitarianism as well as for some brands of Responsibilism if it were very 
difficult to make such a cut. The next section (“Impossible!”) deals with counterarguments 
that assert that it is difficult (or near impossible) for practical reasons to sort the irresponsible 
from the responsible. The counterarguments in this section, by contrast, assert that the 
theoretical desiderata (free will, free choice) for responsibility are seldom or never fulfilled, 
and therefore it will be difficult to find enough truly irresponsible people to target with 
policy360. Obviously, these counterarguments are neutral in regard to the ethical merit of, for 
instance, Luck Egalitarianism. Hence, even if one agrees that to the extent that patients are 
truly responsible for their ill health they should be down-prioritised, one may still claim that 
such true responsibility is hard to find. This section will cover the multiple determinants of 
health counterargument, the substance dependency counterargument and the no free will 
counterargument. 

 
358 Michael Walzer is especially worried about such linked inequalities – for more on Walzer see the section 
“Theorising distributive justice”.  
359 In a sense, this is the course that Norman Daniels (2007) follows also, for he does not state that health is 
important as such, but rather as a means to having “the normal opportunity range”. 
360 The connection between free choice and responsibility is further explored in the “Responsibility” section 
below. 
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2.5.2.1 The multiple determinants of health counterargument 

Larry Temkin (who, it should be noted, does not consider the counterargument in this section 
as decisive against Luck Egalitarianism) writes: 

In the game of life, each of us, to some extent, must play the cards we are dealt. 
But (…) sometimes our cards are both dealt to us, and played for us (Temkin, 
2011) (s 72). 

In this terminology it may be said that the multiple determinants of health counterargument is 
concerned with the effects of the way “our” cards are dealt to us, and sometimes played for 
us. The word “multiple” is used to show that choice, at most, plays a marginal role in 
determining our health. 

One of the most salient way in which our cards are “played for us” is the way in which our 
social background and social milieu affects our health361. This phenomenon is called “the 
social determinants of health”, and will be further explored in the section by that very name, 
below. For now, it may suffice to say there is ample evidence that our health – and our health 
choices – is significantly affected by social factors. Another factor which strongly affects our 
choice sets and the very choices we make is our comorbidities. Hence, having one particular 
disease may make one act in a way which increases the risk of another disease362; 363. For 
instance, many people with alcohol abuse (a paradigmatic case of irresponsible behaviour364) 
also have mental disease (for which it may be less suitable to say they are responsible) 
(Martens, 2001). Furthermore, it is not enough to note that our behaviour may be determined 
by social factors or comorbidities. In addition, even the way our behaviour translates into 
health effects may be so (Cappelen and Norheim, 2005). Thus, the risk of becoming addicted 
after having smoked one’s very first cigarette is substantially lower for the well-off person 
with a good job than for the poor and unemployed person (Pillutla et al., 2018).  

The implications of the above are clear: if people’s choices in health and the effects of such 
choices are determined by social factors for which they cannot be held responsible, genetic 
factors for which they cannot be held responsible, or comorbid states for which they cannot 
be held responsible, the plausibility of holding people responsible for their choices in health 
is severely undermined (Shelton and Balint, 1997). Indeed, allowing social determinants of 

 
361 Another such is our genes. 
362 This is something else than one disease giving rise to another disease by way of biomedical mechanisms, as 
when diabetes gives rise to kidney disease.   
363 Very relevant to the topic of this thesis is any kind of disease which in any way impacts on a person’s 
judgment. Obvious cases include mental disease, but other states such as chronic obstructive pulmonary disease, 
kidney disease, thyroid malfunction and being in love also impact people’s judgment. The challenge for 
Responsibilism is, then, to determine when people in these predicaments should be held responsible for their 
health behaviour.  
364 Remember that whenever there is talk in this thesis of “irresponsible behaviour” it does not mean that I who 
write this agree that the behaviour was irresponsible. In this thesis “irresponsible behaviour” is short form for 
behaviour which some claim is irresponsible.  



 

  123 

health to influence priority setting in healthcare has been called “rationing on the basis of 
poverty” (Pillutla et al., 2018). 

The effectiveness of the multiple determinants of health counterargument depends upon 
whether it is possible to establish a) that the multiple determinants of health are unfairly 
distributed and b) that this unfairness carries over to Responsibilist policy.  

One way to accept a) but challenge b) has been suggested by John Roemer (1993) who tries 
to discount the way non-choice determinants carry over to policy. Roemer notes that some 
behaviour, such as smoking, is more common in certain social milieus, such as among coal 
mine workers, than in other social milieus. By implication, then, it may be seen as less of a 
choice – and more like something you just do, because everybody else is doing it – for the 
coal mine worker to take up smoking than if the university professor were to do the same 
thing. Hence, according to Roemer, we may say the university professor is more responsible 
for this choice than the coal mine worker – and this fact should be accounted for by 
egalitarian policy. Similar arguments have been raised within the specific area of healthcare 
priority setting, see for instance (Martens, 2001, p. 173). A problem with Roemer’s theory, 
however, is that it fails to explain which reference categories are relevant (and why). The 
proverbial cake can be sliced in so many ways, and perhaps it would have made better sense 
to compare the university professor with a larger reference category (say, all university staff), 
or a smaller reference category (university professors with shoulder-length, greasy black 
hair)365. Perhaps more importantly, Marmot’s comment about the causes of the causes366 is 
applicable here also. Indeed, a theory which tries to lessen the impact of non-choice 
determinants ought to consider also how this specific university professor came to be a 
university professor, and so on. It seems as though Roemer’s suggestion, although attractive, 
would result in such a heavy manual for discounting that it would weigh down the whole 
Luck Egalitarian project. A further criticism of Roemer’s theory is that it relies too much on 
what others do. To recap, in order to know whether Alice’s decision to smoke is irresponsible 
we need according to Roemer to know how many of her friends and colleagues smoke. 
However, it seems somewhat roundabout to ask what others do in order to find out whether 
Alice is responsible. More to the point here, what others do or do not do is normally (by Luck 
Egalitarianism) considered to be outside of Alice’s control, and hence the kind of thing which 
should not affect her position in regards to distribution according to Luck Egalitarianism. 
This charge has been levelled by for instance Marchman et al (2013).  

2.5.2.1.1 Discussion about “the equal starting field”  

It is possible to take the multiple determinants of health counterargument in another direction. 
Luck Egalitarianism has been described as a starting gate theory (Anderson, 1999). By this is 

 
365 Roemer (1993, p. 152) is not insensitive to this problem, and suggests compiling information about several 
different aspects to build up what he calls “types” (for instance, he suggests that five factors – parental income, 
parental education, ethnicity, performance on certain intelligence tests, and health status – together define the 
determinants of a person’s educational attainment which are not within her control as presumably other aspects 
are).  
366 See the section “Social determinants of health” below.  
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meant that it aims to create, at least, a level starting field or equality at the starting gate367. 
However, it is not obvious what is meant by creating a level starting field. For instance, it 
may be said that the determinants of health must be included in the consideration here – at 
least if it can be established that the determinants of health are themselves unfairly 
distributed. If, so to speak, the race started before Betty even got there, and somebody had 
stolen her shoes, and there was a puddle of sticky glue at the base of her starting gate, and her 
gate was particularly slow to open – then the race was not particularly fair. Some have 
claimed that such as the world is, with unfairly distributed health determinants, the moral 
value of Luckism – or of its implications – is considerably weakened. Here is Norman 
Daniels on this topic:  

Had we just distributions of what Rawls calls the primary social goods (basic 
liberties, opportunities, power, income, wealth, and the social bases of self-
respect), and were health inequalities only those that resulted from otherwise 
just social inequalities, and had we highly effective programmes aimed at 
altering risky behaviours, and had we competent, informed adults deciding not 
to accept the benefits of these programmes, then we might (…) give some force 
to the “choice” exercised in that setting, for example by making people 
accountable for the externalized costs of their avoidable medical conditions 
(Daniels, 2011, pp. 276-277)368.  

Others who have voiced similar concerns include Anca Gheaus (2018, p. 58), Andreas 
Albertsen (2019) and Jonathan Wolff (2011, p. 221). Note that the counterargument that Luck 
Egalitarianism is unfair unless there is an equal starting field is different from the 
abandonment objection369 as it may be perceived as unfair to abandon the loser of the race 
even if there was equality at the starting gate.  

There is more to say on the topic of providing an equal starting field. For instance, some have 
asserted that it is impossible to create such equality. Will Kymlicka (2002, p. 76) notes that 
”no amount of money can make the severely retarded person as able to lead a good life as 
other people”. Furthermore, one may wonder how often the equality of the starting field 
should be “reset”. Ronald Dworkin (1981, p. 321-323), whose theory is based on a notion of 
starting field equality, speaks of an “enslavement of the talented” which would arise if society 
redistributed with the aim of bringing those with a lack of talent up to the same level370 as the 
talented. Hence, there may be countervailing factors against resetting the starting field 
equality all too often371.  

 
367 As can be seen throughout this thesis, there are different interpretations within Luck Egalitarianism as to what 
should happen after the starting pistol has gone off. 
368 In case anybody should wonder, Daniels thinks we do not “have” all the things he enumerates here. 
369 See the section “the Abandonment objection” above. 
370 In whichever currency. 
371 Indeed, this ties into the general critique against egalitarian theories, see the section “Theorising distributive 
justice” above. 
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In addition to deciding whether, how and how often the starting field should be equalized, the 
multiple determinants of health present further challenges for the Luck Egalitarian planner 
when it comes to the application in healthcare. To illustrate this, imagine Betty, Christina, 
Doreen, Eileen and Fred372 all have a heart condition (and are blameless for this373). Betty is 
much worse off with it than the other two. Christina also has a comorbidity (for which she is 
blameless), so all in all she is as sick as Betty. Doreen is much poorer than the rest of them 
(for which she is blameless – say, for instance, that she has a colour of skin which is 
disadvantaging in this society). Eileen has an additional mild health problem for which she is 
responsible (say: she has chronic obstructive pulmonary disease) and she just lost her job. All 
in all, Eileen is the worst off. Oddly enough treating this would also fix her heart condition. 
Finally, Fred has a shorter expected life than the others because he is a man (for which is he 
blameless374). 

Now, in response to all of the above, the Swedish Ethical Platform would suggest that Betty 
should have highest priority for treatment as she is worst off. Responsibilism and Luck 
Egalitarianism would likely not disagree – no matters of responsibility apply. What to do next 
is tricky business, however. The Platform does not readily aggregate between diseases, so 
would not necessarily prioritise Christina and Eileen over the rest. Furthermore, the Platform 
operates according to “healthcare exceptionalism”375 so that healthcare measures should not 
be used to equalise other inequalities, and would for that reason not prioritise Doreen over the 
rest. Finally, Fred would not be prioritised over the rest as his healthcare need (of an 
intervention for the heart disease) is unrelated to the fact that he is a man and as such has 
statistically a shorter expected life.  

Now, these is no clear guidance from the literature as to how Responsibilism and Luck 
Egalitarianism would prioritise between the other patients. There is no strict reason for these 
theories to favour healthcare exceptionalism376 nor a non-aggregation stance. However, Luck 
Egalitarianism will be divided when it comes to cases like Eileen, where the Egalitarian 
component strongly advocates doing everything to equalise in her favour, and Luckism 
cautions against equalising measures for her heart condition. This, then, is a weighting of the 
egalitarianism and Luckism components. All in all, here is a priority setting conundrum 

 
372 Here, for once, a man will be used in the thought example because this discussion involves sex differences. 
Welcome, Fred, to this merry show! 
373 In the case of irresponsible patients it would have been easier to tease the policy implications apart here. To 
use previous terminology: the problems discussed here are mainly relevant to the “egalitarian” part of Luck 
Egalitarianism and to how this should be weighed against the “Luckism” part. 
374 Although it is also true that men drink more alcohol and smoke more. The normative importance of the 
difference in life expectancy between the sexes has been seriously discussed by some Luck Egalitarians, for 
instance Segall, 2011, p. 258. Segall sees health inequalities between the sexes as relevant to Luck Egalitarian 
policy but suggests that they should not be accounted for in clinical priority setting, but only in research (2011, p. 
262). Against that it may be said that this will exacerbate the males-over-females inequality already present in 
medical research (Kim et al., 2010; Mansukhani et al., 2016). Such inequality is particularly malignant, as results 
of research governs medical interventions in ways which are far from transparent to policy makers or health 
personnel.     
375 See the section “Debate about the Swedish Ethical Platform”, above. 
376 Indeed, Andreas Albertsen (2019) argues for “integrationism”, which is the claim that Luck Egalitarianism 
should not compartmentalise in this way. 
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which lies largely outside of Luckist territory. If Luckism was all there was to it, Luck 
Egalitarianism could note merely that distributive justice should track responsibility, which 
does not apply here. But Luckism is not all there is to it. To be applicable to healthcare and to 
help the planner who needs to prioritise between the likes of Betty, Christina, Doreen, Eileen 
and Fred, Luck Egalitarianism also needs to provide an account of how its egalitarian 
component deals with the intricacies of the multiple determinants of health377.  

2.5.2.2  The substance dependency counterargument 

The substance dependency counterargument differs slightly from the multiple determinants of 
health counterargument, because the driving force here is not that multiple factors determine 
who develops a substance abuse and who does not, but rather that substance dependency, 
once started, affects our decision-making capacities (Martens, 2001). Thus, so the argument 
goes, whereas Alice may be responsible for smoking her first cigarette, she cannot in any 
relevant sense be said to be responsible for continuing to smoke once she is under the grips of 
nicotine dependence. In this sense, also, drinking a glass of wine may be a choice, but being 
an alcoholic is not (Schwartz, 1992). Several authors have latched on to this notion, 
defending Luck Egalitarianism in healthcare policy by noting that at least the initial decision 
– for instance to ever light up in the first place – was a choice (Thornton, 2009). In response 
to this it may be said that empirical studies of substance abuse show that such habits often 
begin at a very young age. Recent British figures show that of regular smokers, 40% started 
before the age of 16 (Cancer research UK). This takes the discussion back to whether (some) 
health behaviours are indeed chosen, as most would be reluctant to claim that people in their 
early teens have full decision capacity, at least not in potentially life changing decisions. 
Furthermore, insisting that Alice, as an adult smoker with lung cancer, should be down-
prioritised for treatment because of one decision she made several years ago (at fourteen she 
“decided” to have her first cigarette) seems a bit over the top. Here, Olsaretti’s suggestion of 
a “principle of stakes” may help the Luck Egalitarian. However, if the later effects of Alice’s 
smoking – when she was already addicted – are stripped away, then there is not much for the 
Luck Egalitarian to base policy on. If it were not for Alice’s subsequent cigarettes, the health 
impact of her first cigarette would likely have been minimal – and not caused any burden to 
be shared378.  

To sum up, there are three possible ways to answer the substance dependence 
counterargument. The Luck Egalitarian can say either a) what people do when they are in the 
grips of substance dependence is not really a choice, so the effects thereof must be exempt 
from Luck Egalitarian healthcare policy or b) what people do before they get into the grips of 
substance dependence is a choice in the sense relevant to Luck Egalitarian healthcare policy 
or c) what people do when they are in the grips of substance dependence is a choice in the 
sense relevant to Luck Egalitarianism. Obviously, alternative a) means that Luck 

 
377 The question, then, is which inequalities matter and how – thus we are back to the old questions about method 
and currency in egalitarianism (for more on this, see the section “Theorising distributive justice” above).  
378 This argument is developed in article IV. 
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Egalitarianism in healthcare will be considerably less impactful, alternative b) has specific 
problems as sketched above and alternative c) further increases the difficulty of formulating 
the notion of choice relevant to Luck Egalitarianism in healthcare.  

2.5.2.3 The no free will counterargument   

We will now turn to the last and final of the standard “not chosen” arguments. This is the “no 
free will” counterargument. As is well known, philosophy has a centuries-long tradition of 
discussing what is called the “free will problem”. The “problem” is that it seems hard to 
reconcile the notion of free will with the apparent determinism of cause and effect chains in 
the natural world379. Some authors have taken recent insights from neuroimaging as further 
proof that there is no free will (Harris, 2012). The relevance to the current question is that 
some argue that if we are not free, or not sufficiently free, or not free in the relevant sense, 
then it makes poor sense to speak of responsibility in health (Andersen et al., 2013; Brown, 
2013). One such argument, that elegantly strikes against Luck Egalitarianism on its own turf, 
argues that if this is true, Luck Egalitarianism in healthcare policy should recommend 
everybody medical interventions, even in situations that Luck Egalitarians regularly question. 
Andreas Albertsen et al (2013) express this thought in the following way: “We are never truly 
responsible for anything, and Luck Egalitarianism therefore implies that all (relevant) 
inequalities are unjust”. As noted, many Luck Egalitarians also agree that if it were true that 
we had no free will, their favoured theory would no longer be ethically justifiable (Arneson, 
2004). To my knowledge, there has been no specific defence against this argument within the 
discussion of Luck Egalitarianism in healthcare. In the more general discussion about Luck 
Egalitarianism, Gerald Cohen (1989, p. 934) claims that the theory does not depend on our 
will’s being entirely free, but only on it being possible to speak of freedom of choice in 
matter of degrees. These degrees could then be tracked by Luck Egalitarian policy. Richard 
Arneson (2004, p. 14) further notes that as long as the free will issue is not solved – this issue 
is already more than a thousand years old so that will likely not happen soon – it seems 
morally innocuous to further investigate the ethical merit of Luck Egalitarianism. (Obviously, 
the latter argument may also be turned the other way around, to say that as long as we are not 
sure about free will we should not build policy on responsibility).      

2.5.3 Impossible! The group of counterarguments that claims it is 
impossible to determine chosenness and/or causality 

As explained throughout this thesis, the plausibility of Luck Egalitarianism even to its own 
proponents hinges on it being possible to decide whether a particular patient has been 
responsible or irresponsible with her health. The previous section presented various ways of 
questioning the patient’s level of control over her actions. The present section instead deals 
with whether the observer can correctly judge whether an action has been responsible380. 

 
379 There will be more discussion on determinism in the section on “Responsibility” below. 
380 Hence, it is not so simple as that the previous question is theoretical and the present question is about practical 
applications. Instead, both sections deal with what it is to say that a person has been irresponsible, and whether 
this may be said with any accuracy. In neither section can theoretical issues be easily separated from issues of 
applicability.  
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These arguments are epistemological by nature, as they point to the difficulty of attaining 
sufficient knowledge or understanding to make credible judgments of responsibility. If it is 
true that in no case, or only rare cases, responsibility may be accurately determined, then 
Luck Egalitarianism in healthcare will fail to get out of the starting blocks (Harris, 1995; 
Ubel, 1997). There are several ways to make this claim. First there is the imprecision 
counterargument, which states that it is impossible to make the definition of responsibility 
precise enough to target only the relevant subset of patients. Second, there is the 
contamination counterargument, which claims that other, non-Responsibilist notions colour 
determinations of responsibility. Last, there is the rather straightforward empirical claim that 
for whatever definition of responsibility, it will be impracticable to assess whether the 
demands of the definition have been met.   

2.5.3.1  Imprecision counterargument 

How may the Luck Egalitarian coherently arbiter which behaviours should count as 
irresponsible, irresponsible enough and irresponsible in the relevant sense to merit special 
treatment by Responsibilist policy? Indeed, many types of behaviour involve risk-taking and 
affect health, yet may not be immediately thought of as health issues. Examples of such 
behaviour include the choice to become a parent or not (Wikler, 2002, p. 129), the level of 
work load we take on (Ubel, 1997), whether to commute to work by automobile, and whether 
to engage in certain professions. Even the choice to live in a particular area or another, or 
belonging to one or another religious creed, may entail differential health risks (Schwartz, 
1992)381. Add to this the fact that some kinds of risk-taking is beneficial – if not to the 
individual then at least to society. We want fire fighters, construction workers, police officers, 
window cleaners who work at high rise buildings – and we need them to take the kinds of 
risks that their professions require (Schwartz, 1992). The current COVID-19 pandemic has 
shown, also, how much we want and need healthcare staff who dare to care for patients, even 
at considerable risks to themselves. Adding all these intricacies together, it is no easy task to 
define what kind of behaviour is responsible and which is not, and which should compete in 
priority setting on equal terms and which should not. Indeed, many commentators have 
argued that it may be impossible (Schmidt, 2007a).  

A way to deal with the difficulty of presenting one definition of responsibility which is 
coherent and yields the desired implications would be to claim that healthcare consists of 
several independent subfields, and that it is not necessarily so that one ethical rule should 
govern them all. Hence, it may not be a problem if policy is not consistent between subfields. 
For instance it has been claimed that Responsibilism is right in the case of liver transplants – 
as donated livers are so rare – but not in other cases (Moss and Siegler, 1991). This line of 
argument seems to need a little more finetuning. First, the rarity of something does not 
intuitively seem as a relevant ethical aspect – especially not for a Luck Egalitarian, as the 
relative rarity of Alice’s condition or of the means to treat the condition must be seen as a 
matter of brute luck. Second, even if Moss and Siegler’s argument should be twisted slightly, 

 
381 Schwartz asks, tongue in cheek: “How culpable is the decision to live in Nevada?” 
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so that the real crux is taken to be severity rather than rarity, it is not immediately clear why 
Health Responsibilism should be applied in severe cases but not in less severe cases. To those 
that fear Health Responsibilism might be too harsh, this would seem to be the wrong way to 
go about things.  

As previously mentioned382, Luck Egalitarians have tried to define a way of making “the 
responsibility cut” in a manner which is both theoretically sound and provides the right 
implications. Devices for doing so have involved referring to for instance “reasonable risk-
taking” and “non-culpable risk-taking”383. To my mind, making the decision coherent is by 
far the most important of the two desiderata above. As Luck Egalitarianism proposes to be a 
theory of justice, it must live up to the standards of Aristotle’s formal justice – that is: it must 
show, consistently, where two patients are morally alike or different. As argued in Article IV, 
it may be possible to draw a theoretically sound dividing line, but only by using a rather 
complicated decision algorithm. Furthermore, the stringent usage of any dividing line will 
yield some implications that are likely to clash with Luck Egalitarians’ intentions. This line of 
reasoning is developed in Article IV.  

2.5.3.2 Contamination counterargument  

Something which further muddies the Responsibilist waters is the fact that psychological, 
political or moral aspects may influence the determination of responsibility. As noted by 
Richard Arneson (2000): “the attempt by institutions or individuals to guess at the 
(responsibility) scores of people they are dealing with would surely dissolve in practise into 
giving vent to one’s prejudices and piques”. Hence, so long as we live in a society where 
social bias against for instance smokers or alcoholics is widespread, our determination of 
responsibility is likely to be affected by this (Cohen and Benjamin, 1991; Ubel, 1997; 
Sandman et al., 2016). In the terminology developed by Lynoe and Juth (2014), this is a 
situation where the risk for value impregnation of facts is likely to be great – that is: we may 
think that we are “neutrally” describing a patient’s responsibility status, but in fact our 
decision is guided by our underlying value system384. 

As expressed in the section “Understanding other people’s actions”, below, there is ample 
evidence that our judgments of other people’s intentions and whether other people have 
caused certain effects or not all depend on moral and psychological aspects – which clearly 
should play no role in Luck Egalitarian policy. However, if it is true that there is no way to 
determine responsibility without at least implicit usage of these aspects, or (which is a weaker 
claim) we can never know whether we are using such aspects, this is a serious 
counterargument against Luck Egalitarianism (Wikler, 2002).  

 
382 In the section “The relevance of responsibility to Luck Egalitarianism” above. 
383 For more on the pros and cons of using reasonability as a building block in distributive justice, see the section 
“Reasonability in Luck Egalitarianism” above. There is also more on this topic in article IV. 
384 For more about bias and stigma see the section “Stigma, self-blame and responsibility” below. Also, there 
will be more on value impregnation in the section “Value impregnation of facts” below.  
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In the same vein, Cass Sunstein (1997) argues that although the voluntariness of a particular 
action is truly a matter of degree, our antecedent moral judgments makes us judge it as either 
voluntary or non-voluntary. The issues raised above are complex, not the least to measure, so 
the contamination counterargument cannot be seen as decisive against Luck Egalitarianism. 
On the other hand, it may be said that as long as Luck Egalitarians cannot show that their 
theory does not rely on, or is readily corrupted by, contaminating notions we should tread 
carefully on the path of Responsibilism385.  

2.5.3.3 Impracticable  

There are many reasons why it may be hard or even impossible to assess a patient’s 
responsibility in a particular case. The simplest reason is this: “Individuals do not display 
responsibility scores on their foreheads” (Arneson, 2000). More seriously, however:  

There is often considerable uncertainty about the determination of whether or 
not a patient’s lifestyle is actually the cause of their state of health. The extent 
to which the patient concerned is able to avoid his/her unhealthy lifestyle is also 
often unclear (Cappelen et al., 2020). 

One difficulty at play here is caused by aetiological pluralism (aetiology= the causation of 
disease). We know today that most diseases are the result of a complex interplay between an 
individual’s genetic setup, her environment, and her behaviour. Hence, even if we know that 
Alice is a smoker, we may have a hard time to prove that this is the (only/main/relevant) 
reason for her lung cancer. Arguably, this lessens the normative value of Luckism as applied 
in Luck Egalitarianism in healthcare (Cohen and Benjamin, 1991; Martens, 2001; Cappelen 
and Norheim, 2005; Cappelen et al., 2020). Furthermore, Luck Egalitarianism in healthcare 
calls for not only an assessment of aetiology but also of culpability. Hence, we need to know 
not only that Alice is a smoker, and the precise relationship between her smoking and her 
disease386, but also why she took up smoking. Did she know what risk she was taking? What 
options were available to her at the time?  

Finding the answers here requires a whole set of detective-like investigative operations 
(Knight and Stemplowska, 2011, p. 21; Savulescu, 2018). However, just like detectives on 
TV, Luck Egalitarian officials may face patients who simply cannot answer the crucial 
questions. Concerning choices made very long ago, most people cannot give accurate 
descriptions. Moreover, some patients may even wish to lie about their behaviour or the 
factors that led to a particular disease, especially if this is their only way to access a particular 

 
385 Indeed, it is not necessary to claim that the judgments of any particular Luck Egalitarians are contaminated to 
make a strong claim against Luck Egalitarianism. For Luck Egalitarianism to get out of the starting blocks it 
must be applied by government officials, and the fear that the judgments of these officials may be contaminated 
is enough to make Luck Egalitarianism appear less fair. Another counterargument which focuses on the fear that 
those officials who are tasked with applying Luck Egalitarianism may err is found in the “Principle of 
parsimony” section below.    
386 This topic is further developed in article IV 



 

  131 

intervention (Hansson, 2018; Mooren et al., 2019)387. Add to this the fact that healthcare 
officials operate under time pressure and there is a palpable risk that responsibility will 
routinely be misjudged. Indeed, Harris (1995, p. 152) writes that for Luck Egalitarianism to 
be persuasive as a theory of justice in healthcare, “health professionals and administrators 
need to have immediate access to the relevant information at the point of need or claim”388. In 
the real-world setting, this demand may rarely or never be met. Similarly, the Linköping 
Report stresses that unless causal responsibility be properly established, their suggested 
principle of responsibility should not be applied (Swedish National Centre for Priority Setting 
in Health Care, 2007). The authors add that this demand will likely severely limit the 
applicability of their suggested principle. 

A possible response to the impracticability counterargument is to accept a somewhat lower 
level of epistemic clarity (Sandman et al., 2016; Feng-Gu et al., 2021). Also, the 
counterargument does not show that we should not use Responsibilism in the cases where we 
can be sure somebody has been, in the relevant sense, responsible for her disease (Walker, 
2010). 

A natural way for Luck Egalitarianism in healthcare to respond to this counterargument is to 
make sure that all relevant information is recorded continually rather than just at the point of 
healthcare need. Hence, healthcare records should note, as soon as possible after the first 
cigarette has been smoked, that the patient is a smoker and why, including information on the 
patient’s risk awareness and the options open to her. Furthermore, proponents of for instance 
Eli Feiring’s forward looking model or Julian Savulescu’s golden opportunities model389 cite 
as an advantage of these models that they make it easier to judge whether a patient has been 
responsible or irresponsible (De Marco et al., 2021; Feng-Gu et al., 2021)390. It has been 
suggested that mobile health technology (mHealth) may be an easy and ethically acceptable 
way of tracking a patient’s adherence to her health contract (Feng-Gu et al., 2021). 

Interestingly, the article from which this section’s initial caption is taken (Cappelen et al., 
2020) tested the impact on respondents’ view on Health Responsibilism by prompting them 
to how difficult it may be to know whether somebody has been responsible or not. Contrary 
to all arguments in this section, the respondents seemed unmoved by this piece of 
information. It seems, thus, that to the popular mind the impracticability counterargument is 

 
387 Indeed, psychological studies indicate that even honest people are prone to at least subtle acts of self-serving 
cheating (Mazar et al., 2008) 
388 This sounds somewhat like the popular song “Santa Claus is coming to town” cited early in this thesis, where 
Santa simply “knows if you've been bad or good”. 
389 That is: models which employ a kind of health or lifestyle contract, and count irresponsibility only from the 
point of the signing of such a contract. For more on these, see the section “Applying Luck Egalitarianism to 
healthcare priority setting” above 
390 In response, it may be said that it may also be hard to assess whether a patient understood the information 
presented to her at the “golden opportunity”, or what real possibilities she had of living up to the health contract 
implied by the model.  
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not so important. Luck Egalitarians and others who are concerned with procedural justice in 
applying priority setting principles are likely to disagree391. 

Finally, it should be noted that the fact that some things of interest to the theory may be 
difficult to assess, is by no means unique to Responsibilism. It holds, arguably, also for 
sufficientarianism, prioritarianism, utilitarianism, etc.  

A further worry here is that it may be extremely resource-consuming to find all the relevant 
background information to determine responsibility. Indeed, a complex puzzle must be put 
together, involving when the behaviour took place, what information the patient had access to 
at the time and whether she was influenced by peer pressure or other domineering factors. To 
ask that healthcare, which is already under severe stress, should take on this herculean task is 
unreasonable, or so the argument goes.  

It must be remembered, however, that this is a pragmatic argument. It deals with the costs in 
time and effort of testing and interviewing. In this it differs from the abovementioned 
imprecision counterarguments, which claims that it is impossible to define responsibility – or 
at least, to do so accurately. The argument here, again, is that it is resource consuming to 
determine responsibility. This is also different from the “Damaging to the practise of 
medicine” counterargument (below) which also speaks of a kind of “cost” involved with 
determining responsibility. In that case, however, the cost is not in resources but relates to the 
patient-physician relationship. 

One way to counter the impracticability counterargument would be to assert that the duty to 
determine responsibility should not fall on the medical services, or at least not fully. Indeed, 
some authors claim it may actually be possible to set up some kind of “medical court” staffed 
by non-healthcare personnel (Smart, 1994). This would relieve healthcare of this burden and 
render the impracticability argument less weighty. 

2.5.4 Inconsistent! The group of counterarguments that claim Luck 
Egalitarianism in healthcare is unconvincing and/or unfair due to 
inconsistency  

This group of counterarguments claim that Health Responsibilism is unconvincing, not 
because the underlying ethics is itself unfair (as above), or for any alleged difficulty of 
procedural fairness (as above), but for reasons having to do with matters of theoretical 
stringency and coherence. The alleged lack of consistency has led authors to question a) 
whether in fact the inconsistency points to an implicit view lurking in the background and b) 
whether the theory has self-defeating tendencies.  

2.5.4.1 Inconsistencies point to an implicit view  

Many authors have argued that there is something suspicious about the whole debate on 
Health Responsibilism. Their claim is that the arguments put forth, explicitly, in favour of 

 
391 For more on the relationship between empirical and normative matters in ethics, see the section “Empirical 
findings” below. 
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Health Responsibilism do not present the complete picture of what actually draws people to 
Health Responsibilism. According to these authors, then, there is an implicit view which, 
although seldom acknowledged, really performs most of the normative work in favour of 
Health Responsibilism (Cohen and Benjamin, 1991; Wilkinson, 1999; Levy, 2019; McQuinn 
et al., 2019; Feng-Gu et al., 2021)392.  

If there is indeed an implicit view, what does it consist in? Put simply: a dislike, conscious or 
not, of certain behaviours or people (Wilkinson, 1999; Wikler, 2002; Cappelen and Norheim, 
2005; Tong et al., 2013)393 ; 394. For instance, Stephen Wilkinson (1999) writes of Health 
Responsibilist practices as covert moralising: “it is presented as non-punitive and non-
moralizing with respect to people’s lifestyle choices but in fact needs… to make value 
judgments about people’s lifestyles”. The following quote shows how one author claims to 
have observed indirect proof of this implicit view:  

Because (heart patients’) risk-taking behaviour is socially acceptable, these 
patients are rarely blamed for their heart failure, although they are in fact 
responsible for it (…) In many hospitals there is an unjustified bias against 
alcoholic patients because of their supposed responsibility for their alcohol 
abuse and related health problems, and this is, of course, not tolerable (Martens, 
2001). 

Importantly, what is being claimed here is that the implicit view is not really about 
responsibility as such. Even though the quote discusses responsibility – as alcoholic patients 
are being perceived as responsible for their health situation – the crux of the matter is that 
other groups – who the author claim are equally responsible for their health situations – are 
let off the hook. This shows, according to the author, that responsibility is somewhat of a red 
herring in this context. What is really motivating down-prioritisation of the patients with 
alcohol abuse is instead unjustified bias against them.   

Why would one suspect that there is an implicit view – this sounds like some kind of 
conspiracy theory? Yes, this speculation shares many of the dangers of such theories. It is 

 
392 For instance, Neil Levy (2019, p. 104) writes of the “subterranean role” played by intuitions of desert in 
motivating Health Responsibilism.  
393 Another possible implicit view would be if Health Responsibilism is underwritten by the greater drive in 
society towards Responsibilisation, in general (see the section “Responsibilism in other areas” above). If so, 
responsibility for health is not the key issue, but rather some have political reasons to maintain a discourse about 
individual responsibilities, and responsibility for health just comes with the package.  
394 On a different tack, some authors have claimed that Responsibilism is not really about health, but about 
control. In this vein, Chad Lavin (2013, p. 80) claims that: “The fascination with obesity today owes less to an 
actual or perceived public health crisis than to a concern about what appears to be a loss of self-control among 
Americans”. According to Lavin, then, many who argue for Responsibilist policy really do so to defend the 
ideals associated with the protestant work ethic (for more on this, see the section “Duty to stay healthy”). More 
specifically, Lavin argues that health issues assume centre stage in this discussion as they concern the body – 
which is a classic battlefield in centuries-old narratives of control (cf “mind over body”). Lavin continues (ibid, 
p. 81): “Confronted with an unwieldy, obese body (…) we are reminded of the unrealizable ideal of the 
sovereign self and the fallacy of the abstract subject that populates liberal theory”. With minor modifications the 
same reasoning could be applied to other instances of “irresponsible” health behaviour. All in all, theories such 
as Lavin’s indicate that other normative issues besides population health economy may underwrite the debate on 
Responsibilism. 
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belittling to one’s opponents in the debate to claim they are not being honest. Yet it must be 
pointed out that even if the implicit view does inform some of the support for Responsibilism, 
this is not to say that anybody is being dishonest. In line with research on implicit bias, the 
view suggested here could be one that people are not aware of, and would distance 
themselves from (Brownstein, 2019). It is very hard to prove or refute if an implicit view 
exists. Nevertheless, there are some indications that there may be some relevance to this 
claim.  

First, many have pointed out that there are profound theoretical inconsistencies in the debate, 
which might hint that something is going on behind the scenes. One such alleged 
inconsistency is that the debate is full of smokers, drinkers and couch potatoes, whereas other 
types of irresponsible health behaviour feature conspicuously rarely in these discussions395; 

396. Indeed, the “usual suspects” in debates about Responsibilism are groups who are heavily 
stigmatised397. As pointed out by Martens above, this may be no coincidence. Additionally, 
Stephen Wilkinson (1999) has highlighted another kind of inconsistency in Responsibilist 
thinking. To the extent that Health Responsibilism is justified by considerations of unjustified 
sharing of burdens – that is: responsible patients should not have to stand back due to 
irresponsible patients’ behaviour – then coherence necessitates that if it can be shown that 
irresponsible patients actually take a lower toll on common resources398, then responsible 
patients should stand back. To the extent that Responsbilists do not accept this, it shows they 
are being inconsistent, according to Wilkinson.  

Second, some results from empirical studies indicate that, at least in some populations, 
considerations such as the ones presented above may drive support for Responsibilism. In a 
thought-provoking study by Ubel et al (1999), respondents were unwilling to allow 
intravenous drug users equal access to organ transplantation, even though it was explicitly 
explained that the drug use had not caused the disease nor would affect post-transplantation 
outcome. The authors’ own interpretation was that the respondents’ motivation was that 
intravenous drug users were “simply unworthy” of equal access to treatment, regardless of 
etiological or prognostic factors. Other authors have made empirical observations to the same 
effect, for instance regarding people’s attitudes towards smokers (Lebel and Devins, 2008)399.  

If an implicit view, as sketched above, exists – what does that mean? First, it would be 
valuable if the debate was kept as transparent as possible400. Second, the alleged contents of 

 
395 This observation, and the critique that it points to an inconsistency in Responsibilism, has also been called the 
“universalisation objection” (De Marco et al., 2021) 
396 A less dramatic interpretation here is, of course, that these cases are not selected for normative but for 
pedagogic reasons.  
397 For more on the ubiquity of health stigma, see the section “Stigma, self-blame and responsibility” below. 
398 This thought is explored further in the section “Empirically unfounded!” below. 
399 It should be noted that the empirical data comes from studies made on lay people, not philosophers. It is 
unclear whether the results can be extrapolated to any of the authors who have partaken in the debate on Health 
Responsibilism.  
400 Furthermore, it is risky to sail under false colours (even if you do not intend it) – people may take you at your 
word. As long as Health Responsibilism is discussed as a coherent theory about responsibility, policy 
operationalisations will strike all who are responsible for their situation (and not merely the stigmatised). For 
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the implicit view – if it exists at all – are ethically problematic. Basing policy on current 
patterns of stigmatisation is like kicking those who have already been pushed down. No 
ethical theory could support this. However, it need not be so that the implicit view targets the 
stigmatised because they are stigmatised. Instead, there may be a common underlying factor 
to explain why they are stigmatised and why they should be down-prioritised401. However, 
even if there may be a way to justify stigmatisation and down-prioritisation of the 
stigmatised, responsibility is not enough to explain it and hence Responsibilism had better 
avoid support from “the implicit view” as sketched here.  

2.5.4.2 Inconsistent and self-contradicting  

Another way of using perceived inconsistency as a counterargument against Health 
Responsibilism is to claim that such theories have inherently self-contradicting or self-
defeating traits. For instance, it has been noted that the effects of Responsibilist policy is 
likely to be more beneficial for the healthier and better off in society than for the sicker and 
worse off in society. This tendency seems to fly in the face of Luck Egalitarianism. On this 
note, Eric Cavallero writes:  

A policy of imposing personal liability for option-luck healthcare costs will 
tend to be regressive in its effects, hitting the worst off the hardest and thus (…) 
tending to aggravate the burdens of those who are already unjustly 
disadvantaged (Cavallero, 2011). 

There are many reasons for this tendency. One is that unhealthy voluntary behaviour is more 
common among lower socio-economic groups (Cavallero, 2011), another is that people who 
have more resources are more apt to take up the incentives provided by Responsibilist policy 
(Schmidt, 2007a; Segall, 2011, p. 255). This may not be a problem for those that advocate 
Responsibilism as a means to better population health, yet it should worry people of a more 
egalitarian bend. To Luck Egalitarians, this is likely to be a real headache, as the differences 
that determine capacity for making good use of resources are likely governed by brute luck. 
Hence, the effects of Luck Egalitarian interventions may go against both the egalitarian and 
the Luckism part of Luck Egalitarianism.  

Another suggested self-contradiction, seemingly at the heart of Luck Egalitarian theory, may 
best be illustrated by the scheme presented in Figure 5 below. The scheme contains arrows 
going different ways to indicate some possible sources of injustice. As will be discussed, 

 
instance, Anca Gheaus’ hiker in flip flops would be in danger (this happy-go-lucky character is first mentioned 
in the section “Luck Egalitarianism – early history and core content” above). 
401 If this common factor could be identified, something like desertism could be utilised to justify the down-
prioritisation. As has been explained above, desertism is not a species of Luck Egalitarianism nor even a species 
of Health Responsibilism. True, desertism can employ notions of responsibility, but in a more global sense than 
Health Responsibilism – as construed in this thesis does. Health Responsibilism looks at a patient’s 
responsibility for her state of health to determine priority, whereas desertism looks at the patient holistically to 
determine priority. 
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some are of lesser relevance to Luck Egalitarianism, whereas one kind of injustice may 
actually point to a troubling inconsistency in the theory.  

 

 

Figure 5. Possible injustices between four women in a Luck Egalitarian society   

 

Arrows denote the direction of possible injustices between the four women in the figure. 
Directions of arrows indicate who is advantaged over another.  

Arrow 1: Alice is advantaged over Betty, because they acted the same way and yet only Betty 
got sick. This is bad brute luck, and Luck Egalitarianism will recommend that Betty gets 
treatment. However, getting treatment is not tantamount to “taking away” disease402, and 
hence there may be a residual disadvantage here. Luck Egalitarianism (almost) deals with this 
injustice.  

Arrows 2 and 4: Christina and Doreen may be advantaged over Alice and Betty, respectively. 
This is so if there was anything valuable in their irresponsible behaviour (say, for instance, it 

 
402 This is also discussed in the section ”I respect your choice”, as well as in the comment about Michael Otsuka 
in the section “Is healthcare special?” 
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was a lot of fun). As things turned out, Alice may wish she had been in Christina’s position, 
having had the fun and still not be sick, whereas Betty may think she might as well have been 
in Doreen’s position. Now that she got sick anyway, she might at least have had the fun. 
Alice and Betty are in this sense like the person who spent lots of money on unnecessary 
insurance403, whereas Christina and Doreen used the money for amusement. Indeed, Alice’s 
and Betty’s prudence may even be seen as a kind of gamble: their bet was that it would be 
best to act responsibly, and as things turned out they might regret this choice. To the extent 
that Alice and Betty have made a bad choice, Luck Egalitarianism does not see their relative 
disadvantage as a problem from a justice point of view404.    

Arrow 3: Christina is advantaged over Doreen for precisely the same reason that Alice is 
advantaged over Betty. They acted the same way but only one got sick. This difference 
between Christina and Doreen, if seen in isolation, may be considered a form of bad brute 
luck. Nevertheless, Luck Egalitarianism will not recommend Doreen gets treatment. Luck 
Egalitarianism is blind to this possible injustice405.     

Arrow 5: Betty is advantaged over Doreen because they have the same disease, yet due to 
Luck Egalitarianism only Betty will be treated. The fates of Betty and Doreen is the classic 
illustration of Luck Egalitarianism. Betty’s advantage over Doreen, according to the Luck 
Egalitarian, is not unjust but just.  

Many authors have touched upon similar problems as the ones above (Barry, 2008; Eyal et 
al., 2013, p. 302; Segall, 2015; Bognar, 2019). The alleged challenge for Luck Egalitarianism 
(and its application to healthcare) is how to explain why Christina’s position vis-à-vis Doreen 
is not a problem from a justice point of view – even though it seems to depend on brute luck 
– whereas Alice’s position vis-à-vis Betty is. The Luck Egalitarian could say, for instance, 
that offering medical treatment to Doreen would create an unjust sharing of burdens, whereas 
offering treatment to Betty would not. But this is not really advancing the discussion, as it is 
merely restating what is said above: Luck Egalitarianism is blind to the possible problem of 
Christina’s position vis-à-vis Doreen. To those who see this as a problem, however, this 
marks an inconsistency in Luck Egalitarian thinking406. 

A similar argument has been put forth by Dan Wikler (2002). According to Wikler, a peculiar 
self-contradiction in Luck Egalitarianism is revealed when we consider the fate of people 
who take risks, but do so in a responsible way. Consider Eileen who likes smoking but knows 

 
403 More correct: Alice is like the person who spent money on unnecessary insurance, whereas Betty is like the 
person who spent money on defunct insurance (as she got the disease despite having behaved responsibly). 
404 The quote by Julian Savulescu in the section “The group of negative social effects” about Luck 
Egalitarianism encouraging “health nuts” implies that Luck Egalitarian policy may put many in the position of 
Alice and Betty here.  
405 Indeed, the caption ”undeserved lucky” is alien to Luck Egalitarianism and more in line with desertism. It is 
used here mainly to illustrate the characters’ positions as clearly and easily as possible.  
406 Cornelius Cappelen et al note that there are two relevant ethical questions at stake: a) how should gains and 
losses be distributed between risk-takers and those who avoid risk? b) how should gains and losses be distributed 
between lucky and unlucky risk-takers?  Question a) above is obviously the core Luck Egalitarian question and 
has been much debated, whereas question b), as just mentioned, has been almost neglected (Cappelen et al., 
2013).  
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all about the dangers of doing so. Hence, she smokes only one cigarette every ten years407. 
By all standards, she is not being irresponsible (at least not more than most people are, 
anyway)408. But the world is a weird place, and every once in a blue moon something really 
unexpected happens. So, Eileen actually develops lung cancer. We all know she has not been 
irresponsible. Yet by its own standards Luck Egalitarianism in healthcare would hold her 
irresponsible and down-prioritise her for treatment. The apparent implausibility of this 
position is the crux of this counterargument409; 410.  

The Luck Egalitarian is not forced to accept the implications of this counterargument. As 
noted, Segall and many others make use of an adjusted definition of responsibility which may 
include a “reasonability” clause. This way Eileen, above, must not necessarily be left out in 
the cold. It is not clear, however, that the Luck Egalitarian can defend the theory against the 
same kind of claim when made on a larger scale. Thus, when the charge of unfairness in the 
case of people like Eileen above is made at the level of macro scale prioritisation instead of at 
the individual level, it may be harder to counter. An example will clarify. Imagine that a Luck 
Egalitarian healthcare system stands to introduce either of two interventions. Intervention 1 
targets disease A which is fully unrelated to choice, whereas intervention 2 targets disease B 
which has an idiosyncratic relation to choice. In most cases, it requires very irresponsible 
behaviour to develop B. Occasionally, however, it is enough with only a tiny amount of 
irresponsibility to trigger B. The Luck Egalitarian healthcare system, operating at a macro 
level, will opt for intervention 1 instead of intervention 2 as this is the more responsibility-
tracking option. Nevertheless, this seems unfair to the few unlucky individuals who develop 
B despite having committed only a tiny amount of irresponsibility (similar to what most 
people do as a course of normal life)411. What makes the macro level example different from 
the case of Eileen above is that it is easy to make an exception in Eileen’s case. The treatment 
is available – all we have to do is show some flexibility and offer her treatment. When it 
comes to the macro scale scenario, it is ex hypothesi so that if an intervention is not 
introduced in the system, it is not. Hence, we cannot offer intervention 2 to the few unlucky 
individuals. This suffices to prove that there may be a problem for Luck Egalitarianism to 
deal with people who take very marginal risks.  

2.5.5 Empirically unfounded! The counterargument that rejects the empirical 
claim of burden sharing 

The “empirically unfounded” counterargument claims that the central empirical assumption 
in Luck Egalitarianism in healthcare, that of unjust sharing of burdens from the irresponsible 

 
407 A similar example features in article IV 
408 In Segall’s terminology, she takes no risk that it would be reasonable to ask her to avoid. 
409 A similar point has been raised by Samuel Scheffler (2003, p. 19). 
410 Rebecca Brown and Julian Savulescu (2019) share this intuition. As they develop their notion of “diachronic 
responsibility”, they claim that “single instances of a behaviour that in all likelihood has no impact on his or her 
health will not be very interesting” (to priority setting).    
411 This charge can be made against, for instance, the suggested scheme by Cappelen and Norheim, 2006. The 
authors defence is that their scheme maximises “the share of public funds that is spent on people who are sick 
due to factors outside their own control”. 
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to the responsible, is overstated, misguided or both. As will be recalled, the argument from 
unjust sharing of burdens, perhaps the prime argument for Luck Egalitarianism, may be 
invoked in either the concrete or the abstract sense412. The empirically unfounded argument 
strikes against the abstract sense (if not against the concrete sense) by reminding that some 
instances of irresponsible health behaviour actually go to save money for healthcare, all 
things considered (Daniels, 2011, p. 275)413. The reason is that some irresponsible health 
behaviour actually seems to improve, rather than harm, the state budget. This has been 
demonstrated in the area of smoking, and is due to the combined effects of smokers dying 
earlier and contributing to communal revenue by paying tobacco taxes414 (Schwartz, 1992; 
Segall, 2009, p. 82; Schmidt, 2015). It should be pointed out, however, that the evidence on 
the cost of irresponsible health behaviour is conflicting, and that the interpretation will 
depend on how costs are measured (Ekpu and Brown, 2015). 

Nevertheless, if it can be shown that the assumption of unjust sharing of burdens by the 
irresponsible patient does not always hold, this spells trouble for the unjust sharing of burdens 
argument. Even if some kinds of irresponsible behaviour lead to increased burdens on the 
healthcare budget, any irresponsible patient who is down-prioritised with reference to her 
irresponsibility may rightly be able to question whether indeed her behaviour, all things 
considered, lead to increased burdens on the system415.    

2.5.6 Bad consequences! The group of counterarguments that claim that the 
Luck Egalitarianism in healthcare practice will lead to undesirable 
(side)-effects 

This section deals with a number of possible negative consequences of Luck Egalitarian 
healthcare policy. Thus, focus is no longer on any inherent problems with this position in 
itself. Sadly, Luck Egalitarians have given very little attention to this group of 
counterarguments, so there is virtually no literature defending the theory from these. 
However, as they discuss the expected consequences of Luck Egalitarianism in healthcare 
they are in principle all open to a “lack of evidence” response. Thus, the Luck Egalitarian 
might agree that these would be damning effects were they to arise, but deny that they would 
arise. Seeing that no real-world experiments on the implementation of a Luck Egalitarian 
healthcare system have been made or are even possible, all discussions about the possible 
consequences of Luck Egalitarianism in healthcare, especially in the long run, are merely 
speculations. Another possible response from the Luck Egalitarian would be to “bite the 

 
412 See “The argument from unjust sharing of burdens above”. 
413 This is an example of burden sharing in the abstract sense, because different patients’ contributions to the 
costs to healthcare are seen at the statistical level. In the concrete sense, where two actual patients compete for 
the same resource here and now, there still may be a risk of “unjust sharing of burdens” – for instance if a 
smoker and a non-smoker both need the last ICU bed.  
414 See also the discussion about “double punishment” of smokers above (in the section “The harshness 
counterargument”). 
415 Excepting, of course, standout obvious cases where she competes here and now with a responsible patient for 
tangible resources such as the last ICU bed. 
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bullet”, saying that the value of employing Luck Egalitarian healthcare policy outweighs 
these negative effects.   

2.5.6.1 The group of “negative social effects” arguments 

Many different negative social effects have been claimed as a likely result of Responsibilism, 
including negative effects on health equality, solidarity, and on free choice and well-being.   

As pointed out in the discussion about the social determinants of health, there is a clear social 
gradient in irresponsible health behaviour. This means that the down-prioritisation implied by 
Luck Egalitarianism will likely strike socially disadvantaged patients more than it will strike 
socially more advantaged patients (Cappelen and Norheim, 2005; Grill, 2016). In this sense, 
Luck Egalitarianism in healthcare may be seen as flying in the face of core egalitarian 
notions. (However, this may not be the final word. If the previously discussed incentive 
effects of Luck Egalitarian healthcare policy are effective, Luck Egalitarianism may guide 
some socially disadvantaged persons to healthier lives. If so, so the net effects of Luck 
Egalitarian healthcare policy may be more neutral or even positive in terms of health 
inequities).   

Again, a core notion in egalitarianism is that inequalities are damaging to society. This 
damage may be spelled out as the moral discomfort we feel when we see the misery of our 
fellow man (Elhauge, 1994; Morrisette et al., 2015). Furthermore, authors like John Rawls 
and Elisabeth Anderson worry that increased inequalities undermine feelings of reciprocity 
and the sense of moral equality among citizens that mark a just society. In line with this 
several authors have worried that Luck Egalitarianism in healthcare, if implemented, would 
lead to a diminished sense of solidarity in society at large (Guttman and Ressler, 2001; 
Wikler, 2002; Gheaus, 2016). Paradoxically, societal interest in responsibility may create a 
rhetoric which focuses on perceived lack of responsibility and attempts at avoiding 
responsibility (Kymlicka, 2002, p. 93). Jonathan Wolff (1998) claims that such policy 
encourages the wrong societal ethos. According to Wolff, onus will be on the disadvantaged 
to declare their “innocence” through processes of “shameful revelation”. Another worry, 
related to the importance of maintaining the view in society that all are moral equals, is that 
Luck Egalitarian healthcare policy will lead to a stigmatisation of the irresponsible (Minkler, 
1999, p. 128; Daniels, 2011, p. 285). In response, the Responsibilist may question whether 
such stigmatisation would really ensue, or bite the bullet. If the bullet is bitten, the 
Responsibilist may even find it tasty: if there is stigmatisation of the irresponsible, and this 
works to incentivise the irresponsible to more prudent health behaviour, stigmatisation may 
be welcomed by Health Responsibilism (Brown and Savulescu, 2019, p. 2).  

There is also a worry that Luck Egalitarianism in healthcare or other forms of Health 
Responsibilism place undue restraints on citizen’s free choices. This may be bad for two 
reasons: first that liberty is generally considered to be a good thing, and second that people 
enjoy making their own choices. So Yvonne Denier (2007) writes: “Fundamentally, 
implementing the possibility of forfeiting the right to healthcare might entail forfeiting 
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freedom”. Denier’s claim can be read two ways – either that the risk of forfeiting the right to 
healthcare makes the individual less likely to take certain risks ex ante, or that the loss of 
access to healthcare makes the sick individual ex post less likely to continue living a life that 
includes risk-taking. Thus, the inherent value of freedom – to the individual, to the society – 
which must include the freedom to take risks, is invoked as an argument against Luck 
Egalitarianism. Indeed, the thought that everybody stands to gain from a society where people 
are free to make “experiments in living” is old and can be traced back to, among others, John 
Stuart Mill (1989). This thought is echoed by Norman Daniels (2011) who speaks of 
maintaining ”a living space in which we all benefit from the liberty we allow people by not 
sanctioning them for their choices and by caring for them even when they make bad ones”. 
Regarding the value to the individual of making her own choices, Willem Martens claims that 
some forms of risk-taking may be necessary at least to some people to maintain overall good 
health, and conversely that stringent risk-avoidance in society may lead to anxiety. Martens 
(2001, p. 173) caps off on a personal tone: “I have observed that many people cannot endure 
an excessively safe life, with its many restrictions, which would be for the benefit of their 
physical or mental health”416. As pointed out in the section “Applying Luck Egalitarianism to 
healthcare priority setting”, above, health matters are special in the sense that in this sphere 
risk-taking is often detrimental. An implication of this for Luck Egalitarianism in healthcare 
is that it will read like a rule book of risk aversity. Many find this implication bothering:  

Living well requires taking risks. And we should not necessarily encourage 
people to be maximally risk averse. The real problem with internalising the 
costs of behaviour is that it incentivises risk aversion. It leads to lives which are 
boring and uninspiring (Savulescu, 2018). 

In response, it should be noted that Health Responsibilism, at least in conventional 
interpretations, is not about prohibitions. Health Responsibilism does not limit people’s 
freedom or make “experiments in living” impossible – it merely changes the “choice 
architecture” (Thaler et al., 2013). It is an overstatement to call this an infringement on 
freedom (Véliz et al., 2019). On its most plausible interpretation, Luck Egalitarianism will 
provide a predictable model of compensation schemes, by which individuals can know 
beforehand when they may expect to be compensated and when not. Luck Egalitarianism 
functions rather like a bookie in a betting firm, showing the expected returns of certain 
gambles and letting the player decide whether the expected returns are “worth it” or not. Just 
as it would be wrong to say that a knowledge of the expected returns of certain gambles limits 
the gambler’s freedom, so it would be wrong to say that Luck Egalitarianism in healthcare 
limits people’s freedom to choose their own lifestyle.  

 
416 For more on the value of leading your own life, even if this includes taking risks, see the section “I respect 
your choice”, above. 
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2.5.6.2 The group of “negative effects on the practice of medicine” arguments 

This group of arguments locates a specific problem with Luck Egalitarian healthcare policy in 
how it would affect the practice of medicine as we know it, and the interactions between 
healthcare personnel and patients.  

Some claim that Luck Egalitarian healthcare policy is in itself detrimental to important values 
in healthcare. This argument invokes a vision of good healthcare centred around the kind, 
benevolent and discretionary doctor. In this line, Norwegian political philosopher Eli Feiring 
(2008) describes the attitude supposedly mandated by Luck Egalitarianism in healthcare as 
“inherently disrespectful”, whereas Baeroe et al (2015) describe it as “intrusive”. The 
problem with the alleged “intrusiveness” is brought out even clearer by Cohen and Benjamin 
(1991), who write that such policy “would entail highly intrusive investigations into patients' 
moral habits - investigations universally thought repugnant”. The term “repugnant” used by 
Cohen signals that this is not merely an instrumental, but also an ethical, problem. Dien Ho 
(2008), similarly, speaks of a ”deeper problem” which goes beyond ”technical objections” to 
Luck Egalitarianism in healthcare. By this he refers to the risk that it would lead to, among 
other things, a diminished bond of trust between a patient and her physician (see also 
Hansson, 2018). It has also been argued that Luck Egalitarian policy is “punitive” (or at the 
very least has such connotations), which fly in the face of other value commitments in 
medicine. In a thought piece on the proper ethical attitude of physicians, Ranaan Gillon 
(1994) claims that “It is not my role as a doctor to punish patients”. 

Along similar lines, it has been argued that another problem with the alleged intrusiveness of 
Luck Egalitarian healthcare policy on the practice of medicine is that it damages the 
efficiency of medicine. Dan Wikler (2002, p. 128) touches on both problems with 
intrusiveness when he writes that “One plausible ground for the resistance of physicians to 
basing treatment decisions on assessments of personal responsibility is the prospect that the 
very useful and virtuous first instinct of the doctor or nurse, that of sympathy and care for the 
suffering patient, might be attenuated…”, (italics mine). The word “useful” seems to speak to 
the functioning of medicine, whereas the word “virtuous” seems to speak to the ideals of 
medicine.  

A number of responses are open to the Luck Egalitarian. As regards the ideals of medicine, it 
may be argued that it is high time that old ideals change, and that the new ideals that come 
with this theory are better. Another response is to question whether the theory would really 
damage trust between the healthcare professional and the patient. For instance, it may so that 
enquiring after responsibility-relevant behaviour would be no more trust-damaging than other 
medical practices already in place (Thornton, 2009; Albertsen, 2016). Similarly, in response 
to the alleged “intrusiveness”, it may be so that such intrusiveness is necessary anyway, from 
the perspective of maximising the accuracy of diagnosis and medical benefit of treatment, 
and so no weighty argument against Luck Egalitarianism in healthcare.  



 

  143 

Another line of counterargument is to say, as does Arneson (2004, pp. 20-21), that there is a 
difference between a fundamental moral principle and the possible policy derivations of the 
same. Arneson claims that only because we adhere to a particular moral principle, this does 
not mean that we must accept all possible policy implications of this. There may be situations 
where other value considerations make us block some policy implications417. If it is true that 
some implications of Luck Egalitarian healthcare policy would be damagingly intrusive or 
harmfully stigmatising, Arneson sees this as a reason to reject these particular implications418. 
This leaves a possible route for Luck Egalitarianism in healthcare to stick to its main claims, 
yet make exceptions in cases where for instance intrusiveness would be a major problem419.      

Yet another way of making a “negative effects on medicine” argument is put forth by 
Norman Daniels (2011, p. 284). His claim is that if Luck Egalitarianism in healthcare were 
implemented, it would become less relevant and/or more difficult for healthcare professionals 
to encourage responsible behaviour in patients. The reason, according to Daniels, is that 
without Luck Egalitarian considerations, healthcare institutions have very strong incentives to 
encourage responsible behaviour – because the institutions will have to deal with the health 
consequences of irresponsible behaviour. With Luck Egalitarianism in healthcare, this 
incentive would be removed. Possibly, too, patients would shrug off such encouragement 
with a quick ”why do you care, anyway – the consequences will fall on me whichever way”. 
Against this it may be offered that simple compassion would still provide a very good reason 
to encourage patients to lead a healthy life – because most people want to be healthy. A 
system that takes away compassion and concern for the patient’s future from medicine would 
indeed be disastrous, but in this specific context Daniels’ argument seems a bit alarmistic.  

2.5.6.3 Negative effects on population health 

A different basis for an argument here is the risk that Responsibilist policy may actually make 
population health worse. People may take the notion of responsibilities too much to heart, so 
that they do not want to seek healthcare for medical matters they may have caused 
themselves, or that policy aspects targeting the irresponsible (for instance, higher levels of co-
payment) may dissuade irresponsible patients from seeking healthcare (Schmidt, 2007a). It 
has also been claimed that focusing on responsibility for ill health might, paradoxically, lead 
to increased irresponsible health behaviour, for instance through shame and increasingly 

 
417 This argument may of course be invoked in conjunction with many of the counterarguments against Luck 
Egalitarianism in healthcare.  
418 Torbjörn Tännsjö holds a more radical view of allegiance to master principles (2019, pp. 3-4). 
419 Doing so may however introduce new problems. Imagine Alice and Betty are both irresponsible patients. 
Their irresponsibility has been equally great, their disease states are equally bad and their treatment equally 
expensive. Yet – ex hypothesi – it is easy to ascertain Alice’s degree of responsibility without troubling 
“intrusiveness”, whereas great intrusiveness is required to ascertain Betty’s degree of responsibility. In line with 
Arneson’s argument above this may provide a reason to act according to Luck Egalitarianism in healthcare in the 
case of Alice (leading to her down-prioritisation relative to responsible Christina who has with the same 
condition as Alice) but not in the case of Betty (leading to her receiving the same priority level as responsible 
Doreen who has the same condition as Betty). In this situation, Alice may complain that factors outside her or 
Betty’s control have put Alice in a worse position than Betty. Similarly, Doreen may complain that she now has 
to share resources with Betty, which she would not have done had it not been so intrusive to find out that Betty 
has been irresponsible.  
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negative self-views (Sördal Fölling, 2017). If these speculations are true, the net effect may 
be that population health (or the health in certain subpopulations) is actually made worse420.  

If one thinks that health is special, or if one is bothered by the inequalities already present in 
health, one may find such exacerbation of health inequalities particularly problematic. 
Indeed, egalitarians are extra likely to care about this aspect.  

In addition to the intrinsic disutility of a lowered population health, which may presumably 
affect primarily the unhealthy, lowered population health may have society-wide economic 
ramifications. Indeed, evidence suggests that nearly everyone is benefitted by living in a 
society with generally good health standards (Suhrcke et al., 2006). On this topic, Dame 
Margaret Whitehead (1991) rhetorically asks whether any country can “afford to have the 
talent and performance of sizable sections of the population stunted to such an extent?”. 

2.5.6.4 The “focus on personal responsibility is pragmatically misguided” 
counterargument 

This argument claims that it is inefficient to focus on individual behaviour, if the goal is to 
help people live a healthier life and improve public health. Instead, this pragmatic argument 
makes a case for putting much more attention on societal determinants of health (Brownell et 
al., 2010; Carey et al., 2017). Thus, Luck Egalitarianism in healthcare is accused of barking 
up the wrong tree. Two reasons for this are the fear that this could have counter-effective 
psychological effects so that the individual feels blame and guilt, and therefore fails to stay 
healthy (see above) (Wikler, 2002), or that communal responsibilities and avenues of 
influence are forgotten (Smart, 1994)421. To assess the weight of this argument, several things 
must be kept in mind. First, that much more evidence is needed before we know, in general as 
well as in regard to individual behavioural traits, which intervention methods (individual or 
societal) are most effective. Second, that it may be possible to focus on both individual and 
societal factors in population health work (Minkler, 1999). Third, and perhaps most 
importantly, although this argument may be relevant to some consequentialist brands of 
Responsibilism it is not obviously relevant to Luck Egalitarianism in healthcare. The latter is, 
again, a theory of justice and not a recipe for population health.  

2.5.6.5 The “principle of parsimony” counterarguments 

Several authors writing about Responsibilism, including authors who are advocating some 
form of such policy in healthcare, point out that if the theory is stringently applied – and/or 
Health Responsibilism is made part of a pluralist scheme422 – it may not have a very strong 
impact in actual policy setting (Swedish National Centre for Priority Setting in Health Care, 
2007; Walker, 2010; Albertsen, 2019; Go, 2020). This invites counterarguments championing 
parsimony. Striving towards parsimony in public policy would likely mean that a low-impact 

 
420 Of course, the Luck Egalitarian may be unmoved by this, because the population health loss will occur in 
irresponsible sub-populations. 
421 For more on this, see the section “Individual versus social responsibility”, below. 
422 As sketched in the section “The abandonment objection” above. 
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policy add-on such as Luck Egalitarianism in healthcare should be avoided. Why, then, 
should one argue for parsimony? A first reason is that a priority setting system will be easier 
to implement if it contains less principles rather than more. The effect of this observation 
should be to clean out any low-impact principles. Another aspect of the principle of 
parsimony counterargument focuses on the moral risks associated with taking on board a 
principle of Health Responsibilism in priority setting. Seeing that there is widespread stigma 
against some groups of patients and some health behaviours423, there is a risk that the 
principle of Health Responsibilism would be over-utilised by physicians and policymakers 
harbouring such negative attitudes. Even letting Health Responsibilism function as a “tie 
breaker” (Thornton, 2009) may have such effects: once Health Responsibilism is accepted in 
any sense, it may be over-utilised. Finally, it may be that, if the costs of assessing 
responsibility are high and rather few patients live up to the requirements of responsibility, 
Health Responsibilism may cost far more than it saves (Levy, 2019, p. 109). 

Above, the principle of parsimony has been presented as a consequentialist argument424. On 
this understanding “messy” and complicated policy leads to worse outcomes than 
“parsimonious” policy. However, the same critique may also be levelled from a purely 
theoretical (non-consequentialist) angle. For all but the most dedicated pluralist, a unified 
theory is – ceteris paribus – better than a sprawling theory, and a system of few principles is 
more attractive than one with many, and conflicting principles425. Thus, it may be said that 
messy theory is bad theory qua theory, independent of policy implications. For instance, it 
strikes me as a disadvantage of Shlomi Segall’s otherwise impressive intellectual input in the 
debate on Luck Egalitarianism that he wants to defend the theory while still avoiding 
abandonment of the irresponsible (by his notion of “meeting basic needs”) and keeping Luck 
Egalitarianism out of the hospital. Segall writes (and he is not being ironical): 

For, surely it is best to look at the severity of individuals’ medical condition before 
comparing anything else, let alone degrees of prudence. Yet a principle of justice in 
health, notice, is not a triage principle. It is not intended as a set of guidelines for 
clinicians. Instead, prioritising the opportunity for health of the worse-off is a principle 
of justice. It tells us how to evaluate the justice of a distribution, not how to go about 
delivering medical care in the ER (Segall, 2011, pp. 263-264) (italics in the original). 

To my mind, Segall risks relegating his own theory to a really dark and dusty corner. In some 
instances, as when he writes that his suggested principle of justice tells us how to evaluate the 
justice of a distribution (italics mine), it even sounds as if he does not intend for his principle 
of justice to be applicable at all. It is of course possible to draw up a set of normative 
principles which are for the purposes of ethical assessment rather than governance, much like 

 
423 See the section “Stigma, self-blame and responsibility” above. 
424 And that is why it is in the ”Bad consequences” section, although the aspects having to do with policy 
tidiness, as an intrinsic value, of course are not consequentialist in nature.  
425 In the Stanford Encyclopaedia of Philosophy entry on William of Ockham, famous for “Ockham’s razor” 
(“Don’t multiply entities beyond necessity”) which is reminiscent of the above discussion (but in ontology), the 
author writes: “no one wants a needlessly bloated ontology” (Spade and Panaccio, 2019). Well, no one wants a 
needlessly bloated political philosophy, either.  



 

  146 

the knowledgeable football fiend who watches games on the telly and critically comments the 
game yet has no ambition ever to play himself. Nevertheless, when it comes to political 
philosophy and a discussion about important policy issues, taking such a position is to make 
philosophy unnecessarily peripheral.         

2.6  EMPIRICAL FINDINGS 

2.6.1  Introduction  

No empirical study has provided a comprehensive assessment of the public view on Luck 
Egalitarianism as a philosophical theory, or on Luck Egalitarianism in healthcare – indeed 
doing so would likely be methodologically impossible. The following sections will provide 
an overview of what kinds of empirical studies have been undertaken on Health 
Responsibilism426, and discuss what light these studies shed on public support for 
Responsibilism and Luck Egalitarianism in healthcare.  

2.6.2  Measuring ethics?  

As noted above, it is a controversial question just what role empirical methods should have in 
bioethics. Empirical bioethics (sometimes also called experimental or descriptive bioethics) 
has been defined in the following way: “the application of research methods in the social 
sciences (such as anthropology, epidemiology, psychology, and sociology) to the direct 
examination of issues in bioethics” (Goldenberg, 2005). Most agree that empirical bioethics, 
as opposed to traditional theoretical bioethics, gained momentum during the 1980s and 
1990s. According to a review made in 2018 the field is still growing, albeit at a somewhat 
slower pace (Wangmo et al., 2018). The same review found that the majority of empirical 
ethics articles used quantitative methods and studied healthcare professionals, patients and 
students. Only 5.9% of the studied articles examined the views of citizens. This is in stark 
contrast to the studies of Health Responsibilism surveyed in this thesis, where citizens are 
among the most common study objects.  

Empirical bioethics may be used to investigate, among other things, the views of relevant 
stakeholders on relevant topics; the impact of ethics interventions in healthcare; the 
consequences of different (ethically relevant) policy options in healthcare; normative 
underpinnings of current modes of care; ethical implications of medical innovations (Willems 
and Pols, 2010). Naturally, the first of these is of greatest relevance for the topic of this thesis. 

Many factors explain the growing allure of empirical studies in bioethics. According to Borry 
et al (2005), three reasons stand out. First, there was a growing dissatisfaction with the limits 
of “principlist427” applied ethics. Empirical bioethics held the promise of breathing empirical 
life into what was seen as a rigid, all too abstract endeavour. Second, the field of clinical 

 
426 Indeed most of the studies referenced in this discussion on empirical studies do not explicitly mention Luck 
Egalitarianism in the introduction or discussion sections, nor in information to respondents (as far as this can be 
interpreted from the articles)  
427 A somewhat derisive term for a bioethical methodology in which focus is on applying pre-established 
principles, for instance those laid down by Beauchamp & Childress, to a wide variety of bioethical challenges.  
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ethics had gained strength, which lead to an increased attention to the actual ethical 
challenges in clinical practise. Third, empirical bioethics followed in the wake of the strong 
movement of evidence-based medicine.  In addition, a frustration with increased bioethical 
bureaucratisation and increased emphasis on ethical committees and ethical policy advice as 
the cornerstones of bioethics made many researchers turn to new areas of interest (Willems 
and Pols, 2010). In a Foucault-inspired reading, Richard Ashcroft (2003) sees empirical 
bioethics as the “third phase” in the intellectual and methodological maturation of bioethics. 
According to Ashcroft, the first phase of bioethics articulated the internal morality of the 
medical profession, whereas the second phase problematised this morality. However, 
prompted by what Ashcroft calls “modernity”, these phases eventually ran out of steam: 
“analytical methods exhaust themselves and are supplemented by various other truth-
producing strategies labelled “empirical””. Hence, the empirical phase is a “modernist 
reconstruction” of bioethics, in which empirical findings provide normative content and 
impetus for the bioethical project.   

As indicated above, empirical bioethics promise to keep bioethics firmly rooted in real human 
(patient) experience, and prevent it from drifting into abstractions (Parker, 2009). It also 
ensures that the topics of bioethics include not only heroic, once-in-a-lifetime questions but 
everyday ethical issues (Willems and Pols, 2010). Underpinning much empirical bioethical 
research, especially such where healthcare personnel are studied, is the view that healthcare 
personnel and their practises may harbour values of great normative importance (Willems and 
Pols, 2010). Hence, empirical bioethics may represent a move away from the view of the 
bioethicist as the expert on ethics, towards a view which accepts several, additive sites of 
relevant normative insight. However, there are also studies which clearly set out to chart 
healthcare personnel’s ethical outlook and criticise it. To note, many of the empirical studies 
soon to be presented are of the second category.  Finally, Willems and Pols (2010) also seem 
to see empirical bioethics as a superior way of engaging with the public: “the function of 
empirical ethics research (is) to provide the building blocks for societal debate about 
healthcare”. However, it may be argued that writings within theoretical ethics may also 
engage the public mind – perhaps even more than empirical studies burdened by 
mathematical tables and tricky statistical calculations. 

One of the key debates regarding empirical bioethics has been what has been called the 
“is/ought” question, or “the naturalistic fallacy” – to what extent may normative conclusions 
be drawn from empirical studies? (Borry et al., 2005; Goldenberg, 2005; Parker, 2009). Some 
advocate a “reflective equilibrium” model with empirical facts informing general principles. 
Others caution that this may be giving even minor empirical observations overdue power in 
overthrowing heralded ethical values (Parker, 2009). Another focus of debate has been on 
which methods from the social science toolbox to use in empirical bioethics, how and by 
whom. A concern has been voiced that ethics researchers lack proper methodological 
knowledge to use methods from other fields (Hurst, 2010). To improve methodological 
quality, a proposed set of quality criteria for empirical bioethics have recently been published 
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(Ives et al., 2018)428. These criteria state, among other things, that empirical bioethics should 
strive towards integrating normative and descriptive aspects of ethics research (Molewijk et 
al., 2003; Ives et al., 2018) 

2.6.3 Framing effects 

In empirical studies on subjects’ attitudes, “framing” or “framing effects” is a term for the 
effects of (logically speaking) irrelevant manipulations of information presentation to 
research subjects affecting their response patterns (Demaree-Cotton, 2016). Framing effects 
are generally seen as a salient feature of attitudinal research on any topic of human interest429. 
Hence, it should be expected that framing issues are relevant to the empirical studies of 
people’s views on Health Responsibilism also. And indeed, many authors have speculated 
about framing effects in the interpretation of their results, see for instance (Anderson et al., 
2011; Cappelen et al., 2020), and a number of studies have directly tried to manipulate 
framing effects in this setting (Cappelen et al., 2013; Desser et al., 2013; Wiss et al., 2017; 
Persson et al., 2018; Safra et al., 2019; Cappelen et al., 2020; Caviola et al., 2021).  

Framing effects that have been discussed and/or studied in the context of empirical studies of 
attitudes toward priority setting430 include the visual representation of choice alternatives 
(Cappelen et al., 2013), whether prioritisation objects431 include risk of death or not 
(Wittenberg et al., 2003), “prompting” effects432 (Cappelen et al., 2020), level of decision-
making433 (Cookson and Dolan, 1999; Wiss et al., 2017; Persson et al., 2018), proportion 
dominance434 (Wiss et al., 2017), identifiability435 (ibid), attribute framing436 (ibid), priority 
setting as a “one-off decision” as opposed to establishing rules for priority setting (Caviola et 
al., 2021), whether respondents are addressed as tax payers or potential patients, or as self-
interested or looking from the community perspective437 (Lomas, 1997; Mossialos and King, 

 
428 In the section “Comparing the work in this thesis to standards of practice”, below, the work in this thesis will 
be compared against these quality criteria.  
429 Framing effects influence not only “common folk” but also physicians and philosophers (to name some 
supposedly “scientific-minded” people of relevance to this thesis) – see for instance Perneger and Agoritsas, 
2011 and Schwitzgebel and Cushman, 2012. 
430 Note that here not only studies focussing on Health Responsibilism in priority setting are included, but on the 
larger question of framing effects in studies on attitudes toward priority setting. The discussion sections in 
empirical papers concerning Responsibilism often refer to the larger discussion on priority setting.  
431 Here the term is used in its broader sense, as in “that which is to be prioritised”. In the Swedish context this 
term has a more specific definition, see the section on “The National Model for priority setting” above.  
432 In this article, prompting respondents to consider “fairness”, counter to the author’s expectations, increased 
the support for various Responsibilist-like policy. The authors suggest that the effect of this prompting may have 
been to crowd out the intuitive humanitarian considerations that otherwise restrain support for Health 
Responsibilism.  
433 Choosing between individuals typically elicits more emotional responses than choosing between groups. 
434 When proportions are expressed, respondents often prefer to save 10 out of 100 rather than 10 out of 1000, if 
this is at the same cost (or may even accept a somewhat higher cost for the first alternative). 
435 Choosing between strongly identifiable persons (for instance, by including photographs in vignette studies) 
typically elicits more emotional responses than choosing between persons described in more abstract ways. 
436 Studies that investigate respondents’ attitudes to offering treatment typically get differing response patterns 
than studies investigating respondents’ attitudes to refusing to offer treatment. 
437 Mossialos and King (1997) take a firm normative stance on this issue, claiming that to the extent that the 
public should be involved in priority setting they should be asked to take the “community perspective”. The 
discussion of a “self-serving bias” (below), indicates, however, that at least parts of the public fail to take this 
perspective. 
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1999; Dolan et al., 2003). Unfortunately, most studies on this topic do not explicitly mention 
– even less discuss – framing choices in their methodology (Gu et al., 2015). 

One of the psychological explanations for framing effects is that there seems to be a 
difference between subjects’ quick, intuitive responses and their deliberate reasonings438. 
Such an effect has been demonstrated in this particular context also, see for instance Dolan et 
al., 1999439; 440.  

In addition to framing effects, some other aspects of the available empirical material should 
concern the reader. One is that some studies show respondents expressing clearly self-
contradicting opinions (Elalouf et al., 2020). For instance, a Norwegian study examining 
views on priority setting for rare diseases found that 17,7% of those respondents who had 
claimed that healthcare resources ought to be divided so that the largest possible number of 
patients receive treatment regardless of whether the diseases involved are rare or common 
also chose to allocate 80% of funds to the group of rare diseases, hence, giving only 20% to 
the group of common diseases (Desser et al., 2013). The study furthermore found evidence of 
scope insensitivity as respondents were largely unmoved by great changes in stated 
opportunity cost (Desser et al., 2013).    

Before moving on, a final comment should be made in response to the question “do empirical 
studies matter?”. Even those who are sceptical to let descriptive ethics influence normative 
ethics (going, as it were, from “is” to “ought”), would likely accept that public opinion at 
least sets some limits to what can be done politically within a given time span and following 
the rulebook of democracy (Lamont and Favor, 2017). Furthermore, it may be imperative to 
discover ethically challenging attitudes among the population. In the words of the authors of 
one empirical study: “Making a study like this does not mean that we can identify clear 
instructions about healthcare prioritisation: we also find attitudes we should struggle against” 
(Ryynanen et al., 1999)441.  

2.6.4  Methodological concerns – just what do studies of Health 
Responsibilism measure? 

Given the effects of framing, of human “heuristics and biases” as well as other 
methodological difficulties (for instance: subject recruitment442, cultural context-dependent 

 
438 This may be part of the larger trend that there is a qualitative difference between the responses we tend to 
give to any cognitive task if we are forced to do so rapidly or encouraged to deliberate that Kahneman (2011) 
captures with his system 1 / system 2 distinction.  
439 Swedish philosopher Torbjörn Tännsjö (2019, pp. 2-3) has drawn normative implications from this, 
suggesting that we should routinely subject our intuitions to what he calls ”cognitive psychotherapy”. When 
intuitions are subjected to such analysis, they sometimes disappear or lose their initial lustre.  
440 There have, however, also been empirical studies which indicate that individuals hold rather stable opinions, 
see for instance Wittenberg et al., 2003. It should be noted, though, that this study employed a different 
methodology from that used by Dolan et al.  
441 Who knows – by scrutinising the attitudes of others, we may even stumble across some ethically challenging 
attitudes in ourselves? 
442 In regards to subject recruitment, most quantitative studies reviewed here have operated with some kind of 
random selection of subjects, usually by mail code or tax register. This is preferable according to commonly 
accepted standards of quantitative methodology. However, some studies have used convenience samples, for 
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differences, and data analysis), it is not always clear just what the “take home message” is of 
empirical studies on the topic at hand.  

Below, some of the interpretative challenges relevant to this material will be commented on. 
The aim is not to act as a reviewer of other authors’ manuscripts, but rather to highlight how 
difficult it may be to interpret just what may be gleaned from the empirical material.      

One interesting issue is how to phrase the study question in order to assess attitudes towards 
Responsibilism. A Portuguese study asked respondents “"If rationing healthcare is necessary, 
do you think that the following risk behaviours should determine the priority loss?" (Borges 
and Pinho, 2017). This prompts several methodological reflections. First, as noted above, the 
assumption in priority setting research is that priority setting is necessary (although rationing 
is not always so). Hence, the hypothetical way of phrasing the question seems somewhat 
misleading, and may elicit different responses than if the question had been stated non-
hypothetically (“Do you think that the following risk behaviours should determine…”) 
(Caviola et al., 2021). Second, speaking of priority loss without further specification makes it 
hard to interpret exactly what the respondents support or reject. For instance, 61,5% in this 
convenience sample of the general population in Portugal answered yes443 - excess alcohol 
consumption444 should determine priority loss. The reader is left wondering – determine the 
priority loss for what? For any kind of healthcare, for such healthcare needs which are 
statistically correlated with alcohol, or for such healthcare needs which are judged, in the 
actual case, to be caused by excess alcohol?445. Furthermore, what do respondents mean by 
“determine priority loss”? Should those that have consumed alcohol excessively be denied 
care altogether or merely stand back in tie break situations where they are up against a similar 
patient without the risk behaviour? This indetermination regarding the consequences of 
Health Responsibilism is widespread among the empirical studies446. In terms of policy, it is 
also hard to know what to make of respondents who indicate that they “slightly support” 
Responsibilist policy. Does it mean that the respondent supports mild forms of Responsibilist 
policy but not stricter forms, or does it mean that the respondent slightly supports all forms? 
Furthermore, does it mean that such a respondent would be more likely to vote for a political 
party if the party added Health Responsibilism to their political agenda?  

 
instance (Nembrini et al., 2020). Furthermore, most studies reviewed here have studied only the views of the 
healthy population (as opposed to the views of patients). Of course, random samples of the general population 
will include persons who are also unhealthy – are also patients. Nevertheless, there is reason to believe that 
response patterns will be affected by how respondents are addressed – for instance, as tax payers or as patients 
(Lomas, 1997) In this sense, the lack of studies on the views on Health Responsibilism among patients – 
addressed as such – is bothering. The study by Stronks et al is a welcome exception to the rule, as they included 
a panel of patients as recruited from national patient groups (Stronks et al., 1997).  
443 The response options to this question were yes/no.  
444 The authors use the terms “alcohol abuse”, “excess alcohol” and “heavy drinking” interchangeably and do not 
state which of the terms best match the phrase used in the questionnaire.  
445 Also, the terminology of “risk behaviour” leaves room for a wide range of interpretations. It is possible that 
respondents would respond differently to a situation expressed as “taking one risk once” as opposed to “long 
time risk behaviour which has led to the occurrence of serious disease”  
446 Again, I do not mean to be cheeky. This indetermination reflects an indetermination in Luck Egalitarian 
normative papers also. As noted in many places throughout this thesis, it is not uncommon that Luck Egalitarians 
fail to describe in any detail what they see as the proper policy implications of their theory. 
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It is hard to say whether a study such as the one mentioned above measures support for 
Health Responsibilism (to say it measures support for Luck Egalitarianism in healthcare is 
out of the question447). The reason is that the study provides no specification of the link 
between behaviour and disease. Indeed, the way the authors assert that their respondents find 
patients “deserve losing priority in accessing to healthcare” (sic) (Borges and Pinho, 2017) 
makes it equally possible that the respondents are indeed motivated by desertism448. This 
ambiguity is very common among the studies reviewed. One reason for this is that many 
studies, as the one above, investigate attitudes toward prioritising patients with certain 
behaviours without spelling out what is being prioritised, for instance Nembrini et al., 2020. 
Other studies investigate attitudes toward prioritising treatments but rely on the respondents 
themselves drawing the implications from behaviour to disease. Yet others mention both 
behaviour and disease, but fail to state whether the behaviour is thought to have led to the 
disease or not. Again, this invites the suspicion that answers reflect desertism rather than 
Health Responsibilism. Examples of the latter type are Mullen et al., 1996; Rogge and Kittel, 
2016. All in all, when there is no explicit mention of a) a behaviour b) a health condition and 
possibly a particular treatment for this and c) some form of imputation of causality449, the 
reader is left wondering what respondents think of the links between behaviours and health 
conditions. For instance, the Nembrini study shows that 17,3% of a convenience sample of 
Italian respondents say “definitely no” to the statement that the NHS should pay for “the 
costs” deriving from sedentary lifestyles. What conditions may we then conclude that the 
respondents think should be left out of the NHS - Back pain? Diabetes? Depression? 
Polycystic ovary syndrome?450. As before, the attempt to interpret study results lead to new, 
interesting questions.  

Very few articles investigate the role played by supposedly unjust sharing of burdens451 in 
Responsibilism452. So, for instance, the title of a recently mentioned study (“Pay for others” 
by Nembrini et al., 2020) conjures up notions of unjust sharing of burdens. However, it does 
not specify whether such burdens do in fact exist or not. It is therefore an open question 
whether the results indicate that respondents assume an unjust sharing of burdens, and their 
answering patterns should be seen in this light. (The study showed respondents being more 
reluctant to provide healthcare to patients with perceived self-induced disease). This also, by 

 
447 For a discussion about whether support for Health Responsibilism may be seen as support for Luck 
Egalitarianism in healthcare see the introduction to the section “Arguments for Health Responsibilism” above. 
Indeed, as many of the studies focus on “the usual suspects”, people with nicotine and alcohol dependence, the 
support for Health Responsibilism expressed in many studies may relate to the “implicit view” discussed in the 
section “Inconsistencies point to an implicit view”. 
448  See the section “The difference between Luck Egalitarianism and desertism” above. 
449 As is the case, for instance, in the following studies: Neuberger et al., 1998; Ubel et al., 1999. Indeed, it was 
this attention to methodological detail which enabled Ubel et al to reach the conclusion reported in the section 
“Inconsistencies point to an implicit view” above. 
450 These are all conditions where there is some correlation with a sedentary lifestyle. 
451 For more on this term, see the “Opportunity cost and unjust sharing of burdens” section below. For an 
explanation of why I think the unjust sharing of burdens is of central normative importance to Luck 
Egalitarianism, see the section “The normative underpinnings of Luckism” above. 
452 The study by Ratcliffe (2000) is an interesting exception to this rule. Ratcliffe found partially different 
answering patterns when the respondents were alerted to the fact of opportunity costs. 
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the way, seems to be the view of the authors of that study, as they write what is a pretty apt 
summary of perceived unjust sharing of burdens: "the increase in expenditure because of 
risky lifestyles is borne by the whole community" (Nembrini et al., 2020). However, it is not 
self-evident that such unjust sharing of burdens exists, at least not for all risky lifestyles – 
because some risky lifestyles may lead to a lower overall healthcare cost453. However, the 
respondents may also not have considered sharing of burdens at all, but rather held the 
desertist view that people engaging in the risky lifestyles assessed in this study simply do not 
deserve treatment, regardless of cost. Again, this is an open question.  

The Italian article provides material for another methodological reflection. The authors claim 
that they have studied respondents’ “individual willingness to pay for risky lifestyles”. Yet 
what the respondents were actually asked was: “Should the National Health System pay the 
healthcare costs of treating diseases caused by any of the following behaviours?” It is an open 
question whether the respondents, when answering, actively considered the fact that they as 
taxpayers co-finance healthcare, or whether they looked at the issue from the point of view of 
the National Health System itself. As noted above, such perspective issues may make a 
difference in answering patterns.  

Another way of phrasing the research question that is of greater relevance to the topic of this 
thesis is the following: "Healthcare priority should depend on the patient's personal 
responsibility for the disease" (Pinho and Pinto Borges, 2019). Indeed, this is close to the 
standard terminology in the Luck Egalitarian literature. However, the phrasing remains open 
regarding to what extent the priority should depend on responsibility, as well as to how 
responsible454 the patient should be in order to have her responsibility influence priority 
setting. With regard to the latter question, many studies simply jump cut past the question of 
what responsibility is and how it is assessed. Indeed, many studies simply assert that the 
patient is responsible (this is the case for instance in the Italian study cited in the previous 
paragraph). Examples of this include one study which asserts, regarding the condition that 
respondents should evaluate, that “disease is self-inflicted” (Werntoft et al., 2005), another 
study which asks “if patients have caused their diseases themselves, they should pay for 
treatment” (Myllykangas et al., 1996) and another study which asks: “Should the health 
system pay the healthcare costs of treating diseases caused by any of the following 
behaviours”? (Miraldo et al., 2014). The potential problem here is that we cannot know 
whether the responses in the studies are prompted by the assertion that diseases are self-
inflicted, but would have been different in a real-world scenario where it may be hard to 
know whether a disease is indeed self-inflicted455.  

 
453 This is the thrust of the “Empirically unfounded!” argument above. 
454 Here, and elsewhere in this paragraph, the terminology used in this thesis would speak of “irresponsible” 
instead.   
455 Indeed, it has been claimed that framing a study as “self-inflicted illness” generates more support for Health 
Responsibilism than speaking of actual aspects of health behaviour (in this case: smoking, drinking or weight) 
(Mossialos and King, 1999).  
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Interestingly, the study by Pinho and Pinto Borges (2019) referenced in the above paragraph 
reports considerably higher support for the general statement quoted above than for any 
attempts to specify it. Thus, 27,1% of the studied healthcare personnel agree completely with 
the statement "Healthcare priority should depend on the patient's personal responsibility for 
the disease", whereas only 18,6% of agree completely with the statement “Access to 
expensive treatment should depend on the patient’s personal responsibility for the disease”; 
25,4% agree completely with the statement “Access to scarce organ transplants should 
depend on the patient’s personal responsibility for the disease”; 20,3% agree completely with 
the statement “Lower priority should be allocated to patients who violate a contract of 
changes in health-related behaviours” and 23,7% agree completely with the statement “A 
patient who is responsible for the disease should pay additional co-payments”. It may be the 
case that the respondents would have preferred some other way of implementing Health 
Responsibilism. Another possible interpretation, however, is that certain respondents like the 
idea of Health Responsibilism better in the abstract than when they are asked to consider 
specific implementations of it. This is in line with other studies that show differences in 
response patterns depending on the degree of abstraction and/or deliberation provided (Dolan 
et al., 1999; Caviola et al., 2021)456.  

There are, however, some articles which explicitly try to test the support for Luckism. 
Tinghög et al (2017) conducted a dictator game type of experiment, which showed higher 
levels of redistribution when inequalities were due to brute luck than when they were due to 
option luck. Cappelen et al (2013) employed a related methodology and showed that most 
participants found it fair to eliminate inequalities between lucky and unlucky risktakers, but 
not between unlucky risktakers and non-risktakers. Hence, under these experimental 
circumstances, it may be said there seems to be some support for Luckism and Luck 
Egalitarianism. In contrast, Möllerström et al (2014), again employing a related methodology, 
claim their experiment showed very few participants behaved like Luck Egalitarians, 
favouring redistribution only when choice had been involved. Instead, a larger group were 
what the authors call "choice compensators", which mean they favour redistribution towards 
those who had made responsible choices – regardless of whether this gave rise to the 
inequality or not. In the terminology of this thesis, this behaviour is more desertist than Luck 
Egalitarian. Hence, the evidence from experiments testing the support for Luckism is not 
easily interpreted, but the experiments point to an interesting route to approach the subject457 

2.6.5  A very rough summary  

In the following, a birds-eye view of the empirical studies on Health Responsibilism will be 
provided. Not all studies on people’s views on priority setting are included, but only such that 
relate to priority setting of perceived irresponsible patients/disease states. The studies cited 
below were conducted in different countries, throughout a period spanning about thirty years 

 
456 It is also in line with the suggestion made in article IV that Luck Egalitarianism may seem more attractive in 
theory than in (healthcare) practise. 
457 Unfortunately the dictator game setup, dealing as it does with redistributing money-like resources, is less well 
apt to study attitudes towards Luck Egalitarianism in healthcare than attitudes towards Luckism in the abstract.   
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(from the 1990’s to 2021) and have used different groups as research participants. In most 
studies, healthcare personnel and/or citizens were respondents (see Table 8). The methods of 
eliciting participants responses have varied greatly, see Table 7. Furthermore, some studies 
limit the question to certain types of irresponsible health behaviour, for instance cigarette 
smoking, whereas other studies ask the respondents to respond to overarching statements 
such as “If patients have caused their diseases themselves, they should pay for treatment” 
(Myllykangas et al., 1996). Hence the studies represent great heterogeneity, in terms of 
methods as well as results. Nevertheless, it is possible to point out some general traits across 
the studies: 

a) THERE IS (SOME) SUPPORT FOR SOMETHING LIKE RESPONSIBILISM. 
Indeed, Health Responsibilism or something like it seems to draw at least marginal 
support. In every study surveyed here, respondents indicate at least some support for 
down-prioiritising patients with irresponsible health behaviour. This is also in line 
with material outside of this field, which show a societal preference for spending 
more resources to prevent uncontrollable accidents than personally controllable ones 
(Wittenberg et al., 2003). However, it should be noted that many studies also – or 
instead – report a strong rejection of Health Responsibilism (Myllykangas et al., 
1996; Edwards et al., 2003; Pinho and Borges, 2018; Pinho and Borges, 2019). 
Furthermore, most studies that indicate support for Responsibilist priority setting also 
show that other priority setting criteria are more strongly supported (Cookson and 
Dolan, 1999; Mossialos and King, 1999; Ryynanen et al., 1999; Ratcliffe, 2000; 
Dolan and Shaw, 2003; Anderson et al., 2011; Whitty et al., 2014; Rogge and Kittel, 
2016). Hence, those that think Health Responsibilism should be incorporated into 
priority setting seem to think it should be seen as one relevant factor among many. 
This interpretation is strengthened by the fact that one of the few studies that does not 
prompt respondents to have an opinion on Responsibilism, but rather generates 
priority setting preferences inductively, finds respondents placing “blame/healthy 
lifestyle” as #17 in rank of importance of priority setting principles (Ratcliffe et al., 
2017). Furthermore, support for Health Responsibilism seems to diminish after 
reflection (Dolan et al., 1999). This indicates that at least part of the support is 
spontaneous, and lessens upon close consideration. 

b) THERE ARE DIFFERENCES IN ATTITUDES BETWEEN DIFFERENT 
STAKEHOLDERS. Several studies show that citizens are more positive towards 
Health Responsibilism than are healthcare personnel458 (Myllykangas et al., 1996; 

 
458 An interesting side note specifically regarding physicians’ attitudes to irresponsible patients is merited here. 
Evidence indicates that physicians like to see themselves as effective and as having control (Hill, 2010). To the 
extent that physicians actually perceive irresponsible patients as having made the bad choice to remain 
unhealthy, it is easy to see how physicians may react negatively as this will threaten the physician’s sense of 
effectiveness and control. In other words: the direct relevance to the physician of the patient’s healthcare 
outcomes may make physicians have qualitatively different attitudes towards irresponsible health behaviour 
than, say, the lay observer. Of course, physicians will likely have many other attitudes which are also special to 
their position, such as obligations of care, meaning that it will be hard to tease apart which attitudes count for 
what.   



 

  155 

Stronks et al., 1997; Edwards et al., 2003; Myllykangas et al., 2003). However, some 
studies are exceptions to this rule, showing the opposite patterns, no difference or 
mixed pictures (Neuberger et al., 1998; Ryynanen et al., 1999; Pinho and Pinto 
Borges, 2019) 

c) THERE ARE DIFFERENCES IN ATTITUDES RELATED TO RESPONDENT 
CHARACTERISTICS. One frequently investigated issue is whether people who 
themselves have unhealthy lifestyles are more or less supportive of Responsibilist 
policy. Indeed, many studies indicate that those with unhealthy lifestyles are more 
sceptical of Health Responsibilism (Nord et al., 1995; Dolan et al., 1999; Bonnie et 
al., 2010; Anderson et al., 2011; Miraldo et al., 2014; Ahlert and Pfarr, 2016; Rogge 
and Kittel, 2016; Pinho and Borges, 2019; Traina et al., 2019). A common 
interpretation of this is that these persons are informed by self-interest. That is: they 
support the kind of policy that is most likely to benefit themselves (Mossialos and 
King, 1999; Anderson et al., 2011; Rogge and Kittel, 2016). In the words of one 
author: “There seems to be an almost one-to-one relationship between the agreement 
that the NHS should bear the healthcare costs associated to one risk behaviour, and 
the respondents’ actual engagement in that specific behaviour” (Miraldo et al., 2014). 
Although other studies do not confirm the image of a one-to-one relationship (most 
notably, not all smokers are opposed to the down-prioritisation of smokers, see for 
instance Anderson et al., 2011, p. 145), the overall image is that self-interest does play 
a role in determining respondents’ answering patterns.  
One observation, which may be of great relevance here, is that respondents with high 
internal locus of control were more positive to down-prioritisation of people with 
unhealthy lifestyle (Bonnie et al., 2010). High internal locus of control means that 
individuals indicate that they themselves exercise relevant control over their lives (as 
opposed to control coming from without, or things happening by chance)459. Having 
high internal locus of control is in turn associated with lower degrees of unhealthy 
lifestyles (Cobb-Clark et al., 2014). Hence, it may be speculated that at least two 
factors convene to explain why those with healthier lifestyles are more positive to 
Responsibilism. The first is that they at least superficially460 stand to gain by it, by 
getting easier access to healthcare and/or having to pay lower healthcare taxes461. The 
second is that from the perspective of a person with high internal locus of control, the 
notion of personal responsibility for health may seem more reasonable. However, 
some studies suggest things are more complicated than this. First, many studies show 
differences between different kinds of unhealthy behaviours in the respondents and 
their support for Responsibilism. Also, some studies directly contradict the common 

 
459 This ties into many other discussions throughout this thesis, notably in sections “Stigma, self-blame and 
responsibility” and “Responsibility”, both below. 
460 However, several authors have made the claim that even the healthy stand to lose by Health Responsibilism, 
as it makes for a society with a lower level of solidarity which, so it is argued, is bad for everyone (Gheaus, 
2016). For more on this, see the section “Negative social effects” above   
461 If the empirical claim is that healthcare as a whole will indeed be less costly by adopting Health 
Responsibilism. For a criticism of this claim, see the section “Empirically unfounded” above.  
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theme of self-servingness. For instance, in the study by Cappelen et al (2020), 
respondents were harsher when they were to set priorities for their own treatment than 
for others. However, it should be noted that this study employed a different 
methodology from most quoted above.  
In addition to respondents’ own health behaviour, other respondent characteristics 
have been shown to influence views on Responsibilism. More highly educated 
respondents are more positive to Health Responsibilism (Bonnie et al., 2010; Danesh 
et al., 2016; Pinho and Borges, 2018; Pinho and Borges, 2019), as are more wealthy 
respondents (Anderson et al., 2011; Miraldo et al., 2014; Borges and Pinho, 2017; 
Pinho and Borges, 2019). In regards to age, many but not all studies show older 
respondents are more positive to Health Responsibilism than younger (Nord et al., 
1995; Ryynanen et al., 1999; Bringedal and Feiring, 2011)462, and men more than 
women (Ryynanen et al., 1999; Bonnie et al., 2010; Bringedal and Feiring, 2011; 
Rogge and Kittel, 2016)463. Political and religious views also influence support for 
Responsibilism, with right-leaning sympathies as well as catholic faith increasing 
support for Health Responsibilism (Anderson et al., 2011; Traina et al., 2019; 
Nembrini et al., 2020).  

d) THERE ARE RECURRING REASONS FOR AND AGAINST 
RESPONSIBILITIES. Not many studies have investigated why people choose as they 
do, but the results from those that have done so show a remarkably high agreement 
(Wilmot and Ratcliffe, 2002; Olsen et al., 2003; Wittenberg et al., 2003). There seems 
to be an overarching theme to the voices against Health Responsibilism which has to 
do with equity – in its simplest term: “all patients are equal”464; 465. A study using Q 
methodology (a method to describe a population of viewpoints and the 
correspondence and distinctions between them), showed that the viewpoint 
“egalitarianism, entitlement and equality of access” consistently rejected priority 
setting criteria based on personal charactertics such as income, family situation and 
position in society (van Exel et al., 2015). Interestingly, this viewpoint seemed to 
place relatively lower emphasis on effectiveness of care. 
In contrast, the major arguments for Health Responsibilism hinge on considerations of 
people’s health choices, as can be seen by the most popular arguments in favor of 
Health Responsibilism from one article (here, the issue in focus is on liver 
transplatation to a patient with alcohol dependence): “alcoholism is voluntary” and 
”alcoholics are to blame/are responsible for their liver disease” (Wittenberg et al., 

 
462 For an exception, see Bonnie et al., 2010. 
463 The opposite has also been demonstrated, for instance in this study among Bulgarian subjects (Pinho and 
Borges, 2019) 
464 This is not stated as an individual argument in the arguments section. As a matter of fact, this “bare-bones” 
argument features very rarely in the policy discussion, although undoubtedly it is a corollary to many of the 
arguments given. As noted, it is also expressed by the Human Dignity Principle. 
465 It is interesting that this argument, arguably the most important among the counterarguments against Health 
Responsibilism (at least among the general public), features in modified form as one of the possible 
underpinning normative notions for Luck Egalitarianism (see the section on “Normative underpinnings of 
Luckism” above).   
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2003). In the study using Q methodology cited above, the viewpoint “the intrinsic 
value of life and healthy living466” endorsed Health Responsibilism along with 
prioritising parents with dependent children, people with a partner, and patients who 
could contribute to the economy.  
Obviously, citing “the moral relevance of choice” as a grounds for Health 
Responsibilism may mean many things467. As noted before, not many of the empirical 
studies surveyed here dig into why respondents answer as they do. However, a few 
empirical studies suggest that negative attitudes towards certain patients may play a 
role (Ubel, 1997; Sandelowsky et al., 2016).  

e) THERE IS A SET OF “TYPICAL CASES” INVESTIGATED ACROSS STUDIES. 
The body of previous research is remarkably consistent when it comes to the kinds of 
clinical situations chosen to illustrate Responsibilism468: cases/vignettes/statements 
about prioritity setting in the articles almost invariably deal with smokers and/or 
heavy drinkers. Somewhat less common are cases involving intravenous drug abusers 
and overweight, inactive patients. In contrast, a limited number of studies have gone 
beyond the “usual suspects” and assessed support for down-prioritisation of athletes 
or people engaging in risky sports also (Stronks et al., 1997; Bonnie et al., 2010; 
Bringedal and Feiring, 2011; Cappelen et al., 2020). 

f) THERE ARE CONSISTENT DIFFERENCES IN ATTITUDES TOWARDS 
DIFFERENT KINDS OF UNHEALTHY BEHAVIOUR. Virtually all studies which 
have measured support for Health Responsibilism in response to different forms of 
unhealthy behaviour indicate that respondents differentiate among behaviours 
(Anderson et al., 2011; Bringedal and Feiring, 2011; Pinho and Pinto Borges, 2019; 
Cappelen et al., 2020). Across the board, there seems to be a greater acceptance for 
the down-prioritisation of users of illegal drugs and heavy drinking, whereas obesity 
and unhealthy eating habits elicit less harsh sentiments. The marked difference in 
regard to different forms of unhealthy (irresponsible) behaviour has great relevance 
for the discussion about inconsistency in Luck Egalitarianism469. 

g) THERE MAY BE REGIONAL DIFFERENCES IN THE SUPPORT FOR 
RESPONSIBILISM. Given the evidence that views of individual versus social 
responsibility vary between countries470, and that political views affect support of 
responsibility (see above), it would not come as a surprise if there was stronger 

 
466 Compare the argument “Duty to stay healthy” above. 
467 Indeed, this whole thesis is about exploring just what may be the moral relevance of “choice” in health 
matters, and it should come as no surprise that the empirical articles provide no unified answer to this. 
468 Or, as has been noted in the section “Inconsistencies point to an implicit view”, it may be so that these 
examples are not meant to “illustrate” anything beyond themselves. Hence, it may be that the researchers wanted 
to measure support for down-prioritising smokers, and the respondents answered this, without any intention of 
making a statement on a coherent theory of Health Responsibilism. The fact that the majority of studies 
referenced in this section do not mention Luck Egalitarianism, or discuss smoking as “an example” in the 
discussion sections, nor mention it as such in the information presented to respondents indicates that this may be 
a fact.   
469 See the section “Inconsistencies point to an implicit view” above. The few studies which include sports show 
less support for down-prioritisation of sport injuries.  
470 See the section “Understanding other people’s actions”, below. 
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2.6.6  Tables of empirical studies  

The following tables present the kinds of empirical studies on stakeholders’ attitudes towards 
Responsibilism reviewed in this thesis (Table 7), the types of respondent categories 
investigated (Table 8) and the approximate levels of support for Responsibilism discovered 
(Table 9).  

Table 7. Types of empirical studies in the previous literature  
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Table 8. Respondent groups studied in the previous literature 
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Table 9. Levels of support for something like Luck Egalitarianism in healthcare/Health Responsibilism reported in 
the previous literaturea) b) 

 

a) The levels of support above should be taken as general indications. Indeed, the studies are difficult 
to compare across the board as many contain subgroup analyses as well as provide several 
agreement rates to various statements. To make the rough subdivisions in this table three arbitrary 
support ranges were defined, so that “low-to-moderate” support corresponds to, roughly, reported 
support from 0-25% of respondents, “moderate” support corresponds to reported support from 25-
50% of respondents and “strong” support corresponds to support from above 50% of respondents.  
b) Some references are included twice as they show different levels of support for Responsibilism 
when it comes to different kinds of irresponsible behaviour.  
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2.7 KEY CONCEPTS   

2.7.1 Responsibility 

As evidenced by almost everything written so far in this thesis, “responsibility” is a concept 
of the utmost importance to Luck Egalitarianism. The concept has also attracted attention 
from a wide array of scientific disciplines such as moral philosophy, metaethics, psychology, 
theology and law. This section will provide a few brief outlooks to the discussions about 
“responsibility” in moral philosophy, metaethics and psychology.  

Responsibility, especially when it is expressed as “Alice was responsible” is a thick concept. 
Roughly speaking, thick concepts are such that contain both a descriptive and a normative 
component. Hence, saying for instance “Alice is courageous” imparts both that Alice has 
certain features and conveys a certain value judgment about Alice. This is unlike saying 
“Alice drives a red bike” which is merely a descriptive term. Redness, as used here, is a thin 
concept (Väyrynen, 2016). As with any thick concept, part of the confusion in the discussions 
about responsibility likely has to do with this duality in the concept. However, the theories 
summarised below will allow for a better “unpacking” of the different components of 
responsibility. At the same time, it should be noted that speaking of responsibility does not in 
itself entail any particular ethical theory, but rather different authors use different ethical 
material to fashion their favoured (thick) concept of responsibility.  

A formal analysis of responsibility may look something like the following:  

Somebody (the subject of responsibility) is responsible for something (object of 
responsibility) towards somebody or something (target of responsibility) given a particular 
normative background (reason of responsibility) (Schmidt, 2009). Relating this formal 
analysis above to the present purposes, the “object of responsibility” will here be some 
previous action with negative health effects. The target of responsibility will here be other 
taxpayers or, more generally, society471. It should be noted that the discussions in this section 
are, inevitably, burdened by the conceptual confusion hinted at already in the introductory 
chapter. Again, responsibility refers to the capacity of acting responsibly, whereas behaving 
responsibly/irresponsibly refers to how this capacity is used. Although it may sound 
ungainly, it is therefore correct to say (here): “Alice was responsible; she acted 
irresponsibly”.    

 
471 Regarding the target of responsibility, Schmidt makes a distinction between self-regarding and others-
regarding responsibilities. It is quite possible to claim we have responsibilities to ourselves to maintain our 
health – this view was mentioned by participants in Article V and is discussed in the section “Duty to stay 
healthy” above. In some traditions, it is common to focus mainly on agents’ responsibility for others. For a rather 
extreme version of such a view, here is Emanuel Levinas: “I understand responsibility as responsibility for the 
Other, thus as responsibility for what is not my deed (…) since the Other looks at me, I am responsible for him, 
without even having taken on responsibilities in his regard; his responsibility is incumbent on me” (Levinas and 
Nemo, 1985, pp. 95-96) (italics in the original).    
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2.7.1.1  The function of responsibility 

Having moral responsibility472 is, according to many theorists, seen as part of being a moral 
agent. In contrast there may be situations where persons are excused or exempted from 
responsibility. Excusing somebody is what we do when we consider a person as generally 
responsible for her actions but note excusing factors in the particular case. Exempting 
somebody from responsibility, on the other hand, is what we do when we say that a person is 
not a proper object to hold responsible (Watson, 2004, p. 224)473.  

Indeed, the thought that responsibility and holding others responsible is related to being a 
moral agent in a moral community is important to some theorists on responsibility. For 
instance Peter Strawson (2013, pp. 349-350) claims that by holding Alice responsible, not 
only do we show that we view Alice as a member of the moral community, but furthermore 
doing so provides a way for Alice to continue to be a member of this community. Hence, if 
we were not to hold Alice responsible (when this was fitting), that would amount to a form of 
excommunication of Alice from the moral community. Hence, responsibility functions at 
least in part to govern social interactions, and social psychologists hold that the notion of 
responsibility is needed to create social control (Schlenker et al., 1994). Furthermore, it has 
been claimed that the notion of responsibility is needed to make sense of ourselves and other 
people morally (Martin, 2001). 

Holding somebody morally responsible (for something) means to ”reply to”474 their 
behaviour with moral praise or moral blame (and, possibly, some other forms of sanctioning 
measures). Most often, however, the discussion on responsibility focuses on the dark side of 
things: negative behaviour and blame. The reason for this is perhaps that it is seen as more 
morally pressing, furthermore common sense holds that negative acts need to be sanctioned, 
while positive acts do not necessarily need to be commended. Just because Alice does 
something good, we do not rush out to praise her, so the story goes475. In turn, the “reply” 
that holding responsible amounts to demands a “counter-reply” from the responsible party. 
Depending on circumstances, this may be simply that the responsible party acknowledges the 

 
472 As per convention in this area, this thesis will use the notions “moral responsibility” and “responsibility” 
interchangeably. The question of moral responsibility is whether a person has the right relationship to her actions 
and their consequences to be held accountable for them. The areas of responsibility which falls outside of moral 
responsibility and hence are irrelevant here are such that pertain to obligations carried by professionals or 
organisations in their role as such: “The restaurant is responsible to declare any possible allergens in the food”. 
For more on this disambiguation, see the section “Taxonomies of responsibility”, below, as well as in Talbert, 
2019.    
473 This is the same as expressed in some forensic court judgments. When, in such a situation, it is said that 
“Alice cannot be held responsible for this”, it does not mean she did not do it, nor that her action may be 
excused, but rather means that at that point, Alice was not such a person to whom discussions of responsibility 
apply. 
474 In Swedish, “ansvar” [responsibility] means “answer to”. This may be understood both as the individual’s 
response to a challenge (“I take responsibility for this situation”) or as others’ responses to the individual’s action 
(“You must answer to us – why did you do that?”) (Kjellström, 2005)  
475 To my knowledge no one has defended this asymmetry. Perhaps we really ought to praise at least as much as 
we blame? A Swedish child psychologist has argued that at least in the context of child rearing we should praise 
our children five times as often as we blame them (Forster, 2013). 
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wrongdoing476, or performs some form of action to make amends or give compensation; or 
that she will not be not entitled to complain of certain effects of her actions477.  

The “triangle model” is a psychological theory which aims to describe what kinds of 
information individuals use to make judgments about responsibility (Schlenker et al., 1994). 
The model is built around three “links”, which may be weak or strong. A person will be 
judged as most responsible when all three links are strong. Each link may, in the relevant 
circumstances, be weaker and every instance of weakening of links weakens the claim of 
responsibility. The first link is the “prescription-event link”: there must exist a clear and 
relevant rule which is taken to guide the agent’s behaviour in the current situation. Second is 
the “identity-event link”: there must be the right kind of connection between the agent and the 
event. This hinges on such factors as the event being seen as controllable by the agent, and/or 
intended by the agent. Third is the “prescription-identity link”: the guiding rule must apply to 
the agent in the right kind of way. The model hypothesises, first, that to make judgments 
about responsibility the judger must have information about the strengths of these links, and 
second, that the stronger the links are perceived to be, the stronger the perceived 
responsibility will be (Schlenker et al., 1994). The model has been tested with positive results 
(Schlenker et al., 1994; Britt, 1999). Similarly, Halpern and Kleiman-Weiner (2018) have 
developed formal definitions of the components of moral responsibility. Their claim that 
there is “a general agreement that a definition of moral responsibility will require integrating 
causality, some notion of blameworthiness, and intention” (italics mine). In terms of the 
triangle model above, causality forms part of the identity-event link, blameworthiness forms 
part of the prescription-event and prescription-identity links and intention forms part of the 
identity-event link.   

One influential track in talking about moral responsibility is to link it to our “reactive 
attitudes”. To P.F. Strawson (2013), if Betty holds Alice responsible in this sense this means 
that expresses her reactive attitude to Alice’s behaviour478. Examples of reactive attitudes, to 
Strawson, include gratitude, resentment, forgiveness, love, and hurt feelings, and they are 
raised by the actions of others. Hence responsibility, on this view, is not a property that Alice 
“has”, but rather it arises from Betty’s expectancies of Alice’s behaviour – and her reactions 
if Alice does not comply with these expectancies. (For this reason, Strawson’s theory is not 
dependent on any particular position on determinism, see below). One core predictor of our 
reactive attitudes is whether we see others’ behaviour as intentional. Hence, Betty’s reactive 
attitudes to Alice’s stepping on her foot will be stronger if she perceives that Alice did so to 
harm her. Now it should be noted that, in the above, holding somebody responsible may seem 

 
476 In article IV, this was a major theme. The participating physicians demanded, above all, that patients 
acknowledged their responsibility for their health.  
477 Not being “entitled to complain” is a phrase used by T.M. Scanlon to describe one consequence of having 
erred. The Luck Egalitarian (but not Scanlon himself) may of course understand this as not being entitled to 
complain to one’s physician.    
478 The “reactive attitudes”-line of talking about responsibility sometimes makes it less than entirely clear 
whether Betty’s reactive attitude is raised by, precisely, Alice’s action, or more generally, Betty’s sum total 
attitude towards Alice. More formal notions of responsibility (such as: Alice is responsible for X due to Y) avoid 
this problem by clearly spelling out just what is it that Alice is supposedly responsible for.    
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like an entirely “private” issue – and therefore irrelevant to the topic of the thesis. However, 
Strawson does mention that we may have vicarious attitudes on behalf of others, so it may in 
principle be possible to broaden his concept of responsibility to be relevant to matters of 
public policy also. All in all, however, the view of responsibility as “reactive attitudes” does 
not seem to be the one underpinning Luck Egalitarianism in healthcare. This is because 
irresponsible health behaviour is not normally seen as an intentional in the sense described 
here, and, especially in “abstract cases”479 issues of responsibility will not likely stir the kind 
of reactive attitudes explained above.  

Before moving on, it should be noted that in addition to the views cited above and below, 
there are also authors who are critical of the whole the discourse about individual 
responsibility. In the words of Robin Zheng:  

Political theorists have argued that the very concept of “responsibility” depends 
on a particular metaphysical notion of individual agency, e.g. the Kantian 
subject, that is increasingly under pressure in an ever more globalized world, as 
well as a historically specific and non-neutral liberal conception of an 
individual person’s “ownership” over their actions. Insofar as this is the case, 
and given that injustice is structural rather than interactional, it may seem that 
the concept of individual responsibility is simply a non-starter (Zheng, 2019). 

2.7.1.2 Responsibility and free will  

As noted above, many authors have claimed that making the cut between choice and chance 
in Luck Egalitarianism necessitates that people have free will, in the sense of (at least 
sometimes) being able to act differently. For instance, Rebecca Brown (2013) emphasises 
that this theory hinges on agents having have “sufficient freedom in order to be fit to be held 
responsible”. In the discussion of responsibility, this is called the control condition (or 
sometimes: the freedom condition) (Persson de Fine Licht, 2014; Hartvigsson, 2020), and ties 
into the classic question of free will: if determinism is true and everything that happens 
(including what we do) is determined by previous causes, can we be said to have freedom in a 
sense compatible with moral responsibility?   

One expedient way forward is to claim that determinism is true and, for this reason, it makes 
no sense to speak of responsibility. This is called “incompatibilism”480, and would stop all 
forms Health Responsibilism including Luck Egalitarianism just so. Another way of 
bypassing the debate on free will is to claim that the discussion about responsibility is 
independent of the free will debate. This position is called “compatibilism”. For instance, 
Strawson’s notion of responsibility, based as it is on reactive attitudes rather than neutral 
descriptions of causality employs this strategy. Strawson also claims that even if determinism 

 
479 See the section “The argument from unjust burden-sharing” above.  
480 As in: the truth of determinism is incompatible with a meaningful concept of responsibility and the other way 
around. See Persson de Fine Licht, 2014.  



 

  165 

were true, we still would not be able to change our current mind-frame (which is, 
presumably, that we are not determined):  

The human commitment to participation in ordinary inter-personal relationships 
is, I think, too thoroughgoing and deeply rooted for us to take seriously the 
thought that a general theoretical conviction might so change our world that, in 
it, there were no longer any such things as inter-personal relationships as we 
normally understand them (Strawson, 2013, p. 345)481.  

In a similar way, Harry Frankfurt (1969) proposes a view of responsibility which is not 
dependent on the refutation of determinism. On Frankfurt’s view, we are responsible for any 
actions when we have acted in accordance with what we really wanted to do (whether we 
were in fact unfree to do any other way is irrelevant)482. Thus, Frankfurt speaks of “the 
willing” and “the unwilling” drug addict, holding only the willing drug addict responsible for 
her situation. One persuasive critique is to point to the fact that a lot of things go towards 
making us “will” the situation we find ourselves in (Scanlon, 1998, p. 281). Hence, it may be 
so that the desolate social outcast claims that living the way she does is reflective of her “true 
identity”, yet nevertheless many social factors have conspired to form her attitude, making it 
harsh or unreasonable to say she is responsible for the outcomes of this lifestyle.  

John Martin Fischer and Mark Ravizza (2000) also argue that freedom to act differently is not 
of relevance for responsibility. Instead, they offer a conceptualisation which adds a demand 
of a certain intellectual process to the demand that the will should come from within the agent 
herself. Hence, they claim that to be responsible the agent must have been sufficiently 
“reasons-responsive” when she chose to act this way. By this is meant, in turn, that she was at 
least regularly receptive to reasons and at least weakly reactive to reason. Furthermore, they 
require that this reasons-responsive process was, in a relevant sense, her own. Consequently, 
a situation where an agent was forced to act in a certain way would not be seen as an 
expression of responsibility. What Fischer and Ravizza do may be likened to spelling out the 
conditions for decision-making competence, but in the field of responsibility483. However, 
and this is relevant to the present discussion, Fischer and Ravizza point out that as far as 
moral responsibility goes, it is not enough for the agent to respond to any old reasons – moral 
reasons must be among the reasons taken under consideration484.  

 
481 Christine Korsgaard (1996, p. 175) makes the same claim when she says we must “act under the idea of 
freedom”. 
482 For obvious reasons, view such as Frankfurt’s have been described as “real self views” (Talbert, 2019). Such 
views hold that a person is responsible for an action when the action is attributable to that person’s real self (as 
opposed to being the effect of manipulation etc).   
483 Bioethicists Beauchamp and Childress (2013, p. 116) claim that patients are to be considered decision-
competent if they have the “capacity to understand the material information, to make a judgment about this 
information in light of their values, to intend a certain outcome, and to communicate freely their wishes to 
caregivers or investigators”. As can be seen, decision-making capacity is strongly related with rationality. For 
contemporary assessment models of decision-making competence, see for instance Grisso et al., 1997.  
484 This has led Rebecca Brown et al (2019) to comment that the project of holding patients morally responsible 
for their ill health fails, unless it can be proved that patients have clear moral reasons to remain healthy over and 
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Another way to reason about the control claim is to question our control over our actions by 
way of “moral luck”. Thomas Nagel discerns four versions of moral luck, of which the first 
three are of particular interest here (Nagel, 2013):   

1. Constitutive luck. By this is meant that we are not (merely) products of our own making. 
Some of what we are has been given us, rather than made by us. Hence we cannot be held 
responsible for that which is a result of those factors. An example: Alice and Betty both light 
a cigarette for the very first time. The only reason why Alice proceeds to become a smoker 
and Betty does not is that Alice’s taste buds485 are such that she likes the taste of cigarettes 
whereas Betty does not. It then seems wrong to say that they are responsible for their 
respective smoking status486.  
2. Circumstantial luck. We all receive different triggers to act, and although we might have 
responded the same way to the same triggers, we do not actually receive the same triggers. 
Hence we cannot be held responsible for what is merely differential results of getting 
differential triggers. An example: Alice and Christina both have taste buds such that they like 
the taste of cigarette smoke, and as a result of this they would both proceed to become a 
smoker should they ever light a cigarette. Alice lives in a society where cigarettes are readily 
available, so there she is puffing away. Christina, however, lives in a society where cigarettes 
are all but unknown, and so she never becomes a smoker. It then seems wrong to say that 
they are responsible for their respective smoking status. 
3. Resultant luck. What results our actions have is, after all, not entirely up to us. We act, and 
our actions are as it were blended with the world to generate results which are sometimes 
more, sometimes less, expectable from our vantage point as actors. Hence, particularly when 
random factors intervene heavily and the result is far from that which could have been 
expected from the action, we cannot be held responsible. An example: Alice and Christina 
both know they have taste buds such that they like the taste of cigarette smoke, and will 
become smokers should they ever light a cigarette. They also know this would be detrimental 
to their health. However, for whatever reasons they make a bet with each other: both will roll 
a dice and if any of them gets a six, that person must smoke a cigarette. Alice rolls a six, 
smokes a cigarette and proceeds to become a smoker, whereas Christina rolls a four and 
never touches a cigarette. It then seems wrong to say that they are responsible for their 
respective smoking status. 
4. Causal luck. This is somewhat different from the above three. It simply states that if 
determinism is true, we will act in ways for which we should not be held responsible. An 
example: Alice and Betty both light a cigarette for the very first time. Unknown to 
themselves, various internal and external determinants work on them with the result that 

 
beyond the obvious prudential reasons to do so. According to Brown et al, there are no, or only weak, generally 
applicable moral reasons to stay healthy.    
485 Or whatever part of our bodies that makes some people like the taste of cigarettes.  
486 This is what Scanlon refers to when he says “There but for the grace of God go I” in the quote that caps off 
this thesis.  
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Alice becomes a smoker and Betty does not. It then seems wrong to say that they are 
responsible for their respective smoking status. 

There are ways to counter the charge that moral luck erodes responsibility. For instance, one 
may argue that responsibility is not a dichotomous concept487. In the first example above, one 
may grant moral luck and say that Betty, were she to have taken up smoking, would have 
been more responsible than Alice who was, in a sense, coerced by her taste buds. Similarly, 
in cases of resultant luck, one may play down the relevance of freak happenings for 
responsibility. (This, by the way, seems to be the intuitive response in such cases. If Alice 
smokes one cigarette her whole life yet develops smoke-related lung cancer, most would 
consider her less responsible than if she smoked so many cigarettes as to make cancer a likely 
outcome488).  

2.7.1.3  Responsibility and knowledge  

In addition to (perhaps) demanding freedom, many claim that holding somebody responsible 
demands that that person has the relevant set of knowledge about the particular situation. This 
is called the epistemic condition (Persson de Fine Licht, 2014; Hartvigsson, 2020). Now, the 
epistemic condition does of course not hold that we must know everything about our situation 
and all possible outcomes of our action to be held responsible – that would make 
responsibility impossible489. Rather, knowledge seems to function as a sufficiency threshold 
– if we know too little of what is going on, we cannot be held responsible for what happens 
(unless, of course, we should have known better, as will soon be explained)490.  

A concept with relevance to this discussion is tracing. According to Manuel Vargas, this 
concept can be explained as follows:  

Tracing is the idea that responsibility for some outcome need not be anchored 
in the agent or agent’s action at the moment immediately prior to outcome, but 
rather at some suitable time prior to the moment of deliberation or action 
(Vargas, 2005).  

The thought that something like tracing exists and works as suggested by Vargas seems 
uncontroversial (although the finer details as to how tracing works may not be491). Tracing 

 
487 Such arguments are presented and discussed in the section on “The abandonment objection” above. 
488 This thought is also discussed in the section “Inconsistent!” above. 
489 For instance, most theories note that probabilities are relevant to responsibility. Hence, we may be held 
responsible for an outcome that was a very probable outcome of our action, but perhaps not or less so for an 
outcome that was a very improbable outcome of our action (G. Dworkin, 1981; Martin, 2001) This thought is 
discussed in Article IV.  
490 The notion of a sufficiency threshold establishes that all levels below that threshold trigger the same 
consequences (here: that a person is not seen as responsible). However, opinions diverge as to the implications of 
being at different levels above the threshold. Anybody who thinks that responsibility comes in degrees may, in 
principle, say that moderate knowledge of the possible effects of an action goes with lower responsibility than 
high knowledge (barring culpable ignorance).  
491 The discussion about stakes (see the section “Some Luck Egalitarian Family Quarrels” above) also deals with 
tracing (or something similar). Olsaretti’s call for a “principle of stakes” insists that Luck Egalitarian theory must 
explain what outcomes may be traced to what actions, and how.  
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helps explain some of the situations with resultant luck, as well as why ignorance may 
sometimes excuse from responsibility and sometimes not. In situations when an agent did not 
know what effects an action may have, but is still at fault because she should have made the 
effort to find out, the fault resides not in the point of action itself (because at that point, the 
agent did not know the effects), but rather in a previous point which can be traced back from 
the point of action. That is when the agent should have gathered the relevant information. In 
such instances, we may speak of culpable ignorance492. In contrast, there are situations of 
innocent ignorance – there was simply no previous point when the agent could have been 
reasonably expected to realise what information was relevant to gather493. 

The concept of reasons-responsiveness suggested by Fischer and Ravizza (see above) is 
relevant here. Again, Fischer and Ravizza claim that to be held responsible, an agent must be 
able to take in and process information relevant to the situation. This, obviously, works as a 
necessary side constraint as to what kind of knowledge the agent has and should have494. 
Susan Hurley (2011) has criticised the demands for rationality thus implied in many 
conceptualisations of responsibility. According to Hurley, previous discussions of 
responsibility have paid too little attention to recent insights into behavioural and cognitive 
anomalies related to decision-making involving probabilities, instances of gaining vs keeping, 
information processing, framing effects and social influences on such decision-making. All in 
all, Hurley’s conclusion is that an analysis of responsibility which properly accounts for such 
limitations in our capacity for rational decision-making must admit that our decisions are less 
rational than we may have previously assumed, and are also in a sense less “our own”. To 
Hurley, this mandates a larger involvement of government in individuals’ decision-making, 
for instance to counter cognitive manipulation by advertisements and the like, than previously 
accepted in the liberal tradition. 

2.7.1.4  The value component of ”holding” responsible  

Many authors point out that assessing responsibility is something very different than 
assessing a value free fact about an individual or act. Here is Joel Feinberg on this topic:  

Responsibility is something to be decided, not simply discovered. Should we or 
should we not hold the defendant liable for the harm? That is the proper form of 
the question, and it does not help to say in reply to it: “Determine first whether 
he is responsible in fact for the harm, and then hold him responsible if and only 
if he really is responsible” (Feinberg, 1970, p. 27) (italics in the original).  

 
492 This thought goes back to Aristotle, who in Book Three, section V, of the Nichomachean Ethics claims that 
“Indeed, we punish a man for his very ignorance, if he is thought responsible for the ignorance” (Aristotle).  
493 For more on tying moral demands to what could have been “reasonably expected” of an agent, see the section 
on “Reasonability in Luck Egalitarianism” above. 
494 Fischer and Ravizzas’ framework has relevance for the recent debate on fact-resistance. Applying that 
framework, the problem with fact-resistance may be seen as the failure in some people to be adequately 
receptive and responsive to reason.    
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Although Feinberg writes, in this quote, of legal responsibility, the same point applies to 
moral responsibility also495. The point is that even if there were a completely neutral way of 
describing responsibility, this does not seem to be what people mean when they speak of 
responsibility. Instead, responsibility ascriptions either rely on normative assumptions, and if 
so, may be used directly to generate normative implications, or are hooked up with normative 
claims so that together, they may generate normative implications. Furthermore, as also 
pointed out by Joel Feinberg (1970, pp. 130-131), we do not usually worry our minds with 
ascriptions questions of responsibility in run-of-the-mill mundane situations. Hence, if Alice 
did not tie her shoelace, but did not trip on it, nor was late to her important meeting, nor set of 
a bomb with the untied shoelace, nor invited any other calamity, we do not bother to ask 
whether she was responsible for her untied shoelace. Hence, there are at least two ways in 
which we may say that responsibility talk is (in most instances) value laden. First, we worry 
about responsibility only in cases which are normatively relevant. Second, when ascribing 
responsibility, we use (among other things) normative points of reference.  

2.7.1.5  Taxonomies of responsibility  

In order to show how many different applications there are of the word “responsibility”, a 
hypothetical sea captain, Smith, has been sailing across the globe and through countless 
philosophy textbooks since he set sail in 1968. This thesis, of course, will be no exception. 
Here, then, comes the parable about Smith the sea captain:  

Smith had always been a responsible person (=virtue responsibility), and as 
captain of the ship he was responsible for the safety of his passengers and crew 
(=role responsibility). However, on his last voyage he drank himself into a 
stupor, and was responsible for the loss of his ship and many lives (=outcome 
responsibility). Smith’s defence attorney argued that the alcohol and Smith’s 
transient depression were responsible for his misconduct (=causal 
responsibility), but the prosecution’s medical experts confirmed that Smith was 
fully responsible when he started drinking since he was not suffering from 
depression at that time (=capacity responsibility). Now, his employer will have 
to take responsibility for this tragedy (=liability responsibility), and pay the 
compensation owed to the victims’ families496;497.  

The concepts above are largely self-explanatory. To note, “virtue responsibility” and “role 
responsibility” may be relevant to desertism and to many forms of Responsibilism but not to 
Luck Egalitarianism as commonly understood. “Outcome responsibility” and/or “causal 
responsibility” however, are the forms of responsibility that a Luck Egalitarian invokes when 

 
495 See for instance the argument by Emily McTernan presented in the section “The relevance of “responsibility” 
to Luck Egalitarianism” above. 
496 The parable comes from Hart, 2008; p. 727, but has been elaborated by many authors. The version here is an 
adaption of that found in Vincent, 2009. 
497 In the parable of Smith, six types of responsibility are featured. In his book on responsibility, Michael 
Harmon (1995) mentions eleven types (to note, there is considerable overlap between Harmon’s types and those 
presented above). 
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she says that Alice is responsible for an action498; and “liability responsibility” captures the 
sense in which the Luck Egalitarian “holds” Alice responsible for the consequences of this 
action. The difference between “being” and “holding” responsible (also discussed in the 
previous section), is evident also in the distinction between “backward looking” and “forward 
looking” theories of responsibility499. Hence, “backward looking” theories of responsibility 
focus on what an individual did or did not do in order to, for instance, assign blame and/or 
praise (Talbert, 2019). In contrast, “forward looking” theories see the point of responsibility 
talk as guiding the agents (as well as others) to behave in a certain way in the future (Smart, 
1961).  

Thomas Scanlon (1998) picks up this distinction as what he calls attributive responsibility is 
backward looking, whereas substantive responsibility is forward looking. As Scanlon is a 
contractarian, both his notions of responsibility are thoroughly social notions. They deal with 
how we see each other and what we may do to each other or expect from each other. In his 
own terminology, they deal with “what we owe each other”. Now, if we say that Alice is 
responsible in the attributive way for having smashed up the window we mean that there is a 
particular relationship between Alice and the action – the action is owned by her. The action 
flows from her self-governance, and in deciding to act as she did she was responsive to the 
force of reasons which could be not have been reasonably rejected by others500. Furthermore, 
her self-governance should be stable. If this is the case, we are justified in blaming Alice for 
the action, and for adjusting our relationship to her accordingly. However, it does not mean 
that any special treatment (outside of our resentment, perhaps) is forthcoming. This, instead, 
is the function of substantive responsibility. If we say that Alice is substantively responsible, 
this means that we may make sanctions against her, for instance determining whether she 
may have the result of her actions or not. However, substantive responsibility requires that 
Alice has had the right kind of opportunities to avoid acting in this way501.   

In a similar way, Gary Watson (1996) distinguishes between what he calls the two “faces” of 
responsibility: attributability and accountability. To Watson, holding a person responsible in 
the attributability sense of the word, is to take her as the author of her conduct, and hence to 
claim that we may learn something about her from her actions. Again, as we think about 
responsibility mainly in respect to negative behaviour502 (see above), this may mean that we 
form a negative opinion about her. That is, we move from a judgment of the action to the 
person – as we hold the person attributably responsible for the action (Janoff-Bulman, 1979; 

 
498 If the agent’s “capacity responsibility” is, for whatever reason, limited this may subtract from the Luck 
Egalitarian’s judgment that somebody is responsible.  
499 This distinction does not capture the same kind of difference as does the notion of “backward looking” versus 
“forward looking” versions of Luck Egalitarianism (see the section “Applying Luck Egalitarianism to healthcare 
priority setting” above).  
500 The same “function” of attributing to describe that something properly belongs to something is expressed by 
Hurley (2003, p. 140) when she claims that good or bad option luck is attributed to people, whereas good or bad 
brute luck is attributed to circumstances. 
501 One author who uses a similar taxonomy to stake out a normative position on priority setting in healthcare is 
Sven Ove Hansson (2018). Hansson sketches a framework where the physician should hold the patient 
responsible in a “role responsibility” sense, but not in a “blame responsibility” sense.  
502 This tendency is also noted by Watson 2004, page 241-242. 
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Brownell et al., 2010). Hence, it may be said that our response in the attributive sense is that 
it affects how we appraise the person503. This, however, is very different from responsibility 
in the accountability sense. This sense goes beyond mere appraisal – holding somebody 
accountable, to Watson, is intimately connected with the imposition of demands on people504, 
in the interest of social regulation in retributive and compensatory justice. Watson claims that 
such demands or sanctions may be imposed on others if the one imposing has the legitimacy 
to do so, and the person has the opportunity to avoid acting in the relevant way505.   

2.7.1.6 Responsibility talk for good and bad?  

Many authors have noted that what may be called responsibility talk – that is: manners of 
discourse, directly to the person concerned or in general, which focus on the individual’s 
responsibility for her health – is Janus-faced. This section will develop further the ways that 
responsibility talk may be good (first) – and bad (further down).  

Health Responsibilists tend to see responsibility talk as a self-fulfilling prophesy: by situating 
responsibility within the individual, the individual will take responsibility and make more 
sensible health choices (Hook and Rose Markus, 2020). Furthermore, responsibility talk can 
convey to the individuals that they are respected (Kjellström, 2005), and allow them to 
identify with the (positive) results of their efforts (Hurley, 2003, p. 244). Last, there may be a 
critique, implicit or explicit, that certain public health initiatives treat – and hamper – 
individuals’ agency in a way similar to when a nanny deals with a little child (Wiley et al., 
2013; Hook and Rose Markus, 2020). In contrast, then, responsibility talk which places 
responsibility squarely with the individuals may be seen as more attractive. The sentiment 
that too much involvement from healthcare has inhibited some individuals’ agency is 
expressed, for instance, in the following quote from a Swedish government white paper:  

The person seeking healthcare is put in the patient-role, creating expectancies 
that others make decisions on her behalf. This relinquishing of one's own 
decision-making may be a positive step, if the patient thereby increases her 
faith in her recovery from illness. The white coat of a doctor is sometimes 
talked of as an effective placebo, due to the healing effect of the doctor's role. It 
is, however, probably more common that the passivity inherent in the patient-
role has a negative effect on the patient's health and her capacities 
(Socialdepartementet [Ministry of Health and Social Affairs], 1996a). 

A more recent Swedish white paper also expresses the view that healthcare should move 
responsibility from healthcare to the individual:  

 
503 Watson speaks of this kind of responsibility as “aretaic” so more specifically we come to hold attitudes 
towards the person’s virtues (or lack thereof) 
504 Watson illustrates the difference between the two “faces” of responsibility by our attitudes towards the dead 
(ibid, p. 239). We may hold the dead attributively responsible (we think Hitler was a terrible person), but we 
cannot hold them accountability responsible (there is no way to impose sanctions on Hitler).  
505 Robin Zheng (2019) notes that attributive responsibility is about appraising agents, whereas accountability 
responsibility is about apportioning burdens. 
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Lately, therefore, the patient and her role in healthcare has been pointed out as 
an important source of knowledge. The technical advances in healthcare also 
improve the patients' ability to assume a greater responsibility for their health 
and, to a certain extent, their own treatment. There are strong reasons to believe 
that involving patients in the planning, implementation and follow-up of 
treatments will increase healthcare quality and effectiveness. Research shows 
that the self-esteem of the patients and their willingness to assume 
responsibility are important factors for the outcome of healthcare. Hence the 
patient should be seen as a partner in relation to the healthcare provider, and 
should be given an active role in decisions concerning her treatment. Research 
also shows that supporting patient participation and self-care may drastically 
reduce the number of outpatient and inpatient visits, as well as the number of 
days on sick leave, and increase the quality of life and the self-esteem of 
patients (Socialdepartementet [Ministry of Health and Social Affairs], 2013).  

On the other hand, some have argued that responsibility talk may instead make individuals 
less prone to action. It may increase shame and stigma (Martin, 2001) and come at the 
expense of a proper acknowledgment of the social determinants of health (Crawford, 1977; 
Minkler, 1999)506. In their critique of what they call “the nanny state slur”, Wiley et al (2013) 
claim that fear of government overreach may obscure the fact that some problems have to be 
dealt with at the collective, democratic level. Last, there has been a worry that responsibility 
talk may lead to anxiety among anxiety-prone individuals, in turn giving other health 
problems (Kjellström, 2005; Hook and Rose Markus, 2020, p. 164). 

Analysis of public discourse about responsibility has also indicated that governmental bodies 
tend to speak with a forked tongue on the topic of responsibility. There is ample talk of – and 
prompts for – individual responsibility, yet there is also a tendency to back away from the 
implications of this by stating that people are not really free to act as they ought (Vallgårda et 
al., 2015).     

In the background to the debate on good and bad effects of responsibility talk may be the 
thought that responsibility is a zero-sum game507. Hence, some of the voices in this debate 
may believe that responsibility must lie either with the individual or with society. 
Furthermore, similarly, the debate on the effects of responsibility talk sometimes seem to 
view this talk as an all or nothing affair (either society talks of individual responsibility for 
health, or it does not). Both of these presuppositions can of course be challenged.  

2.7.1.7  Responsibility and the view of man  

As noted in many parts of this thesis508 certain views of man implicate certain views of 
responsibility, as well as make the concept of responsibility more or less salient. Additionally, 

 
506  See also the section “Individual versus social responsibility” below. 
507 This thought is developed further in the section “Individual versus social responsibility” below. 
508 Particularly in the section “I respect your choice”  above 
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the Commission’s Report motivates the centrality of the Human Dignity Principle – which, in 
turn, negates Luck Egalitarianism – by reference to a view of man which sees everyone as 
being of equal worth (Socialdepartementet [Ministry of Health and Social Affairs], 1995, p. 
117)509. Hence, there are many reasons here to reflect upon different views of man and how 
they relate to responsibility.    

One school of philosophy which puts great stress on one conception of responsibility is 
existentialism. One of the rallying calls of existentialism is that “existence comes before 
essence”. This, to for instance Jean Paul Sartre, means that, unlike inanimate objects such as 
pen-knifes, we humans have no “point” unless we make it ourselves:  

(Existentialists) mean that man first exists: he materializes in the world, 
encounters himself, and only afterwards defines himself. If man as the 
existentialists conceive of him cannot be defined, it is because to begin with he 
is nothing. He will not be anything until later, and then he will be what he 
makes of himself (Sartre, 2007, p. 22). 

The concept of man as his own maker (or in Sartre’s own phrase: “man is the future of man”) 
(ibid, p. 29) is for Sartre associated with freedom – we are free to choose our own path in life. 
In response to the discussion on determinism Sartre holds that believing that one has no 
choice, as when one flees responsibility by claiming determinism, is a prime example of “bad 
faith”510.  

But freedom, to Sartre, comes at a cost. Indeed, Sartre (ibid., p. 29) writes that we are 
“condemned to be free”. Again, this is in no way an expression of determinism, but rather the 
word “condemned” is used to impart the tremendous weight of responsibility that comes with 
freedom. Our absolute freedom makes us responsible for making ourselves. Sartre calls the 
realisation of this “anguish”.  

It is interesting to read Sartre and other existentialists alongside the discussions in the rest of 
this thesis. Here is a philosophy at least as interested in responsibility as is Luck 
Egalitarianism, yet it reaches radically different conclusions. Why is that so? For a starter, 
using the terminology established in this section, Sartre’s theory is squarely self-regarding511 
whereas Luck Egalitarianism is other-regarding. Second, Sartre is interested in what has been 
called, above, attributability rather than in accountability. Hence, when Sartre says we are 
responsible for our actions he means mainly that they should express our authentic selves, 
whereas Luck Egalitarianism mainly worries about the effects of our actions on others. Last, 
existentialists such as Sartre do not expressly discuss matters of distributive justice512. 

 
509 For more on the Human Dignity Principle see the section “The Swedish Ethical Platform” above.  
510 Linking freedom and responsibility is common in the existentialist tradition. In this vein, Victor Frankl (1985, 
p. 156) proposed that the New York statue of freedom should be complemented with a statue of responsibility. 
511 Although Sartre (2007, p. 25) also holds that we should see our actions as guiding for others. 
512 Which is perhaps surprising given that Sartre was a Marxist.  
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Existentialism deals mainly with humankind in the private sense, whereas Luck 
Egalitarianism, of course, deals with humankind in the political sense.    

Many Swedish government white papers on healthcare express that the view of man 
underlying Swedish healthcare is “humanistic”. In the Commission’s Report this view is 
expressed thus:  

Swedish law is based on a humanistic view of man. The most important tenets 
of this view are that man has the capacity of being free, thinking, responsible, 
creative and social. In real life a person’s choices may be limited, but anybody 
who is able to reflect on the effects of her actions has, according to the spirit of 
the law, a right to having her choices respected. At the same time she has a 
responsibility for these choices (Socialdepartementet [Ministry of Health and 
Social Affairs], 1995, p. 87) (italics mine). 

In reference to the formal definition of responsibility in the beginning of this section, it may 
be pointed out that the above quote merely states that the individual is responsible, but not for 
what, towards whom, or why. Another white paper, which develops the above-mentioned 
humanistic view of man further, is somewhat clearer on this:  

Humanism as a guiding principle means that all human beings have equal 
value. Each individual is seen as an active agent and a responsible social being. 
At the same time as she strives to shape her life according to her needs she also 
participates in taking responsibility for the whole and for the good of others. 
(Socialdepartementet [Ministry of Health and Social Affairs], 2000, p. 63) 
(italics mine)  

However, a newer white paper513 instead states that the normative underpinnings come from 
”a liberal view of society” (Socialdepartementet [Ministry of Health and Social Affairs], 
2020). According to this white paper, this view indicates that:  

The citizens in a liberal society are guaranteed certain basic rights, but in return 
have the duty to take responsibility for their own lives” (p. 37) and ”In essence 
the liberal view of society rests on the idea that each person as far as possible is 
responsible for his or her own life. For this principle to be legitimate, however, 
the outcome must also depend on choices and action for which this person is 
able to take responsibility.” (Socialdepartementet [Ministry of Health and 
Social Affairs], 2020) (p. 128) (italics mine).  

Hence, although this is called a liberal view of society, it is clear that it entails a view of man, 
which in turn stresses everybody’s prime responsibility over their own life, at least such parts 
for which they can take responsibility.  

 
513 It should be noted that this white paper does not deal exclusively with healthcare, but instead with all kinds of 
welfare issues.  
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In the passages from Swedish white papers above, the individual’s responsibility seems to be 
directed both at the self and at others. This duality is in focus in the work of Michael Harmon 
(1995). Harmon analyses responsibility from the dual perspectives of “man as maker” and 
“man as answerer”514;515. This terminology makes clear that we have responsibilities towards 
ourselves and others, and according to Harmon, the fact that these may come into conflict 
amounts to a “paradox” at the heart of responsibility516. In the latter, responsibility is defined 
from without, and to act responsibly is to be obedient to other’s expectations. This is the 
notion of “man the answerer”.  To Harmon, modern society has a “one-sided” focus on the 
latter aspect of responsibility517. It is not that this aspect is irrelevant, according to Harmon, 
but there should be a balance between the different perspectives of responsibility – and 
current society, according to Harmon, is a long way away from this balance.  

The self-regarding aspect of responsibility is often interpreted as having to do with 
authenticity. Thus, for instance Gary Watson (2004, p. 233) who is often cited by authors on 
Luck Egalitarianism writes about attributive responsibility as related to “self-disclosure”: 
“My activities (…) express what I’m about, my identity as an agent”518. Furthermore, it has 
been claimed that employing responsibility as a governing principle in the structuring of 
one’s life narrative may make one understand oneself, and one’s life, much better than 
without this concept (Martin, 2001).  

In response to this strong view of “self-disclosure” or self-authorship, it may be noted that 
there seems to be a tension within the concept of responsibility for health, due to the fact that 
here (unlike, perhaps, in the more general area of wellbeing), there are experts. Hence, 
without always explicitly mentioning this, many texts on responsibility for health portray 
responsibility as heeding the physician’s or other healthcare authorities’ advice519. Thus for 
instance Ulf Olsson notes that responsibility is expressed in Swedish government white 
papers as both deciding for yourself (thus assuming an individual who can be responsible) 
and as acting according to experts’ advice. Regarding the latter aspect, Olsson (1999, pp. 29-
35) refers to Michel Foucault in his discussion of how Swedish government tries to instil a 
self-governing trait in its citizens. The Swedish government white papers also express mixed 
motivations for why society should care about its citizens’ health. In some places, the texts 
stress that people ought to strive for health for their own sake, and in some places that they 
ought to do so for the greater good of society (Kjellström, 2005, p. 200). 

Another interesting twist on responsibility and “self-disclosure” or self-authorship is that 
some traditions emphasising authenticity – for instance existentialism – would prefer that you 

 
514 In her discussion of responsibility Sofia Kjellström (2005) describes this duality by the terms “perspective 
from within” (or the identity aspect of responsibility) and “perspective from without” (or the social aspect of 
responsibility). 
515 This is also in line with the etymological roots of the Swedish word “ansvar” (Kjellström, 2005, pp. 39-41) 
516 For the philosophically-minded reader: no, this is not a “paradox” in the stricter sense applied in philosophy.  
517 Ulf Olsson (1999, pp. 143-147) finds a similar trend in Swedish government white papers on healthcare 
during the 1970s to the 1990s. 
518 For more on this, as well as a longer version of this quote, see the section “I respect your choice”, above. 
519 This view on the responsibility for health is expressed in Article V.  
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“own” your decisions, even if they are bad, rather than you acting correctly but without 
awareness. The reason for this is, again, that such traditions use self-regarding notions of 
responsibility, whereas, again, most forms of Health Responsibilism (definitely Luck 
Egalitarianism) hinges on other-regarding notions of responsibility.  

The paragraphs above discussed the view of man explicitly stated in Swedish government 
white papers on healthcare. In addition, Ulf Olsson (1999, p. 149) notes that there is also an 
implicit view of man in the papers. According to this view, apparent in government white 
papers from the 1970s to the 1990s, the individual is – potentially – in charge of her health.  
However, she often fails to do what she should do to keep her good health, mainly because of 
her weak will. In fact, the picture that emerges is that of citizens as latent sybarites, immersed 
in a world where there are simply too many temptations to resist. This situation is seen as a 
particular feature of the modern times520:  

That which people dreamed of during times of hardship – not having to strive 
laboriously but being able to enjoy life’s riches – would come to lead to 
disease, ill health and suffering. For many, high living is obviously so attractive 
that they will accept bad health if this is the price of enjoying life’s riches 
(Socialdepartementet [Ministry of Health and Social Affairs], 1981; Olsson, 
1999, p. 82).  

2.7.1.8  Responsibility as personal growth  

Some discussions within theories of moral development and developmental psychology are 
also relevant to the topic of this thesis. In these arenas, it is commonly held that the capacity 
to take responsibility for one’s self and for others grows as part of one’s development as a 
human (Icenogle et al, 2019). Indeed, responsibility is “response ability”: an ability we learn 
just as we learn other things in life. This means that for many people, who have not yet or 
will never reach the necessary psychosocial maturity, highly set social expectations of taking 
responsibility may be quite out of reach. If this is true, it would be a headache to Luck 
Egalitarianism. It would make the theory hard to implement, but more importantly: it goes 
against the Kantian dictum that “ought implies can” if the theory morally demands more of 
people than many have a chance to live up to.  

A theory which sets responsibility within a developmental framework with a feminist 
perspective comes from Carol Gilligan (1993). Gilligan, in her retake on Kohlbergian moral 
development, focuses on the individual’s progressing capacity to take responsibility. Gilligan 
posits three stages of moral maturity. At the first stage (the pre-conventional stage), we are 
only capable of caring about ourselves. At the second stage (the conventional stage), we 
acknowledge the presence of others, and their needs, in our moral universe and our focus is 
on caring for others. At the third stage (the post-conventional stage) we try to balance the 
needs of others and our own needs. Hence, for Gilligan, a more mature view of responsibility 

 
520 Regarding the thought that the modern life makes healthy living more difficult, see also the section 
“Individual versus social responsibility” below. 
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accounts for both the self-regarding and other-regarding aspects. To Gilligan, her proposed 
development stages correspond to a femininely inspired “morality of care” rather than a more 
masculine “morality of justice” (ibid, p. 174).  

In Gilligan’s terminology, it would be fair to say that most Luck Egalitarians argue from 
within the “morality of justice”, and perhaps fail to account for the “morality of care”. Indeed, 
Luck Egalitarianism as a theory is a clear example of the abstract and hypothetical justice 
perspective which feminist scholars criticise for being incomplete and even misleading 
(Porter, 2014, pp. 12-14)521. Furthermore, feminist ethics and especially care ethics522 would 
endorse, or at least take for granted, that individuals sometimes sacrifice themselves and their 
own health to care for others, in a way that would easily be punished by Health 
Responsibilism (see for instance Noddings, 1984; Kittay, 2013)523. Interestingly, some care 
ethicists specifically speak of responsibility as our responsibility for others. Thus, when Joan 
Tronto (2013, p. 103-104) speaks of “privileged irresponsibility” she does not mean, as might 
be expected by the discussion in the rest of this thesis, that some people have the privilege of 
not caring about their own health – instead she points to the fact that some people have the 
privilege of not having to care for others. Of course, it is possible to fashion a Health 
Responsibilism that permits some forms of self-sacrificial and/or self-harming behaviour – 
for instance by using notions of “reasonable” or non-culpable risk-taking524.   

There are many interesting implications to be drawn from this brief glance at developmental 
issues. The first is that it may be unrealistic to expect large parts of the population to be able 
to take responsibility for their lifestyles, if such responsibility demands a high level of 
personal maturity and self-reflection. Second, the same reasons may make it plain unfair to 
speak of a responsibility for health. Third, what we make of individuals’ capacity to take 
responsibility – and the consequences for the individual of doing so – may depend on whom 
we look at. Presumably many of those who have contributed to the debate on Luck 
Egalitarianism possess the social background, education, social standing, insight, and self-
reflection which make issues of responsibility salient to them. The same features may also 
make responsibility talk overall positive and empowering to them (see the section on 
responsibility talk for good and bad, above). However, what is true for them may not, 
according to this line of thinking, be true for all of humankind. To some, responsibility talk 
may provide a sense of freedom; for others, it may give nothing but panic at the seemingly 
uncontrollable.  

 
521 However, unlike the views from self-authorship described above, Luck Egalitarianism and feminist ethics are 
alike in the sense that they are both primarily others -regarding.  
522 Arguably a sub-field of feminist ethics. 
523 Johann Go (2020) cites a similar situation as an example of what he calls “the discrimination objection”, that 
is the risk that Health Responsibilism may punish individuals who act against unjust social expectations. 
524 For a discussion of how this could be done, see the section “The abandonment objection” above). 
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2.7.1.9 A potential gap between one person’s responsibility for herself and the next 
person’s responsibility for her  

So far, all discussion in this section has centred around the question of whether a person (say, 
Alice) is or is not responsible for an action and/or the consequences of it. A slightly different 
way of attacking the question may be sketched after reading the following quotes from the 
debate on Luck Egalitarianism: 

When an individual assumes responsibility for his good or bad fate, it usually 
implies that others are relieved from any duty to intervene in order to modify 
his situation (Fleurbaey, 2011, p. 81).  

…it is to say at least that nobody is required to mitigate the effects (Olsaretti, 
2009, p. 168). 

Being responsible does not mean I am obligated to pursue my own well-being 
with any set degree of assiduousness but rather that no one else is obligated to 
do anything further than has already been stipulated to advance my well-being 
(Arneson, 2004, p. 14). 

As can be seen, all these quotes state responsibility not primarily in terms of what Alice is 
responsible for, but rather in terms of what others (for instance: Betty) are not responsible for. 
This negative way of stressing responsibility would make it possible for Luck Egalitarians to 
remain silent on the exact nature of Alice’s responsibility, which may be an attractive option. 
Arguably, this would lessen the force of charges that Luck Egalitarianism is a “moralising” 
theory and would distance Luck Egalitarianism in healthcare from the “duty to remain 
healthy” view525. Somewhat exaggeratedly the Luck Egalitarian may then say “It is not my 
business to say what Alice should take responsibility for, or what her responsibility is. My 
business is to specify the situations where others, for instance Betty, should not have to take 
responsibility for Alice”. In a sense, then, there might be a gap between Alice’s responsibility 
for herself and Betty’s responsibility for Alice, so that even if Alice fails to take certain 
responsibilities they do not become Betty’s. Or, to sketch this possible position in another 
way: even if we cannot specify just what responsibility Alice should have for herself, and 
whether she has taken it, we might be able to specify the (potentially narrower) set of 
responsibilities that Betty has for Alice526.  

To sum up this section, it may be said that there is a multitude of morally relevant entry 
points into the discussion of what responsibility “is” and the possible policy implications of 

 
525 See the section “Duty to stay healthy” above. 
526 To note, this is not what the quoted authors say. Indeed they do not seem to attach any particular meaning to 
the possible difference between the standard, agent-centred view of Luck Egalitarianism and the alternative, 
others-centred view of it. This, then, is a possible topic of future investigation (see also the section “Suggestions 
for future research” below). Interestingly, the others-centred view (or something similar to it) could explain the 
irritation among participants in article V when they felt patients were “off-loading” their responsibility to the 
physician. The participants overall had a hard time pinpointing what the notion of a personal responsibility for 
health really means, but this could be coherent with the view: “I don’t really know care how the patient takes 
responsibility (or not) – just as long as she does not try to make it my responsibility!”    
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different notions of responsibility. This fact is reflected in the previous debate on 
Responsibilism, as some arguments relate to particular readings of responsibility and may not 
be applicable under other readings. For instance, Luck Egalitarianism focuses on causal 
and/or outcome responsibility, whereas the argument from a “Duty to stay healthy” seems to 
presuppose a particular role responsibility that that is ours merely by virtue of being humans. 
Other arguments, for instance those in the “Not Chosen!” section, deny that the desiderata for 
responsibility are fulfilled, so that people are not in fact responsible for their health-related 
actions in the way Luck Egalitarianism would imply. A fitting conclusion about the richness 
of possible interpretations of responsibility may be found in a quote by Susan Hurley. Hurley 
(not a proponent of Luck Egalitarianism) argues that is it is impossible to furnish any one 
coherent theory of justice based on a concept as tricky as responsibility: 

The black box of responsibility that luck-neutralising accounts build into the 
heart of egalitarian distributive justice turns out, when opened, to be something 
of a Pandora’s box (Hurley, 2003, p. 3).  

2.7.2 Stigma, self-blame and responsibility in health and health behaviour 

Stigmatisation is the process whereby:  

…elements of labelling, stereotyping, cognitive separation into categories of 
“us” and “them”, status loss, and discrimination co-occur in a power situation 
that allows these components to unfold (Link and Phelan, 2001).  

Stigmatisation is conceptually akin to, but not identical to, prejudice. Prejudice 
predominantly targets group characteristics such as are shared within a family or group, 
whereas stigma predominantly strikes individual characteristics (Phelan et al., 2008). 
Attributes which are commonly stigmatised include disease/disability and deviant 
behaviour/identity (Phelan et al., 2008), although not all forms of disease, disability, deviant 
behaviour or identity become the target of stigmatisation. Instead, there is an intricate social 
selection process by which certain human differences are set apart as relevant (Link and 
Phelan, 2006). Goffman (2009) describes the stigma against the diseased as arising from 
perceived “abominations of the body”, and the stigma against those with deviant behaviour as 
arising from perceived “blemishes of character”. The social and sociological effects of 
stigmatising may be described as “keeping people down” by domination, “keeping people in” 
by norm enforcement, and “keeping people out” by avoidance (Phelan et al., 2008). In this 
sense, stigma is a means for the dominant group(s) to control and contain threats against its 
order and values (Treloar et al., 2013). On the individual level, the stigmatised person is seen 
by others as less than a normal fellow being, and as someone who is disqualified from full 
social acceptance (Goffman, 2009). Stigma may be divided into enacted stigma, when there 
are actual experiences of negative judgment or action, and felt stigma which denotes the fear 
of such judgment or action, as well as an internalised self-image marked by inferiority and 
shame (Lebel and Devins, 2008). Stigmatising attitudes are fuelled by notions of anger and 
punishment, predominantly against those who are seen as norm breakers, and disgust against 
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those who are seen as being diseased (Phelan et al., 2008). Indeed, anger, punishment and 
disgust are palpable in this enumeration of common stigmatising views of persons with 
obesity:  

Negative stereotypes include perceptions that obese people are mean, stupid, 
ugly, unhappy, less competent, sloppy, lazy, socially isolated, and lacking in 
self-discipline, motivation, and personal control (Puhl and Brownell, 2006). 

This section will explore the effects of stigmatisation on the patient’s health and on the 
patients’ interaction with healthcare, as well as the implications of this on the topic of this 
thesis. 

There is ample evidence that persons with certain diseases, as well as with certain types of 
unhealthy behaviour, experience stigmatisation. Health related stigma has been defined as: 

…an adverse social judgment based on an enduring feature of identity 
conferred by a health problem or health-related condition (Rose et al., 2017). 

Health related stigma has been shown for, among others, type II diabetes (Browne et al., 
2013), obesity (Brown et al., 2006; Puhl and Brownell, 2006), lung cancer (Chapple et al., 
2004), COPD (Johnson et al., 2007; Halding et al., 2011), colorectal cancer (Phelan et al., 
2013), hepatitis C virus infection (Treloar et al., 2013) and substance abuse (Sleeper and 
Bochain, 2013). Evidence suggests that non-stigmatised groups may be poor at judging the 
true level of experienced stigma among stigmatised individuals (Schabert et al., 2013). 
Evidence further suggests that stigmatised notions underwrite funding for cancer research and 
treatment, so that perceived blameless cancer types receive more funding than other types 
(Carter and Nguyen, 2012). 

Healthcare personnel harbour stigmatising attitudes (Hill, 2010) 527. It has been suggested that 
as a general rule physicians “evaluate” their patients not only medically but also socially, 
labelling some patients “despised patients” (Mizrahi, 1986). Experimental (Hebl and Xu, 
2001), qualitative (Puhl and Brownell, 2006; Halding et al., 2011; Browne et al., 2013; 
Sleeper and Bochain, 2013; Sandelowsky et al., 2016) as well as quantitative (Klein et al., 
1982; Malterud and Ulriksen, 2011; Sabin et al., 2012; Van Boekel et al., 2013) studies 
indicate that biased views of certain types of patients are widespread among physicians and 
other healthcare personnel. Indeed, Klein et al (1982) claim that physicians are particularly 
supportive of the “protestant work ethics”528, and have little tolerance for individuals who fail 
to live up to its high standards.  

Stigmatising attitudes go beyond merely “disapproving” of some types of patients or 
behaviour. In regards to physician attitudes to obese patients, one study notes that over 50% 
of primary care physicians “viewed obese patients as awkward, unattractive and non-

 
527 Disconcertingly, some studies even show that stigmatising attitudes are as prevalent among healthcare staff as 
among the general population (Sabin et al., 2012; Sikorski et al., 2013) 
528 For more on this see the section “Duty to stay healthy” above. 
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compliant”, and more than one third of these physicians “characterized obese patients as 
weak-willed, sloppy and lazy” (Sabin et al., 2012). To relate this to the topic of this thesis: 
one may worry that physicians harbouring such attitudes would find it difficult to provide 
equal care for all patients, including the obese, in the way suggested by, for instance The 
Human Dignity Principle first and foremost in the Swedish Ethical Platform.  

It will come as no surprise that stigmatising attitudes may translate into stigmatising 
behaviour. In a study of HIV patients, the patients described a wide range of staff behaviour 
as stigmatising, including the way they speak, their body postures, and their attitudes which 
were often mocking and/or blaming (Rintamaki et al., 2007). Other studies show that certain 
patient groups are made the butt of jokes more frequently than others, in patterns which 
suggest that stigma function to select what is joked about (Wear et al., 2006):  

If it’s their own fault for getting into that situation, then you can make fun of 
them. If someone is walking down the street and gets hit by a car, then you’d 
NEVER make fun of him (Wear et al., 2006). 

The suggestion from this study is that patients with for instance obesity are perceived as both 
difficult and despised. This in turn means that healthcare staff feel a need of using 
depreciating humour as a safety valve to let off tension, and that these patients are “fair 
game” for depreciating jokes (Wear et al., 2006) Of course, such behaviour may lead to the 
perpetuation of stigmatisation. Evidence also suggests that healthcare personnel may express 
microaggressions (subtle and not necessarily intentional messages) in a way which further 
degrades already stigmatised patients (Mensinger et al., 2018). 

Perceived stigma may have detrimental direct and indirect effects on the stigmatised person. 
The main focus in previous research has been on the psychosocial effects on the individual of 
stigma (Rose et al., 2017). Depression, anxiety and chronic stress has been shown to increase 
with higher levels of perceived stigma (Link and Phelan, 2006; Schabert et al., 2013; Rose et 
al., 2017). Indirect effects may include a reluctance or avoidance of healthcare (Chapple et 
al., 2004; Brown et al., 2006; Link and Phelan, 2006; Rose et al., 2017; Mensinger et al., 
2018; Chin and Armstrong, 2019; Villalona, 2021), as well as unease at taking medication for 
fear that others should comment negatively (Rintamaki et al., 2007). Even the anticipation of 
stigma may lead to individual’s reluctance to seeking healthcare (Chin and Armstrong, 2019). 
Stigma has been linked to poor medication adherence among, for instance, patients with 
hepatitis C virus (Treloar et al., 2013) and diabetes (Schabert et al., 2013). 

Closely related to the issue of stigmatisation is self-blame. Obviously, people may feel self-
blame for a lot of things which are not stigmatised, but there is nevertheless a large overlap 
between stigmatisation and self-blame. For instance, stigmatisation is often internalised so 
that what others stigmatise a person for, she also feels self-blame for.  

According to one influential model self-blame comes in two varieties: behavioural and 
characterological (Janoff-Bulman, 1979). Behavioural self-blame indicates that we blame 



 

  182 

ourselves for or find fault with what we have done, whereas characterological self-blame 
indicates that we find fault with who we are. Some authors have speculated that self-blame is 
a (maladaptive) way of trying to gain control over certain threatening situations. According to 
this theory, locating blame within the self at least makes the situation understandable (Sirois 
et al., 2015). There is a clear link to discussions about responsibility here529. Indeed, taking 
responsibility has been seen as a related but more productive cousin of self-blame. On this 
understanding, if a person takes responsibility she holds that she could have acted differently. 
Perceptions of own responsibility but not self-blame, then, hold a promise of change and 
empowerment. It has been suggested that self-compassion increases the likelihood of seeing 
oneself as responsible rather than with self-blame (Sirois et al., 2015; Palmeira et al., 2017). 

There is much evidence to show that patients often blame themselves for their poor health 
(Halding et al., 2011; Beverly et al., 2012; Plaufcan et al., 2012; Browne et al., 2013; Phelan 
et al., 2013; Schabert et al., 2013). For instance, one study of patients with COPD showed 
that nearly four out of ten of the patients scored the maximum score on the measure of 
behavioural self-blame (Plaufcan et al., 2012). There is furthermore evidence of a dose 
response relationship between some behaviour and self-blame, so that the more a person has 
smoked, the more he or she blames him/herself (Plaufcan et al., 2012). Also, many studies 
show that many groups of patients feel responsible530 for their ill health, for instance patients 
with obesity (Brown et al., 2006; Malterud and Ulriksen, 2011; Beverly et al., 2012) 

Empirical studies have demonstrated that strong self-blame may damage a person’s health. 
Self-blame increases the risk for other states of ill health, such as depression (Plaufcan et al., 
2012; Phelan et al., 2013). It is associated with avoidant coping strategies such as 
disengagement, substance abuse, denial, and catastrophising and with poor adjustment to 
health situations (Voth and Sirois, 2009). 

Downstream effects of stigma and self-blame may include the creation of a situation of 
mutual misunderstanding, so that for instance physicians underestimate the efforts of 
stigmatised patients, and the stigmatised patients in turn become more susceptible to 
perceiving blame from physicians (Malterud and Ulriksen, 2011). Stigma and self-blame may 
make the patient less honest about her health situation (Mooren et al., 2019). The social 
distance between physicians and patients may further contribute to this, so that physicians fail 
to see the patients’ situation accurately (Wear et al., 2006). Van Boekel et al (2013) further 
discuss “diagnostic overshadowing”, by which is meant that healthcare personnel tend to 
blame too much of a patient’s ailments on the stigmatised behaviour. Anticipation of 
stigmatisation may lead individuals to avoid social contacts, which in turn has negative health 
effects (Link and Phelan, 2006). Finally, stigma may become institutionalised in the very 
physical spaces of healthcare. This is most relevant for obesity, where it has been described 

 
529 Martin (2001) proposes something similar when he suggests that perceptions of (own) responsibility for ill 
health may provide the individual with a sense of understanding their situation.  
530 It should be noted that not all studies referenced in this paragraph define “self-blame” and “responsibility” in 
the same way. Hence, the true prevalence is hard to assess, and there is great overlap in measurements of self-
perceived self-blame and self-perceived responsibility for disease.    
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that obese patients just simply do not fit in healthcare – because chairs, beds, blood pressure 
cuffs, epidural needles etc are tailored to the non-obese (Malterud and Ulriksen, 2011). 

Suggestions to limit the negative consequences of stigma in healthcare include education of 
healthcare staff and the general public, interventions to improve patients’ coping strategies in 
the face of stigmatisation (Schabert et al., 2013), designing policy measures to reinforce 
agency rather than evoke feelings of guilt, blame or shame (Guttman and Ressler, 2001), and 
building an atmosphere of trust between healthcare personnel and patients (Treloar et al., 
2013).  

Thus, there are important and complex inter-relations between stigma, perceived or attributed 
responsibility and self-blame. Indeed, is has been suggested that stigma, shame, blame and 
guilt can be considered part of a common phenomenon: “stigma-related experiences” (Rose 
et al., 2017). This makes it hard to accurately assess just how the effects of stigma on health 
are mediated. For instance, it may be so that some of the negative psychological effects of 
stigmatisation operate through self-blame. At the same time, there are situations where people 
may feel bad due to others’ stigmatising attitudes towards them, without feeling self-blame. 
Also, the practical consequences of stigmatisation, such as healthcare avoidance, may not 
necessarily operate through self-blame. However, there are strong indications that stigma is 
linked to responsibility, so that stigma is stronger in cases where a patient has brought the 
condition upon herself (Johnson et al., 2007). Malterud et al (2011) write: “stigmatizing 
interaction is initiated by providers and internalized by patients, mediated by responsibility”. 

This is likely not the full story, as the evidence cited above indicates that people perceive 
stigma even before interacting with healthcare. It is clear, however, that any interaction 
between a physician and a patient on stigmatised topics takes place against a backdrop of 
societal and possibly also individual perceptions of stigma, blame and self-blame. Patients are 
aware that their health status is stigmatised, which makes them more sensitive to possible 
blaming behaviour by the healthcare personnel. Evidence also suggests that physicians and 
other healthcare personnel “responsibilise” certain patients (Malterud and Ulriksen, 2011). 
By this is meant, here, that they treat patients as though these had failed to take a 
responsibility that they ought to have taken. Such responsibilisation may of course be done 
with good intentions, for instance to incentivise the patient531. At the same time, 
responsibilisation which takes place against a backdrop of stigmatisation may further the 
stigmatisation process by “keeping out” and “keeping down” as described above. A quote 
from a qualitative article may illustrate this. In the cited article, a patient with type II diabetes 
relates how a person (not a healthcare staff) told him:  

“Well you’ve dug your grave with your own teeth” (Browne et al., 2013).  

This quote functions responsibilising, in that it posits a link between the person’s behaviour 
and the health outcome to the extent that the patient has himself to blame for his condition. It 

 
531 For more, see the section “the Health incentives argument” above. 
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is based on a strong stigmatising sentiment, and works to perpetuate stigma. It is easy to 
imagine that any patient who is told such a thing may fear she will not be prioritised for 
healthcare for her condition. Indeed, empirical studies show that stigmatised patients fear that 
their priority status will be affected by the presence of stigma (Chapple et al., 2004; 
Rintamaki et al., 2007; Lebel and Devins, 2008). Indeed, some studies also indicate that 
patients are actually down-prioritised based upon physicians’ negative attitudes to them (Hebl 
and Xu, 2001, Sandelowsky et al., 2016).  

In sum, there are many reasons to tie the empirical data on disease-related stigma and 
unhealthy behaviour to the discussion of responsibility-sensitivity in healthcare. To iterate, 
two of the prime substrates for stigma are disease and deviant behaviour. It is no wild 
speculation the conjunction of deviant behaviour and disease creates a very large risk for 
stigmatisation. Johnson et al describe such a situation when they write:  

The stigma of COPD arises because people are held responsible for their 
disease, are noted to have engaged in a stigmatized behaviour (smoking), are 
marked with oxygen equipment and bodily changes… (Johnson et al., 2007).  

In the above text, it should be noted how the authors argue that one of the reasons COPD 
patients are stigmatised is that they are seen as responsible for their disease. In the 
terminology established above, this is deviant behaviour. Further, the disease in turn gives 
rise to external markers (oxygen equipment) – that is: bodily changes. Hence, in the 
terminology of Goffman (2009), the situation described in the quote by Johnson et al above 
illustrates a case of (perceived) “blemishes of character” and “abominations of the body”.  

Now, precisely the conjunction of deviant behaviour and disease is the primal scene of 
Responsibilism and Luck Egalitarianism in healthcare. What should be made of this? First, 
there is a great risk that some less philosophically considered versions of Responsibilism are 
actually fuelled by532 the stigma described above533. At the very least this seems true of the 
empirical studies on Responsibilism. Many of these have made implicit or explicit reference 
to for instance smokers, and hence the expressed support for Responsibilist policy is likely 
based at least in part on stigma against smokers. Furthermore, it may be that many of the 
intuitions people have about responsibility are informed by stigmatising attitudes they 
harbour themselves or merely know from society. Indeed, this will likely affect the way 
responsibility-sensitive healthcare is discussed.  

Second, Luck Egalitarianism in healthcare must be cognizant of this stigmatisation. Indeed, 
Luck Egalitarianism is founded on a justice-based consideration of the moral relevance of 
responsibility, not on stigmatisation. Nevertheless, Luck Egalitarian thoughts risk being 

 
532 Or at least: that the stigma further contributes to the appeal of Responsibilism.  
533 This has informed many philosophers’ reluctance to draw normative conclusions from empirical input in the 
priority setting debate (see for instance Stronks et al., 1997). 



 

  185 

crudely associated with the discussions in this section, and the theory may be “hi-jacked” by 
people who seek justification for stigmatising attitudes534. 

2.7.3 Understanding other people’s actions – lessons from social and 
political philosophy  

As the summary of the previous discussion on Health Responsibilism has shown, a moot 
point in attempts at formulating a convincing Responsibilist theory is to describe when and 
why a certain action merits redistributive action. The standard assumption in Luck 
Egalitarianism and, by extension, in Luck Egalitarianism in healthcare, is that what singles 
out an unequal distribution pattern as unfit for redistributive efforts is that the pattern came 
about through “choice”, that is: individuals’ voluntary, intentional action. Thus, Luck 
Egalitarianism in healthcare takes for granted that it is possible to make determinate 
judgments of people’s intention when it comes to actions that have effects on their future 
health. In other words, it assumes that it is possible to make reliable attributions of 
intentionality about other people.  (Gauging other’s intentions may be more difficult than our 
own. Nevertheless, Luck Egalitarianism is meant as a foundation for public policy, and hence 
needs to be able to provide an account of others’ intentions). However, a large body of 
literature in social and political psychology puts this underlying assumption in doubt.  

According to researchers in social psychology, notably in the subfield of attribution theory, it 
is far from straightforward to describe the intention behind a person’s action, and what is 
more: there may be no value free way of doing this (Harvey et al., 1981). Attribution theory 
deals with the way peoples’ judgments of their own or other peoples’ actions depend on 
contextual features not directly related to the action itself. A key finding in attribution theory 
is that in any particular case, a myriad of possible contextual features could be utilised to 
assess for instance possible intentionality. However, in any single assessment, only a few 
features are taken to be salient535. What is important, then, is how individuals come to settle 
on the features they deem salient for such judgments (Weiner, 1986, p. 42).  

It has been demonstrated that many people seem to base their judgment on whether a 
particular action is seen as intentional or non-intentional on their underlying value judgments 
of whether the particular action is good or bad (Knobe, 2006). Similarly, judgments of 
causality also seem to be influenced by moral judgments of the action. In a series of 
experiments, Knobe et al (2008) show that two individuals who ostensibly perform the same 
act (taking a pen from a receptionist’s desk) are seen as being differently causally responsible 

 
534 This risk was discussed in the section “The principle of parsimony”, above.  
535 A similar fact is highlighted by Joel Feinberg, who notes that when we speak about causation we do not 
consider the complete causal explanation but rather focus on those partial causes that we deem salient. Feinberg 
writes that we focus on such (partial) causes that “have a handle”, so that we can grasp and manipulate them. 
Hence, which partial causes an agent includes in a description of a series of causal events is linked to her goals 
and values (Feinberg, 1970, pp. 142-144). Karl Persson de Fine Licht (2014) adds another dimension here. 
Expressly discussing the issue of causal explanations, he suggests an ”Explanation hypothesis” which explains 
why certain (partial) explanations seem more salient to us than others. He further uses this hypothesis to explain 
how some instances of for instance moral luck are, in fact, framing effects which disappear if the frame is set 
another way. Hence, he claims, the normative significance of moral luck cases may have been exaggerated.  
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for the outcome of the act (the owner of the pen now being penless) – depending on the 
attitude people take towards the reason to perform the act. Thus if the person who takes the 
pen is described as violating a norm (he is a faculty member who is not allowed to take 
receptionists’ pens), this person is seen as more causally responsible for the outcome than if 
the person is described as not violating a norm (he is an administrator who is allowed to take 
a pen from the receptionist’s desk).  

Similarly, an agent’s responsibility for a side effect is seen to be much stronger when that 
side effect is positive than when it is negative, even if the scenario is, in all other aspects, 
described in the same way (Knobe, 2003). It has also been shown that a speeding driver is 
more often perceived as the primary cause of a car accident if the reason behind the driver’s 
hurry is described as something morally blameworthy (hiding a vial of cocaine) than as 
something morally praiseworthy (hiding his parents’ anniversary gift) (Alicke, 1992). From 
this, Alicke draws the conclusion that actions that are perceived as blameworthy are also 
perceived as having greater causal impact on negative outcomes than actions perceived as 
less blameworthy (Alicke, 1992; Alicke et al., 2011). What is relevant here is not that 
people’s judgment of the action is coloured by moral considerations, but rather that even their 
judgments of such things as intentionality, responsibility and causality also seem coloured by 
their moral considerations. Writing about the different explanatory frames that different 
people use to make sense of other people’s actions, Karl Persson (2013, p. 432) notes that 
“different explanations serve different purposes, which are related to what the agents are able 
and willing to do”. In another article on the topic, Persson summarises empirical findings on 
the topic, noting that people judge agents to be more responsible in concrete rather than in 
abstract conditions536; in high affect rather than in low affect conditions; in psychological 
rather than mechanistic conditions; in harm rather than in help conditions; and in ordinary 
deterministic rather than in direct manipulation conditions (Persson de Fine Licht, 2014, p. 
54). 

Furthermore, the way we morally judge an action is also influenced by the degree to which 
we perceive the agent as being in control of her actions (Weiner, 1993). In turn, whether we 
say that people are in control of their actions and the outcomes thereof is correlated to our 
political opinions (Alesina and Angeletos, 2005; Lundell et al., 2013). Of direct relevance for 
the topic of this thesis, a Norwegian study showed that respondents voting for right-leaning 
parties were significantly more positive towards Health Responsibilism than those voting for 
other parties. The authors of this study note: “Right-wing political orientation was associated 
with a tendency towards punishing individuals with a personal responsibility for their illness” 
(Traina et al., 2019)537. Along the same line, evidence indicates that some of our stable 

 
536 This is of course an exaggeration. It is not true that nobody finds an actor responsible in the abstract condition 
(etc); rather the point is that there is a clear difference between the conditions which demonstrates that judgments 
about responsibility are much more complex than we may initially believe.   
537 Here is an “is it the hen or the egg?” reflection: is it so that some people see individuals as mainly governed 
from within, and for that reason adopt right-leaning political sympathies (or conversely) – or is it so that some 
people for other reasons adopt right-leaning political sympathies and subsequently come to see individuals as 
mainly governed from within? Alternatively, is there a third factor explaining both phenomena?  
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personality traits influence our perceptions of responsibility as well as our political 
orientation. For instance, American research shows that individuals high in conscientiousness 
(one of the “Big Five” in personality research) tend to endorse notions of personal 
responsibility more than others, as well as vote for the Republican party more than others 
(Gerber et al., 2011; Kannan et al., 2019)538. 

In the context of actions which are perceived in any way as negative, Weiner demonstrates 
that perceived agent control over the action elicits anger. Thus, if Eileen sees Christina doing 
something which Eileen evaluates negatively, and Eileen thinks Christina is in control of the 
action, Eileen will predictably feel anger rather than pity, which is the prototypical response 
when somebody acts in a negative way but is seen as lacking control over the action. This 
tendency has been verified in a number of settings, including such which are relevant to the 
topic of this thesis (Hamann et al., 2013)     

Indeed, Bernard Weiner (1986) writes: “the obese individual should elicit anger rather than 
pity from others”539. The quote establishes a firm tie to the previous discussion about stigma. 
As noted in that section, anger is seen as one of the characteristic emotions behind 
stigmatisation. Furthermore, stigma research shows that stigma is generally greater against 
features which are seen as lying within the individual’s control as outside of it, and that 
stigmatised states that arise due to controllable factors elicit greater negative reactions 
(Johnson et al., 2007; Van Boekel et al., 2013). To the extent that one wishes that healthcare 
should hold a tolerant view of all patients, it may not be wise to encourage a Responsibilist 
framework. 

The take home message from this very brief excursion into social and political psychology is 
that the way we make our judgments of causality, control and moral value is highly complex. 
Part of the problem is the psychological tendency towards what Ross (1977) calls the 
”fundamental attribution error” by which he means  "the tendency for attributors to 
underestimate the impact of situational factors and to overestimate the role of dispositional 
factors in controlling behaviour". While a final, authoritative clarification of the interplay 
between all the above-mentioned intricate concepts is still far away, it seems fair to say that 
the evidence currently in place presents a significant challenge for any theory which assumes 
that it is possible to make reliable descriptions of intentions, actions and causality 
(Michailakis and Schirmer, 2010). It is up to Luck Egalitarians to show how the 
psychological mechanisms described in this section can be kept out of Luck Egalitarian 
choice/chance distinctions.     

 
538 As argued in the section “Reasonability and neutrality in Luck Egalitarianism”, it seems problematic from the 
point of view of neutrality to base policy upon considerations of responsibility, if these are in turn determined by 
our political or religious views.  
539 Obviously, Weiner does not use “should” in a normative sense here. 
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2.7.4 Value impregnation of facts 

During the course of medical deliberation as well as in the communication between 
healthcare personnel and patient, both facts and values must be examined. If the patient says 
“I am short of breath” and her physician retorts “Yes, this is because you have chronic 
obstructive pulmonary disease”, they are both making factual claims. If the patient goes on to 
say “I hate being this short of breath” and her physician responds that she thinks the patient 
really ought to stop smoking, they are both expressing value statements. If the physician 
contemplates whether the smoking cessation counsellor at the clinic may be able to help the 
patient stop smoking, she is pondering a factual issue, but if she muses that “this patient has 
only herself to blame for her situation, I told her five years ago to quit smoking”, she is 
expressing an evaluative stance.  

Things are not always as simple as the above illustration indicates, however. Sometimes 
evaluative aspects may guide how particular facts are presented or understood. In the present 
thesis, this will be called value impregnation of facts540. If value impregnation affects how 
facts are understood, this may be called impressive value impregnation, whereas expressive 
value impregnation describes situations where values are affecting how facts are expressed. 
Both impressive and expressive aspects of value impregnation are relevant to the topic of this 
thesis. Value impregnation of facts is a process which may be either conscious or 
unconscious, and it can affect the patient, the healthcare personnel, or both. For an idealised 
model of the different kinds of value impregnation, see Table 10 below. 

Table 10. Different types of value impregnation of facts and their effects on a person 

 

Value impregnation, as described above, is a common psychological tendency that 
presumably stems from the all too human propensity to run factual and evaluative cognitive 
processes in tandem. As observed by David Hume:  

In every system of morality, which I have hitherto met with (…) the author 
proceeds for some time in the ordinary way of reasoning (…) when of a sudden 
I am surpriz’d to find, that instead of the usual copulations of propositions, is, 

 
540 Perhaps somewhat confusingly, Article II which deals with this phenomenon uses two parallel terms to 
discuss this. “Value impregnation” or “value impregnation of facts” is used to describe the phenomenon, “value 
influenced” is the term for physicians who have answered in a way which indicates they may be at risk for value 
impregnation.   
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and is not, I meet with no proposition that is not connected with an ought, or an 
ought not (Pigden, 2010).  

Being so common in humans – including the philosophers that Hume criticise – it is not 
surprising that value impregnation should occur also among researchers and physicians 
(Strech and Tilburt, 2008). Before discussing the possible ethical problems associated with 
this, it is important to remember that healthcare, as emphasised by the word care, is value 
impregnated itself. In a very important sense, healthcare is an inherently value-laden 
enterprise as it rests upon value assumptions such as that it is better to be in good health than 
in ill health. Without this value assumption healthcare would lose its very raison d’etre.  

Furthermore, priority setting principles form an important value back-drop to all medical 
enterprise, as do other bioethical principles. In this thesis, such values are called the official 
values of medicine and it is generally assumed that value impregnation (by healthcare staff or 
patients) involving these values impart few or no ethical problems. In other words, it is not 
possible to imagine a healthcare system “without values”, nor would it be attractive. In fact, a 
similar argument has been made for the larger field of medical research also (Strech and 
Tilburt, 2008). In medical research, value judgments are necessary at least for choosing 
between outcome measures, for balancing benefits and harms, and for deciding which level 
of uncertainty should be accepted. Value judgments are thus a pervasive and necessary aspect 
of medicine, however defined.  

It is something different, however, when a physician’s private (or personal541) values 
manifest themselves as value impregnation. First, to the extent that a physician’s private 
values are in conflict with the official values in healthcare, and healthcare’s official values 
have ethical merit, it is obvious that any influence from the physician’s private values will be 
negative. Second, the physician’s private values will arguably work to the detriment of the 
patient’s autonomous decision-making. Under the conventional understanding of respect for 
patient autonomy (see for instance Beauchamp and Childress, 2013) a physician providing 
factual information poses no threat to patient autonomy, but a physician who provides 
evaluative material may manipulate the patient. The risk of manipulation will be exacerbated 
if the physician does not come straight out and express her views, but instead flies under the 
radar. Value impregnating her facts – as it were hiding her values in ostensibly neutral facts – 
is precisely a way of flying under the radar. When values are hidden that way, they become 
harder for the patient to notice and to assess.  

Third, if physicians let their professional decisions be informed by private values, this will 
likely mean that different physicians will adopt very differing medical strategies and 
prioritisations, since it is very unlikely that all physicians share the same private values. This 
in turn will be in conflict with Aristotle’s principle of formal justice and the strong egalitarian 

 
541 In this setting, the terms “private” and “personal” are used as synonyms. 
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stress of The Needs and Solidarity Principle542, which stipulates that healthcare policy should 
aim for as equal treatment and outcome among patients as possible543.  

To prevent physicians’ private values from affecting the way they behave in their 
professional role healthcare maintains systems of checks and balances to ensure 
homogeneous behaviour among staff. Healthcare plans, policy recommendations and quality 
registries should be seen partially in this light. Additionally, public ideals about how 
healthcare personnel ought to behave also curb the free expression of physicians’ private 
values.  In Sweden a strong tradition of neutrality exists among civil servants, such as 
physicians (Svennerlind, 2009). Thus, a Swedish physician is largely expected to 
communicate in a neutral and value-free way or stick to the official values wherever 
applicable.  

An effect of the push for neutrality, which in effect limits the freedom for an individual 
physician to express values and attitudes that are in conflict with the official values, is that 
such values are either suppressed or find their way into the physician’s professional 
behaviour under the guise of value impregnation of facts. Another effect of the tradition of 
neutrality among civil servants is that Swedish patients expect the physician to communicate 
in a neutral and value-free way. To the extent that the physician violates this expectation and 
communicates in a value impregnated way, the patient’s expectation of neutrality may leave 
her more open for manipulation than if she were prepared for such forked-tongue 
communication.   

The term “value impregnation of facts” was coined by Niklas Juth et al (2013) in a paper on 
medical student’s view on euthanasia. Juth et al showed that the students’ interpretation of the 
text differed greatly depending upon their own attitude towards euthanasia. This led the 
authors to draw a parallel with Thomas Kuhn’s thought that observations are “impregnated” 
by theoretical presuppositions. However, an important difference, not quite borne out in the 
first article, is that according to Kuhn all (complex) observations are necessarily impregnated 
by theory. This is not the case with the value impregnation of facts – it is entirely possible to 
present some facts without value impregnation544. Thus, value impregnation seems to happen 
more often in certain situations than in others. In another paper, Lynoe et al (2017) have 
described a tentative link between degree of controversiality and value impregnation, so that 
value impregnation is more common in more controversial cases. This fits well in with the 

 
542 See the sections “Theorising distributive justice” and “The Swedish Ethical Platform”, respectively. 
543 During the COVID-19 pandemic there has been a heated discussion in Sweden about the importance about 
making individualized decisions regarding patient care for COVID-19 (see for instance IVO, 2020). To the 
extent that this means basing decisions on the individual patient concerned, this seems axiomatic. However, if it 
means something beyond this, extreme caution is necessary to avoid inviting physicians’ likes and dislikes, 
perhaps in the form of value impregnation, into the decision-making process. 
544 An important exception is when the very vocabulary one uses is itself value impregnated. For instance, for 
historical reasons the word “eugenics” cannot be used to describe a current set of policy in a value neutral way. 
With relevance to priority setting, it has been claimed that the term QALY is value impregnated (Bognar and 
Hirose 2014). Looking to the topic of this thesis, it may also be argued that even saying “she is responsible” is 
value impregnated. 
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above psychological analysis of value impregnation of facts as a form of letting off steam545. 
In highly controversial cases, where people may not feel free to express their opinion yet also 
not be able to suppress it, it seems more likely that they should resort to value impregnation 
of facts. It is also likely that certain people are more prone to “using” value impregnation of 
facts (consciously or unconsciously) than others, although this has not been tested.  

Other authors have described processes similar to what is here called value impregnation of 
facts. Thus, for instance, Molewijk et al (2003) speak of “implicit normativity” as a method 
of letting private values enter clinical practice through the back door, so to speak. The term 
“implicit normativity” corresponds well with both impressive and expressive value 
impregnation of facts. American legal philosopher Mason Pope (2000), in a discussion about 
attitudes to smoking, instead speaks of “masking”. The act he is referring to best corresponds 
with expressive value impregnation. In an article about priority setting in the UK, Wirtz et al 
(2003) use the analogy of the “hidden curriculum” (a term used in relation to teaching) to 
describe something which is similar to expressive value impregnation of facts, yet at a policy 
level. In the previously mentioned article about value judgments in medical research, Strech 
et al (2008) speak of the importance of transparency of value judgments, meaning that it 
should be clearly stated and justified which value judgments are involved in a particular 
study. The call for transparency is equally relevant to what is here called value impregnation 
of facts in the clinical encounter.      

2.7.5 Social determinants of health 

The social determinants of health are all non-medical factors that influence health 
outcomes. To illustrate the relationship between these factors and “classical” medical 
factors, Sir Michael Marmot (2009) speaks of the social determinants as “the causes of the 
causes”. Another way to express the complex interplay between factors is to speak of a 
“web of causation” (Halfon et al., 2014). So, for instance, where we are born, grow up, live 
and work (or fail to find work), what access to food stuff we have, what social standing in 
society we have, and what access to health services we have all affect our health. In fact, 
the relative importance of such factors may be at least as great as the importance of 
healthcare to our health, and the contribution to population health of other sectors than 
healthcare may be greater than that of healthcare546 (World Health Organization, 2021b). In 
addition to “material” aspects such as the ones quoted above, cultural aspects such as 
expectations of bravery, coolness, victimhood, social stigmatisation and fatalism may also 
play a role for health behaviours and interactions with healthcare (Perfetti, 2018).   

 
545 Where steam = value 
546 This of course ties into the discussion about whether health and/or healthcare is special, see the section “Is 
healthcare special?” above. 
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As opposed to many health inequalities between for instance men and women547, the health 
differences due to social determinants of health are often seen as health inequities. In simple 
parlance: they are perceived as representing a problem from the point of justice548. The World 
Health Organization writes: 

It does not have to be this way and it is not right that it should be like this. 
Where systematic differences in health are judged to be avoidable by 
reasonable action they are, quite simply, unfair (Marmot et al., 2008)549. 

One interesting suggestion to come out of the discussion on the social determinants of health 
is to give priority to the young over the old. Govind Persad and Steven Joffe (2021) argue 
that as social determinants influence whether people have the chance to reach old age or not, 
giving equal priority to old and young patients risks exacerbating existing health injustices. In 
contrast, prioritising younger patients counteracts this tendency. The parallel to irresponsible 
patients is obvious here. However, others have argued that priority mechanisms are not a 
proper way of countering social inequality, which should instead be addressed by social 
reform (Tolchin et al., 2020). The most that can be requested of priority setting mechanisms, 
according to this view, is that the mechanisms must not exacerbate inequalities550.   

Social determinants affect our health even before we are born. For instance, exposure to toxic 
substances or levels of nourishment in utero affect the risk for many diseases in adulthood 
(Suzman and Beard, 2011, p. 10). Such factors will indirectly affect for instance the impact of 
future lifestyle decisions on health. Throughout childhood, there are cumulative effects 
leading to vicious circles for some individuals and virtuous circles for some (Eyal et al., 2013, 
p. 267). In addition to a generally less healthy environment, children in disadvantaged 
circumstances have parents who may be less able to take care of the possible health problems 
affecting their family. As the children move into adolescence, they are at greater risk of being 
exposed to for instance tobacco or drugs than their peers in more affluent areas (World Health 
Organization, 2021a). Furthermore, the former are at increased risk of becoming addicted to 
these substances (Ducci and Goldman, 2008; Ouzir and Errami, 2016)551. Also, people in 
disadvantaged circumstances may have lower reason to learn the tough art of delayed 

 
547 The fact that men more often than women are able to grow a beard is seen by many as an example of a 
medical inequality which does not live up to the desiderata of being a medical inequity. For more on these 
concepts, see the section “Equalities and inequalities in health” above.  
548 As well, as, perhaps, from other perspectives. For instance, it has been pointed out great health inequities in 
turn lead to great economic losses in a country (Whitehead, 1991). 
549 As can be seen, it would be wrong to equate social determinants of health with injustice. Rather, the common 
understanding is that some effects of the social determinants of health are particularly unjust, and that the degree 
of avoidability is one factor behind this injustice. The latter thought can be compared with the ethical “rule of 
(easy) rescue” (Rulli and Millum, 2016)      
550 The Swedish Ethical Platform takes a more proactive stand. As noted in the section by the same name, the 
Needs and Solidarity Principle aims at counteracting health disparity (Socialdepartementet [Ministry of Health 
and Social Affairs], 1995, p. 118). 
551 See also the discussion about moral luck in the “Responsibility” section above for another perspective on this 
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gratification552. They “face fewer contexts in which they will be rewarded for delaying 
gratification. Delaying gratification is adaptive in environments that are richer in resources, 
because in such environments foregoing a reward is not likely to be costly (…) but in poorer 
environments, rewards foregone might be lost forever” (Levy, 2019, p. 107). As adolescents 
from poor social backgrounds move into adulthood, they are more likely to be employed in 
areas of work where occupational health risks are greater (Schnall et al., 2018).  

All in all, the literature on the social determinants of health further increases the complexity 
of the debate on responsibility for health. Indeed, at least some of the “social determinants” 
discussed above are such that most would agree fall outside of the sphere of personal 
responsibility – they are factors that people simply cannot be held responsible for. 
Additionally, many of the social determinants influence and mediate how, and the extent to 
which, people may be held responsible for certain actions. This has relevance to the 
discussion in this thesis in two ways. First, this seems to lend greater credibility to models of 
Luck Egalitarianism that can account for varying degrees of responsibility than to models that 
deal with responsibility in an all-or-nothing fashion553. Second, the complex “web of 
causation” suggested by the discussion above seems to make the correct interpretation of a 
particular individual’s (or group’s) responsibility for their health situation all the more 
difficult554.  

Luck Egalitarians would likely consider many factors commonly discussed as ”social 
determinants of health” as “chance” in the relevant sense, so that they would not be used as a 
basis for priority setting. For instance, if a factory worker’s health problem was caused by the 
lack of safety procedures at her workplace, or a poor migrant developed a health problem due 
to her squalid living conditions, Luck Egalitarians would likely not hold them responsible for 
their health problems but would grant them equal access to healthcare. Luck Egalitarianism, 
as previously noted, takes an equalising approach to results of chance factors. However – in 
order to avoid unjust sharing of burdens – the Luck Egalitarian would need to critically ask: 
was there really no better workplace that the factory worker could have chosen instead? Was 
there really no choice for the migrant but to live in such squalid conditions? Note that both 
questions refer to “choice”. Hence, the crux for the Luck Egalitarian is to discern when 
“social determinants of health” affect the individual in such a way to make it right to speak of 
chance, and when there is sufficient wiggle room for the individual, so that she has a true 
choice555. To put it differently: in many situations the “social determinants of health” rather 
seem to mediate than determine individuals’ choices – and Luck Egalitarianism must decide 
the nature and relevance of such mediation.  

 
552 As I struggle to get this section finished (summer of 2021, sunshine outside my window), thoughts of delayed 
gratification seem particularly relevant… 
553 For a fuller discussion about graded responsibilities, see the text on Kristin Voigt in the section “The 
abandonment objection” as well as the section “Responsibility”, both above. 
554 See the section “Impracticable”, above. 
555 Albeit, perhaps, a true choice between a range of bad alternatives, as offered to her depending on her social 
factors. Hence, Luck Egalitarianism must also consider whether the particular individual’s whole choice set is 
sufficiently acceptable to speak of her action as “chosen” in the relevant sense. 
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2.7.6 Opportunity cost and unjust sharing of burdens 

2.7.6.1 Opportunity cost in economic theory  

The notion of “opportunity cost” comes from mainstay economic theory. In any situation 
where there are limited resources, the way resources are actually used will implicate that 
these resources are not used elsewhere. The opportunity cost is a term to denote the possible 
benefit foregone as a result of this (Mitton and Donaldson, 2009, pp. 5-7; Drummond et al., 
2015, pp. 25-26). If Christina has money to buy either a book on philosophy or a book on 
economy, and choses the first, she forgoes the benefit of the book on economy (however 
“benefit” is construed). This is the opportunity cost, to her, of buying the book on philosophy.  

As can be seen from the example above, “cost” in opportunity cost should be read in the 
widest sense. Obviously, it does not cost money, in itself, not to buy a certain book. Instead, 
the “cost” is the composite of any benefits Christina gives up by not buying that particular 
book (the joy of reading it; the pride of being a person who knows something about economy; 
the possible future gains she may have of the knowledge gathered). The notion of opportunity 
cost is neutral as to whom the cost befalls. In the example above, the opportunity cost falls 
squarely on Christina. In a modified example, imagine Christina choses between buying a 
book of philosophy which she would read alone (and, counterintuitively, not discuss with 
anybody), or a cookbook using which she would cook nice meals together with Eileen. Now 
if she buys the cookbook, she alone will bear the opportunity cost of the forgone benefits of 
the philosophy book. If, instead, she buys the philosophy book, the opportunity cost (=no 
scrumptious meals) will be borne by herself and Eileen.  

The concept of “externalities” (also from mainstay economic theory) is used to indicate costs 
or benefits to a third party not directly related to the issue in focus. Depending on which 
externalities are included in an analysis, the opportunity cost may differ. This can be 
illustrated by returning to the above examples. Notice that as written above, there is no 
mention of effects on the natural environment. It was not included in the analysis of 
opportunity cost when Christina was buying her book. Now imagine instead that if she buys 
the philosophy book, the publishing house donates 10% of the income to a fund to save rain 
forests. The cookbook publishing house has no such policy. In the new revised example, the 
opportunity cost of buying the cookbook also includes the lost benefit for the rain forest.  

2.7.6.2 Opportunity cost in priority setting  

The concept of opportunity cost is of central importance to priority setting (Mitton and 
Donaldson, 2009; Norheim et al., 2014; Tannsjo, 2019, p. 97). The reason is evident: to put 
resources in the right place, we must compare the value of putting them in area A as opposed 
to area B or area C. Only if we can be confident that the expected value, however construed, 
is larger in A than in B or C can we know that we have made the right decision. Only then 
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can we know that the value of our spent resources could not have been higher (i.e. the 
resources better spent) if the resources had been used elsewhere556. 

The notion of opportunity cost in priority setting has been instructively illustrated in a survey 
to test the understanding of the concept: “Imagine that it is less expensive to treat Disease B 
than Disease A. With the extra funds it is now possible to treat 100 patients with Disease A or 
800 patients with Disease B” (Desser et al., 2013). If all else is equal, the extra funds ought to 
be used to treating patients with disease B, as the opportunity of not doing so is a failure to 
treat 700 patients. The conclusion drawn by the experimenters above is that respondents were 
sensitive to opportunity cost, but not as sensitive as they should have been according to ideal 
economic theory.   

In discussions about opportunity cost in priority setting the concept of “margin” is sometimes 
invoked to limit the trade-offs that need to be made. Thus, it is common to limit analysis to 
interventions at the margin. A clear way of operationalising this is to compare the benefit 
received at the current level of funding to the marginal benefit that would be received by 
adding an extra unit of resources in this area compared to other areas (Mitton and Donaldson, 
2009, p. 7). 

2.7.6.3  Unjust sharing of burdens  

As can be understood by the above, there will always be opportunity costs in healthcare 
priority setting. If resources could go either to treat Christina for condition A or Eileen for 
condition B, but not both, the opportunity cost will be the lost treatment for A or B. Although 
this is sad and lamentable, it does not in itself say anything about the fairness of treating A or 
B. However, Luck Egalitarianism offers a way of analysing the fairness of treating A or B 
which focuses on how the opportunity cost arose, and on whom it falls. To recap, Luck 
Egalitarianism insists that if the possibility for an opportunity cost557 arose through 
somebody’s irresponsible behaviour, then that person should also bear the cost. Failure to do 
so would, according to Luck Egalitarianism, be an unjust sharing of burdens. (This is in 
contrast with a just sharing of burdens, which may take place when the possibilities for 
opportunity cost do not arise through any person’s irresponsible behaviour).   

The relationship between the concepts “opportunity cost” and “unjust sharing of burdens” is 
hence as follows: Opportunity cost is a general and value neutral term to denote an 
inescapable feature of priority setting. Unjust sharing of burdens is a normative term for a 
specific kind of opportunity cost, which Health Responsibilism protests against558.    

 
556 Of course ”value” here does not merely denote economic value. As noted above the Swedish Ethical Platform 
instructs healthcare priority setting to focus on patients with the greatest need, even if this means accepting lower 
cost effectiveness for treating their ailments than for treating patients with smaller needs. 
557 That is: the strain on resources. Tongue-in-cheek it may be added that in the most fundamental sense it is not 
actually the irresponsible patient’s fault that resources are limited – and hence Luck Egalitarianism ought not to 
treat her as responsible.  
558 In Article IV the concept of opportunity cost was used in a less precise way, to signify what is here called 
“unjust sharing of burdens”.   
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Brian Smart defends a principle which he calls “the principle of restitution” which is very 
similar to the concept of unjust sharing of burdens:  

Where a patient is at fault for the scarcity of healthy organs a principle of 
restitution requires that she should give priority to the faultless (Smart, 1994). 

Smart notes that this is akin to reparation in civil law and underscores that this principle it 
involves no punitive intent. In a sense, it is more a matter of “setting things straight”. If 
Christina breaks Eileen’s flowerpot, Christina replaces it – nothing more and nothing less. 
Obviously, Smart’s argument may be extended beyond organ transplantation to support the 
principle of unjust sharing of burdens: “Where a patient is at fault for the scarcity of 
healthcare resources she should give priority to the faultless”. A less polished way of 
expressing a rejection of unjust sharing of burdens is the following: “Why waste money on a 
system which taxes the virtuous to send the improvident to the hospital?” (quote from 
Crawford, 1977). 

2.7.7 Moral hazard 

Moral hazard is the term for a negative effect of some decisions. Moral hazard arises if, due 
to a decision a person made, others (or even the person herself) get an incentive to behave in 
a morally undesirable way. This is usually seen as a counterargument against such decisions, 
the weight of which increases proportionally to the risk that others will behave in the 
undesirable way. Rebecca Brown (2019) provides an example set in a restaurant, where a 
person insists that the bill be split evenly among the table, and then goes on to order the most 
expensive dish on the menu, and the most expensive wine to go with that. The thought is, of 
course, that the decision to split the bill evenly makes this person order things she would not 
have ordered if she had to pay all of it herself559. 

Moral hazard is relevant to public policy, as policy-makers wish to avoid moral hazard 
(Vansteenkiste et al., 2014). The risk of moral hazard has been extensively invoked in the 
discussion of Responsibilism. More to the point, it has been argued that not incorporating 
Responsibilist features in priority setting increases the risk that people behave 
irresponsibly560. As noted above, however, the strength of this argument depends on the 
strength of this correlation. There is evidence that moral hazard exists in other contexts. For 
instance, car insurance has been shown to increase accidents and increased worker 
compensation to increase injuries. However, the evidence for moral hazard in the health area 
is much more mixed (Van der Star and Van den Berg, 2011). One reason for this may be that 
even if for instance hospital care is effective, free and readily available, people will still suffer 
before they get to the hospital, and treatments at the hospital may be unpleasant too. (In this 

 
559 In this illustration her behaviour works to her favour only if she assumes the others will not act in the same 
way, but rather order cheaper items so that the average cost payed by everyone will be lower than the cost of her 
own meal. However, as an illustration of moral hazard the illustration works either way – the essential feature is 
that the decision to split the bill evenly affects the way the dining party acts.   
560 See the section on health incentives, above. 
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sense, the image of “splitting the bill evenly” is misleading561). For this reason, it may be 
expected that the risks of moral hazard by not accepting Health Responsibilism are moderate 
at most.   

2.7.8 Individual versus social responsibility  

2.7.8.1 Social responsibilities? 

Many authors claim, in different ways and for different reasons, that the notion of personal 
responsibility should be combined with or even replaced by a notion of social responsibility 
for health. This suggestion may be understood in several ways. When talk is of causation, 
speaking of a social dimension to causation is tantamount to discussing the “social 
determinants of health”562. In the words of Cayce Hook and Hazel Rose Markus (2020):  

The causes of ill health are complex and multifactorial, yet the answers offered 
by mainstream U.S. culture are strikingly narrow: poor personal choices are the 
primary cause of ill health, and more personal responsibility is the primary 
solution. 

More specifically, those who highlight a social responsibility for health suggest that, at least 
to some extent, society and not merely the individuals in it may be to blame for (some forms 
of) individuals’ ill health563. In this sense, the World Health Organizations writes that 
“obesity is not caused by moral failure on the part of individuals but by the excess availability 
of high-fat and high-sugar foods” (Marmot et al., 2008, p. 35), and the British Department of 
Health (2010, p. 6) note that the “busy lifestyles and the 21st century environment often make 
it hard to make the healthy choice”. The environmental factors pointed to in quotes like these 
have been described as “obesogenic” (Lake and Townshend, 2006). Similar arguments have 
been made in regard to other health risks. Indeed, we live in a society where it is very easy to 
live unhealthily. So alluring is the television couch, so tasty the junk food, and so convenient 
the transport systems that humans are constantly at risk of overeating and under-exercising. 
Seeing how full of health traps the Western lifestyle is, it may make sense to blame the 
Western lifestyle itself at least as much as any individuals for lifestyle-related ill health.  

In response to those who read the pandemic of unhealthy lifestyles as evidence of rampant 
irresponsibility564, it has been suggested that this hypothesis would need to be underpinned 
by the observation of a wholesale shift of attitudes, but that there is no evidence of such 
change. Indeed, some authors have advanced this argument by noting that the magnitude of 
unhealth allegedly coupled to irresponsible behaviour in fact speaks against the hypothesis 

 
561 Except perhaps in the very general sense that in a welfare society most people, including those with 
irresponsible health behaviour, pay taxes which, among other things, go towards the provision of healthcare.  
562 See the section by that name, above. 
563 Or, conversely, that society has an obligation to help individuals have good health. This is a common 
assumption in population health.  
564 Please note that there is a terminological confusion here. In this thesis, the general assumption is that 
“irresponsibility” means “Behaviour increasing the risk of disease, in the way relevant to Responsibilism” (see 
also the section “Some important definitions” in the beginning of the thesis). Here, however, a slightly different 
definition of responsibility is intended, as in “failure to take reasonable responsibility”. 
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(Brownell et al., 2010). Sir Michael Marmot uses time trends (a form of empirical, 
epidemiological data) to question that people have become, in general, more irresponsible: 
“In Britain, as in many countries, smoking prevalence has declined, and obesity prevalence 
has increased. If increasing fecklessness accounts for the obesity epidemic, what accounts for 
our apparent outbreak of responsible behaviour in relation to smoking?” (Eyal et al., 2013, p. 
288).  

To counter the unhealthy effects of the Western lifestyle, many authors advocate societal 
changes towards a more salutogenic environment (Brownell et al., 2010). This may involve 
various aspects of how the human living conditions are set up. One much discussed way of 
making it easier for people to make healthier choices is “nudging” (Brownell et al., 2010; 
Sunstein and Thaler, 2014). Nudging involves changing the “choice architecture” so that it 
becomes easier to make responsible choices for instance when shopping for food. Successful 
nudging will increase the chances that individuals behave “responsibly”. Conversely, lack of 
such nudging may increase the risk that individuals behave irresponsibly. For this reason as 
well as others it may be said that society bears some responsibility for its’ citizens choices.  

In light of the above, Neil Levy (2019) has argued that one-sided focus on the individual’s 
responsibility is misguided. As Levy argues, individuals’ capacity for taking responsibility is 
unevenly distributed in a way that adds insult to burden, as these capacities go hand in hand 
with other social advantages. Furthermore, those who are least able to take responsibility are 
the ones that would most need it because of the situation they find themselves in. Hence, 
Levy claims that the proper focus for holding responsible may be found by looking at the 
factors that govern how our capacity for taking responsibility is distributed: 

The appropriate targets of responsibility ascription (…) are the institutions—
political, judicial and corporate—and individuals actually responsible for the 
distribution of responsibility-relevant capacities and the distribution of the 
circumstances in which choices are made (Levy, 2019, p. 109). 

In addition to such institutional drivers of responsibility ascriptions, Cayce Hook and Hazel 
Rose Markus (2020) describe a culture cycle which creates and reiterates the view that the 
individual is the proper locus of responsibility for health. To break this culture cycle, Hook 
and Markus suggest ways of augmenting the current discourse with four new narratives all 
supported by psychological research:  

a) Health depends on more than just individual choices  
b) Health has impacts that extend beyond the individual 
c) Individuals can take an active role in changing environments and cultures to 
support health 
d) Behaviour change policies can receive high levels of public support (after 
Hook and Rose Markus, 2020).   
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Thus many authors on this topic suggest that the social or societal responsibilities have 
received less than their due attention in the previous debate565. Several reasons have been 
brought forth to explain why this has come to be. One may be a misunderstanding of 
responsibility as a zero-sum game. This view, allegedly implicit in much “anti-paternalist 
thought” (Verweij and Dawson, 2019), erroneously holds that responsibility must either 
reside with the individual or with society, and to the extent that society takes responsibility, it 
takes away responsibility from the individual566. This, arguably, would be a bad thing to an 
anti-paternalist. But what Marcel Verweij and Angus Dawson (and others) argue is that in 
many instances, society may take responsibility without in any way decreasing the 
responsibility taken by, or expected by, its citizens. Indeed, sometimes societal responsibility-
taking may be a prerequisite for individual responsibility-taking, so that the effects of 
endeavours in the different spheres are in fact potentiating567.  

There have also been attempts to explain the dominance of individual over social 
responsibility in the public debate in political terms568. Robert Crawford in his 1977 article 
”You are dangerous to your health: the ideology and politics of victim blaming” provides a 
political interpretation of why what he calls “the victim blaming ideology” gained so much 
popularity during the seventies. To Crawford, three main reasons go to explain this. The first 
is the rise in medical costs in the US during the 50’s and 60’s (which in turn, partly, was 
related to growing levels of worker’s health insurance, often financed by employers). The 
second is the “politicisation of the social production of disease”, by what he means the 
growing awareness of environmental and workplace carcinogens, and the third is the growth 
of public expectance of medical care as a right. These changes in turn lead to a desire to cut 
medical costs and divert attention away from hard-to-solve structural reasons for disease to 
seemingly easier-to-solve personal reasons for disease. To Crawford then, the “victim 
blaming ideology” functions to solve a set of tensions in society, in a way which benefits 
dominant economic and political interests. Crawford does not deny that there may be 
personal responsibilities, but emphasises that we must not lose the structural, or shared, 
responsibilities out of sight.  

 
565 To note, however, most authors on this topic do not deny the existence or relevance of individual 
responsibility for health, they merely wish to see more discussion about the “social” or “societal” responsibilities 
for citizen’s health (Crawford, 1977; Daniels, 2011) This, by the way, also seems to be how lay persons think 
about responsibility for health: it is multifaceted and some responsibilities lie with the individual and others with 
society (Traina et al., 2019) A similar view was expressed by the participants in article V. 
566 Here is one example of this view: “One of the problems with emphasizing social responsibility for health is 
that this may encourage individuals to take less responsibility. Making society responsible for the health of 
individuals can further add to the passivity and dependence that happen when one becomes sick” (Resnik, 2007) 
John Knowles (cited in the section “Duty to stay healthy” above) is of course an infamous champion of this 
view. For more discussion about increased social responsibility leading to decreased individual responsibility see 
Kjellström, 2005, pp. 153-160).  
567 David Resnik, quoted in the previous footnote, himself provides an example of potentiating instances when 
he notes that citizens cannot choose the healthier alternative of commuting to work by walking or biking unless 
society has provided pedestrian and/or bike lanes.  
568 This is different from demonstrating that people’s political views tend to correlate with their views on internal 
versus external locus of control (the latter is discussed in the section “Understanding other people’s actions” 
above).  
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More recently, others have argued along the same lines, and pointed out that strong economic 
interests fuel and exploit the rhetoric of personal responsibility for health (Brownell et al., 
2010; Carey et al., 2017).  The 2012 controversy in New York City around a suggestion by 
the mayor to limit portion sizes of sugary drinks, which was struck down by, among others, 
strong industry groups in the name of personal freedom and responsibility, has been cited as 
proof in point (Hook and Rose Markus, 2020). Signild Vallgårda et al have analysed policy 
papers from different governing bodies, and noted that bodies which focus on health tend to 
place emphasis on social responsibilities for health, whereas bodies focussing on economic 
growth tend to emphasise instead the individual responsibilities for health (Vallgårda et al., 
2015). Similarly, the increased focus on individual responsibility has been interpreted as 
arising from a tension between a medical logic and a political logic. According to this 
analysis, advances within the medical sector in both diagnostic capacity and increased 
treatment possibilities have increased the number of potential patients. In response, the 
political sphere, which cannot influence how many people who are diagnosed, yet cannot 
afford subsidising treatment and/or sick leave for everyone, has increasingly sought to 
implement a rhetoric which puts the responsibility on the individual rather than on the 
collective (Michailakis and Schirmer, 2010). 

Other authors have explained the dominance of individual-centred discourse in psychological 
terms. American psychologist Michael Harmon (1995) claims that holding individuals 
responsible when it really would be more correct to see responsibility as both social and 
individual is a form of scapegoating motivated by self-interest. In a sense, Harmon argues, we 
are all co-responsible (for our own ill health, for the ill health of others) but try to let “the 
irresponsible” carry the whole responsibility. In so doing we deflect responsibility away from 
ourselves. Along the same lines, Brian Smart (1994) argues that we are all “complicit” in the 
smoking pandemic, to the extent that we do not protest against tobacco companies and/or 
against the lifestyle ideal that portrays smoking as “cool”569. Another way to understand the 
individual-centred view of personal responsibility for health as based in self-interest instead 
focuses on how this view helps justify some otherwise unacceptable features of the world. 
The following quote brings this out:  

This viewpoint has deep psychological roots. Attribution of obesity and other 
health problems to personal failures serves a symbolic, or value expressive 
function, reinforcing world view consistent with a belief in a just world, self-
determination, the Protestant work ethic, self-contained individualism, and the 
notion that people get what they deserve570 (Wiley et al., 2013). 

Michael Harmon (1995, p. 130) furthermore claims that modern society “overasserts the 
individual”. His thought is the social discourse on choice pays too much attention to the 

 
569 This quote may have lost some of its persuasiveness as smoking is today seen as less “cool” than it was 
previously. 
570 The quote has been edited slightly for readability. 
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individual as a maker of choices and too little to the social determinants of such choices571. 
As has been mentioned in the section “Responsibilism in other areas”, above, some authors 
tie this to changes in the political discourse from the seventies onwards. The term “lifestyle 
drift” has been coined to describe how discussions about ill health “drift” from the social and 
public sphere to the individual sphere (Carey et al., 2017; Brown et al., 2019). Implicit or 
explicit in the discussion on lifestyle drift is that this drift is both counterproductive in terms 
of health and ethically problematic. Already 1977, Robert Crawford wrote: “the ideology of 
individual responsibility promotes a concept of wise living which views the individual as 
essentially independent of his or her surroundings, unconstrained by social events and 
processes. When such pressures are recognised, it is still the individual who is called upon to 
resist them” (Crawford, 1977). All in all, many factors indicate that a myopic focus on 
individual responsibility at the cost of social responsibility is not only a misleading way of 
understanding the world, but also an unfair way of doing so.  

2.7.8.2 Responsibility – or obedience?  

In addition to the epistemological and ethical problems associated with a focus on 
individuals’ responsibilities, some authors have argued that the discussion about 
responsibility sails under a false flag. For instance Pillutla et al (2018) claim that the rhetoric 
of individual choice and responsibility obscures the fact that Responsibilist policy strives for 
public obedience. The argument here is that many suggested ways of “holding patients 
responsible” have less to do with responsibility than with forcing people to adopt certain 
kinds of behaviour. This line of argument implicitly aligns with a self-regarding view of 
responsibility, according to which a person is more responsible if she acts according to her 
own choosing – a kind of responsibility which is arguably undermined by some public 
attempts at holding citizens responsible. This ties into the previous discussion of confronting 
responsibility issues in the role of “maker” or “answerer”572.  

2.7.8.3 Co-responsibilities? 

To provide a more nuanced and/or more pragmatic573 way of discussing the complexities of 
responsibility for health, several authors have suggested we ought to talk of “shared 
responsibilities” or “co-responsibilities” for health (Devisch, 2012; Schmidt, 2015; Vallgårda 
et al., 2015). On such an understanding of the responsibility for health, it may be possible to 
see both the causation of ill health and its solutions as joint ventures between for instance 
healthcare and the citizens, or the government, the food industry and the citizens574. 

 
571 Although not exactly the same, Harmon’s analysis has important overlap with the discussion about the 
“fundamental attribution error”, mentioned in the section “Understanding other people’s behaviour”, above.  
572 See the section “Responsibility and the view of man” above.  
573 As explained above, a one-sided focus on individual responsibility may be seen as both epistemically 
incorrect, and politically misguided. “Nuanced” here refers to the former of these aspects, whereas “pragmatic” 
refers to the latter.  
574 Rebecca Brown offers another perspective on “shared” responsibility in her notion of “dyadic” responsibility 
(Brown and Savulescu, 2019). Brown’s dyadic responsibility focuses on the way, for instance, Betty’s partner 
may also, in a sense be responsible (co-responsible, as it were) for Betty’s smoking (perhaps by failing to 
support her when she tried to stop smoking).  
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Empirical studies from healthcare also indicate that both physicians and patients see 
themselves as responsible for the health outcomes of the patients (Beverly et al., 2012)575.  

Still much intellectual work remains to reap the full benefits of interesting notions such as 
shared responsibilities or co-responsibilities. First of all, the terminology is unclear, with 
different authors staking their grounds. As can be seen by the following quote, at least some 
see an important difference between shared and co-responsibilities:  

Co-responsibility means that responsibility is never me or the other’s, but the 
intermingling of the other’s and me, not in the way that they are shared, but that 
they intrude or contaminate one another (Devisch, 2012: 146).  

Clearly more work is needed to fully clarify these terms. As a second step, ethical inquiry is 
necessary to analyse what forms of labour division in the field of responsibility576 are 
ethically preferable. This is likely to be a complex discussion, not least because of the 
paramount power differences between the relevant stakeholders (individual consumers vs 
multinational corporations; individuals vs wide spread lifestyle ideals; individual patients vs 
healthcare providers). When there is a suggestion as to an ethically sound division of labour, 
the next step is to shape a set of policy measures that operationalise this.  

2.7.9 Priority setting during the COVID-19 pandemic 

The current COVID-19 pandemic has made priority issues even more salient. Indeed, the 
discussion on the priority setting of ICU beds, testing, and vaccinations has been lively in 
social media, mainstream news press and in the academic press.  

However, the topic of this thesis (Health Responsibilism in priority setting) has not been at 
the centre stage of the discussion – at least not during 2020 and the first half of 2021 (after 
which the active data search for this thesis project stopped). Swedish mainstream news 
media, by and large, has not voiced or reflected the possible Responsibilist idea that those 
who caught COVID-19 through failure to comply with health and safety regulations should 
be down-prioritised for treatment577. Things could have been otherwise. There were in the 
public debate and social media some rather hostile attitudes against people who were 
perceived to act recklessly regarding infection control – compare the neologism “covidiot”. 
Furthermore, the general levels of anxiety during the COVID-19 pandemic might have 
resulted in more unforgiving views on priority setting578, including versions of 
Responsibilism.  

Interestingly, however, the debate seems to have changed with the advent of population wide 
access to vaccination against COVID-19. There is now quite a discussion on the reasonable 

 
575 The participants in the interviews for Article V discussed at length the possible, and permissible, ways of 
dividing responsibility between physician and patient. 
576 This manner of speaking is used to avoid “shared responsibility” versus “co-responsibility” altogether 
577 For an international example of this kind, see Bufacchi, 2021. 
578 For more on how emotional attitudes may influence positions in the debate on priority setting, see among 
others the sections “Empirical findings”, “Understanding other people’s actions” and ”Value impregnation of 
facts”.  
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implications for people who are unwilling to become vaccinated, including suggestions that 
they should be down-prioritised for COVID-19 treatment (Eriksson et al., 2021; Klasson, 
2021; Practical Bioethics Blog, 2021; Wikler, 2021). This debate is only at its wake so at the 
moment of writing this, it cannot be known which paths the discussion will take. Following it 
and analysing it with an eye to the general discussion about “irresponsibility” and healthcare 
priority setting (as described in this thesis) will be an important future task. Furthermore, it 
would be interesting to investigate whether it is true that Responsibilist sentiments in the 
COVID-19 setting were more strongly aroused and articulated in response to people’s failure 
to become vaccinated than to comply with health and safety regulations. This may have to do 
with notions of easy avoidance579 as many may perceive it less to ask of people that they get 
their vaccination than abstain from social contacts580. Julian Savulescu (2021) suggests that 
“proportional level of coercion” is an important factor in vaccination campaigns, for instance 
against COVID-19.  

Another COVID-19 related discussion with some bearing on the topic of this thesis is the 
priority setting of testing, vaccination and treatment for healthcare staff versus other parts of 
the population. Many countries and healthcare providers have given healthcare personnel 
priority for treatment and vaccination (Ezekiel J Emanuel et al., 2020; Perin and De Panfilis, 
2021)581 ;582. There have been two main strands of argument to support this. The first is that 
doing so will give the best overall medical effects, through multiplier effects that accrue when 
healthcare personnel can keep working (Chen et al., 2021). In the words of Emanuel et al: 
“These workers should be given priority not because they are somehow worthier, but because 
of their instrumental value: they are essential to pandemic response” (Ezekiel J Emanuel et 
al., 2020)583. The other is a notion of reciprocity (Williams and Dawson, 2020; Perin and De 
Panfilis, 2021)584. The thought here is that healthcare personnel should be compensated for 
the increased risk to their own health that they incur by working during the COVID-19 
pandemic (Johnson and Butcher, 2021). Furthermore, some have suggested that giving 

 
579 Explored in Article IV and the section “Reasonability in Luck Egalitarianism” above. 
580 As noted in the section “The abandonment objection” above, Zofia Stemplowska uses social distancing as an 
example of measures which may be too much to ask of people. 
581 In Sweden priority has been given to healthcare personnel over non-healthcare personnel for vaccination (but 
not for treatment) against COVID-19. This may be seen as a breach against the Swedish Ethical Platform, where 
the Human Dignity Principle seems to forbid such prioritisation. It has been motivated, however, by the 
instrumental argument described in this section – prioritising healthcare personnel is in everybody’s interest as 
there will be no healthcare if healthcare personnel are themselves sick) (Sandman, 2021). However, if could be 
argued that the same logic would recommend that healthcare personnel should have priority for treatment also.  
582 Additionally, the rhetoric has been somewhat different when it comes to vaccination among healthcare 
personnel and citizens. For instance, the Swedish National Council on Medical ethics claims it is a “moral duty” 
for healthcare personnel to take COVI-19 vaccination (Statens medicinsk-etiska råd (SMER) [Swedish National 
Council on Medical Ethics], 2021).  
583 Although similar at surface level, this is not the same as “The argument from medical efficiency” (above). 
That argument states that responsible patients, in virtue of their responsible lifestyle or similar, will derive more 
benefit from treatment than irresponsible patients. Here, the argument is independent of considerations of the 
benefit that the individual (healthcare staff or otherwise) may derive from treatment. Instead focus is on the total 
health benefits on a population level, which are argued to be greater if healthcare personnel are treated (or 
vaccinated) with priority – as it makes it easier for them to continue their work.   
584 This thinking has been invoked not only in the matter of treatment but in regards to testing also. For an 
argument for policy to give priority in testing to healthcare personnel see (Hansson et al., 2021).  
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healthcare personnel priority for treatment and vaccination may work as encouragement and 
reward for personnel (World Health Organization, 2021c, p. 8). Although this is not a classic 
Responsibilist argument, it ties into the topic of the thesis. Considerations of desert may 
contribute to the support for giving priority to healthcare personnel (especially as such 
personnel have been lauded as “heroes” during the pandemic). Relatedly, healthcare 
personnel who catch the disease may be seen as “innocent victims” (as they may not have had 
a reasonable chance to avoid the disease), and as such be considered high priority. If is it true, 
as discussed in the section “Inconsistencies point to an implicit view”, that other motives 
underlie calls for Responsibilism, it cannot be excluded that notions such as those mentioned 
above influence the priority setting of healthcare personnel, even though this is not generally 
acknowledged in the debate on COVID-19 treatment and vaccination.    

Another issue that has been debated in regards to COVID-19 vaccination has been what has 
been called the “expressive function” of healthcare (Williams and Dawson, 2020). By this is 
meant the fact that in choosing whom to vaccinate society sends a signal about who is valued 
in society. Yet a further topic of discussion has regarded the distribution of vaccines between 
the affluent world and poorer countries. The charge of “vaccine nationalism” has been raised 
against those who hold that vaccines should be prioritised to citizens of one’s own country 
first. Against this, many have argued that both solidarity and prudent reasons speaks for 
providing active support to poorer countries’ efforts at vaccination (Ezekiel J. Emanuel et al., 
2020). These two discussions have relevance to the topic of this thesis as they may be 
developed to provide material for the debate on Responsibilism also. Depending on your 
view on Responsibilism, the notions “expressive function of healthcare”, “treat one’s own 
first” and/or “solidarity” may be used to either support or refute Responsibilism.    

A final point to note is that several guidelines on priority setting in COVID-19 have 
emphasised that the very presence of clear guidelines may limit ethical stress among 
healthcare staff, as it provides normative guidance and takes pressure off individual decision-
makers (Socialstyrelsen, 2020; Statens medicinsk-etiska råd (SMER) [Swedish National 
Council on Medical Ethics], 2020a; Perin and De Panfilis, 2021). If this is true, this has 
bearing on the discussion in the section “Principle of parsimony”. Specifically, it would seem 
then that there is a prima facie value of having priority setting guidelines which are clear and 
decision-guiding, rather than vague. This, in turn, does not provide an obvious argument for 
or against Responsibilism, but rather indicates that if Responsibilism is accepted, there would 
be a point – even to the decision-makers themselves – in making the rule in/rule out 
algorithm for responsibility attributions simple and clear.  
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3 RESEARCH AIMS 
The overarching aim of this project is to explore, empirically as well as philosophically, the 
reasons for and against incorporating Health Responsibilist585 ideals in Swedish healthcare 
priority setting586.  The reasons of interest are those expressed by important stakeholders in 
the debate – physicians, lay people and, as this is a matter of some theoretical importance, 
bioethicists.  

The overarching aim is operationalised to yield the following five separate but interrelated 
research topics:   

1) Do notions of responsibility for illness influence Swedish physicians’ inclination to offer 
medical treatment, and do physicians differ from citizens in this respect?  

2) Do notions of responsibility for illness influence Swedish physicians’ notions of medical 
indication for treatment? 

3) Do notions of responsibility influence Swedish physicians’ attitudes towards a demand for 
smoking cessation prior to surgery, and do physicians differ from citizens with regard to the 
same question? 

4) What is the ethical merit of the strongest argument for Health Responsibilist policy (Luck 
Egalitarianism), and can Luck Egalitarianism be operationalised to inform real world 
healthcare priority setting?  

5) How do Swedish physicians understand the notion of “personal responsibility for health”?  

As evidenced from points 1) -5) above, the overarching aim involves both empirical and 
philosophical aspects. Therefore, this research project utilises methods from empirical 
research (quantitative as well as qualitative methodology) as well as from normative ethics. 
An important assumption underlying this research project is that policy questions of ethical 
importance, such as these ones, benefit from this kind of dual approach. Descriptive data, 
collected through empirical research, may provide insight into how relevant stakeholders 
view and act on normative challenges in priority setting. An ethical analysis may show which 
important values are at stake, and how they may be balanced and implemented. By 
combining empirical and normative analysis, it may be possible to guide future policy 
decisions and implementations in ethically acceptable directions. 

The five research questions above are further operationalised, and as a result, the five Articles 
have the following main aims:  
 

 
585 As defined in the section ”Some important definitions” above.  
586 How this would be done is another question, but presumably through a revision of the Swedish Ethical 
Platform.  



 

  206 

Article I. The main aim of this article is to investigate whether there is a difference in the 
willingness to offer a novel, expensive and moderately life prolonging treatment to one 
patient, depending upon whether she is a non-smoker or a smoker. To reach this aim without 
getting merely “politically correct” answers from respondents, the respondents are not asked 
to choose between a non-smoking and a smoking patient but rather each respondent is 
provided with a case scenario involving only one patient (non-smoker or smoker), and asked 
whether this patient should be offered treatment. 

Article II. The main aim of this article is to investigate whether there is a difference in the 
perception of a medical indication for treatment of a non-smoking or smoking patient 
depending upon the respondent’s own attitude towards the treatment (as measured by whether 
the respondent’s trust in healthcare would change if treatments such as this were to become 
routine).    

Article III. The main aim of this article is to investigate whether respondents agree or 
disagree with a policy of demanding smoking cessation prior to elective surgery, and what 
arguments for and against such policy they deem most important. 

Article IV. The main aim of this article is to discuss several possible challenges when 
applying Luck Egalitarianism as a guide for healthcare policy, and to do so using 
considerations that appear reasonable and relevant even to Luck Egalitarians themselves. 

Article V. The main aim of this article is to investigate how participants (GPs) understand 
and reason about the abstract notion of a “personal responsibility for health”.    
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4 MATERIALS AND METHODS 
Articles I, II, III (questionnaire based) and V (interview based) are all empirical studies – they 
attempt to “measure ethics”. Hence, the methodological challenges mentioned in the section 
“Measuring ethics?” (above) apply directly to Articles I, II, III and V also587.  

Furthermore, the assumption in this thesis is that empirical research on stakeholders’ attitudes 
towards priority setting challenges in general, and in particular concerning responsibility for 
health vis-à-vis priority setting, is ethically relevant for three reasons: 

a) Reasons having to do with implementation. In Sweden and comparable countries, the 
public pays, through taxes, for most of healthcare. This means that policy-makers 
must be cognizant of the prevalent attitudes among the public, not necessarily to 
adhere to them but, at least, to frame policy in such a way that the tax paying public 
keep paying their taxes.    

b) Reasons having to do with a democratic ideal. There is a strong sentiment among 
theorists on priority setting that priority setting should be done with the active 
involvement of relevant stakeholders. This is a democratic ideal: those subjected to 
policy should also be allowed to take part in policymaking.  

c) Philosophical reasons. As mentioned in the section ”Materials and Methods” below, 
the philosophical method of “reflective equilibrium” involves testing one’s moral 
principles against judgments in applied situations. There is no reason why only one’s 
own judgments should be included in that philosophical strategy. More to the point, it 
may very well be so that another person’s judgments present a relevant challenge to 
one’s own moral principles. For this reason, also, it makes ethical sense to attend to 
empirical material on how relevant stake-holders reason in ethically important issues.  

 

In the following sections, the methodologies of the articles will be presented and discussed. 
Some issues are recurrent between different articles, and will be mentioned only once with 
cross references used subsequently. Before going into the methodologies of the different 
articles one-by-one, a birds-eye view of the methodologies is presented in Table 11. As 

 
587 Here are a few concrete examples:  
The vignettes used for Articles I, II and III most likely induced framing effects on respondents. For instance, the 
lung cancer vignette stated that the patient wished to “participate at the birthday party of her only grandchild next 
month”. This kind of information is likely to increase all respondents’ inclination to offer her treatment.  
The literature on framing describes a possible difference in response patterns if respondents are asked to 
determine priority principles as opposed to decide in an individual case. In both the lung cancer and the smoking 
cessation vignettes, the task was to decide what should be done in the individual case. Yet both questionnaires 
also invited respondents to reflect on whether they thought their decision should inform policy. In Article III, this 
information was used to create the groups “value-influenced” and “value-neutral”. However, it would also have 
been possible to further explore the difference between one-off and policy decisions.  
Last, in the section “Empirical findings” it was mentioned that although many studies show some support for 
something similar to Health Responsibilism, the methodologies of the studies make it impossible to judge just 
what it is respondents support. This criticism obviously strikes with full power also against Articles I, II and III. 
As noted, they are all interpreted as giving an indication that there is some support for Health Responsibilism. 
Yet the experimental nature of the lung cancer vignette makes it impossible to know just why more people are 
inclined to offer treatment to the non-smoking patient, and in Article III it is impossible to know whether the 
widespread support for smoking cessation programmes prior to surgery is related to considerations of 
responsibility or, for instance, an exaggerated understanding of smoking patient’s perioperative risks.        
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evidenced from this table, a conscious attempt in this PhD project has been to seek 
methodological triangulation, whereby the same kinds of questions are addressed by different 
methodologies.  
 

Table 11. A summary of the methodologies used in this thesis 
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4.1 ARTICLES I & II 

Recruitment and Participants  

Articles I and II (the “lung cancer studies”) are based on the same empirical material. In these 
studies a questionnaire was sent out to Swedish general practitioners (n=600), pulmonologists 
(n=300) and oncologists (n=300). All physicians were recruited from a commercial database 
(Cegedim/Stockholm). The response rate among all physicians was 53,8% with no significant 
difference between area of specialisation.  

A random sample of the general population was recruited from the Stockholm area from a list 
provided by the tax authorities. The questionnaire was sent out to 962 participants from the 
random sample, of whom 513 responded. 

All potential participants received the questionnaire by mail, including two reminders.  

Pulmonologists and oncologists were used for this study because they are the kinds of 
physicians who would have been in charge of this kind of treatment, had it existed. General 
practitioners were used as a contrast group, because they are also physicians yet see other 
groups of patients, and less often deal with expensive, moderately life prolonging treatment. 
The sample from the general population was included to check for any relevant differences 
between physicians and non-healthcare personnel. There is no obvious reason to think that 
using other respondent groups would have improved the quality of this study to any 
considerable degree. However, it became apparent that the commercial database was not 
completely up to date when it came to physician speciality. When prompted about their 
current medical speciality, 61 respondents indicated they currently worked in another 
speciality than the ones pre-specified. Hence, these respondents were excluded from further 
analysis in Article I (but included in further analysis for the purposes of Article II). The total 
number of physician respondents in Article I was 585, and in Article II 646.   

As noted, Articles I and II are based on the same empirical material. Nevertheless, some 
differences exist between the two articles when it comes to respondent selection. First, Article 
II only uses the physician (general practitioners, pulmonologists and oncologists) subset of 
respondents. Second, as just noted, for reasons of differences in inclusion, the total number of 
respondent physicians is different between the two articles. The reason why some physician 
respondents excluded from analysis for the purposes of Article I were included in analysis for 
the purposes of Article II was that Article I, but not Article II, investigates differences 
between different medical specialities. Hence, for the purposes of Article I, it seemed 
pertinent to exclude those physicians who did not belong to the pre-specified specialities. In 
Article II all physicians are included, and the independent variable is instead whether 
respondents are value-neutral or value-influenced. This distinction will be explained below.           

The questionnaires 

The questionnaires contained a vignette followed by questions relating to the vignette, as well 
as questions on background data (sex, age, smoking status). The vignettes were written in 
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easy, clear Swedish. The vignette presented a 59-year-old woman with lung cancer. The 
vignette came in two versions, “the smoking patient version” and the “non-smoking patient 
version”. The only difference between the two vignettes was that the former stated about the 
patient in the vignette: “She is a smoker and has been smoking 20 cigarettes a day since the 
age of 18. This kind of lung cancer is usually associated with cigarette smoking”; whereas the 
latter stated: “She has never smoked but has been subject to passive smoking as a child. This 
kind of lung cancer is usually associated with cigarette smoking”.  

The respondents were asked to state (response options: yes/no) whether they thought the 
patient should be offered a new, moderately life prolonging treatment; whether they thought 
tobacco had caused the patient’s lung cancer; finally, whether offering a patient such as the 
one in the vignette this type of treatment would affect their confidence in healthcare for the 
better, for the worse or not at all. All the above questions were followed by the possibility to 
leave free text comments. 

As mentioned above, the questionnaire was sent out to physician respondents as well as to 
respondents from the general population. There were some minor differences between the 
questionnaires sent to the physicians as opposed to the general population. The wording of 
the vignette and the questions put were the same, with four exceptions where some questions 
were only put to one category of respondents. Hence, only physicians were asked to state 
which medical speciality they belonged to; whether they thought there was a medical 
indication for this type of treatment in a case like this (response options: yes/no); and how 
they thought the populations’ confidence in healthcare would be affected by offering a patient 
such as the one in the vignette this type of treatment (response options: increase, decrease, no 
change). In contrast, only respondents from the general population were asked to state their 
own confidence in healthcare.  

The usage of a lung cancer patient in this vignette study merits some further comments. It 
may be reasonable to expect that most respondents are aware of the link between smoking 
and lung cancer, more so than with other cases of smoking related cancer (such as head and 
neck cancer) (Lebel and Devins, 2008). This likely influenced the answering patterns. 
Furthermore, it raises an important ethical question regarding the over-use of smoking 
patients in circumstances such as this. This issue is further discussed in the “Ethical 
considerations” section below. Finally, the results should be interpreted in light of the fact 
that some people may hold a negative attitude to smoking or smokers which is unmediated by 
causality or responsibility (Ubel et al., 1999; Lebel and Devins, 2008). Indeed, this possible 
interpretation is hinted at in the discussion section of Article I.  

The questionnaire contained the question (response options: yes/no) “Do you think this 
patient is responsible for her disease?”. In the light of the complexity of the word 
“responsibility” (evidenced throughout this thesis), and the richness of conceptions of 
“personal responsibility for health” found in the interview study (Article V), it would have 
been interesting to have some follow up questions in the lung cancer studies. Of course the 
questionnaire format, with pre-defined response options or short free text response options 
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make deeper interpretation difficult. Nevertheless, probing the matter by including, for 
instance, the follow up question “If you answered “yes” to the previous question, do you 
mean that the patient is causally or morally responsible?” would have been interesting.   

The questionnaire (including the vignette) used for Articles I and II can be found in the 
Appendix below.    

Analysis 

The key methodological feature of the lung cancer studies was that the attitudes to new, 
moderately life-prolonging treatment in a patient case, depending upon the patient’s smoking 
status, were investigated in an indirect way. Instead of simply asking respondents to prioritise 
between a smoking and a non-smoking patient, respondents were randomised to get either of 
two versions of the vignette and had to respond based on the information in the vignette. 
Randomisation was undertaken consecutively within each group by giving each respondent a 
list number so that all even number respondents got the smoking patient version of the 
questionnaire and all odd number respondents got the non-smoking patient version588. This 
experimental, between-subjects use of vignette methodology is a way to elicit attitudes while 
taking away one possible source of respondent bias589. Other reasons to favour this 
methodology was that it was perceived as being more in line with clinical everyday practise 
than some of the more “abstract” methods previously used, and that there was an assumption 
that some respondents may harbour negative attitudes to smokers that they would not readily 
express in a direct questionnaire study. By comparing answering patterns not within subjects 
but between subjects, it was hoped that the effect of such attitudes could be unmasked. 

Indeed, vignette methodology, when successful, may combine the high external validity of 
survey methodology with the high internal validity of experimental designs (Atzmüller and 
Steiner, 2010). In experimental studies using vignettes, the researcher may manipulate the 
independent variable (here: the patient’s smoking status) to measure effects on the dependent 
variable (here: readiness to offer treatment to the patient). However, it is essential that the 
vignettes are as similar as possible, so that difference in effects are not due to other 
differences (“noise”) between the vignettes. In the lung cancer studies, the vignettes were 
identical but for the information about the patient’s smoking status. However, the phrasing 
“but has been subject to passive smoking as a child” in the non-smoking patient version may, 
unfortunately, have introduced a degree of noise as this may have made the respondents feel 
she was an innocent victim. This possible effect could have been avoided by merely stating, 
in the non-smoking patient version of the vignette, “She has never smoked”. However, this 
would have made impossible the follow-up question “Do you think tobacco caused this 
patient’s lung cancer?”. Furthermore, it is essential that the vignettes provide enough 

 
588 The success of randomisation was checked by comparing the two groups. No statistically significant 
differences between the two groups existed.  
589 Of the studies mentioned in this thesis only very few use this kind of methodology. Indeed, an article on 
experimental vignette methodology states that this is “clearly not a very popular methodological approach” 
(Aguinis and Bradley, 2014, p. 355). However, some of the experimental studies by Joshua Knobe et al (2008) 
use this methodology. 
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contextual information so that respondents’ answering patterns are indeed governed by the 
independent variable. In the lung cancer studies, it may be asked whether it would have been 
wiser to include a precise statement of cost instead of the vague comment that the treatment 
under consideration is “costly”590. At least to physician respondents, this would likely have 
increased the realism of the vignette. Furthermore, the “immersion” effect in the vignette 
(Aguinis and Bradley, 2014) could have been increased by asking the respondents to imagine 
they were the physician in charge of the case. Whether this is indeed recommendable is 
questioned, however (Evans et al., 2015, p. 165), and in the lung cancer studies would likely 
would have worked better for pulmonologist and oncologist respondents than for other 
respondents.  

A suggestion from a “best practise” article on experimental vignette methodology is to assure 
that the manipulated (independent) factors are specified as far as possible (Aguinis and 
Bradley, 2014). In the case of the lung cancer studies it should be noted that the smoking 
patient vignette does not include information about the patient’s circumstances when she took 
up smoking, nor about the social determinants of her health. As can be seen from the rest of 
this thesis, such information may be salient to Responsibilist theories. Hence, it would have 
been interesting to experimentally manipulate such factors also. This could have been done 
by making a three-vignette study, where one featured a non-smoking patient, a second 
featured a patient who was peer pressured into smoking at an early age and has an increased 
genetical tendency towards nicotine dependence, and the last featured a patient who “freely” 
chose to become, and continue to be, a habitual smoker.    

It should be pointed out that the results obtained from the comparison between answering 
patterns from the smoker and non-smoking vignette versions do not, and indeed cannot, 
describe the “true” level of disinclination to treat a smoking patient. What the studies 
demonstrate is that there was a difference between the groups, which – if all respondents 
acted in accordance with the Swedish Ethical Platform – should not be there. But the studies 
cannot describe the magnitude of this problem. That is: it cannot tell how much more inclined 
respondents are to treat the non-smoking patient. This is due, among other things, to framing 
effects. As a vignette cannot be written in a way which entirely avoids framing effects, any 
results will have to be interpreted in the light of potential framing effects. In the present case, 
one phrase in particular is expected to have had a strong framing effect591: “The patient is 
very eager to receive the new treatment, as she wishes to participate at the birthday party of 
her only grandchild next month”. It is likely that this phrase made the patient more relatable 
by making her more identifiable, and that it elicited the respondents’ sympathy with her in a 
way which increased the inclination to offer her treatment. To note, the same phrase was 
included in both versions of the vignette, so it cannot have had a direct impact on the 

 
590 Another set of considerations could have been incorporated into the vignette by explicitly stating not only the 
cost of treatment but the opportunity cost, i.e. which other kinds of treatment would need to be foregone to offer 
the treatment under consideration. For a further discussion of opportunity cost, see the section by that name 
(above). For a discussion about using opportunity cost in empirical studies, see the section “Empirical findings” 
above.   
591 In the taxonomy of framing effects suggested by Levin et al (1998), this is a type of “attribute framing”.  
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difference in response patterns. However, it may very well have affected the overall 
inclination, in both groups, to offer her treatment in a way which makes it hard to know the 
“baseline” inclination to offer treatment to a patient in a medical situation such as this.  

Furthermore, it is likely that any treatment decisions are influenced by a number of factors. 
By including this relatable, sympathy-raising snippet, it may well be that the “balance” 
between factors speaking for and against treatment was altered, perhaps even more so among 
respondents who received the smoking patient version. In other words: it may be that many 
respondents have some level of disinclination to treat a smoking patient, but that in the 
current framing this disinclination was crowded out – or otherwise affected – by the 
sympathy elicited by the information about the birthday party of the grandchild. Again, it 
would have taken repeated testing with varying frames to elucidate such intricacies. There is 
a risk that answers from vignette studies do not match real world behaviour (Aguinis and 
Bradley, 2014). For instance, of relevance to physician behaviour is perhaps that aspects of 
the interaction between physician and patient affect treatment decisions. However, previous 
results from studies on healthcare personnel indicate that responses to vignette studies may be 
highly generalizable to real world behaviour (Evans et al., 2015)    

The results in the lung cancer studies were analysed with Chi2 and Fischer’s exact test 
statistics, and the free text commentaries were analysed using content analysis in order to 
extract categories from the manifest content of the respondents’ comments (Graneheim and 
Lundman, 2004; Krippendorff, 2018; Kleinheksel et al., 2020). The categories were sorted 
and the information imparted was used to facilitate the interpretation of the quantitative 
material. 

In article II (as well as in article III, see below) the categories of “value-neutral” and “value-
influenced” respondents were used to make comparisons between groups. The adjudication 
that a respondent was “value-neutral” or “value-influenced” was based upon the respondent’s 
response to a question of how their own confidence in healthcare would be affected if the 
policy in question (offering the novel treatment or making planned surgery contingent upon 
smoking cessation, respectively) was made standard procedure. All respondents who 
answered that this would increase or decrease their own confidence in healthcare, signalling 
an evaluative involvement with the question at hand, were labelled “value-influenced”. 
(Oversimplified: they were the ones who “cared”, either way)592. On the other hand, all 
respondents who answered that their own confidence in healthcare would remain unchanged 
even if the policy in question was made standard procedure were thought to be less 
evaluatively involved in the question and thus labelled “value-neutral”. (Oversimplified: they 
were the ones who did not care very much about the issue, either way). This way of cutting 
the cake into “value-neutral” and “value-influenced” came with a high risk to the analytical 

 
592 For a discussion of “value impregnation of facts” and its relationship to “value-influenced” (as used here), see 
the section “Value Impregnation of facts”, above.  
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clarity, as it may have been so that different aspects governed answering patterns for the 
different groups.        

In article II more use was made of content analysis, to try to capture respondents’ views on 
medical indications for treatment. Although the views on medical indications were highly 
complex, as shown by the discussion section in Article II, the methodological assumption 
was that the paucity of contextual information provided by the very short text snippets in the 
free text responses would be insufficient for a latent content analysis (Kleinheksel et al., 
2020). The topics revealed by the content analysis were then used to undertake a conceptual 
analysis. This is part of the standard methodology in philosophy (for more on conceptual 
analysis as a methodological tool see the methodological discussion of Article IV, below). 
For the purposes of Article II, the analysis of respondent’s comments was based upon the 
language philosophy notion of “conversational implicature” (Grice, 2010). In this context, 
“conversational implicature” indicates that sometimes people mean more than what is 
conveyed by a literal interpretation of what they say. Hence, in the present context, the 
content analysis indicated that some respondents meant more by stating that treatment was 
medically indicated than that it was medically “permissible” – indeed, some seemed to mean 
that it was also incumbent to offer such treatment. Based on this observation, the content 
analysis in Article II focussed on the relationship between, on the one hand, “medical 
indication for treatment” and, on the other hand “inclination to offer treatment”, 
conceptualising medical indication as a necessary and/or sufficient reason to offer treatment. 
The dual categories of necessary and sufficient conditions are standard fare in philosophical 
analysis (Brennan, 2017), and in this context proved fortuitous as the respondents’ statements 
could be interpreted as taking different stances in regard to the necessity and/or sufficiency of 
“medical indication” for offering treatment593. To be perfectly fair, the choice of the 
necessary/sufficient terminology for the discussion in Article II can be criticised, as only two 
(medical indication is neither sufficient nor necessary for offering treatment; medical 
indication is necessary but not sufficient for offering treatment) of the four logically possible 
positions594 were clearly represented in the material. For this reason, it perhaps would have 
been preferable to examine the respondents’ views using another conceptual frame.  

Relatedly, is must be stressed that Article II (as well as Article III, discussed below) employ a 
something bordering on a mixed methods perspective, where empirical findings are used as 
the starting point for philosophical reflection upon – but sometimes transcending – certain 
aspects of the empirical material. This way of working has many advantages, that largely 
overlap with the general benefits of conducting empirical research in bioethics (see also the 
section “Measuring ethics?” above). Hence, the approach in Articles II and III arguably keeps 
bioethics well rooted in clinical reality and relevance, without falling prey to the danger of 

 
593 Whether this attempt to decode the respondents’ conception of medical indications marks the analysis as a 
latent rather than manifest content analysis is a matter of methodological taste.  
594 Medical indication is sufficient and necessary for offering treatment; medical indication is neither sufficient 
nor necessary for offering treatment; medical indication is sufficient but not necessary for offering treatment; 
medical indication is necessary but not sufficient for offering treatment. 
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simply noting various stakeholder perspectives on ethical issues without providing a 
complimentary ethical analysis. However, there are also risks associated with this approach. 
Particularly, the way the philosophical discussion “ricochets off” the empirical findings merit 
caution. Indeed, the discussion in Articles II and III are not entirely grounded in the empirical 
findings of the respective articles. It would have been desirable to spell out the relationship 
between the empirical results and the philosophical discussions somewhat more carefully.   

4.2 ARTICLE III 

Recruitment and Participants  

For Article III a questionnaire was sent out to Swedish general practitioners (n=400), 
orthopaedic surgeons (n=400) and citizens (n=499). All physicians were recruited from a 
commercial database (Cegedim/Stockholm). The sample of citizens was recruited from the 
Stockholm area from a list provided by the tax authorities. After exclusion of questionnaires 
returned due to unknown address, response rates were 58,2% among physicians (463 
responding) and 53,8% among citizens (261 responding). 

All potential participants received the questionnaire by mail, including two reminders.  

For this study orthopaedic surgeons were considered a relevant study group as they are the 
ones that would perform the kind of operation mentioned in the vignette. General 
practitioners were considered relevant as they also deal with this kind of patients, and issue 
referrals for surgery. The sample from the general population was included to check for any 
relevant differences between physicians and non-healthcare personnel.   

The questionnaire 

The questionnaires contained a vignette (followed by questions relating to the vignette), as 
well as questions on background data (sex, age, smoking status, current level of trust in 
healthcare). The vignette was written in easy, clear Swedish. The vignette was about a 57-
year old male farmer with hip osteoarthritis who had been told that hip replacement surgery 
would alleviate his hip pain. However, the farmer was a smoker and did not want to give up 
smoking. His physician offered him to join a smoke cessation programme, which the farmer 
refused, instead paying for the surgery at a private clinic.   

The respondents were asked to state (response options: agree completely/agree to a large 
extent/disagree to a large extent/disagree completely) whether they felt it would be right to 
make the planned surgical procedure conditional upon the patient’s stopping smoking 4 
weeks prior and 4 weeks after surgery. The respondents were then asked to state their 
agreement with two arguments in favour of and two arguments against the surgeon’s 
conditions (the same response options). The respondents were also asked to rate which 
argument they felt was the most important, and finally whether making smoking cessation a 
condition for surgery would increase, decrease, or make no difference to their current level of 
trust in healthcare. This information was used to label respondents “value-neutral” or “value-
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influenced” in the way described in the previous section. All the above questions were 
followed by the possibility to leave free text comments. For physician respondents, there was 
also a question to state their medical speciality.  

For the questionnaire (including the vignette) used for Article III, see the Appendix.    

Analysis  

The quantitative data was analysed with Chi-2 test, logistic regression and Odds Ratio 
calculation. The free text comments were analysed with manifest content analysis in a similar 
fashion as in Articles I and II (see above). However, information from the free text comments 
also shed light on the quantitative data. Hence, many free text comments, even from 
respondents who had claimed that it would be right to require the farmer to go through the 
smoking cessation programme, indicated that the respondents rejected the thought that the 
farmer should be denied surgery if he did not comply with the smoking cessation programme. 
This led to a considerable part of the discussion section being focussed on understanding the 
apparent self-contradiction in the answers.  

As noted above, the dual vignettes methodology was selected in Article I and II to be able to 
investigate possible negative attitudes regarding smoking patients. For the purposes of Article 
III, only one vignette was used. The reason was that there was a pre-understanding that 
smoking cessation programmes prior to planned smoking are widely used, and hence the 
question is not so controversial.   

In regard to Articles I, II and III which are all based on questionnaires, it may be said that one 
important limitation of working with questionnaire studies is that the responses gathered 
provide but little clarification as to the persuasions and ethical trade-offs that influence 
respondents. Hence, part of the impetus to undertake the interview study which provided 
material for Article V (see below) was a frustration with the shallowness of acquired data.  

As noted above, some of the previous empirical studies have investigated attitudes to 
different kinds of irresponsible behaviour (see for instance Bowling, 1996; Neuberger et al., 
1998; Danesh et al., 2016). There were no such attempts made in this project which instead 
focused on one type of irresponsible behaviour: smoking. This also informed the interview 
schedule for the interview study (see Article V below). The rationale for choosing smoking 
over other plausible types of irresponsible behaviour was that it is a widespread behaviour 
and that the negative health effects are well known among physicians as well as in the 
population. Furthermore, smoking is arguably the most well used illustration in the previous 
literature on Health Responsibilism.  

4.3 ARTICLE IV 

Article IV is the only article in this thesis project that lacks empirical material. It is, instead, a 
philosophical article which investigates whether “responsibility” as relevant to Luck 
Egalitarianism in healthcare may be specified in a way which is not morally arbitrary, and 
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whether the “ex ante” or “ex post” policy alternative is most suitable as an application of 
Luck Egalitarianism.  

A discussion of philosophical method is, unfortunately, often omitted in philosophical 
articles, and Article IV is no exception. That does not mean, however, that there is no 
methodology in philosophy (although methodological boundaries are less rigid, so that one 
article often uses many tools from the philosophical-methodological toolbox). The main 
methods used in Article IV are conceptual analysis and a version of reflective equilibrium595.  

Conceptual analysis is one of the cornerstones of philosophical enquiry, and hails at least all 
the way back to Plato. Interest in conceptual issues was renewed in the early to mid-20th 
century by analytical philosophers such as Ludwig Wittgenstein, GE Moore and Bertrand 
Russell. In conceptual analysis, concepts are scrutinised, defined and redefined with a mind 
to conceptual precision, and their value assumptions and other underlying assumptions are 
examined (Feldman, 2013). For the purposes of Article IV, the concept of imprudence in 
health596 is analysed. As has been made clear throughout this thesis, the persuasiveness of 
Luck Egalitarianism is dependent upon it being possible to define imprudence (or 
irresponsibility) in a way which can be operationalised in applied settings. In Article IV there 
is an attempt at doing this. The claim in that article is that it is possible to draw up a coherent 
and applicable set of desiderata for imprudence, but that the result will be disappointing to the 
Luck Egalitarian.  

The other main aim of Article IV is to investigate two different models, the “ex ante” and the 
“ex post” policy alternatives, which have been discussed in the Luck Egalitarian literature. To 
do this the reflective equilibrium method is used. The concept of reflective equilibrium 
originated in John Rawls (1971), who saw it as a way of justifying moral standpoints. When 
one is working towards a reflective equilibrium, one moves back and forth between different 
orders of normative content. Hence, one may for instance begin with one’s considered moral 
judgment597 in a particular situation, and test how this judgment relates to higher order moral 
theories that one also finds sound. If there is no discord, one’s system of moral judgments is 
in equilibrium and one has reason598 to suspect that both judgments are valid. In the case of 
discord, one's moral judgment in the particular situation does not match one’s higher order 
moral theory or the other way around. One must then commence an iterative, dialectical 
process of refining either or both judgments, until an equilibrium is found. Hence, it may be 

 
595 These methods also informed the choosing and reading of literature for the literature review in this thesis.  
596 In the thesis, the word irresponsibility has been chosen instead. None of the words are perfect for both may 
lead the mind in the wrong directions. “Prudence” invites the association that it is about the person’s own good, 
more than does the word “responsibility”. The more I have reflected on Luck Egalitarianism during the course of 
this PhD project, the more I take Luck Egalitarianism to be “other-regarding”. It is for this reason that I today 
prefer the term irresponsibility rather than imprudence.  
597 To qualify as such, it is not enough that one decides “on a whim” for something. See Folke Tersman for a 
discussion on the conditions for “considered moral judgments” (Tersman, 1993). 
598 Note: reflective equilibrium does not provide “moral proof”, but if there is equilibrium between judgments in 
particular cases and higher order moral theory then this provides a reason to think both judgments may be 
correct. In a sense, then, they both borrow strength off each other. The judgment in the particular case is 
substantiated by the support from the moral principle, and the moral principle in turn is substantiated by the fact 
that it gives rise to deductions which seem justified.  
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said that Rawls’ model of reflective equilibrium fashions a whole methodology from the 
notion of theory coherence599. (Obviously, it should be noted that coherence in itself is no 
guarantee that a theory is sound, but at the very least it may diminish the risk of many sources 
of intellectual error600) 

For the purposes of Article IV, the ex ante and the ex post policy alternatives were both seen 
as possible applications of the higher order moral theory Luck Egalitarianism. From that 
starting point, both policy alternatives were considered in the light of the general ambition of 
Luck Egalitarianism, and the rate of coherence between the two policy alternatives and the 
higher order theory was investigated. As a result of this process, particularly the ex ante 
alternative was found wanting.   

In article IV, as well as in the thesis as a whole, the aim has been to apply what has been 
called “internal criticism” to Luck Egalitarianism and its application to healthcare (Tralau, 
2012). This means that the aim has not been to compare Luck Egalitarianism to other 
possibly superior normative standpoints, but rather to explore strengths and weaknesses from 
within the Luck Egalitarian project, using terminology and arguments (hopefully) relevant 
even to Luck Egalitarians.  

4.4 ARTICLE V 

Study design  

The interview study used a phenomenographic approach. In the phenomenographic method, 
the researcher aims at systematically exploring participants’ conceptions regarding a 
particular phenomenon and the collective variations of conceptions in the studied group 
(Merton 1981, Sin 2010). In creating categories within the data, care is taken to ensure that 
the categories are qualitatively different. Phenomenography further aims to describe the 
interrelationship between various conceptions vis a vis the phenomenon in focus. Thus the 
specific goal in phenomenography is to create an outcome space, which is a graphic and 
textual representation of the sum of the conceptions discovered in the studied group (Barnard, 
McCosker et al. 1999). The resultant outcome space is more than the mere summation of the 
conceptions, as it aims at describing not only the varying conceptions but also the 
interrelationship between these. Two underlying assumptions in phenomenography bear on 
this. The first is that as they represent different conceptions of the same phenomenon, the 
different categories constructed by the researcher are logically inter-related (Akerlind 2002). 
The second is that the resultant set of conceptions expressed in the outcome space covers a 
large part of, if not the totality of, the possible conceptions vis a vis the studied phenomenon 

 
599 Also my main supervisor, Niklas Juth, based the methodology for his doctoral thesis “Genetic information – 
values and rights” on an elaborated interpretation of the implications of coherence (Juth, 2011).  
600 In the words of Jeff McMahan: “The achievement of greater coherence among one’s beliefs diminishes the 
likelihood of error by helping one to identify and eliminate moral beliefs produced by self-interest, faulty 
reasoning, failure of imagination, illusory metaphysical beliefs, impaired faculties, and other sources of distorted 
or mistaken belief” (LaFollette and Persson, 2013). 
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(Sjöström and Dahlgren 2002). Hence, the assumption is that the number of possible 
conceptions of a particular phenomenon is limited. 

Pre-conceptions and self-reflexivity 

Although a reflection on one’s pre-conceptions are arguably relevant in any kind of research, 
it is more relevant in qualitative studies than in quantitative studies, and certainly relevant in 
phenomenography (Sin, 2010).   

During the planning of the fifth study I601 paid special attention to my pre-conceptions, as I 
envisaged different aspects of the interview and analysis processes. I discovered two distinct 
sources of pre-conceptions: my professional life as a physician, and the research work I had 
already undertaken on the topic of Responsibilism602. From my work as a physician, I knew 
that there is much talk among healthcare personnel about patient responsibility – or rather, 
about the perceived lack of responsibility-taking among some patients. Hence, I had the 
strong impression that notions of personal responsibility for health matter to many physicians, 
although I did not expect they had reflected systematically on the question. At the same time, 
I had the impression that most physicians want to help most patients – a desire which may 
inhibit Responsibilist considerations. From my research so far, I knew that at least a 
significant minority agree with some form of Health Responsibilism – at least intuitively. 
Furthermore, I knew that many people, including healthcare personnel, have a negative view 
of the kinds of health issues which are perceived to be self-inflicted.  

As part of the qualitative research process, I continually checked myself to see whether these 
pre-conceptions coloured my interviewing or my data analysis. In particular, I was aware of 
the risk that I might seek especially the snazzy and the provocative during interviews – for 
instance comments from participants which indicated they felt some irresponsible patients 
really do not deserve care. To mitigate this risk, I was particularly sensitive not to provoke 
participants to say things they did not really mean. As an additional way of working 
reflexively, I discussed my pre-conceptions with my co-authors in this study.  

Participants, context and recruitment 
Participants were drawn from the body of general practitioners in Region Kronoberg, a 
county in the south of Sweden. There were several reasons for choosing GPs as participants. 
First, they were the largest group studied in the previously mentioned studies by our team. 
Second, GPs meet a wide range of patients, presumably informing a holistic view of health 
behaviour. As such, GPs may be especially well suited to assess what, if anything, the 
concept of a personal responsibility for health may mean. Third, with situated knowledge of 
their patients and their role as gate keepers to secondary care, GPs would likely have the task 

 
601 Discussing the methodology for Article V the text will take on a much more personal tone, as the study is 
qualitative and qualitative methodology invites the researcher to consider his/her own subjectivity. 
602 As can be seen from Table 11, Article V was the last of the articles that make up this thesis. 
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of determining patients’ possible responsibility for their (poor) health, if a principle of 
personal responsibility were included in Swedish healthcare policy.  

The physicians were hand-picked by the Regional Family Medicine Scientific Council with 
an eye to diversity regarding age, gender, urban/rural area of service as well as employment 
by government/private employer. Using purposeful sampling is in keeping with established 
tradition within phenomenography (Fridlund and Hildingh 2000) and was done in order to 
increase the likelihood of finding a breadth of conceptions regarding the phenomenon. The 
reason that the Regional Family Medicine Scientific Council was asked to find participants 
was that I (the author of this thesis and the interviewer in this particular study) is myself a 
physician working in Region Kronoberg. Hence, there was a risk that I would have chosen 
merely my own friends if I had chosen participants myself.  

The potential participants were approached by e-mail. In the first round, 15 e-mails were sent 
and 11 persons responded, accepting to participate in the study. The remaining four did not 
answer despite one e-mail reminder. The non-participants did not differ systematically from 
the participants in any of the above factors.   

After eleven interviews were made, it was not obvious whether a satisfying level of thematic 
saturation had been reached. Therefore, the participants were contacted again, and asked to 
provide names of further possible participants who might represent outlier views. Such 
purposeful snowball sampling is accepted or even endorsed within phenomenography 
(Fridlund and Hildingh 2000). In round two, three more potential participants were contacted, 
again by e-mail. The snowball process used to identify these possible participants was made 
clear to them. All three consented to participate. After these three had been interviewed, it 
was felt that a satisfying level of thematic saturation had been reached and so the sampling 
process was halted. The final number of participants was 14. 

Interview procedure  

The interviews were conducted face-to-face at a venue chosen by the participant, most often 
their office. None other than the interviewer and the participant were present. I was the sole 
interviewer. The interviews were conducted between 4th of December, 2019, and 27th of May, 
2020. Field notes were not taken. The interviews were audio recorded and transcribed 
verbatim. The interviews lasted between 23 and 49 minutes. There were no repeat interviews. 
All participants were offered to read the transcripts but none wished to do so. The full 
transcription of all interviews amounted to 52995 words.  

The interviews used a semi structured format, with an interview schedule containing items 
about ways in which lifestyle may influence health; the participants’ attitudes towards 
unhealthy lifestyles; whether the participants think it is reasonable to claim that there is a 
responsibility for health and if so what that entails; and, finally, whether such responsibility 
should affect priority setting in healthcare. The interview schedule can be found in the 
Appendix. No definition of “personal responsibility for health” was given during the 
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interview; instead participants were encouraged to develop their own notions of the concept. 
The interview schedule had been tested on two occasions prior to the commencement of the 
interview project.   

True to the nature of phenomenography interview questions were kept open so that the 
participants could expand on any issues they found most relevant. Reformulated questions 
were used to improve understanding of participants’ points of view (Stenfors‐Hayes, Hult et 
al. 2013). Ideals for interviews set down by Ashworth and Lucas were adhered to (see 
Stenfors‐Hayes, Hult et al. 2013). In particular, follow-up questions were used to encourage 
further articulation of the participants’ thoughts (Åkerlind, 2005; Sin, 2010). Follow-up 
questions were also used as a means of checking that the participants’ conceptions had been 
correctly understood.  

Analysis 

The aim of data analysis was to inductively categorise qualitatively variant conceptions of the 
phenomenon: “personal responsibility for health”. The data analysis was undertaken in 
accordance with the seven-step-protocol recommended by Dahlgren and Fallsberg (1991): 
1. Familiarisation: the text was read and reread several times as a whole, to give a feeling of 
the sum as well as of the relationship between the sum and its parts.  
2. Condensation: the whole text was searched for meaning units that related specifically to 
responsibility for health. 
3. Comparison: the selected units were compared against each other and against the 
background from which they were drawn, with an eye to finding both similarities and 
variance between selected meaning units. 
4. Grouping: selected units were grouped and regrouped to form intuitive categories.  
5. Articulating: the preliminary categories were scrutinised to determine their unifying 
themes. In this phase, several groups of meaning units were again regrouped. 
6. Labelling: the preliminary categories were assigned labels with an aim to capture their 
distinct essence.  
7. Contrasting: the categories were compared to determine their interrelationship. This 
process gave rise to the outcome space, which schematically represents the relationship 
among the categories.  
At steps 2-4 special care was to understand not only what the respondent said but also what 
each particular statement implied in terms of underlying assumptions (Larsson 1986). From 
step 4 and onwards, the generated categories and their interrelationships are not indicative of 
any particular respondent but rather pertain to the data as a totality (Stenfors 2013, Yu 2003). 
This corresponds to what Merton calls a “collective intellect” (Merton 1981). In the words of 
Åkerlind (2002), the output represents "all possible ways of experiencing the phenomenon in 
question, at this particular point in time, for the population represented by the sample group". 
In performing the analysis, care was taken to adhere to the specific approach to data analysis 
in phenomenography laid down by Åkerlind (2005).  
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In line with convention in qualitative methodology special care was taken, when coding the 
material, to retain context derived terms (Blanche et al., 2010). Thus, the analysis utilised 
terms and language not alien to the phenomenon. Hence most categories had names the 
participants themselves had used, and for instance a distinction such as between “having 
responsibility” and “being responsible”, which was not used by the participants, was avoided.  

I myself conducted the main analysis. No specialised software was used in the data analysis. 
Preliminary categories were suggested by myself, whereas my co-authors individually read 
parts of the transcribed text to assess whether these categories constituted a faithful and 
meaningful way of representing the whole material. In response to input from my co-authors, 
the categories were partly reframed. Methodological rigour was aimed at by using previously 
established protocols (see above). Furthermore, all authors continually discussed their 
presuppositions and how these may have influenced the interpretation of the data (Sin 2010). 
In line with established norms of qualitative research, the language used in the analysis and 
publication was, as far as possible, true to the language used by participants (Blanche et al., 
2010).  

Finally, after I had suggested preliminary categories, Birgitta Gunnarsson and Terese Stenfors 
(two of the co-authors) scrutinised the whole transcribed interview material to see whether 
the categories constituted a faithful and meaningful way of representing the whole material.  

Further methodological considerations 
The planning of this study as well as how it was reported in the publication (Article V) was in 
keeping with the COREQ guidelines on reporting qualitative research (Tong et al., 2007).  

Some methods used to increase trustworthiness in other kinds of qualitative methodology, 
such as member checking, are not regularly used in phenomenographic methodology603. 
Instead, it is recommended that author triangulation be undertaken. For the writing of Article 
V, there were three co-authors, coming from different professional and methodological 
backgrounds. During the writing, we continually discussed interpretative issues regarding the 
interviews. Furthermore, it has been suggested that methodological triangulation may 
augment the findings from a phenomenographic study. In that sense, the other articles in this 
thesis (which are largely concordant with the findings in Article V) may be seen as providing 
indirect support for Article V.    

During data collection (interviews), we discussed the question of “data saturation” within the 
author group. We agreed that the notion of data saturation should not be seen as some 
independently existing phenomenon in the outside world, but rather something to be 
pragmatically decided by us as researchers (Varpio et al., 2017; Braun and Clarke, 2019). In 
this case, we performed an additional three interviews with participants purposefully selected 

 
603 This is because the resultant outcome space is meant to represent the collective understanding, rather than any 
particular participant’s understanding of the phenomenon. Hence, the outcome space cannot be member checked 
with any one participant. 
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as they might harbour outlier views. Noting that even these three interviews did not add 
substantially to the analysis, we decided to stop the data collection.   

Previous evidence suggests that there may be a difference between people’s intuitive 
reactions to Health Responsibilism and their considered reflections604. At the level of 
anecdotal evidence, the work with interviewing for Article V provides support for this 
suggestion. During interviews, participants’ initial support for something like Health 
Responsibilism often faded away as simple follow-up questions (“can you explain a bit 
more…?”) prompted them to elaborate on their views. It is not that further reflection made 
them change their minds, but rather that they acknowledged that things are more complex 
than they initially seem. By way of analogy: many participants were like the child who wants 
to go to the moon, but is informed that the moon is really very, very far away. The child 
realises she may never get to the moon, but does not stop wishing she could605.  

4.5 ETHICAL CONSIDERATIONS (APPLIES TO ARTICLES I-V) 

The research undertaken and planned in this dissertation project raises several ethical issues. 
Of these, four separate aspects will be discussed in special detail below: 

The first issue concerns considerations of deceit and lack of transparency. As pointed out in 
the Methods section above, the first questionnaire study which provided the empirical 
material for Articles I and II was set up so that respondents received either of two 
questionnaires. In one version there was a case presentation dealing with a smoking patient 
and in the other version there was a case presentation dealing with a non-smoking patient. As 
noted, the main research question was whether a particular treatment should or should not be 
offered. In the data analysis, the answers from the group who received the smoking patient 
version were compared to the answers from those who received the non-smoking patient 
version of the questionnaire. However, the respondents were not informed of the existence of 
the alternative questionnaire. Even though respondents were informed that the purpose of the 
study was to examine attitudes to treatment, they were not fully informed about the finer 
details of the study setup. Thus, in a sense, it could be argued that the respondents had 
consented to partake in another kind of analysis than was in fact the case. If they found this 
out, some respondents may feel they had been fooled by the study setup. This is obviously 
ethically bothering. Similar ethical problems are well known from a broad range studies that 
rely on any type of deceitful or less than fully transparent set-ups (Benham, 2008). However, 
the consensus view is that deceptive aspects in research are at their most ethically perilous 
when the deception leads respondents to behave in ways they would otherwise have 
considered unethical (Benham, 2008). This was the case in, among others, the infamous 
Milgram studies. This was not the case in the studies reported here, however.    

 
604 See the section “Empirical findings” above.  
605 In this sense, the participants were unlike the image sketched by Tännsjö when he describes the effect of his 
suggested “cognitive psychotherapy”. 
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The second issue concerns the danger of reinforcing prejudice. All the studies reported here 
deal with “irresponsible behaviour” in general and smoking in particular. There is widespread 
stigma against smokers and smoking (Lebel and Devins, 2008). Thus, there is a risk that 
using this particular group as case examples in studies such as this one perpetuates the 
prejudice against smokers.  

The third issue concerns the possible harm made to respondents who were themselves 
smokers. Presumably, such respondents could feel insulted by the fact that this research 
problematises the right of smokers to receive medical treatment.  

The fourth issue concerns the risk of soliciting problematic responses, and applies particularly 
to physician respondents. Swedish healthcare legislation, of which the Swedish Ethical 
Platform is part, explicitly protects the equal rights of smokers to receive medical treatment 
on par with non-smokers606. This legal framework is binding for all physicians in Swedish 
medical practice. When a researcher asks a physician (in a questionnaire or in an interview) 
to discuss their attitudes regarding smoking patients and treatment for smoking patients, they 
are thus invited to expose behaviour on their own part which may be in conflict with 
healthcare law as well as norms in medical ethics. As such, this could be likened to 
facilitating or even inviting self-indictment.        

Research often involves a difficult trade-off between on the one hand ethical impeccability 
and on the other scientific relevance (Miller, 2009). This also applies to the present research. 
Thus, for instance, the first ethical issue described above could have been avoided if the 
respondents had been given fuller information about the study set-up. However, doing so 
would likely have impoverished the results. As described in the Methods section, the explicit 
intention behind using the dual questionnaires method was to track even such intuitions that 
physicians do not express explicitly607. Similarly, reminding physician respondents of the 
current legal framework would likely have exerted a powerful biasing effect (for such effects, 
see Mazar et al., 2008). Also, if the desire to prevent prejudice increase would have inhibited 
the use of such terms as “smokers” or “non-smokers”, the intelligibility of the empirical data 
would have been greatly diminished. Thus, it may be argued that, regrettable though it may 
be, the research performed necessitated taking the ethical risks described above. If so, the 
relevant question is whether any results that are likely to come from this research can 
outweigh the above stated ethical problems. This question will be briefly touched upon in the 
section “What the studies add” below, but the final verdict is left to the reader.   

4.6 COMPARING THE WORK IN THIS THESIS TO “STANDARDS OF 
PRACTICE”   

Before leaving the methodologies section, a brief attempt will be made to measure the work 
in this thesis against a recently drafted consensus document on standards of practice in 

 
606 See the section “The Swedish Ethical Platform”, above. 
607 See the section “Value impregnation of facts” above. 
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empirical bioethics research608 (Ives et al., 2018). In the following table (Table 12), the 
suggested standards of practice are enumerated and comments are provided regarding the 
extent to which standards are lived up to. It should be noted that the document by Ives et al is 
relatively new (2018) and has not, as such, informed the set-up of any of the studies in this 
thesis. Hence, it would be unreasonable to expect609 that the studies in this thesis fulfil all 
standards. Nevertheless, it may be interesting to check to what extent the research undertaken 
is aligned with these recent attempts at formulating standards of practice. As the consensus 
document does not specify whether it applies to individual articles or broader research 
projects, the analysis below will consider all four empirical articles in this thesis, plus the 
discussions in the thesis, as one entity. As can be seen from Table 12, the main shortcoming 
of the work undertaken in this thesis, from the point of view of the suggested standards of 
practice, is the insufficient “integration” of empirical and normative content610.     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
608 As can be recalled, Articles I, II, III and V all fall under the heading of “empirical bioethics”. 
609 Tongue in cheek: I am sure Shlomi Segall would agree.  
610 It should be pointed out, however, that the particular emphasis on integration seen in the suggested standards 
is not necessarily indicative of mainstream attitudes regarding empirical bioethical research (Dunn et al., 2018).   
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Table 12. Comparison of the work in this thesis (as a whole) and the standards suggested by Ives et al (2018) 

 
a)  See the section “Measuring ethics?” as well as several parts of this Methods section
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5 RESULTS 
The main result of Article I was that respondents were more willing to offer a novel, 
expensive and moderately life prolonging treatment if the patient in question was a non-
smoker than a smoker. This statistically significant difference in willingness to offer 
treatment was irrespective of considerations of capacity to benefit, and held among citizens 
(83,8% vs 68,7%), oncologists (81,8% vs 64,9%) and GPs (69,1% vs 56,3%), but not among 
pulmonologists (72,9% vs 67,2%).  

Additional findings include that citizens who did not consider the smoking patient 
responsible for her disease were more willing to offer treatment than citizens who did 
consider the patient responsible (82,5% vs 64,2%). Among physicians, however, there was no 
corresponding difference at the chosen level of statistical significance.  

The main result of Article II was that only “value-influenced” physicians differed in the 
willingness to offer a novel, expensive and moderately life prolonging treatment depending 
upon whether the patient was a non-smoker or a smoker (78% vs 57%). Among “value-
neutral” physicians, there was no corresponding statistically significant difference in the 
willingness to offer treatment between the non-smoking patient and the smoking patient (70% 
vs 67%). Similarly, only “value-influenced” physicians seemed to base their decision of 
whether it was “medically indicated” to provide the treatment (in part) on the patient’s 
smoking status, so that treatment was more often seen as “medically indicated” in the case of 
the non-smoking patient than the smoking patient (67% vs 50%). Among “value-neutral” 
physicians there was no difference in attribution of medical indication based upon smoking 
status (53% vs 53%).  The categorisation of responding physicians as “value-influenced” and 
“value-neutral” was based on whether the respondents had indicated that their trust in 
healthcare would change if treatment such as the one discussed in the article became routine 
(=value-influenced), or remain unchanged (=value-neutral).        

Additional findings include that among both value-influenced and value-neutral physicians, 
the notion of “medical indications” was used in a variety of ways. Some respondents seemed 
to consider medical indications as both necessary and sufficient for offering treatment, 
whereas others considered it neither necessary nor sufficient for offering treatment (among 
these, for instance humanitarian considerations could also motivate a decision to offer 
treatment). Yet others seemed to consider medical indications necessary but insufficient to 
determine treatment status.  

The main result of Article III was that most respondents (physicians and citizens) agreed 
that planned surgery should be made conditional upon a smoking patient’s smoking cessation 
(83,9% and 86,6%, respectively).  

Additional findings include that the most common reason for supporting a demand for 
smoking cessation was the (assumed) increased peri-operative risks, but that another weighty 
consideration was that smoking cessation would bring about long-term positive effects. 
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Furthermore, the answering patterns could indicate that “value-influenced” physicians 
overestimate the medical risks relating to smoking in the peri-operative setting more than 
their “value-neutral” peers. Finally, analysis of the written comments indicated that the 
support referenced above may to a great extent be for the less harsh “recommendation of 
smoking cessation” policy rather than for the harsher “requirement of smoking cessation” 
policy.    

Article IV, being a philosophical article, had no clear “result”. Instead, the central claim of 
this article was that Luck Egalitarianism faces insurmountable challenges when applied to the 
healthcare setting. It was argued that some of these challenges may be overcome. For 
instance, the article suggested a way of defining “imprudent actions”611 so that Luck 
Egalitarianism could escape charges of moral arbitrariness. At the same time, however, the 
article argued that other challenges, such as deciding between the ex ante and ex post 
operationalisations of Luck Egalitarianism, and setting the threshold for abandonment, will be 
more difficult to overcome. This is so as, according to the article, any way of responding to 
the challenges will be deemed unattractive even by Luck Egalitarian’s own standards.  

The main result of Article V was that all participants (GPs) found the notion of personal 
responsibility for health relevant to their clinical practice. However, the studied group 
expressed a wide range of understandings of this notion. More specifically, the 
understandings differed as to the origins of responsibility (which were seen as coming from 
within yourself; from your relationships to specific others; and/or from your relationship with 
the generalised other) as well as to the expressions of responsibility (which were seen as 
owning your health problem; not offloading all responsibility onto the GP; taking active 
measures to keep and improve health; and/or accepting help in health).  

Additional findings include that the GP herself appeared to be a key player in shaping and 
defining the construct of the patient’s personal responsibility. At the same time, however, the 
article indicated that considerations of patients’ personal responsibilities may trigger strong 
emotional reactions in the GPs.  

 

 

 
611 What in the rest of this thesis has been called “irresponsible behaviour”   
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6 CONCLUDING REMARKS 

6.1 WHAT THE STUDIES ADD  

This PhD project has provided some valuable empirical insights regarding the attitudes of 
physicians and lay people in some areas where the issue of Health Responsibilism is salient. 
In keeping with previous national and international studies, the empirical results indicate that 
a sizeable minority may be in favour of Health Responsibilism (or harbour particular negative 
attitudes towards smokers or smoking) (Article I).  

The empirical results furthermore indicate that the term medical indication is vague (Article 
II). There seems to be no consensus even among physicians as to what the term means, nor as 
to how the presence or absence of medical indication should be used to govern medical 
decisions. More to the point, it seems to be an open question whether medical indications are 
a necessary or a sufficient condition for treatment. Many physicians seem to allow some 
room for “social indications” among the reasons for treatment. This raises important 
questions for priority setting. In the Swedish Ethical Platform, the patient’s healthcare need of 
an intervention is highlighted as the primary normative notion in priority setting. However, 
the Platform provides no clear guidelines as to whether ”social indications” may be included 
in the assessment of need or not (Sandman, 2015).  

Another finding is that there is strong support for pre-operative measures to help smoking 
patients cease smoking (Article III). This support is strong among both patients and 
physicians and seems to be based both on considerations of increased risks for peri-operative 
complications and the well-known general health risks associated with smoking. The 
empirical material does not support the interpretation, however, that the respondents would 
deny surgery to patients who try stop smoking but fail or who say the pleasure they derive 
from smoking is worth an increase in risk. 

Article IV stands out among the other studies in lacking empirical content. Instead it offers an 
ethical analysis of Luck Egalitarianism as a framework for priority setting in healthcare. 
Although there has already been extensive discussion about this topic elsewhere, Article IV 
offers some new arguments and puts the discussion into the context of Swedish healthcare.  
The most crucial of the arguments discussed – the argument from moral arbitrariness – 
arguably ranks among the most important against Responsibilism. In sum, it is argued that 
there are no fully satisfying arguments in favour of Responsibilism, whereas the “epistemic 
impossibility”, the “corroborating social inequality” and the “moral arbitrariness” 
counterarguments all provide weighty reasons to resist Responsibilism. 

The empirical results from Article V show that the studied group of Swedish general 
practitioners find the notion of personal responsibility for health relevant to medical practice. 
It also shows that the studied group have a rich and manifold understanding of this notion, 
which is both theoretically and emotionally complex. The study indicates that physicians 
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reflect on the topic of responsibility and struggle to incorporate it, in some way, into their 
clinical practise.   

All in all, the studies described in Articles I-V increase the knowledge about the reasons for 
and against employing notions of responsibility for ill health in healthcare prioritisations. It is 
expected that the studies will be of relevance to both the academic and the political society in 
the following ways: 

- There is an on-going debate in Sweden about the merits of employing notions 
of responsibility for ill health in healthcare priority setting. In this debate, empirical material 
from Sweden has been lacking, as well as a thorough philosophical analysis of the arguments 
on both sides.  

- The philosophical analysis will likely be of interest to an international 
(academic) audience also. The last time a comprehensive analysis of the previous debate was 
done was arguably in the article by Sharkey and Gillam (2010). The present analysis provides 
several new arguments as well as a more thorough discussion of the merit of the arguments. 

- It is currently common among regional health boards in Sweden to implement 
smoking cessation programmes for patients on waiting lists for surgery. The results and 
discussion of Article III will be of relevance to how and with which motivation such 
programmes are designed.  

- Finally, as there have been suggestions to introduce a responsibility principle in 
Swedish healthcare legislation, it is relevant to investigate the ethical merit of a responsibility 
principle and to what extent such a reform would be ethically justifiable. 

6.2 SUGGESTIONS FOR FUTURE RESEARCH  

Although this PhD project has delivered on its major research aims, many questions remain. 
Also, during the course of the PhD project new ideas and suggestions for future research have 
emerged. Below is a selection of such ideas, presented in no specific order.  

1. The quote by Sir William Osler, at the very beginning of this thesis (“The best way is 
to keep a looking-glass in your own heart, and the more carefully you scan your own 
frailties the more tender you are for those of your fellow creatures”) suggests that 
perceptions of other’s responsibility may be altered by self-reflection. This suggestion 
could be tested. Indeed, previous research indicates that thinking about moral issues 
before performing a psychological test influences respondents’ moral behaviour in the 
test (see for instance Mazar et al., 2008). In the present context, it would be possible 
to have respondents first discuss the way they themselves are behaving responsibly 
and irresponsibly in health, and then answer questions on Responsibilism. The 
answering patterns could be compared with answering patterns from respondents who 
had no such pre-briefing.   

2. In the section “The Swedish Ethical Platform for priority setting” above, an analogy 
was suggested between the possible usage of lifestyle and of age in Swedish 
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healthcare priority setting. The issues are alike in that neither the patient’s past 
lifestyle nor her age may be used just so in priority setting discussions, but both 
factors may influence priority setting to the extent that future lifestyle and future 
remaining lifetime affect the benefit of treatment. Nevertheless, texts on the Platform 
usually treat the issue of lifestyles differently from that of age. It would be interesting 
to a) compare the discourse on the two topics b) discuss why there is a difference 
between the discourses (if indeed there is) and c) to provide a more well worked 
through argument for or against such a difference than what has been hinted at here.   

3. The “Reasonability in Luck Egalitarianism” section, above, featured a discussion on 
“theoretical” versus “empirical” approaches to appeals to reasonableness in Luck 
Egalitarian theory. In short, many authors on Luck Egalitarianism use “reasonability” 
to help differentiate the sphere of choice from the sphere of chance612. As evidenced 
by Article IV, there are good reasons to claim the Luck Egalitarian project is better 
off without reference to reasonability in either of these senses. Nevertheless, the 
question has theoretical importance and should be investigated in its own right. If it is 
granted that Luck Egalitarianism may use a notion of reasonability, which approach is 
the better, and why?   

4. As noted in the “Multiple determinants of health” section, insufficient attention has 
been paid to how the egalitarianism component relates to the Luckism component as 
Luck Egalitarianism is applied to healthcare priority setting. This would involve 
weighing the two components, as well as teasing out the possible implications of 
egalitarianism for healthcare within the specific construct of Luck Egalitarianism.   

5. The sections “Framing effects” and “Impossible!” have indicated how hard it may be 
to know whether a particular behaviour caused a particular disease or not – yet 
empirical studies of people’s attitudes often gloss over this difficulty. Article IV 
claims that for Luck Egalitarianism in healthcare to be maximally ethically 
convincing, there needs to be a clear link between behaviour and disease in each case. 
There would be many ways of testing whether key stakeholders agree with this claim. 
Interviews, experimental vignette methodology and questionnaires where respondents 
are asked to rate whether they think down-prioritisation is ethically defensible across 
different levels of causal connections between behaviour and disease would all yield 
interesting input into this issue.  

6. As noted in several places in this thesis, evidence suggests there is a difference 
between countries regarding the views of individual versus social responsibility for 
health. More to the point, the views on “locus of control” seem to differ between 
countries. In some countries there is stronger support for the view-point that the 
individual is fundamentally in charge of what happens to her (as opposed to the view-
point that social factors determine what happens to the individual) than in other 
countries. Less is known about how this difference in the views on “locus of control” 
translates into attitudes on priority setting in health. Conducting comparative 
international studies is – to say the least – labour intensive business, so a prudent way 

 
612 The nomenclature here becomes somewhat misleading. Using “reasonability” is really a way of saying that 
some things that are actually “choice” should nevertheless be treated (policy wise) as if they were “chance”.   
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to start may be to investigate how views on locus on control correlate with views on 
priority setting in health among Swedish respondents.  

7. The the sections “Arguments for Health Responsibilism” and “Arguments against 
Health Responsibilism” provide many reasons to support Responsibilism and many 
reasons to reject it. It is not clear, however, how these reasons inter-relate, logically 
and in the minds of people. A first approach would be to make an ethical map of the 
terrain, to code and sort the arguments into different categories. The overview 
presented in sections 2.4-2.5 may be a good way to start on such a project, as would 
the previous “map” provided by by Kerith Sharkey and Lynn Gillam (2010). Another 
approach would be to map out how the arguments inter-relate in the minds of lay 
people. This could be done in two ways: first it could be investigated which 
arguments seem to be the most popular, and which the least popular (among 
supporters of Responsibilism as well as among rejectors of the same). Second, it 
could be investigated what correlation patterns exist between supporting a certain 
argument and supporting, or rejecting, other arguments. In this way, it may be 
possible to discern different clusters of arguments. (Some previous work in this vein 
exists, see for instance van Exel et al., 2015). 

8. As hinted to in regards to priority setting during the COVID-19 pandemic, one 
relevant issue in priority setting is whether it is right or not to change priority setting 
principles during a crisis. This general question merits broader attention both within 
the priority setting community and within the public at large. One more specific 
question which stays within the territory explored by this thesis is the following: how 
do questions of personal responsibility for health relate to a crisis? As noted above, 
there was no big discussion about responsibility (at least prior to the discussion of 
vaccine refusers) during the crisis – but should there have been613? There is room for 
a proper discussion about whether reasons for Health Responsibilism increase, 
decrease or stay the same in the advent of a crisis.    

9. The section “Priority setting during the COVID-19 pandemic” also contained the 
suggestion that Responsibilist notions featured more strongly in the debate on 
treatment for non-vaccinated patients than on treatment for people who failed to 
comply with health and safety regulations. This is an empirical claim which should be 
verified, by an indepth analysis of the debate (in general or specialised press). 
Furthermore, it would be interesting to investigate, by empirical methods (for 
instance: questionnaires) whether people find the two issues significantly different, 
and if so, how and why. Lastly, this question merits an ethical investigation, which 
could very well use the suggested arguments pro and contra Responsibilism in this 
thesis as a base for describing possible differences of ethical merit. 

10. The experimental vignette methodology applied in the study for Article I and II could 
be used to investigate other aspects of respondents’ attitudes to priority setting. As 

 
613 My intuitive response is of course: no. As I am opposed to Health Responsibilism, I was very happy to see 
that we did not have this discussion. But in the area of philosophical inquiry I adhere to the ideal of never settling 
for any fixed truth. As can be evidenced from this thesis, I find the questions of responsibility merit our attention.  
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mentioned in many places in this thesis, previous research indicates there is a glaring 
difference between attitudes towards, for instance, tobacco-related diseases on the one 
hand and sports-related diseases on the other hand. However, more remains to be 
understood about how Swedish respondents apply this to priority setting challenges. 
The experimental vignette methodology could be used so that the manipulated 
(independent) variable is the kind of supposedly irresponsible behaviour that patients 
have engaged in. Based on previous evidence, it would be expected that respondents 
would be much more inclined to offer treatment to some “irresponsible” patients than 
others. By changing the independent variable it would be possible to glean an insight 
as to which forms of behaviour most trigger Responsibilist attitudes.  

11. Another subject that could well be explored with the above-mentioned method is what 
has been called the “control claim”. As described in the section on Responsibility 
(above), the control claim holds that one can only be held responsible for that which 
has been within one’s control614. By using multiple vignettes that express different 
levels of agent control, level of respondents’ support for the control claim could be 
tested. This is relevant as the control claim has prima facie ethical merit, yet some 
previous studies indicate that respondents may not fully support it (Ubel, 1997; 
Cappelen et al., 2020) 

12. The two studies sketched above could also be carried out using simpler methodology, 
for instance the questionnaire format. To measure possible differences in the attitude 
towards priority setting in the case of different kinds of irresponsibility, different 
types of behaviour could be listed, and respondents asked to state their level of 
agreement with claims such as “Diseases resulting from the following types of 
behaviour should be down-prioritised615”. For good and bad, this would make the 
possible differences in attitudes towards different types of irresponsible behaviour 
salient to respondents. As stated in the section “Framing effects” (above), no way of 
framing the issue is more or less “true” when it comes to measuring attitudes. Rather, 
each taps into a different area of value. Similarly, testing respondents’ support for the 
control claim could also be done by listing different levels of control and asking 
respondents to state their level of agreement with down-prioritisation of patients. It is 
likely that the latter two studies, by making the dilemmas salient and force 
respondents to take a stance on the relative importance of different kinds of 
irresponsibility or the relevant level of control, would leave respondents exasperated. 
As an interesting add-on study, respondents could be interviewed after having filled 
out such a questionnaire. The research question, then, would be whether participants 
felt that the appeal of Health Responsibilism had been altered by taking the test. 

13. Article II concludes that there is no convincing candidate for an unambiguous 
definition of the term medical implication. This makes it interesting to study whether 
the term is used in clinical practice, and if so, how? Article II suggests that the term 
may be used in a way which is coloured by value impregnation. Such finer aspects of 

 
614 It is for this reason that the notion of the social determinants of health may be used to criticize Health 
Responsibilism. 
615 As discussed in the section “Empirical findings”, this is a primitive way of putting the question, as it 
presupposes that we have full insight into the causal links, something which is impossible in the clinical 
situation. For more on this, see the following suggested research project.  
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language usage may be hard to diagnose, but nevertheless some kind of participant 
observation methodology may be best suited to answer the question. 

14. Article III shows strong support for policies for smoking cessation prior to planned 
surgery, but did not provide any clear insight into which kind of policy the 
respondents recommended. An interesting follow-up study would be to make an 
inventory of current Swedish polices in this field. As the conclusion of article III was 
to strongly support a policy of “recommendation” rather than “requirement”, a 
guiding principle in such an inventory could be to see which sets of policy fall into 
the respective categories.   

15. Article III also indicates that at least some physicians take what may be called “social 
indications” into consideration when making priority setting indications. The current 
Swedish Ethical Platform is not entirely clear on how social indications may be 
defined and dealt with. There is room both for philosophical works on the proper role 
– if any – of social indications616, and empirical works on stakeholders’ views on 
social indications. In line with the topic of this thesis, such an investigation should 
pay attention to whether notions of responsibility are smuggled into the “social 
indications”.    

16. Article IV discusses the operationalisation of the Luck Egalitarian intution in 
healthcare. As noted in that article, and in the section “Applying Luck Egalitarianism 
to healthcare priority setting” above, many specific challenges arise when going from 
the lofty ideals of Luck Egalitarianism to the everyday practice of the clinic. If the 
theory is to be applicable it has to be defined, also, at the very practical level. 
Unfortunately, these challenges have been very little addressed by Luck Egalitarians. 
For a notable exception see Albertsen, 2019, where the author bravely suggests that 
the irresponsible should have 2 points deducted on a 40-level liver transplant ranking 
score. As argued in many places in this thesis, Luck Egalitarian theorists owe the rest 
of us precisely such attempts to answer also the very practical questions of 
applicability. Hopefully there will be more such articles in the future.  

17. As pointed out in several places in this thesis, including in the final section, it is 
possible to reject Health Responsibilism yet still hold that the notion of responsibility 
should not be banned from the medical discourse altogether. There is room, then, for 
research on how the potential power of responsibility talk may be harnessed, so that it 
is put to good use and does not harm the patient. Such research could be theoretical 
(staking out which kinds of communication are ethically acceptable and which are 
not), but a tempting route is to learn from eminent professionals (Willems and Pols, 
2010). Hence it may be possible to conduct studies based on participant observation, 
to describe good examples of responsibility talk.  

18. Although the studies carried out in this project, and in other research, indicate there is 
some support for Health Responsibilism among physicians, there is a scarcity of data 
describing how and when responsibility-sensitive policy is actually implemented in 
clinical situations. It is therefore imperative to chart whether (some) physicians 
actually act in line with Responsibilism. Such studies could be undertaken either 
through participant observation or through surveys/interviews. It is likely, however, 
that there would be difficult to obtain truthful answers if surveys or interviews are 

 
616 To note, Erik Gustavsson and Lars Sandman have touched on this topic (Gustavsson and Sandman, 2015).   
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used (as acting in line with Health Responsibilism goes against the Swedish Ethical 
Platform). If participant observation is instead undertaken, there will be other 
challenges. As there are no established methods for describing various Responsibilist 
behaviours, it will likely be difficult to ascertain when the charge of Health 
Responsibilism is rightly applied. A first step for such a research project would hence 
be to establish a taxonomy and methods for describing Responsibilist acts.   

19. As has been noted, Health Responsibilism stands in contrast with the priority setting 
framework set down by Swedish law. It is interesting to ponder why there still seems 
to be some support of Responsibilism. This invites the following question: does the 
minority support for Health Responsibilism imply a large scale dissent with the 
Swedish Ethical Platform? If so, what other parts of the Platform does this minority 
also reject? Furthermore, does the support for Health Responsibilism flow from an 
insufficient knowledge or understanding of the Platform? These questions touch upon 
the field of implementation studies. In collaboration with researchers from that field, 
it would be interesting to design a project for increasing adherence to the policy 
suggestions set down by the Platform.  

6.3 DISCUSSION AND REFLECTION  

Having reached the closing pages of this thesis, I should like to make some overarching 
comments as well as offer a more personal reflection after having spent six years on this 
topic. 

6.3.1  “Yes, but…” 

In an attempt to offer a bold synthesis of all the five articles that make up this thesis as well as 
the literature review undertaken, I will argue that a popular sentiment towards Health 
Responsibilism is: “Yes, but…”  

The “Yes” part comes from the fact that many people – physicians as well as citizens, plus of 
course all Luck Egalitarians out there – seem to find responsibility a relevant concept in 
discussions of healthcare priority setting. This is shown, indirectly, in Article I, II and III, and 
directly in Article V along with the empirical studies reviewed in this thesis.  

The “but…” part is however no less important. Many people, including those that perceive 
responsibility as relevant, hesitate to draw out the full implications of Responsibilism. This is 
shown in Articles I and II where most respondents recommend giving expensive treatment 
even to the smoking patient. It is shown again in Article III, where many express that it would 
be right to expect patients to partake in a pre-surgery smoking cessation programme but 
wrong to deny patients surgery if they refused or failed the programme. It is also shown, 
directly, in Article V, where all participants found the notion of “personal responsibility for 
health” relevant to their practice as physicians, yet all denied that responsibility should be 
among the priority setting principles. A similar conclusion may be reached after reading 
Article IV, which finds it hard to tease out any practicable priority setting implications from 
the moral values of Luck Egalitarianism. In a way, even the literature on Luck Egalitarianism 
often expresses a kind of “yet, but…”, as evidenced by the serious attention given to the 
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harshness objection. Hence it seems nobody617 wishes to embrace the most radical 
implications of unmitigated Responsibilism. Indirectly, the same picture appears from the 
empirical studies reviewed. The greatest support for Health Responsibilism comes from 
rather simplified research frames where responsibility is taken for granted and/or only the 
attitudes towards some particularly unpopular types of irresponsible behaviour is 
investigated. 

In line with what was just said, it is possible to read the empirical results in this thesis as 
providing indirect support for the values within the Swedish Ethical Platform – if not in 
detail618, then at least in spirit. Also, Article IV may be read as my own way of providing 
support for the Platform – at least over Luck Egalitarianism.   

Another take home message from this thesis is that it is possible, indeed even enjoyable, to 
undertake research on different stakeholders’ views on priority setting. Some previous 
empirical studies indicate that sizeable parts of the population flat out reject the ethical 
justifiability of priority setting and/or rationing (Hofmann, 2013; Broqvist, 2018). Knowing 
this, one might fear that conducting research such as this would provoke anger and outrage. 
However, my experience is the opposite. All participants, respondents and people I have 
talked to about my research find the questions ethically relevant and valid619. However, there 
is a dark side to this. Each of the five articles that make up this thesis discuss, in one way or 
another, our attitudes towards smokers and smoking. Seeing the totality of the PhD project in 
front of me, I cannot help but reflect on why I have focussed so myopically on smokers and 
smoking. Empirical evidence shows that smoking and smokers are already greatly 
stigmatised (Lebel and Devins, 2008) – why should I be poking around in the same mud? 
There is, alas, an easy answer to this: because it works. Discussions about smoking and 
responsibility for health attract interest. In the words of my co-supervisor Niels Lynoe: it gets 
our blood boiling620. As many PhD candidates can attest, one often finds oneself trying to 
explain to others why the stuff one writes about is relevant. For me, it is when I mention 
smokers (“How about if you have two cancer patients, and one of them is a smoker…”), that 
people start finding my topic really exciting. As mentioned already in Article I, it may be that 
the stigma of smoking is, in fact, stronger than the appeal of Responsibilism. Hence, with 
shame I acknowledge that part of the appeal of my research is likely to come from the stigma 
of smoking. This is a benefactor I am not happy to cite.    

 
617 Not even Eric Rakowski, who is often cited as one of the staunchest defenders of Luck Egalitarianism (Go, 
2020). Indeed, Rakowski recommends a baseline insurance scheme, to protect individuals from the implications 
of unmitigated Luck Egalitarianism. (Rakowski, 1991) 
618 For instance, it is highly unlikely that anybody would spontaneously endorse a lexical solution such as the 
one in the Swedish Ethical Platform  
619 Of course, it could be that those outraged by the thought of priority setting in healthcare simply chose not to 
partake in this research. Even so, one might have expected the odd hate mail – but not so. I send my gratitude to 
everyone involved for this! 
620 As a matter of fact, Niels’ original expression is more colourful but as I wish to be responsible (ahem…) in 
my role as thesis author, I shall not quote the original expression here. 
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6.3.2 The moral value of Luckism  

As noted throughout the thesis, Luck Egalitarianism will run into many practical challenges if 
put into practise for instance in healthcare. At a more fundamental level, the question of the 
ethical merit of Luckism itself deserves thorough attention. Despite the volume of discussion 
on Luck Egalitarianism, not much has been said about this fundamental issue621. As 
previously noted, Luckism is the opinion that, as a matter of justice, distributive policy ought 
to track people’s exercise of responsibility622. My personal response here is again: “Yes, 
but…”.  

The “Yes” part comes from the fact that I, too, understand the appeal of this moral intuition. 
It seems to make sense, at least at first glance, that personal responsibility should matter in 
policy setting. Commonplace examples jump to mind: Alice works harder than Betty, surely 
Alice should get to drive a better car? Alice clumsily smashes her fine car into the railing – 
surely policy should react differently to this than if her steering wheel malfunctioned so that 
she was pushed into the railing?  

At the same time there are important counteracting considerations (“but…”). To my mind, 
there are three problems here. First is the fact that some opposing intuitions also make good 
sense; second is the fact that I hold healthcare to other standards than other policy; and third 
is the fact that I wish for policy to be built on a convincing view of man. I will explore these 
three components consecutively below. 

Yes, I see the intuitive appeal of Luckism, but there are other intuitions or imprecise moral 
judgments at the same degree of abstraction which move me at least as much – and move me 
to other places. A prime example is this: “We must take good care of the worst-off”. This 
moral judgment is as vague as Luckism, and it seems to be in direct clash with the 
implications of Luckism. Frankly taking care of the worst-off resonates more with me than 
does Luckism623; 624. To the extent that others reason like myself, this goes to show that 
support for Luckism in this very abstract way does not necessarily imply much if it were to 
come to actual practice. I, too, would have ticked the “agree somewhat” box on a 
questionnaire about Luckism, yet I reject Luck Egalitarian policy – most vehemently so in 
healthcare.   

So yes, I see the intuitive appeal of Luckism in some situations, but I think healthcare is an 
area where Luck Egalitarian input is less valuable. In regards to the specialness of 

 
621 Samuel Scheffler (2003) would agree here. 
622 This intuition is captured in the recent Swedish white paper where the authors claim: ”Differences in income 
or health are seen as more legitimate if the person has had greater responsibility for the outcome” 
(Socialdepartementet [Ministry of Health and Social Affairs], 2020, p. 156).  
623 Also, when I try to fit this judgment into my own reflective equilibrium it is much more coherent with the 
higher order moral theories I support than Luckism is.   
624 In fact, my support of the “take good care of the worst-off” intuition leads me to think that one of the most 
important tasks for public policy is to provide a form of safety net that people, no matter their circumstances or 
choices. In technical terms, I am a form of sufficientarianist.    



 

  238 

healthcare625, my stance is that at least some healthcare is special626. It does not bother me if 
Alice drives a better car than Betty, but it does bother me if Alice gets better medical 
treatment than Betty. In other words: equality matters more to me in healthcare than it does in 
other areas – and the allure of Luckism varies correspondingly627.  

Finally, I personally like to see political theory as intimately connected to our views of 
man628. To my mind, it speaks greatly to the advantage of a political theory if it is based on – 
or at least piggybacks on – a plausible view of man. In this light, I find Luck Egalitarianism 
somewhat disappointing. On my reading Luck Egalitarianism is either floating freely without 
connection to any particular view of man, or connected to a highly implausible view of man. 
Starting with the latter possibility, one view of man is entirely compatible with Luck 
Egalitarianism, and sometimes implicit in Luck Egalitarian writing. This view of man is 
sketched in the section “I respect your choice” above, and it holds that as a matter of respect 
for others’ autonomy, we must allow them to choose as they wish and live with the 
consequences of their choices. It is the final part of this claim that I find unconvincing, for the 
reasons discussed in the abovementioned section. If Luck Egalitarianism is instead free 
floating – without connection to any view of man – it seems to me that it is making a 
mountain out of a molehill. Without a view of man to underpin it, all Luck Egalitarianism has 
to support it is the choice/chance distinction629. The intricacies of this distinction have been 
described in the section “The relevance of responsibility” above. But even if it were entirely 
straightforward, I am not sure it is enough to build a theory on. To my mind, Luck 
Egalitarianism on this reading comes dangerously close to making an idol – or fetish – of the 
choice/chance distinction630. The distinction has ethical importance, but so do many other 
distinctions. “Hey, this is exactly why Luckism should be part of a pluralist framework”, the 
pluralist Luck Egalitarian would counter. Well, possibly so, but I also agree with the concerns 
discussed in the section “Principle of parsimony” above, which caution against pluralism 
here. Hence, my final verdict when it comes to the moral value of Luckism is that this 
principle is directly unsuitable as a normative principle for priority setting in healthcare, and 
as for other fields of policy it is of marginal importance631.  

 
625 Discussed in the section “Is healthcare special?” above. 
626 It is not clear whether I think so because I am a physician, or whether I am a physician because I think 
healthcare is special. 
627 An implication of this is also that my view on responsibility varies between the spheres. “You are responsible 
for this – you must take responsibility for this” may make good sense in many everyday situations. However, in 
matters of health the complexities of responsibility apply so that a phrase like the one above will come out as 
both ontologically and ethically wrong.  
628 For more on the importance to Responsibilism of differing views of man, see the section “Responsibility” 
above.  
629 Without attempting to provide a definition of what a “view of man” is, here, I claim that this is far too narrow 
to amount to a view of man.  
630 That is, if the distinction is not backed by the notion of “unjust sharing of burdens” which, when applicable, I 
find convincing. Only, it does not seem to apply in all cases relevant to Luck Egalitarianism – and in healthcare I 
find other considerations override it in terms of moral importance.  
631 More precisely, I think that in other areas Luckism may be a valuable add-on to Egalitarianism, but that a 
whole lot more needs to be said about the weighing of the two principles against each other.   
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6.3.3 Some forms or responsibility talk are unacceptable…  

The previous section dealt with the moral value of Luckism at the highest order of 
abstraction. In this and the following section I will get my head out of the clouds and return to 
a very concrete context: the interaction between healthcare personnel and patients. This 
section will argue that some forms of responsibility talk are ethically unacceptable, whereas 
the next section will suggest that some other forms of responsibility talk may be acceptable or 
even recommendable.  

Malterud et al (2011) write that “large quantitative studies demonstrate negative attitudes 
towards patients with obesity among healthcare professionals, viewing (them) as weak 
willed, sloppy, and lazy, lacking motivation, or being ugly with reduced attractiveness”. 
Reading this makes me unhappy as a physician and as a person. These attitudes are not such 
as I wish to see in society, much less in healthcare personnel.  

More to the point in this context, several of the attitudes described above (seeing patients with 
obesity as “weak willed”, “lazy”, or “lacking motivation”) directly tap into the discussion 
about responsibility as they indicate faulty responsibility mechanisms632. As already noted633 
the possible interactions here go in all directions. It may be that perceived lack of 
responsibility-taking elicits negative attitude to this and similar groups of patients, or that 
negative attitudes help create the view that there is a lack of responsibility – or permutations 
thereof. In any case, the fact that there is an important overlap between stigmatised states of 
health and states of health commonly featured in the discussion of Health Responsibilism 
makes three things important to underscore. First: to the extent that healthcare personnel talk 
about responsibility for health with their patients, they must take care not to reinforce pre-
existing patterns of stigmatisation and create self-blame. Second: to the extent that healthcare 
personnel think about their patients’ possible responsibility for health, they must take care not 
to base their thinking on obviously malignant, hateful ideas about certain groups of patients 
prevalent in society. Third: Luck Egalitarianism, on pain of being associated with a shady set 
of attitudes, must take all possible precautions to distance itself from the hateful patterns of 
thinking above. Exactly how to do this I leave to the Luck Egalitarians themselves, but in so 
doing note that this might be tricky as Luck Egalitarianism, if set to policy, easily plays into 
the hands of those harbouring such attitudes.    

6.3.4 …but this does not mean the end of all “responsibility” talk   

In the light of the above, one may wonder whether the topic of responsibility for health 
should be altogether banned from the academic seminar and the doctor’s office? I think not.  

First, I am still open to the thought that we, as humans, may have some kind of responsibility 
to look after our health. Despite having thought about the topic for several years – and 

 
632 Thus, they have different underpinnings from merely saying that patients with obesity are “ugly”. 
633 This was discussed in the section “Stigma, self-blame and responsibility” above. 
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intensely so during the work on Article V – I still have not reached a firm standing634. For 
this reason my hunch is to keep open for further discussion.  

Second, and more important, I believe that respectful communication about various kinds of 
responsibilities may be important in clinical work, if it is done within a trusting relationship. I 
am very sympathetic to the image developed by the participants in Article V of a 
“responsibility negotiation” between physicians and patients. Such a “negotiation” must steer 
clear of power games, fault-finding and blaming, and instead be a part of the open and 
trusting cooperation between a patient and her physician635. Similarly, I believe that 
respectful comments about the possibilities of taking certain forms of responsibility may 
sometimes have empowering effects for patients. Talk of responsibilities can sometimes also 
be a natural way for a patient to make sense of what is happening to her. Hence, it would be a 
great shame if healthcare was to throw out such a powerful tool from the tool kit.  

Last, I firmly believe that society has a responsibility for its citizens’ health. However, in 
order to avoid an overly paternalistic society, with state officials meddling in people’s private 
business and sticking their noses where they ought not, such societal responsibility needs to 
be firmly curtailed. There are areas where society’s responsibility end. Unlike authors of the 
Luck Egalitarian bend, I do not think that the areas beyond are such where individuals must 
take responsibility (or else suffer negative policy effects). Instead, I see the area beyond as 
one where people may or may not take responsibility as they see fit. So long as things go 
well, this is all there is to it. But if they should get in trouble in that area or elsewhere society 
will offer them help, because that is what society is for. Norman Daniels (2007, p. 79) has in 
another context offered a beautiful metaphor that I wish to borrow for my purposes: “Medical 
care should be the ambulance waiting at the bottom of the cliff”. In my rendition then: at the 
top of that cliff people may dance if they wish. And if they should fall, we are down here to 
help them.   

I should like to end it all with a quote by Thomas Scanlon (1998, p. 294): 

“When we criticize someone who has behaved badly, or when we follow a policy that leads 
to some people’s being injured because they have ignored the warnings they were given, we 
may be correct in feeling that what we do is justified. But we must also recognize that what 
separates us from such people is not just, as we would like to think, that we behave better and 
choose more wisely, but also our luck in being the kind of people who respond in these ways. 
In this respect our attitude toward those who suffer or are blamed should not be “You asked 
for this” but rather “There but for the grace of God go I.”  

 
634 Beyond this: because I advocate responsibility-insensitive healthcare for all, the responsibility for health that I 
might accept does not build upon an account of unjust sharing of burdens, but rather some kind of relational or 
self-regarding notion.    
635 Or, of course, other healthcare personnel.  
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8 SVENSK SAMMANFATTNING      
BAKGRUND OCH SYFTE 

I sjukvården behandlas patienter för många olika sorters tillstånd. För vissa tillstånd gäller att 
patienten inte hade kunnat undvika dem – som exempel kan nämnas en människa som på 
övergångsstället blivit påkörd av en rattonykter förare. För andra tillstånd kan man, 
åtminstone vid första anblicken, tänka att patienten borde kunnat undvika 
sjukdomstillståndet. En patient med ett förstadium till lungcancer som trots upprepade 
varningar fortsätter att röka kan tjäna som exempel här.  

Vissa anser att sjukvården borde markera en åtskillnad mellan patienter ur den första 
respektive andra kategorin – exempelvis genom att låta patienter med förment självförvållade 
sjukdomstillstånd prioriteras ned vid behandling jämfört med förment oskyldiga patienter. 
Det finns många olika sätt att utforma ett sjukvårdssystem för att ta skillnaden mellan 
självförvållad och oskyldig sjuklighet i beaktande. Det finns också många olika anledningar 
som framförts för att vid prioriteringsbeslut göra åtskillnad mellan dessa olika sorters 
sjuklighet.  

Den mest filosofiskt utvecklade teori som stöder detta kallas på engelska Luck 
Egalitarianism. Teorin (som saknar vedertaget svenskt namn) menar att ojämlikheter mellan 
människor som beror på händelser utom deras kontroll bör motverkas, medan ojämlikheter 
som uppstått som en följd av människors frivilliga handlingar bör accepteras. Även om teorin 
då den lanserades på 1980-talet inte handlade specifikt om sjukvården har många filosofer 
argumenterat för dess etiska rimlighet och tillämpbarhet även inom sjukvården. Emellertid 
finns ett regelverk (”Den svenska prioriteringsplattformen”) för de värderingar som ska styra 
prioriteringsbeslut i svensk sjukvård, och enligt detta regelverk får sjukvårdens beslutsfattare 
inte göra åtskillnad mellan patienter baserat på deras ansvar för sin hälsosituation. I svensk 
sjukvård får alltså inte en rökare med lungcancer hamna sist i kön för cancerbehandling med 
hänvisning till att hon rökt, eller en alkoholist undanhållas levertransplantation med 
hänvisning till sitt drickande. 

Denna avhandling syftar till att på olika sätt undersöka de etiska skäl som talar för respektive 
emot att vid prioriteringsbeslut i sjukvården göra åtskillnad mellan självförvållade och 
oskyldiga sjukdomstillstånd.     

METOD OCH RESULTAT 

Artikel ett använder en experimentell fall-metodologi för att undersöka om läkare samt 
allmänhet vill prioritera en icke-rökande patient före en rökande patient. För att undvika att 
deltagarna svarar utifrån politisk korrekthet lottas de till att antingen besvara frågor om en 
icke-rökande eller en rökande patient. Om svaren i de två grupperna skiljer sig åt ska detta 
tolkas som att det finns en skillnad i villigheten att erbjuda ett nytt, dyrt och måttligt 
livsförlängande läkemedel till en patient beroende på om hon är en icke-rökare eller rökare. 
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Resultatet av studien var att det fanns en sådan skillnad både bland svarande ur läkarkåren 
och allmänheten: 61% av svarande läkare samt 69% av svarande ur allmänheten förordade 
behandling för den rökande patienten, jämfört med 74% respektive 84% för den icke-rökande 
patienten. Detta är i strid med nu gällande regelverk för prioriteringar i svensk sjukvård, som 
betonar att prioriteringsbeslut inte får baseras på om patientens sjuklighet är självförvållad 
eller ej. Som synes visar svaren samtidigt att majoriteten var beredd att erbjuda behandling 
även till den rökande patienten.  

En annan fråga som studerades var om en eventuell skillnad i villighet att behandla berodde 
på uppfattningen att patienten var ansvarig för sitt sjukdomstillstånd. Resultaten antydde att 
det var så bland svarande ur allmänheten, men – något överraskande – inte bland läkare. 
Studien kunde inte förklara vilka skäl som motiverade skillnaden i villighet att behandla 
bland läkare.  

Artikel två utgår från samma datamaterial som artikel ett, vilket innebär att samma 
fallbeskrivningar används och att de svarande även här får besvara frågor om antingen en 
icke-rökande eller en rökande patient. Emellertid analyseras här endast svaren från 
deltagande läkare, och analysen fokuserar på om de svarande uppfattar att det finns en 
medicinsk indikation för att erbjuda patienten det nya, dyra och måttligt livsförlängande 
läkemedlet. För att försöka bättre förstå varför deltagarna svarar som de gör delas de svarande 
in i två grupper som kan kallas värde-neutrala respektive värde-påverkade. Uppdelningen 
baseras på hur deltagarna besvarar frågan ”Om en patient - som i ovanstående fall - skulle 
erbjudas en livsförlängande, men kostsam behandling skulle det påverka mitt förtroende för 
sjukvården”, med svarsalternativen: Mitt förtroende skulle öka; Mitt förtroende skulle inte 
påverkas; Mitt förtroende skulle minska. De som svarar ”Mitt förtroende skulle inte 
påverkas” kallas värde-neutrala medan de som svarar ”Mitt förtroende skulle öka” eller ”Mitt 
förtroende skulle minska” kallas värde-påverkade.  

Det visade sig att gruppen värde-neutrala inte uppfattade att det var någon skillnad i 
medicinsk indikation för behandling mellan den icke-rökande och den rökande patienten 
(53% i båda fallen). Inte heller fanns det någon skillnad i dessa läkares villighet att behandla 
den icke-rökande och den rökande patienten (70% respektive 67% - skillnaden var inte 
statistiskt signifikant). I gruppen värde-påverkade fanns det däremot en skillnad avseende 
båda dessa saker: 67% bedömde att det fanns en medicinsk indikation för att behandla icke-
rökaren medan endast 50% bedömde detsamma i fallet med rökaren; och 78% var villiga att 
erbjuda behandling till icke-rökaren jämfört med endast 57% till rökaren.  

Analys av de svarandes kommentarer visade vidare att begreppet ”medicinsk indikation” var 
öppet för vitt skilda tolkningar, och att det finns en risk att vissa läkare kan använda detta 
tolkningsutrymme för att smuggla in sina egna värderingar i vad som låter som en rent 
medicinsk bedömning.  

Artikel tre är även den en enkätstudie, men här får samtliga svarande (läkare samt 
representanter för allmänheten) besvara frågor om ett och samma fall. Fallet berör en rökande 
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man som ska genomgå en planerad operation. Frågorna rör om han bör tvingas sluta röka för 
att få tillgång till den önskade operationen.  
Svaren visade att en överväldigande majoritet (84% av läkarna och 87% av svarande ur 
allmänheten) tyckte att det i fall som detta skulle vara rätt att ställa villkor om rökstopp fyra 
veckor före och efter operationen. Det absolut vanligaste skälet för detta, bland alla deltagare, 
var att risken för operations-komplikationer är större om patienten inte slutar röka innan 
operationen. Det fanns dock också ett stort stöd (66% bland läkarna och 72% bland svarande 
ur allmänheten) för tanken att operationen borde villkoras för att det, oavsett risken för 
komplikationer, är i patientens långsiktiga intresse att han slutar röka.  

I artikeln diskuterades risken för att båda dessa argument påverkas av den negativa inställning 
som många har till rökning och människor som röker. Det kan finnas en risk för att de 
svarande av detta skäl överdrivit risken för operationskomplikationer, samt att de vill passa 
på att tvinga patienten att sluta röka då det verkar finnas ett gott förhandlingsläge. Båda dessa 
saker vore etiskt problematiska. De skrivna kommentarerna antyder dock att åtminstone vissa 
som svarat att de tycker det vore rätt att ställa villkor om rökstopp snarare förespråkar att 
sjukvården bör rekommendera än att kräva ett rökstopp. Artikeln argumenterar för att en 
rekommendation om rökstopp är etiskt okontroversiell, medan ett krav om detsamma är etiskt 
problematiskt.  

Artikel fyra är ett rent filosofiskt arbete. Vissa etiska aspekter av den teori som kallas Luck 
Egalitarianism (se ovan) diskuteras, med särskilt fokus på hur teorin skulle fungera om den 
tillämpades i sjukvården. En utmaning för Luck Egalitarianism är att teorin kräver att det på 
ett tydligt sätt går att skilja självförvållad från oskyldig sjuklighet. I artikeln framförs idén att 
det rimligaste sättet för Luck Egalitarianism att förklara varför självförvållad sjuklighet bör 
nedprioriteras är att sådan sjuklighet i ett skattefinansierat sjukvårdssystem leder till att någon 
annan inte får den sjukvård den annars skulle ha fått. Ett annat sätt att uttrycka samma sak är 
att självförvållad sjuklighet leder till en kostnadsökning som inte enbart drabbar den sjuka 
individen utan fördelas mellan medborgarna. Artikeln presenterar en serie krav som bör vara 
uppfyllda för att en sjukdom ska kunna kallas självförvållad: den har orsakats av en handling 
som innebar en stor risk för en stor belastning för sjukvården, där handlingen lätt hade kunnat 
undvikas av patienten, och där patienten hade god insikt i risken, belastningen och 
undvikbarheten.  

Artikeln argumenterar för att detta sätt att förstå ”självförvållad sjuklighet” och problemet 
med denna lämpar sig väl för Luck Egalitarianism. Artikeln diskuterar även några 
kvarstående utmaningar för teorin, med slutsatsen att dessa inte låter sig lösas på ett för teorin 
tillfredsställande sätt. Teorin måste för det första tillämpas antingen innan människor blivit 
sjuka (exempelvis genom straffskatter på potentiellt hälsofarligt beteende), eller efter att de 
blivit sjuka (exempelvis genom nedprioritering för behandling) – men båda dessa 
tillämpningar har brister som bottnar i de grundläggande värderingarna i Luck Egalitarianism. 
För det andra innebär alla försök att avgränsa gruppen av patienter som ska prioriteras ned 
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vidare utmaningar Luck Egalitarianism inte förmår lösa. Därför förefaller Luck 
Egalitarianism illa lämpad som etisk teori för prioriteringsfrågor inom sjukvården.  

Artikel fem är en intervjustudie där de undersökta är läkare. 14 specialister i allmänmedicin 
ombeds redogöra för hur de tänker kring ett eventuellt eget ansvar för hälsa. Deras svar 
analyseras enligt en fenomenografisk metod – ett sätt att på ett överskådligt sätt sammanfatta 
vilka olika sätt det finns att förstå komplexa begrepp eller sammanhang. I denna studie 
framkom att de undersökta läkarna tyckte att eget ansvar för hälsa är en relevant företeelse i 
deras arbete, men att de både individuellt och kollektivt hade många och vitt skilda 
uppfattningar av hur detta ansvar skulle förstås.  

En grupp av uppfattningar berörde var det här ansvaret kan tänkas komma ifrån. Vissa 
uppfattningar såg ansvaret som något som kommer inifrån personen själv, medan andra 
menade att det härrör ur våra relationer till andra. En annan grupp av uppfattningar berörde 
vad ansvaret innebär. Där fanns tankar om att ansvaret innebär att ta erkänna att hälsan är ens 
eget problem, att ansvaret inte skjuts över på läkaren, att man anstränger sig för att handla så 
att hälsan blir god, samt att acceptera hjälp med sin hälsa. Undersökningen visade också att 
det kan vara i samröret med sjukvården som patientens ansvar tydliggörs, samt att läkares 
tankar om och diskussioner kring patienters ansvar för sin hälsa kan göra dem illa till mods, 
vilket ger skäl att vidare undersöka hur detta påverkar läkarnas arbetssituation.  

DISKUSSION  

I likhet med tidigare internationella och svensk forskning visar studierna i denna avhandling 
att det finns ett visst stöd bland läkare och allmänhet för tanken att sjukvården vid 
prioriteringsbeslut bör beakta skillnaden mellan självförvållad och oskyldig sjuklighet. 
Samtidigt visar studierna att det finns ett motstånd mot denna tanke, och att motståndet är 
minst lika starkt som stödet. Studierna fördjupar kunskapen kring de skäl som används för 
och emot denna tanke, och litteraturgenomgången i avhandlingen ger en fyllig presentation 
av fler sådana argument. Dessutom ger litteraturgenomgången och en av artiklarna (artikel 
fyra) tillsammans en djupgående analys av flera viktiga frågor inom Luck Egalitarianism (den 
mest filosofiskt utvecklade teori som stöder sådan åtskillnad).  

En viktig del av litteraturgenomgången i avhandlingen försöker placera in frågan om 
självförvållad sjuklighet i ett större sammanhang. Därför presenteras en bakgrund till 
begreppet ansvar där detta analyseras utifrån flera olika filosofiska ingångar. Det konstateras 
att en allmänt vedertagen uppfattning är att tillskrivande av ansvar kräver (åtminstone) att 
personen ska ha haft kunskap om sin handling och dess konsekvenser samt möjlighet att styra 
handlingen. Detta är relevant i sjukvårdens sammanhang, då många av argumenten för och 
emot att särbehandla självförvållad sjuklighet diskuterar i vilken grad patienter förstår 
effekten av sina (hälsorelaterade) handlingar samt kan styra dessa.  

Vidare presenteras en genomgång av psykologisk forskning som antyder att våra 
bedömningar av om en handling är självförvållad eller inte påverkas av många komplicerande 
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faktorer. Så tycks det exempelvis som om vi tenderar att betrakta handlingar där vi ogillar 
uppsåtet som frivilliga, medan vi är mer benägna att se yttre faktorer som ansvariga då det 
gäller handlingar där vi gillar uppsåtet. Sådana observationer försvårar för teorier som bygger 
på en tydlig åtskillnad mellan det självförvållade och det oskyldiga. Forskning presenteras 
också kring den stigmatisering som tyvärr drabbar vissa hälsotillstånd. Denna stigmatisering 
påverkar både hur olika hälsotillstånd tolkas (av sjukvården såväl som av patienten) och hur 
sjukvårdens prioriteringar påverkar olika patientgrupper.  

I både litteraturgenomgången och metoddiskussionen ges en sammanfattning av de 
utmaningar som möter forskning som söker kartlägga personers attityder, i detta fall till 
frågor om prioriteringsfrågor. Slutligen ger litteraturgenomgången en fyllig bakgrund till den 
svenska prioriteringsplattformen, och presenterar varför denna tar avstånd från tanken att 
självförvållad sjuklighet bör särbehandlas.  

Sammanfattningsvis presenterar denna avhandling både empiriska data och filosofiska 
argument rörande tanken att patienter med självförvållad sjuklighet bör prioriteras ned 
jämfört med patienter med oskyldig sjuklighet. Författarens slutsats är att starka etiska och 
praktiska skäl talar emot att på detta sätt skilja mellan självförvållad och oskyldig sjuklighet i 
svensk sjukvård, men att det påvisade stödet för sådan åtskillnad ändå gör det viktigt att 
fortsätta diskussionen kring detta ämne.  
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10 APPENDIX  
 

 

 

ARTICLE I AND II  

Vignette and questionnaire 

ARTICLE III 

Vignette + questionnaire 

ARTICLE V 

Interview schedule 

 

 

(The vignettes, questionnaires and interview schedule were all in Swedish. They have been 
translated by myself. The original Swedish versions can be made available upon request.)  
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ARTICLE I AND II  

Vignette and questionnaire 

Please note that this vignette and questionnaire was sent out in four versions:  
a) the patient in the vignette was a smoker; questionnaire sent to citizens  
b) the patient in the vignette was a non-smoker; questionnaire sent to citizens  
c) the patient in the vignette was a smoker; questionnaire sent to physicians 
d) the patient in the vignette was a non-smoker; questionnaire sent to physicians  

In the sample vignette and questionnaire included here the patient is a smoker. In the non-
smoking patient version, the first three lines of the vignette read instead:   

A 59-year-old woman has lung cancer since two years. She has never smoked 
but has been subject to passive smoking as a child. This kind of lung cancer is 
usually associated with cigarette smoking. 

In the sample vignette and questionnaire included here the three questions only included in 
the version sent to physicians are marked with physicians, whereas the one question only 
included in the version sent to citizens is marked with citizens. These four items mark the only 
difference between the versions sent to physicians and citizens.   
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ARTICLE I AND II  

Vignette and questionnaire 

A 59-year-old woman has lung cancer since two years. She is a smoker and has been 
smoking 20 cigarettes a day since the age of 18. This kind of lung cancer is usually associated 
with cigarette smoking. 

After receiving the diagnosis, the patient was put on chemotherapy and radiotherapy. 
Initially, the treatments seemed effective, but over the last six months the cancer has been 
spreading and the previous treatment can no longer help her. Instead, she is put on palliative 
treatment.  

However, there is a new, costly treatment option for this kind of lung cancer. Studies show 
that it can prolong life with up to ten weeks. Without the treatment the patient is expected to 
live only three more weeks. 

The patient is very eager to receive the new treatment, as she wishes to participate at the 
birthday party of her only grandchild next month.  

Although it is possible to offer the treatment at this clinic, it is not yet part of the routine 
management to do so in a case like this.  

Please check the box that best matches your opinion:  

 

1)physicians  Do you think there is a medical indication to use the new treatment in this case? 

Yes  □ No □ 

Comments: 

 

2) Do you think the patient should be offered the new treatment? 

Yes  □ No □ 

Comments: 

 

3) Do you think tobacco caused this patient’s lung cancer? 

Yes  □ No □ 

Comments: 
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4) Do you think this patient is responsible for her disease? 

 Yes  □ No □ 

 Comments:  

 

5) If a patient such as the one described above would be offered a life prolonging, 
expensive treatment, it would affect my confidence in health care thus: 

 

My confidence would increase  □  

My confidence would not change □ 

My confidence would decrease □ 

 

Comments: 

 

6)physicians  If a patient such as the one described above would be offered a life prolonging, 
expensive treatment, I think it would affect the populations’ confidence in health care 
thus:  

 

The populations’ confidence would increase   □  

The populations’ confidence would not change  □ 

The populations’ confidence would decrease  □ 

 

Comments: 

 

At last, a few questions about yourself: 

 

Age:_______    

I am:  Male   □         Female   □ 
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My trust in health care iscitizens  High 

     Rather high 

    Rather low 

    Low 

 

I smoke: Yes  No 

 

 

I have previously been a smoker:  Yes  No 

 

 

My medical speciality isphysicians:       General physician  

    Pulmonologist 

    Oncologist 

    Other, please state: 

 

     

Thank you for participating! 
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ARTICLE III 

Vignette + questionnaire 

Please note that this vignette and questionnaire was sent out in two versions:  
a) Questionnaire sent to citizens  
b) Questionnaire sent to physicians 

There is no difference in the vignettes between the two versions. The version sent to 
physicians included one additional question (regarding field of medical specialization) as 
opposed to the version sent out to citizens. This question is marked physicians here. This item 
marks the only difference between the versions sent to physicians and citizens.   
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ARTICLE III 

Vignette + questionnaire 

A 57-year-old farmer has long time pains from his right hip. Medical examinations show 
osteoarthritis. The patient’s profession is physically demanding with plenty of movement and 
lifting. The hip is bothering the patient and he has been told that a hip replacement would 
make his situation easier.  

However, the surgeon has told the patient that in order to qualify for surgery, he needs to stop 
smoking four weeks before and four weeks after the surgery. The patient is a long-time pipe 
smoker and considers this a major source of life quality. 

According to the surgeon, smoking infers an increased risk of difficult wound healing and 
infections after hip replacement surgery. The surgeon recommends the patient to enlist in a 
smoke cessation program, so that he can be smoke free even in the long run. The patient 
declines this – he does not want to give up smoking.  

Neither the surgeon or the patient will change his mind, and the patient turns to a private 
health care provider and has his surgery there. Because of this, he has to pay the costs of 
surgery and post-surgical care out of his own pocket (which he would not otherwise have had 
to do) 

After having read the above, please consider the following statements. Indicate your best 
answer by a check mark below:  

1) It is right, in a case such as this, to make the planned surgical procedure conditional 
upon the patient’s stopping smoking 4 weeks prior to and 4 weeks after surgery.  
□ agree completely 
□ agree to a large extent 
□ disagree to a large extent 
□ disagree completely. 
 
Comments:   

Below you find two arguments in support of (and later also two arguments against) the 
surgeon’s conditions. Please indicate whether you agree with the arguments.  

2) Because of the risk for complications the patient in a case such as this should accept 
four weeks smoking cessation prior to and after surgery 
□ agree completely 
□ agree to a large extent 
□ disagree to a large extent 
□ disagree completely. 
 
Comments:   
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3) Because it is in the patient’s own interest to stop smoking altogether it is good that 
partaking in a smoking cessation program is made mandatory to qualify for surgery 
□ agree completely 
□ agree to a large extent 
□ disagree to a large extent 
□ disagree completely. 
 
Comments:   
 

4) If you have other arguments supporting the surgeon’s conditions, please state them 
here:  

Here are two arguments against the surgeon’s conditions:  

5) If a patient, as in the case above, is well informed about the risks the surgeon should 
go on with surgery 
□ agree completely 
□ agree to a large extent 
□ disagree to a large extent 
□ disagree completely. 
 
Comments:   

 
6) If a patient who is well informed about the risks, as in the case above, states that 

smoking is important to his/her life quality, then the surgeon should go on with 
surgery 
□ agree completely 
□ agree to a large extent 
□ disagree to a large extent 
□ disagree completely. 
 
Comments:   

 
7) If you have other arguments against the surgeon’s conditions, please state them here:  

 
8) Which of the above arguments do you think is the most important in this situation? 

 
9) If surgeons in cases like this were to routinely make surgery conditional upon four 

weeks smoking cessation prior to and after surgery, this would affect my  own trust in 
health care thus:  
□ my trust would decrease 
□ my trust would not be influenced 
□ my trust would increase 
 
Comments:  
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Now for some questions about you:  

I am  □ a man     □ a woman          

Age:  

I smoke: □ yes     □ no 

I have previously been a smoker □ yes      □ no 

My trust in health care is currently 
□ very high 
□ moderately high 
□ moderately low 
□ very low 

What is your medical speciality?physicians 
□ Family medicine 
□ Orthopaedic surgeon 
□ Other 
Comments: 

Other comments:  

 

Thank you for participating! 
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ARTICLE V 

Interview schedule: 

 

I would like to hear about your views on how patients’ lifestyle impact on their health? 

It sounds as though you think that some disease states have to do with unhealthy lifestyles – 
can you tell me more about this? or Some people claim that some disease states have to do 
with unhealthy lifestyles – what are your thoughts on this?  

Can you tell me about your attitude towards such lifestyles that we just talked about?  

Do you think that patients have a responsibility to take care of their health? 

It sounds as though you think there is some sense in speaking about a responsibility to take 
care of one’s health. Do you think the way healthcare priorities are set should reflect this? or I 
would also like to know if you think that the way healthcare priorities are set should reflect 
whether one has contributed to one’s disease?  
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