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This thesis examines the challenge of health care rationing. It discusses multiple sets of ethical frameworks and their suggested strategies to questions of health care rationing. Based on a discussion of utilitarianism and egalitarianism, a couple of unsolved rationing problems will be identified. Thereafter, an alternative needs-based approach based on an account of care ethics will be presented and evaluated. This thesis tries to make an assessment about the feasibility and meaningfulness of care ethics as a normative approach to health care rationing. It will be argued that the moral and political theory of care ethics proves to be difficult to apply to problems and questions of health care rationing since care ethics, as a needs-based philosophy, has a difficult time in denying care to individuals, that includes medical care. However, care ethics does present some meaningful insights which suggests that care-based moral reasoning can function as middle ground between utilitarian and egalitarian approaches to health care rationing. 
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[bookmark: _Toc15122434]1.1 Introduction 
Imagine that your friends are expecting their first child. Obviously, you are thrilled with this good news and you want to congratulate your dear friends. And, when you ask whether your future godchild is a boy or a girl (or anything in-between), you would probably receive the following answer: ‘We really don’t care about the gender, as long as the child is healthy’. Admittedly, this might sound as a cliché answer, but it nevertheless emphasizes what most of us human beings value most deeply in life: health. It is fair to assume that each individual wants to be as healthy as possible. In fact, it might also be fair to assume that there might be “no theoretical limits to what human beings can want in the name of their health” (Callahan, 2014: 33). Unfortunately, in our non-ideal world, most of us realize that there are limits to health. 
We can’t always be healthy, at numerous times in our lives we do get sick and, in some cases, even modern medicine might not be able to restore us to full health. And, even in cases where a cure is available, we might have to experience the harsh and cruel reality of being denied access to a particular medicine. In such a case, society (the state) or a health insurance agency has decided not to provide (or deny) a particular form of health care. These kinds of decisions are being made because any health system is restricted in the health care it can provide and this is mainly a consequence of the scarce nature of health care resources (Daniels, 2002; Kluge, 2007; Callahan, 2014; Bickenbach, 2016; Van Moorsel, 2019b). The amount of health care professionals who can actually provide health care and the amount of health care resources which are necessary (such as the number of organs, number of hospitals, medicine stock, amount of blood, number of medical instruments, etc.) are always limited (Kluge, 2007; Van Moorsel, 2019b). A major implication of this scarcity is that certain medical treatments ought to be rationed and some health needs need to be prioritized above other ones (Bickenbach, 2016: 3). 
Rationing is a form of constrained resource allocation and this entails that not every patient in need might receive the health care he/she demands. Consequently, not all health needs can be met (Daniels, 2002). Rationing will inevitably lead to winners and losers in the process of resource allocations and therefore it should be regarded as a key problem for any theory that is occupied with distributive justice. At its core, the health care resource allocation problem is a question about distributional fairness, it is part of a debate about fair chances versus best outcomes, a classic conflict in theories of distributive justice (Bickenbach, 2016). The question of which principles of justice we should use to justly allocate health care resources among the population is truly a puzzling one and cannot be easily solved (Daniels, 2002; Ruger, 2009; Van Moorsel, 2019a, 2019b). 
The theoretical approaches of utilitarianism and deontology (or egalitarianism) have been used numerous times on questions of health care rationing (Bickenbach, 2016). The rational, utilitarian approach focuses on the efficiency of health-related goods and is mainly occupied with the consequences of medical interventions (Ruger, 2009; Bickenbach, 2016). On the other side of the debate, there are deontological or egalitarian concerns for fairness (Bickenbach, 2016). These approaches stress the importance of equal access and the right to health and health care (Ruger, 2009; Ten Hage, Ter Meulen & Van Leeuwen, 2013; Bickenbach, 2016; Van Moorsel, 2019a, 2019b). In the last years, the debate between these two opposite approaches has reached a stalemate (Bickenbach, 2016; Van Moorsel, 2019b). 
According to Norman Daniels, it is unlikely a consensus on rationing principles will be arrived at in the near future (Daniels, 2002, 2008; Ruger, 2009; Van Moorsel, 2019b). Daniels and other authors argue that we should abandon principles of justice when talking about health care (Daniels, 2002; Ruger, 2009; Van Moorsel, 2019b). Instead, scholarly and political attention should be focused on the (political) processes which are used to allocate health care resources (Fleck, 1992; Gutmann & Thompson; Daniels, 2002; Daniels & Sabin, 2002; Ruger, 2009; Van Moorsel, 2019b). Perhaps, Daniels and others are right. Nevertheless, I do think it can be academically interesting to take a closer look at other, underused moral and political theories and examine how they can deal with questions concerning health care rationing. 
[bookmark: _Toc15122435]1.2 Research question & Relevance 
This thesis will be a theoretical study on the ethics of health care rationing (Ruger, 2009). The most important part of this thesis will be an examination of a more unconventional moral and political theory and its suggested answers to unsolved health care rationing problems (Daniels, 1993, 2002; Ruger, 2009). My theory of choice is the ethics of care, also known as care ethics. With this thesis, I want to examine to what extent the relationship-based account of care ethics, with its emphasis on (medical) needs, can provide us with meaningful insights which we can use to tackle the health care resource allocation problem (Slote, 2007; Engster, 2007, 2014, 2015; Sander-Staudt, 2019; Van Moorsel, 2019a). In this thesis, I want to answer the following research question: 
To what extent does the moral and political theory of care ethics offer feasible and meaningful answers to unsolved health care rationing problems?
The research question of this thesis is, in my view, of both societal and scientific relevance. Questions of health care rationing or priority setting in health care arise in every health system (Daniels, 2002). For politicians, policy makers and health care professionals, a good understanding of just procedures in the health care resource allocation process is of crucial importance. Hopefully, this thesis can provide some unique and helpful insights which can be used to fairly ration society’s health care resources. 
I believe that my research can make a valuable contribution to the academic debate about health care rationing. As previously stated, currently, there is a stalemate in the debate between utilitarian and egalitarian views (Bickenbach, 2016). Perhaps, the moral and political theory of care ethics, with its emphasis on relationships, caring acts and needs, can function as a bridge between these two opposing views. Additionally, discussing care ethics’ account of health care rationing might prove to be an interesting addition to the academic debate, since care ethics has not been extensively applied to questions of health care (Engster, 2014, 2015). 
[bookmark: _Toc15122436]1.3 Approach & Outline 
This thesis will start with a short introductory chapter where I will take a closer look at some influential ideas of justice in health care as found in the literature. Before we will discuss the ethics of health care rationing, I think we first should establish why a society should even have a moral obligation to provide health care to its citizens (Ruger, 2009; Engster, 2014). In this chapter, I will try to answer this question. In order to do so, I will primarily use the main ideas of Norman Daniels which are found in his major works, such as Just Health Care (1985) and Just Health (2008). Furthermore, I will use this chapter to touch upon my preferred definitions of health and disease, to discuss the social determinants of health literature (Engster, 2014; Daniels, 2017), and to briefly introduce an account of care ethics and its initial ideas about the moral importance of health care (Daniels, 2002; Engster, 2014). 
In the following chapter, chapter three, I will discuss different ethical and theoretical approaches to health care rationing. The chapter will start with an introduction of the phenomenon of health care rationing. Thereafter, I will briefly mention the dominant ethical frameworks found in the literature of health care rationing, as identified by Jennifer Ruger (2009). Subsequently, I will examine two of these ethical approaches: utilitarian approaches and egalitarian approaches (Ruger, 2009; Bickenbach, 2016). Unfortunately, I am forced to limit myself to a selection of the available theories, partly due to the word limit of this thesis. Nevertheless, discussing the two mentioned approaches will prove to be sufficient to have a good understanding of what the main problems are in questions of health care rationing. After my discussion of utilitarianism and egalitarianism, I will critically evaluate both of them. For both approaches, I will list some (I admit, not all) advantages and disadvantages. At the end of this chapter, I hope to have identified some unsolved rationing problems which will have to function as criterion for any moral or political theory which wishes to address questions of health care rationing (Daniels, 1993; Ruger, 2009; Van Moorsel, 2019b). 
In chapter four, I will present the moral and political theory of care ethics as an alternative approach to utilitarian and egalitarian strategies to health care rationing. I will start this chapter by presenting an overview of the history and theoretical roots of care ethics. We will see that that care ethics is deeply rooted in feminist political theory and feminist ethics (Kymlicka, 2002; Sander-Staudt, 2019). Thereafter, I will list the shared key elements each account of care ethics holds (Slote, 2007; Engster, 2015). After this discussion, I will present a particular account of care ethics as formulated by Daniel Engster (2007, 2014, 2015) and its ideas about how a care-based approach to health care and health care rationing would look like (Engster, 2015). 
In chapter five, I will continue my discussion of care ethics, but this time I will solely focus my attention to a critical reflection of care ethics as a rationing strategy. In this chapter, I will evaluate Engster’s account of care ethics and examine to what extent his proposed approaches to health care rationing are truthful to the theoretical tradition of care ethics. Furthermore, I will judge to what extent Engster’s account of care offers meaningful and feasible answers to the unsolved rationing problems as identified in chapter three. Finally, I will make a final assessment about care ethics and its compatibly with philosophical questions in health care.
I will end this thesis with a conclusion and discussion where I will summarize the main findings of each chapter. Thereafter, I will answer the research question and present my own view about the strengths and weaknesses of care ethics as an ethical approach to the problem of health care resource allocation. This thesis ends with making some suggestions for future research.  


[bookmark: _Toc15122437]2. Justifying Health Care
In this thesis’ first chapter I will start my exploration of justice in health care by examining why a state or society should have an obligation to provide health care to its citizens. In order to answer this question, I will primarily discuss the ideas of Norman Daniels, an influential scholar who has written extensively about questions of justice and health care (Daniels, 1985, 2002, 2008). In this chapter I will present Daniels’ claims about the moral importance of health care and discuss why, according to him, providing publicly subsidized health care is a matter of justice (Daniels, 1985; Engster, 2014). However, as we shall see, normative claims to health care made by authors like Daniels and others are being challenged by the results of empirical studies on the social determinants of health care (Segall, 2007, 2010; Venkatapuram & Marmot, 2014; Engster, 2014; Daniels, 2017; Sreenivasan, 2018). The results of the social determinants of health literature imply that health care might not be that special after all and therefore it might prove to be difficult to normatively defend publicly subsidized health care (Segall, 2007, 2010; Engster, 2014). Daniel Engster has formulated an alternative normative defense of health care based on an account of care ethics (Engster, 2014, 2015). Engster’s alternative defense of the importance of health care will be presented at the end of this chapter. 
[bookmark: _Toc15122438]2.1 Norman Daniels & His Account of Justice in Health Care 
Justice is a central theme within many debates in the field of political theory and philosophy. Justice is concerned with giving people what is and what is not due to them (Rhodes, Battin & Silvers, 2002). Justice can be viewed as a duty, a requirement or moral obligation which we, as a society, have to what morality compels us to do (Swift, 2006: 11-12). But, how should we view justice in health care? What does it mean to say that everyone should receive his/her fair share of health care and other related medical goods? 
Considerations of justice play an important role in many issues in contemporary bioethics and medical ethics (Arras, Fenton & Kukla, 2014). Many scholars have written about issues of health, health care and justice and many have tried to give their own account of the role health and health care should play in questions of justice. Interestingly, health care is valued to be of special moral importance by almost all theories of justice (Engster, 2014). And, with the exception of some hardcore variants of libertarianism, almost all theories regard that health care should be a social good which ought to be provided by the state (Arras, 2014; Daniels, 2017). Unfortunately, I’m not able to present all these theories in this thesis, given the limited length of this thesis. Luckily, many other authors have discussed at length numerous accounts of moral and political theories on health care. For those who are interested in these discussions, I refer to the bibliography of this thesis where one can find many interesting references. For this chapter (and this thesis) I limit myself to discussing the most important insights from authors which are closest to my own political and moral point of view, starting off with the liberal egalitarian scholar Norman Daniels. 
Norman Daniels is one of the most influential scholars who has written about questions of justice in health care. One of Daniels’ most influential works is Just Health Care (1985) where he presents his defense of the moral importance of health care (Daniels, 1985). For Daniels, the main reason why health care should be valued as something important is because it significantly contributes to the protection of equality of opportunity (Daniels, 1985). Daniels himself claims: 
by keeping people close to normal functioning, health care preserves the ability to participate in the political, social and economic life of their society. It sustains them as fully participating citizens – normal collaborators and competitors – in all spheres of social life (Daniels, 2002: 7).    
For Norman Daniels, health can be defined as a state of normal functioning, by which he means the “absence of significantly mental or physical pathology” (Daniels, 2008: 2). Daniels’ definition of health is in line with a particular account of health as advocated by the theoretical doctrine of naturalism (Murphy, 2015). According to naturalism, health can/should be described as a state of normal functioning of the body. Biological departures from this normal functioning which cannot be viewed as being beneficial for the body are viewed as diseases (Boorse, 1977; Murphy, 2015). Naturalist scholars claim that health and diseases can be objectively determined (Murphy, 2015). However, this view has been criticized for being too narrow, too solely focused on empirical observations of human physiology and for its normative judgements about what ought to constitute normal function and what can be viewed as ‘normal’ or ‘natural’ (Murphy, 2015; Reis & Ankeny, 2016). Criticisms against naturalism are most often formulated by advocates of constructivism (Murphy, 2015). Although I agree with constructivist scholars that naturalism defines health to narrowly, I do not think they propose a valuable alternative, since in turn their definitions of health and disease are too broad and too context dependent (Murphy, 2015). We do need some universal, objectionable standard for health and disease in order to properly discuss matters of health and justice. In my view, the World Health Organization (WHO) provides a proper and satisfying definition which can be regarded as a sensible middle position between the opposites of naturalism and constructivism. Thus, when I talk about health in the remainder of this thesis, I want to propose to follow the definition of heath as defined by the WHO, which is: “Health is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity” (World Health Organization, 1946). Norman Daniels thus diverges from this definition in his original writings and initially adheres to the naturalist paradigm. However, it should be noticed that Daniels does start to view health more broadly in later work. But, for now, it is sufficient to understand that Daniels’ original theory of justice in health care views health to be a state of normal functioning of the body and that such normal functioning is a prerequisite for participation in the political community (Daniels, 1985, 2002; Van Moorsel, 2019a). 
In sum, Norman Daniels highly values health care because it can play a major role in guaranteeing an individual’s health status which in turn enables him/her with the opportunity to participate in political and social life (Daniels, 1985, 2002, 2008). In other words, health care guarantees equality of opportunity. With this line of arguing, Daniels positions himself within the same theoretical tradition as John Rawls, his former mentor. Although health (care) should be covered as a (social) good under Rawls’ initial theory off justice as fairness (Rawls, 1971, 1999) Daniels claims that Rawls did not properly taken into account the special moral value of health and health care in his theory of justice (Daniels, 1985, 2002). According to Daniels, Rawls wrongly assumes that people in the original position will always be healthy during their lifespan, that is to say, that they are always able to function normally. This is wrong according to Daniels, who claims that Rawls neglects those people who are suffering from a disease, illness, disability or any other impairment in his original theory of justice as fairness (Daniels, 2002). For Daniels, this aspect of Rawls’ theory is problematic. As rightly noticed by Daniels, people are not always in a state of normal functioning (=healthy) during their lives. Unfortunately, every person will get sick at some point(s) during his/her live. Because Rawls initially did not address matters of disease or illness in his original theory of justice, Daniels deemed it necessary to extent and adjust Rawls’ theory or justice with the goal of making it applicable for the special circumstances that arise around matters of health and health care (Rhodes, Battin & Silvers, 2002). Daniels agrees with Rawls’ initial index of primary social goods but adds “the protection of normal functioning within the scope of the primary good of opportunity” (Daniels, 2002: 8). 
Just like any theory of justice, Daniels’ liberal egalitarian account of justice in health care has its implications for the structure of (health) institutions. The most important principle for Daniels is equality of opportunity and therefore society should organize institutions in such a way that they are able to guarantee fair chances to its citizens (Daniels, 1985, 2002, 2008). Based on these assumptions, it can be argued that a society, according to Daniels, has a moral obligation to organize health care and health institutions which ought to be open and accessible to all individuals since health care enables people to be healthy and therefore allows them to participate in everyday life (Daniels, 2002). Therefore, Daniels argues for a system of universal access to appropriate care, publicly subsidized by the government (Daniels, 1985, 2002, 2008; Ruger, 2009; Engster, 2014). 
[bookmark: _Toc15122439]2.2 The Social Determinants of Health 
Norman Daniels first wrote about his understandings of health and justice in the 1980s, however, ever since the publication of his book Just Health Care in 1985, a substantial amount of empirical studies on the social determinants of health have been conducted and the findings of these studies have problematic implications for all those moral and political theories who make a normative claim to the importance of health care  (Segall, 2007, 2010; Venkatapuram & Marmot, 2014; Engster, 2014; Daniels, 2017; Sreenivasan, 2018). Numerous studies have found a strong impact of numerous social determinants on an individual’s health status (Daniels, 2017). The most important conclusion that we can draw from these studies is that health care has, at best, only a very marginal impact on someone’s health. This observation is accurately summarized by Daniel Engster: 
People’s health and lifespan are determined overwhelmingly by personal and social factors such as their nutrition, hygiene, lifestyle, income, education, social status, occupation and environment (…). Medical care, by comparison, plays on average very little role in saving lives, promoting longevity or restoring individuals to good health (Engster, 2014: 151). 
In addition to this observation, studies on the social determinants of health also indicate that universal access to health care does not seem to reduce health inequalities between classes (Daniels, 2017). 
As noticed by Shlomi Segall (2007, 2010) and Daniel Engster (2014), the results of the social determinants of health literature are presenting political theories who defend the moral importance of health care with a problem, that is, why should health care be considered to be special when it does relatively little to increase the actual health of people (Segall, 2007, 2010; Engster, 2014: 153). And since health care has only a marginal impact, why should societies be even obligated to provide publicly subsidized health care or want to spent its scarce money and resources on health care (Segall, 2007, 2010). Perhaps, money might be better spent elsewhere, for example at policies that address the mentioned social and environmental factors (Engster, 2014; Daniels, 2017).
Norman Daniels has responded to the social determinants of health literature. In his later works, like Just Health (2008), Daniels started to view health more broadly. Daniels acknowledges the effects of other social determinants on health and he realizes that health inequalities will keep existing, even when universal health insurance is available (Daniels, 2002, 2008, 2017). This leads Daniels to question when health inequalities are unjust. Clearly, we cannot eliminate all unequal health outcomes, but we can at least try (Van Moorsel, 2019a). According to Daniels, his old mentor Rawls can actually be of help. For clarification, I think it is insightful to quote Daniels here:
	Because social policies – not laws of human nature or economic development – are
 	responsible for the social and economic inequalities that produce these health effects, 
 	we are forced to look upstream from the point of medical delivery and ask about the
 	fairness of the distribution of these goods. John Rawls’ theory of justice as fairness, quite
 	serendipitously, contains principles that give a plausible account of the fair distribution
 	of those determinants (Daniels, 2002: 7). 
In other words, Daniels proposes to go back to classical Rawlsian thinking to counter the health inequalities that arise as a result of the social and environmental factors. Daniels claims that receding to the basics of Rawlsian justice is the best possible option to tackle the unjust distribution of health outcomes (Daniels, 2002: 11). To me, this proposed strategy is somewhat odd, but also a bit surprising and most of all unsatisfying (Van Moorsel, 2019a). Remember, Daniels once stated that Rawls’s theory of justice as fairness was incomplete and inadequate to deal with question of health care (Rhodes, Battin & Silvers, 2002). In fact, it was deemed problematic enough to extent and adjust Rawls’s theory. Now, to go back to Rawls’ initial ideas seems, to me, somewhat counterintuitive and a step in the wrong direction (Van Moorsel, 2019a). In addition, it has to be noted that Daniels new understanding of health care as formulated in Just Health (2008) is not that different from this initial account since Daniels still highly values health care. He views health care as “the ambulance waiting at the bottom of the cliff” (Daniels, 2002: 11; Daniels, 2008: 9) and states that we should obviously want that such ambulance is always available in case we need it (Daniels, 2002: 11). Although I personally agree with Daniels, this normative claim is not an answer to the questions that are presented by the social determinants of health literature. It is still not an explanation why it should be viewed as important. 
[bookmark: _Toc15122440]2.3 An Alternative Defense: Care Ethics 
According to Daniel Engster (2014), many theories of justice in health care have tried to adjust their theories in order to account for the results of the empirical studies on the social determinants of health. However, according to Engster, such approaches cannot be considered to be successful, since most theories still fail to formulate a satisfying defense of justification for the existence of a publicly subsidized health care system (Engster, 2014, 2015). For Engster, this is problematic and I agree. I would say that it is fair to assume than an overwhelmingly majority of people would want that their government to provide them with universal and publicly accessible health care. But, is there still any reason we can think of why a state should continue to do so, given the marginal impact of health care on an individual’s actual health status? Engster has tried to answer this question by formulating an alternative defense of the moral importance of health care based on a particular account of care ethics (Engster, 2014, 2015). Allow me to briefly discuss Engster’s account here. I will do this because I think Engster makes an interesting argument which is a valuable contribution to debates about justice in health care. In my view, Engster’s account presents us with unique insights which are worthwhile to explore the remainder of this thesis (for an elaborate discussion of Engster’s ideas and care ethics, I’m glad to refer the reader to chapter four and five of this thesis). 
Daniel Engster notices that health care is a widely discussed topic in bioethics and political philosophy. What Engster finds interesting is that in discussions of health care policy the most scholarly attention has gone to the concept of ‘health’, while limited attention has gone to the dimension of ‘care’ (Engster, 2014, 2015). In Engster’s view, the dimension of ‘care’ can actually present us with meaningful insights which can be used to view health care policy from a different perspective. In fact, the dimension of care might actually prove to provide more satisfying answers to the question of whether or not a state should provide public health care (Engster, 2014, 2015). 
According to Engster, care ethics does not only value those medical acts that cure a body and restore it back to normal functioning, but also highly values all other forms and acts of care that are not directly aimed at achieving this goal (Engster, 2014). Even when restoring or improving an individual’s health status is no longer possible, health care and caring acts can still contribute to the overall well-being of patients and help and assist them in times of need. For example, health care can help people to deal with diseases or disabilities thanks to chronic care and can minimize their pain and suffering with palliative care (Engster, 2014: 157). Viewed from this perspective, the ‘care’ dimension of health care significantly contributes to a human’s “complete physical, mental and social well-being” (WHO, 1946). And in addition, as stated by Engster himself: “Because the concept of care encompasses the concept of health, care ethics still highlights the important, albeit limited, role that health care can sometimes play in saving or extending lives” (Engster, 2014: 158). In sum, according to an account of care ethics, health care might still be viewed as something special. And therefore, because of this, a state or society should still have to guarantee health care to its citizens, according to Engster. 
In my view, Engster’s alternative response is an appealing one and at first sight it seems, to me, more plausible that Norman Daniels’ account. I think it is worthwhile to explore Engster’s account of care ethic and its implications for health care policies. I will do this in the second part of this thesis (chapter 4 & 5). For now, let us end this discussion of the moral importance of health care by, for the time being, assuming that Daniels and Engster are right in their claim that a state should have a moral responsibility to subsidize publicly accessible health care. When we agree with this claim, we are still left with some other important questions which demand to be answered, one of them being how to allocate health care in a way that can be considered to be just and fair. 
[bookmark: _Toc15122441]2.4 Limits to Health Care
Even when a society provides the best comprehensive and publicly accessible health care to its citizen and guarantees universal access to health care, it will still be the case that people will become sick from time to time, this is inevitable. Of course, every individual wants to live a healthy life as longs as possible. And, when we experience the back luck of becoming ill, we want to claim our supposed fair share of a society’s health care resources. However, unfortunately, a society cannot meet all these demands. Not all health needs can be met since society’s health care resources are limited (Daniels, 2002; Callahan, 2014; Bickenbach, 2016; Van Moorsel, 2019a, 2019b). This brings us to the main topic of this thesis, which is the challenge of allocating scarce health care resources among patient, which is called health care rationing or prioritization (Callahan, 2014; Bickenbach, 2016; Van Moorsel, 2019a, 2019b). 
Whether we like it or not, in the field of health care we have to deal with scarcity. Health care resources are scarce by nature and as a result some health needs need to prioritized above other ones (Callahan, 2014; Bickenbach, 2016; Van Moorsel, 2019b). Unfortunately, there are limits to the amount of health care a society can provide for tis citizens, which means that tough decisions need to made in the allocation of health care resources. Inevitably, this will lead to winners and losers in the allocation process and this is a challenging situation for any theory that addresses questions of distributive justice (Van Moorsel, 2019a, 2019b). In short, the whole question of health care rationing comes down to the following question, as formulated by Norman Daniels: “How can we meet competing health care needs fairly under reasonable resource constraints?” (Daniels, 2002: 6). In the next chapter, I will take a closer look at this question and address some dominant ethical approaches found in the literature which are used to answer this problem. 
[bookmark: _Toc15122442]2.5 Conclusion 
With this chapter, I have tried to present why health care is important as a matter of justice and why a state or society should have a moral obligation to subsidize public health care. I have primarily done this by discussing the core ideas of Norman Daniels and Daniel Engster. One of the main questions which I have addressed in this chapter was whether or not health care can be viewed as something special. Norman Daniels think it is, claiming that health care plays a crucial role in guaranteeing equality of opportunity (Daniels, 1985, 2002, 2008). However, as we have seen, this claim by Daniels is being undermined by the outcomes of empirical studies on the social determinants of health which imply that the actual impact of health care on an individual’s health status is quite limited (Engster, 2014; Daniels, 2017). Nevertheless, according to Daniel Engster, it is still possible to say that health care should be regarded as something special and to justify a society’s responsibility to publicly subsidize a comprehensive health care system based on an account of care ethics (Engster, 2014, 2015). 


[bookmark: _Toc15122443]3. Approaches to Health Care Rationing 
In this chapter, I will take a closer look at the challenge of health care rationing. I shall start with explaining what rationing actually entails. Thereafter, I will present the most dominant ethical and theoretical framework which are applied to numerous health policy issues (Ruger, 2009). In this chapter, I will primarily discuss two theoretical approaches at length: utilitarianism and egalitarianism. For both these approaches, I will list advantages and disadvantages. At the end of this chapter, I will identify some unsolved rationing problems as discussed in the literature (Daniels, 1990; Ruger, 2009). These identified problems will function as criteria for any moral and/or political theory which wishes to address questions of health care rationing. 
[bookmark: _Toc15122444]3.1 Health Care Rationing 
Health might be the most important thing human beings’ value in life. Every individual values health as a good itself and everyone wants to be as healthy as possible. There might be no limits to what people want when it comes down health (Callahan, 2014; Van Moorsel, 2019b). At the same time, most of us realize that such limits to exits. We can’t always be healthy; we all do get sick from time to time. Luckily, modern medicine has come a long way and in many cases a cure is available. However, there are still multiple diseases out there which are still not curable. And even in cases where a cure is available, we might face the situation that we are denied access to that particular form of care. And why, one might ask. Well, because sometimes a society or actor (the state, a health insurance agency or physician) has decided that a particular medicine or medical treatment should no longer be provided, made available or covered by health insurance. At first sight, such a decision sounds unjust and unfair. However, unfortunately, making such decisions are a necessary evil, they have to be made as a result of the scarcity of health care resources (Callahan, 2014; Bickenbach, 2016; Van Moorsel, 2019b). 
Health care resources are scarce by nature (Bickenbach, 2016). There is both a limit on the number of people who are capable of delivering health care and on the number of available medical resources, such as the number of medications, organs, medical instruments, amount of donor blood, etc. (Kluge, 2007; Van Moorsel, 2019b). Besides, there is also limit on the amount of resources and money a government can spend. The state cannot spend all of its resources and annual budget on health care, other policy areas also have to covered, all with a limited budget (Bickenbach, 2016). As a consequence of this scarcity, the public demand for health care will always overwhelm the supply of health care resources and therefore some form of constrained health care resource allocation has to take place (Bickenbach, 2016; Van Moorsel, 2019b). This is called rationing (Callahan, 2014; Bickenbach, 2016; Van Moorsel, 2019b). 
Health care rationing can come in many forms (Cookson & Dolan, 2000; Callahan, 2014; Bickenbach, 2016; Van Moorsel, 2019b). Daniel Callahan has identified three different forms of rationing: direct, indirect and covert rationing (Callahan, 2014). According to Callahan, direct rationing can be viewed as: 
	(a) an open and public policy taken by an agency, public or private, to deny needed or
 	desired health care benefits, and (b) to do so in the name of financial stress or on the
 	grounds that the costs of the benefits exceed the value of those benefits (Callahan,
 	2014: 34). 
Indirect rationing, according to Callahan, refers to using “copayments and deductibles as a way of containing the costs of a health care program” (Callahan, 2014: 34). Covert rationing refers to physicians making decisions to willingly withhold potentially beneficial treatments from patients, without the informed patient’s consent (Callahan, 2014: 34). Covert rationing can be viewed as a form of micro-rationing, rationing that occurs in the private sphere, within the relationship between physician and patient. In this chapter (and for most part of this thesis) I will discuss only those rationing schemes and approaches that are a form of macro-rationing, by which I mean rationing executed as a form of public policy taken by national governments. Thus, when I talk about rationing in this thesis, I’m referring to what Callahan calls direct rationing (Callahan, 2014; Van Moorsel, 2019b). 
There have been a lot of attempts to come up with moral and political frameworks which can be used to effectively address rationing problems. For example, Cookson & Dolan (2000) present three dominant approaches used by health care professionals in health care rationing: maximizing principles, egalitarian principles and need principles (Cookson & Dolan, 2000).  These are examples of micro-rationing schemes, since they are conducted by physicians. Nevertheless, we do see similar approaches in macro-rationing schemes. Jennifer Ruger (2009) has identified five main ethical frameworks used on issues of health policy: utilitarian theories, egalitarian theories, communitarian theories, libertarian theories and procedural or democratic approaches (Ruger, 2009: 19-35). The theoretical approaches of utilitarianism (or welfare economic or maximizing principles) and deontology (or egalitarianism) have been used extensively in debates about health care rationing (Bickenbach, 2016). The rational, utilitarian approach focuses on the efficiency of health-related goods and is mainly occupied with making assessments about the consequences or outcomes of medical interventions (Häyrym, 2002; Ruger, 2009; Bickenbach, 2016). On the other side, there are deontological or egalitarian concerns for fairness, which stress the importance of equal access to health care or advocate prioritizing health care to the worst off (Brock, 2002; Ruger, 2009; Bickenbach, 2016; Van Moorsel, 2019a, 2019b). Allow me to take a closer look at these two moral frameworks, starting with utilitarian approaches to health care rationing. 
[bookmark: _Toc15122445]3.2 Utilitarian Approaches to Health Care Rationing 
One of the leading frameworks, both within moral theory and health ethics, is utilitarianism (Ruger, 2009). A utilitarian framework requires that decisions about health care resource allocations are made in such a way that they maximize utility (Ruger, 2009). The requirement to maximize utility is derived from the core principle advocated by utilitarian accounts which states that the best possible and moral action is an action that realizes the greatest amount of happiness for the greatest possible amount of people (Häyry, 2002; Kymlicka, 2002). In other words, for a utilitarian, that action which maximizes utility is a morally right action (Kymlicka, 2002). When applied to health care, utilitarian principles seem to suggest that “accounts of equity, fairness, and deserts should be overridden by straightforward calculations of utility, or the net good produced by medical decisions and public policies” (Häyry, 2002: 53). One commonly found method in the literature that uses such calculations of utility and efficiency is cost-effectiveness analysis (Bickenbach, 2016). 
Cost-effectiveness analysis (from now one, CEA) is method that can be used to calculate the efficiency of medical interventions and other health care practices. Based on CEA, one can decide which medical procedures should be given priority in the allocation process. CEA will suggest to give priority to those treatments which are efficient, relatively low in cost and which deliver the largest amount of benefit from the cost as possible (Bickenbach, 2016).   
At first sight, CEA might sound as an attractive and rational procedure; however, it has to be stated that it does face somewhat of a methodological problem (Bickenbach, 2016) which is related to a classical problem found within utilitarian principles, the problem of comparing utility between persons, i.e. interpersonal utility (Kymlicka, 2002; Bickenbach, 2016). Who can honestly say what should be more favored as a health improvement: adding additional life years to a terminally ill cancer patients or postponing the onset of dementia? (Bickenbach, 2016). Both cases seem to be highly valuable for individual patient suffering from one of the two mentioned diseases, however, it is very difficult to compare the net utility of them against each other. Cancer and dementia are two distinctively different diseases; its apples and oranges. This is problematic, because in order to decide which medical treatment should receive priority, “CEA requires health improvements to be comparable between individuals and across the population” (Bickenbach, 2016: 5). Because of the scarcity of health care resources, it is necessary that some health improvements have the valued and prioritized above the other ones. We need to find a method in order to judge whether the claimed health needs of patient (A) outweigh the claimed health needs of patient (B). In other words, we have to identify some form of standard or measure which can be used to objectively measure and compare health improvements between groups and individuals (Bickenbach, 2016: 5). An example of such a standard metric measure is quality-adjusted life years (Bognar, 2014; Bickenbach, 2016). 
A quality-adjusted life year (from now on, QALY) is a standard or unit that stands for one life year in good health, without disability, disease or any other form of distress or impairment (Häyry, 2002; Bognar, 2014; Bickenbach, 2016). A QALY can have any score somewhere on the numerical scale of 1 and 0. The number 1 represents full health, 0 represents death (Bognar, 2014). The QALY measure can be used to calculate the utility or net benefit for alternative treatments. Honestly, I admit, this might still sound somewhat vague and complex. Personally, I had some trouble grasping the concept of QALYs at first. Therefore, in order to clarify the QALY measure, I will now quote an example as provided by Greg Bognar (2014):
	Suppose a cancer treatment provides, on average, a remission of 5 years, but it is
 	accompanied by severe functional limitations. The health-related quality of life during
 	these years is 0.3. An alternative treatment provides, on average, 4 years of remission,
 	but it is accompanied by less severe functional limitations, so that the health related-
 	quality of life during these years is 0.4 of remission. The first treatment results, on
 	average, in 1.5 QALYs (5 * 0.3) per patient, and the second treatment results in 1.6 QALYs
 	(4 * 0.4). Since the second treatment results in more QALYs, it brings about a greater
 	health improvement. Other things being equal, it can be considered better – that is, it
 	offers a greater benefit for patients (Bognar, 2014: 46).
Using the QALY method proves to be very efficient in determining which medical treatment results in the relative greater health improvement and can therefore be effectively used in order to prioritized certain forms of health care in the sense that it advises to prioritize those medical treatment and policies which are the most effective and efficient in upholding quantity and quality of life (Häyry, 2002). Although it is one of the most used measuring units in CEA, the QALY model is not the only health benefit measurement that is being used (Bognar, 2014; Bickenbach, 2016). One alternative method is that of the disability-adjusted life year or DALY (Bognar, 2014; Bickenbach, 2016). A DALY works similar to a QALY, with the difference being that a DALY tries to quantify the burden of living with a disease, disability or any other form of medical condition (Bognar, 2014). 
Both the QALY and the DALY model, as well as CEA altogether, can be defended on utilitarian grounds. One requirement of utilitarianism is that every individual’s preference should matter equally, what in reality entails that no individual should have greater claim to a certain health benefit than any other individual, given that all preferences are equal (Kymlicka, 2002). What counts is not the intrinsic value of an individual’s preference itself, but only which preference has the most overall utility for the greatest amount of people. The only thing that should matter in the health care allocation process, according to a utilitarian, is the net good produced by medical decision and public health policies. Interestingly, viewed from this perspective, utilitarianism can be viewed as quite an egalitarian doctrine because of this idea of anti-favoritism. CEA adheres to the idea of anti-favoritism and it is argued that the strength of CEA lies within its purposed impartiality (Williams, 1988). A utilitarian approach “does not judge people on their worth, deserts, social status, age, gender or other factors that are irrelevant in provision of a just health-care system” (Häyry, 2002: 55). However, when we look critically at this claim, one has to be aware that in reality, CEA might actually not adhere to claims of anti-favoritism and impartiality. I will discuss this critique in a moment, but first, let us move to second dominant moral tradition used in debates concerning health care rationing: egalitarianism. 
[bookmark: _Toc15122446]3.3 Egalitarian Approaches to Health Care Rationing 
Egalitarianism is a moral and political doctrine that highly values equality (Arneson, 2013). However, egalitarianism is not a single comprehensive political philosophy, there are in fact numerous egalitarian doctrines and theories (Stein, 2006; Ruger, 2009; Arneson, 2013). Nevertheless, what egalitarian doctrines have in common is the core belief that human beings are equal in the sense that all of them should be values as of being from the same moral status (Arneson, 2013). This commitment to equality is also found in egalitarian strategies to resource allocation, since an egalitarian would require that individuals have the same initial claim to resources and therefore would asses that resources should be distributed in the most equal way possible. 
When talking about equality, one has to differentiate between equality of outcome and equality of opportunity. A radical egalitarian is highly committed to equality of outcome and would require that all available resources should be distributed evenly among the members of the population (Lamont & Favor, 2017). However, such an approach is not really feasible of realistic and most egalitarian theories (with the exception of Marxist or communist doctrines) would not endorse such an approach, either because they view it unpractical or undesirable (Beauchamp & Childress, 2001; Ruger, 2009). Although I will briefly discuss accounts of equality of opportunity of outcome in this chapter, I will primarily focus my attention on those egalitarian approaches who favor equality of opportunity and who are aimed at achieving the greatest extent of possible equality or equity in health (Ten Hage, Ter Meulen & Van Leeuwen, 2013). 
When talking about access to health care, any egalitarian would argue that every human being should have an equal chance of receiving the care they need, or at least have a fair chance of receiving a particular form of health care of medication. A true radical egalitarian would argue that equality or equity in health care is only possible when we don’t incorporate any form of priority in the allocation process. Thus, a radical egalitarian strategy to health care rationing would entail that a patient’s place on the waiting list (or: queue) for a particular medical treatment ought to be solely decided on a principle of ‘first come, first served’ (Bickenbach, 2016). Every new patient should thus get back in line. The medical necessity or urgency would thus not be an issue for a radical egalitarian, nor is the utility or cost efficiency of medical interventions. Viewed from such a perspective, radical egalitarianism is the complete opposite strategy of utilitarian approaches such as CEA. According to Bickenbach, the only real rationing strategies that will fit a purely egalitarian approach are strategies such as random allocation or a lottery (Bickenbach, 2016). It is up to debate whether these strategies are desirable. 
A strict egalitarian approach might sound appealing and convincing at first sight, and might be best suited to truly guarantee fair chances (quite literally in this case, every individual has the same chance), but nevertheless such an approach can hardly be the whole story (Brock, 2002; Bickenbach, 2016). Completely disregarding any form of priority in the allocation process seems undesirable and to some extent an unfair procedure in its own way. According to Dan Brock (2002) a radical egalitarian approach such as a lottery does not give any direct concern for how benefits are and should be distributed among individual patients (Brock, 2002: 362). Brock states that it is necessary to find principles which determine “which inequalities between individuals or groups are just or unjust” (Brock, 2002: 362). According to Dan Brock, a society should distribute health care according to a principle of minimizing complaints which entail that a society should have a commitment to improve the position of the patients which are the worst off (Brock, 2002: 366). With this style of arguing, Brock positions himself within a dominant (liberal) egalitarian school of thought within bioethics that states that the medical needs of the patients with the greatest (medical) disadvantages ought to be prioritized (Ten Hage, Ter Meulen & Van Leeuwen, 2013).  
When we talk about prioritizing health care to the worst off, we first have to ask ourselves why a society should even hold such a responsibility. Brock provides some possible responses to this question. One possible response is that “the worse off that people are, the greater the relative improvement a given size health benefit will provide them, and so the more the health benefit may matter to them” (Brock, 2002: 365). Another interesting response is what Brock calls ‘different degrees of undeserved deprivation’ (Brock, 2002: 366). In order to illustrate this concept, let me paraphrase an example as provided by Brock. Imagine, there are two patients, patient (A) and patient (B). Patient (A) is medically speaking worse off than patient (B). Let us also assume that both patients have similar diseases, for example, they both suffer from lung cancer. The only difference in this example is that patient (A)’s lung cancer has metastasized to his/her lymph nodes, while patient (B)’s cancer has been confined to his/her lungs. Surely, both patients are extremely unlucky and both suffer from a severe disease. I hope that everyone agrees with my assumption that it is fair to say that both patients did not deserve their illness, we pity both of them. Nevertheless, it is still possible to differentiate between both patients. Objectionably speaking, I believe it is fair to say that the deprivation of patient (A) is more underserved than patient (B)’s, since (A)’s medical condition is worse. Because patient (A)’s underserved deprivation is greater, he/she should have a stronger moral claim than patient (B) on society’s health care resources. And therefore, according to Dan Brock, “it is morally more important or urgent to reduce A’s greater deprivation than B’s just because it is the greater underserved reduction in health-related quality of life from full health” (Brock, 2002: 366). 
In sum, a main justification for prioritizing the worst off in health care resource allocation is derived from the principle to minimize the medical complaints of those with the greatest complaints, i.e. the most severe medical conditions. The purpose of health care should therefore be to make sure that the most urgent medical needs should be met first, before meeting less urgent medical needs (Brock, 2002; Ten Hage, Ter Meulen & Van Leeuwen, 2013). To put it very straightforward: The sicker the patient, the more priority he/she should receive. Until now, I have discussed only two variations of egalitarian strategies to health care rationing. I want to end this section of this thesis by discussing one other egalitarian variant, one that is distinctively different because it incorporates personal responsibility within its moral framework. 
Usually, egalitarian doctrines find it difficult to account for people’s life choices and its consequences for an individual’s health status (Cappelen & Norheim, 2006). However, some authors argue that it might be a good idea to do so and argue in favor of health policies that take into account differences that arise between individuals as result of their personal life choices. It is thus suggested that personal responsibility should be incorporated in decisions about health care rationing (Cappelen & Norheim, 2006; Colenbrander, 2015). Cappelen & Norheim endorse a particular form of liberal egalitarianism which suggests to combine the egalitarian value of equality with the liberal values such as personal freedom and responsibility (Cappelen & Norheim, 2006: 314). A similar view is endorsed by accounts of luck egalitarianism, advocated by authors such as Ronal Dworkin and G.A. Cohen (Arneson, 2013; Colenbrander, 2015). A luck egalitarian holds the view “that unchosen and uncourted inequalities ought to be eliminated and that chosen and courted inequalities should be left standing” (Arneson, 2013: 42). Luck egalitarianism states that health costs that are a result from individual risk takin decisions or habits (such as severely smoking or drinking, or reckless driving) should not be carried by those people who do not take these risks (that is, those people who also pay health insurance but do, for example, not drink alcohol and do not smoke, and who have a healthy lifestyle). Thus, “according to a luck egalitarian, it would therefore be unfair to pay for treatments that follow risk-taking with public funds” (Colenbrander, 2015: 50). When dealing with the allocation of scarce health care resources, luck egalitarianism seems to suggest that society should give priority to those patients whose health status are a result of brute luck. Those patients who suffer from an illness as a result of option luck, should receive less priority. 
[bookmark: _Toc15122447]3.4 Problems with Utilitarian & Egalitarian Frameworks 
CEA and other utilitarian approaches to health care rationing have been criticized on numerous grounds. One common critique against utilitarianism is that it neglects or disrespects the individuality of people (Häyry, 2002; Arras, 2014). In fact, utilitarianism has little to no problem with justifying using coercion in the name of the greater good and therefore easily violates individual rights (Arras, 2014). This is problematic for liberal authors such as John Rawls, Norman Daniels and Dan Brock, who all voiced critical concerns about the calculus of social interests in utilitarian theories (Rawls, 1971, 1999; Brock, 2002; Daniels, 2002). 
Utilitarianism claims that people should matter equally in the sense that people’s interest should receive the same consideration when allocating resources (Kymlicka, 2002). However, as hinted at in one of the previous sections, one can be very skeptical about his claim of anti-favoritism (Häyry, 2002). In fact, the practicality of using CEA and the models of QALY and DALY raises some issues that challenge ‘egalitarian’ claims made by advocates of utilitarianism (Bognar, 2014; Bickenbach, 2016). CEA claims to be committed to equality and impartiality, i.e. it claims to consider each individual’s health needs equally, regardless of the individual’s age, race, gender, cultural background or income level (Bickenbach, 2016). Critics of CEA state that, in reality, allocating health care resources based on CEA results in unfair discrimination against specific patient groups (Brock, 2009; Bognar, 2014). Examples of these groups are patients with a disability or with a chronic illness, or the elderly (Bognar, 2014; Bickenbach, 2016). In reality, CEA tends to favor patients who have a relatively good health status. For example, younger patients tend to be favored above patients who are in fact medically worse off (Bickenbach, 2016). CEA might claim to be an impartial approach that highly values equality, but in reality, it is inevitably discriminatory (Harris, 1985; Häyry, 2002). 
Despite the mentioned shortcomings, utilitarianism does have a unique selling point, in the sense that it does adequately address matters of scarcity and efficiency, and it sets clear limitations to health care. This cannot be said about most egalitarian strategies, with the exception of those egalitarian strategies that favor equality of outcome and who propose a very radical approach of a lottery (Ruger, 2009). In order to allocate health care resources in a way that is adequate, feasible and fair, some robust concept of (opportunity) costs is necessary (Brock, 2002; Ruger, 2009). As already mentioned, radical egalitarian strategies don’t do this. Liberal egalitarian theories who stress the importance of equality of opportunity and who do incorporate some form of relational equality and notions of priority might be more suitable egalitarian alternatives, however these approaches have problems of their own. 
One of the most problematic aspects about liberal - and/or luck egalitarian theories is their stringent focus on personal responsibility (Cappelen & Norheim, 2006). I would asses that it is debatable to what extent individuals should be held accountable for the consequences of made life choices in the sphere of health care. In my view, in many cases it is too easy to say that someone has become ill as a result of his/her (deliberate) own behavior. As we now know from the social determinants of health literature, there are numerous social and environmental factors out there which determine an individual’s health status (Engster, 2014; Daniels, 2017). Lifestyle or made choices are just one of the many determinants of health. It would be too simple to make a direct link between an individual’s life choices and his/her health; a disease might just as well be a result of other factors. Overall, someone’s health status is quite complex, in many cases it can prove to be quite difficult to determine to what extent a patient is truly individually responsible for his/her illness. For this reason, I would assess that luck egalitarian frameworks are undesirable as a rationing approach. 
Perhaps, of all the discussed egalitarian approaches, egalitarian doctrines that favor to prioritize health care the worst off, might be most appealing (Brock, 2002). However, even these approaches have their problematic aspects. The principle to prioritize the medical needs of the worst off is a noble one, of course, but how should we then approach those patients who are ‘better off’? (Brock, 2002). Evidently, these groups of patients also want to receive their claimed health care, they too want to be helped. ‘Better off’ patients would most likely find Dan Brock’s approach unfair and would prefer rationing based on a lottery, which they would regard as more fair to them. Another major question that arises when suggesting to prioritize health to the worst off, is what Daniels and Brock call the ‘bottomless pit problem’ (Daniels, 1985; Brock, 2002). I will end this discussion with quoting Dan Brock about this problem: 
	If we give absolute priority to the worse off, not just the worst off, and maximize the
 	health-related quality of life of each next most worst off group after doing everything
 	possible for those worse off than they, few resources would remain for the important
 	needs of most of the population who enjoy a higher health-related quality of life (Brock,
 	2002: 371). 
[bookmark: _Toc15122448]3.5 Unsolved Rationing Problems 
In the last years, the debate between the two opposite approaches of utilitarianism and egalitarianism has reached a stalemate (Bickenbach, 2016). According to Norman Daniels, it is unlikely a consensus on rationing principles will be arrived at in the near future (Daniels, 2002, 2008; Ruger, 2009; Van Moorsel, 2019b). Daniels claims that principles of justice or moral theories are unlikely to solve rationing problems, that is to say, people will always disagree on the set of principles which are most desirable to use (Daniels, 2002; Van Moorsel, 2019b). As a consequence of this observation, Daniels and other authors have suggested that we should retreat to processes of deliberative democracy in order to come up with ways on how to allocate and ration health care resources (Daniels, 2002; Daniels & Sabin, 1997, 2002; Ruger, 2009; Van Moorsel, 2019b). Although these ideas are interesting, I won’t be addressing them in this thesis (for those who are interested in my ideas about deliberative democracy and health care rationing, I have written about it in another paper, see: Van Moorsel 2019b in the bibliography). Let us now move on and identify the major unsolved rationing problems as mentioned in the literature. 
When we compare the critiques of utilitarianism and egalitarianism, and when we look critically at the whole state of the health care rationing debate, it is possible to combine these critiques and identify a number of ethical concerns or problems with health care rationing (Daniels, 1990, 1993, 2008; Ruger, 2009). Norman Daniels identified four unsolved rationing problems and Jennifer Ruger has adequately summarized them: “The fair chances/ best outcomes problem; the priorities problem; the aggregation problem; and the democracy problem” (Ruger, 2009: 28-29). In this thesis, I won’t be addressing the democracy problem, because it is concerned with how and when to use democratic processes and thus linked to the undiscussed ideas of deliberative democracy and health care (again, I refer to Van Moorsel 2019b for a more elaborate discussion). For the remainder of this thesis, I will thus limit myself to discussing the other three problems. 
The first identified problem of fair chances versus best outcomes is perhaps at the heart of whole rationing debate because it asks “how to balance outcomes with chances for a given benefit” (Ruger, 2009: 28) and therefore points to the underlying tension between the two discussed approaches of utilitarianism and egalitarianism (Bickenbach, 2016). As we have seen, radical egalitarian approaches, which deeply value the equal moral status of human beings, might offer a truly fair chances approach, however this approach cannot be regarded as truly feasible since they don’t incorporate any form of medical urgency or efficiency in its proposed rationing schemes (Brock, 2002). On the other hand, the main appeal of utilitarianism is that it is concerned with the best outcomes, however as we have seen, it is up for debate whether approaches such as CEA and the models of QALYs and DALYs can be truly be viewed as fair (Bickenbach, 2016). The second identified problem is the priorities problem (Daniels, 1990; 2008; Ruger, 2009) which is concerned with “how much priority to give to the most advantaged” (Ruger, 2009: 29). And addition asks how much weight these considerations for the worst off should receive (Daniels, 1993; Bickenbach, 2016). The third identified problem is the aggregation problem, which is concerned with questioning “how to weigh small benefits for many against large benefits for a few” (Ruger, 2009: 29). This last problem seems to be particular difficult for utilitarian theories.
[bookmark: _Toc15122449]3.6 Conclusion 
In this chapter I have discussed utilitarian and egalitarian approaches to health care rationing. I have started this chapter with explaining what rationing entails and why health care resources are scarce. With the help of Daniel Callahan, I have identified three different forms of rationing: direct, indirect and covert rationing (Callahan, 2014). Additionally, I have stated that I will focus my attention in this thesis on macro forms of rationing. After a critical discussion of both utilitarianism and egalitarianism, I have presented four unsolved rationing problems as identified by Norman Daniels: “The fair chances/ best outcomes problem; the priorities problem; the aggregation problem; and the democracy problem” (Ruger, 2009: 28-29). According to Norman Daniels, it is unlikely a consensus on rationing principles will be arrived at in the near future (Daniels, 2002, 2008; Ruger, 2009; Van Moorsel, 2019b). Daniels and other authors therefore suggest that we should instead focus our (scholarly) attention on the (political) processes which are used when allocating health care resources (Daniels, 2002; Van Moorsel, 2019b). Nevertheless, it might still be worthwhile to take another closer look a different, unconventional moral and political theories and see how they deal with questions concerning health care resource allocation. In the next two chapter, I will take a closer look at such a theory, which is the theory of care ethics. 


[bookmark: _Toc15122450]4. Care Ethics & Health Care
In the previous chapter I have discussed utilitarian and egalitarian strategies to health care rationing. In this chapter, I will discuss another moral and political theory, that of care ethics. I will start this chapter by presenting an overview of the theoretical roots of care ethics. As we will see in a moment, care ethics is a theoretical tradition that is deeply rooted within feminist political theory and feminist ethics. I will continue this chapter by looking closely at the shared key elements of care ethics. Thereafter, I will present a care ethics’ account of justice in health care and present Daniel Engster’s care-based approach to health care rationing and cost containment (Engster, 2015). 
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Care ethics (also known as an ethics of care, or care theory) is a moral and political theory which stresses the importance of personal relationships in life. This theory puts an emphasis on taking the needs of fellow human beings seriously (Sander-Staudt, 2019). Care ethics, as an ethical and theoretical tradition, has its roots in feminist ethics and theories (Slote, 2007). Although care ethics is not necessarily the same as feminist’s ethics, it does resemble a close resemblance to it and it is often regarded as a particular school of thought within feminism (Kymlicka, 2002; Sander-Staudt, 2019). Two authors who are often been credited as founders of care ethics are Carol Gilligan and Nel Noddings (Kymlicka, 2002; Slote, 2007; Sander-Staudt, 2019). Carol Gilligan was one of the first female authors who first wrote about, and first explicitly formulated, a female ethics and consequently an ethics of care (Slote, 2007).  Gilligan claims that a woman’s development of moral reasoning and capabilities is distinctively different than that of her male counterpart (Gilligan, 1982; Kymlicka, 2002; Slote, 2007). Nel Noddings developed the idea that the notion of care is the cornerstone of the feminine ethic (Noddings, 1984; Slote, 2007; Sander-Staudt, 2019). Gilligan and Noddings share the view that women have a different understanding of morality and justice as compared to men (Slote, 2007). 
According to Carol Gilligan, men and women speak in different, separate, moral voices. These voices are incompatible (Gilligan, 1982; Sander-Staudt, 2019). Gilligan distinguishes between a masculine voice that is “the ethics of justice” and a feminine voice that is “the ethics of care” (Kymlicka, 2002: 399-400). The masculine voice of the ethics of justice is found in most conventional theories of justice or other moral and political theories (such as utilitarianism and egalitarianism). These masculine theories are formal and abstract and are mostly occupied with viewing justice as a form of competing rights (Gilligan, 1982; Kymlicka, 2002). The voice of an ethics of care is distinctively different. As opposed to formal and abstract modes of thinking, an ethics of care modus of thinking is contextual and it is focused on conflicting responsibilities as a source of moral problems (Gilligan, 1982; Kymlicka, 2002). One can best summarize the difference between an ethics of justice and an ethics of care in the following way: The ethics of justice is masculine, abstract, and is mostly concerned with justice, rules and rights; The ethics of care is feminine, contextual, and is mostly concerned with care and personal relationships (Gilligan, 1982; Kymlicka, 2002; Slote, 2007). 
According to Kymlicka, Gilligan’s account of women’s understanding of morality has been regarded as one of the main reasons why feminist scholars regained an interest in women’s modes of reasoning and its proposed applications to moral and political problems (Kymlicka, 2002; Slote, 2007). Kymlicka notices that in contemporary feminism, there is a significant number of feminist’s authors who argue that a woman’s different understanding of morality should be taken seriously and that it should be viewed as separate modus of moral reasoning and as a source of moral insight (Kymlicka, 2002). Originally, the most dominant view in the feminist literature was that care ethics should only be applied to those issues found in the private sphere of life (Kymlicka, 2002; Sander-Staudt, 2019). The general consensus was that a woman’s disposition should be regarded as intuitive in nature and private in scope. However, other feminist authors have argued the opposite and claimed that feminist ethics can truly be rational and public in scope (Kymlicka, 2002: 399). Advocates of this last strand of feminist ethics hold the view that a feminists and care-based approach has the potential to make sense across the whole range of moral and political issues (Slote, 2007). 
In the remainder to this thesis, I want to take a closer look at care ethics as a broad and comprehensive political theory and examine to what extent it provides feasible and meaningful answers to challenging questions in health care. It has to be noticed that I personally don’t agree with the gendered notion of moral reasoning as provided by Carol Gilligan and Nel Noddings, but discussing this is beyond the scope of this thesis. For now, let us just assume that Gilligan is right and that an ethics of care, or care ethics, presents us with a different moral understanding of issues than the more conventional, ‘masculine’ theories of justice. If this is the case, then care ethics might present us with unique and interesting insights which can be applied to numerous moral and political issues. Closely examining and critically evaluating the key aspects of care ethics might therefore prove to be interesting from an academic standpoint. Additionally, discussing care ethics’ account of health care might prove to be an interesting addition to the academic debate, since, as noticed by Daniel Engster, care ethics has not been extensively applied to questions of health care (Engster, 2014, 2015). 
[bookmark: _Toc15122452]4.2 Key Aspects of Care Ethics 
Just like with most moral and political doctrines such as egalitarianism, care ethics is not a single, comprehensive theory (Arneson, 2013; Engster, 2015). There are numerous different interpretations and accounts of care ethics available, discussing all of them would be unpractical. However, it is possible to identify some shared elements all doctrines of care ethics share (Held, 2006; Engster, 2015). Based on a study of the care ethics literature, Daniel Engster has identified four major key characteristics of care ethical account which I will now present (Engster, 2015: 19-24). 
Let’s start with the most obvious aspect of care ethics, which is the concept of ‘care’. What all accounts of care ethics have in common is that they require or recommend that all individuals should adopt the virtue of care and should act caringly toward each other (Engster, 2015; Sander-Staudt, 2019). However, what does ‘care’ actually mean? It is not evidently clear how one should define ‘care’ since there are multiple accounts and definitions of this concept. Despite some disagreements about the precise definition of care, Daniel Engster argues that most care theorists would most likely agree “that care means at a minimum helping individuals to meet their basic physical and emotional needs so that they can survive, develop their basic capabilities, function in society and avoid or mitigate pain and suffering” (Engster, 2014: 157). And in addition, care can, and should, be understood to exists out of all those acts that are aimed to directly help people in a way that can be considered to be attentive, responsive and respectful (Engster, 2014, 2015). From this, one can deduce the first key characteristic of care ethics which is the fact that care ethics can be viewed as needs-based philosophy (Tronto, 1993; Held, 2006; Engster, 2015). 
The second key characteristic of care ethics is in line with key concepts of Carol Gilligan’s idea of the voice of an ethics of care. Remember, according to Gilligan, the ethics of care is feminine, contextual, and is mostly concerned with care and personal relationships (Gilligan, 1982; Kymlicka, 2002; Slote, 2007). Therefore, “the second key element of care ethics is an emphasis on context, particularity, and relationships” (Engster, 2015: 20). As we now know, care ethics requires that we should be occupied with meeting the needs of others, and in order to this, care theorists argue that caregivers should engage in a personal relationship with those people who are in need of care or help. Engaging in a relationship based on mutual respect is necessary to properly understand the specific circumstances and preferences of the person in need (Slote, 2007; Engster, 2015). The emphasis on context and particularity suggest that we should be flexible in our relationships towards others in the sense that we should be ready to adjust our care based on the preferences of the one who is receiving the care (Engster, 2015). This contextual and particular dimension of care ethics distinguishes it from the more universalistic and ‘impersonal’ approaches found in most moral and political theories (such as utilitarianism and egalitarianism). 
According to Engster, the third key element of care ethics is the theory’s “relational ontology” (Engster, 2015: 21). Care ethics seems to suggests that all of us are caring creatures, we always have been. Care is a vital part of our human way of life. “Care ethics highlights the inevitable dependency of all human beings on the care of other human beings for our survival, development, and basic well-being” (Engster, 2015: 21). We have to realize that all of us humans are deeply imbedded in caring relationships (Engster, 2014, 2015). Throughout our entire lives, we are dependent on the care that is taking place around us in society, not only in the private sphere (found in everyday family life), but also the public sphere (the care we receive from doctors, nurses and other health care professionals, or from social workers). Without all these acts of care, a society will not properly function and will quickly collapse and, according to Engster, the well-being of many persons would be severely damaged (Engster, 2015: 21). 
A fourth and final aspect of care ethics is its idea of responsibility (Engster, 2015). Engster states that care ethics seems to suggest “that all persons capable of caring for others have a responsibility to ensure their good care (that is, to make sure that they can meet their needs at adequate levels and in particular ways)” (Engster, 2015: 21). This responsibility can be viewed as a moral obligation or a duty (Engster, 2014, 2015). It is important to note that we only hold this responsibility toward those people who are, within reason, not capable of meeting their own needs (Engster, 2007, 2014, 2015). 
[bookmark: _Toc15122453]4.3 Care Ethics’ Account of Health Care 
As already mentioned in the first part of this thesis (chapter two), political theorists have limited themselves on the dimension of ‘health’ when discussing matters of justice in health care (Engster, 2014). However, as noticed by Engster, the dimension of ‘care’ might actually be more interesting (Engster, 2014, 2015). According to Engster, a care-based approach can present us with an alternative view which can have important consequences for the way our health should be organized (Engster, 2014, 2015). In his book Justice, Care and the Welfare State (2015) Engster discusses his non-ideal care-based approach to health care (Engster, 2015). In the following section, I shall discuss Engster most important insights. First, I shall discuss Engster’s general ideas about a care-based health system. Second, I shall discuss Engster’s account of a care-based approach to health care rationing (next section). 
According to Daniel Engster, the caring dimension of health care provides the best normative justification for the importance of health care (Engster, 2014: 165). Engster argues that a defense based on care ethics can withstand the challenges as laid out by social determinants of health literature (see chapter two). Even under optimal social and environmental conditions, people still need some form of health care at some point in their lives, not only for cure, but also in order to assist them in dealing with (long) lasting effects of diseases and disabilities (Engster, 2014, 2015). Thus, from a care ethics perspective, what is truly special about health care are “its powers to provide soothing and mitigating human care to sick and injured individuals so that they can function as well as reasonably possible and feel better” (Engster, 2014: 159). 
As we now know, care ethics requires that all of us have a responsibility to care for others who are in need (the fourth key element of care ethics). Some care theorists endorse the view that we do not only hold this responsibility in the private sphere, but also in the public sphere. But should this than entail that there should be a public obligation to provide health care? In other words, should the state or a society be obligated to guarantee health care to its citizens? Daniel Engster would say yes, a state should have such a responsibility according to care ethics, at least to some extent. All public policies which are aimed at caring for others, such as health care, need to be endorsed and supported, because we should recognize that all human beings depend on care for their well-being end for their survival and basic functioning (Engster, 2014: 157). But it is important to state that this public responsibility has its limits. In line with the theory of responsibility, a state should only feel the obligation to help those who are in need and to those who cannot, within reason, take care of themselves. Perhaps, a state should provide health care and financially assist (i.e. provide free health insurance) to those groups of people who cannot care for themselves, groups such as children, the financially badly off, chronically ill patients, the disabled, senior citizens, or any other group that face exclusion of private marked approaches to health care (Engster, 2015). In turn, a society, or the state, should face no obligation to care for those who are reasonably ‘self-reliant’, i.e. capable to care for themselves. I will return to these ideas in a moment, when I will address Engster’s care-based approach to health care rationing and cost containment. 
Altogether, care ethics is a moral and political theory that presents us with completely different understanding of health care (Engster, 2014). According to Engster, care ethics does not only value those medical acts that cure a body and restore it back to normal functioning (a view endorsed by authors such as Norman Daniels), but also highly values all other forms and acts of care that are not directly aimed at achieving this goal (Engster, 2014). Therefore, care ethics suggest that a just and public health system should support this wide variety of acts of care. A health care system under care ethics should not only be interested in achieving the best health outcomes, but should also “promote easy, quick, and equitable access to primary and specialized health care services, support good chronic care and preventive care services, and achieve high levels of trust and satisfaction” (Engster, 2015: 106). 
[bookmark: _Toc15122454]4.4 Rationing Strategies Based on Care Ethics
According to Daniel Engster, care ethics does offer a number of possible suggestions for rationing health care and constraining health care costs (Engster, 2015). Engster has identified four cost-cutting or rationing strategies that, according to him, follow a care-based approach. These strategies are: Limiting acute medical care; Elimination of over using certain frequently used high-technological medical procedures; De-institutionalizing and de-professionalizing health care; and “reverse means-testing” (Engster, 2015: 116-118). These four care-based rationing approaches will be evaluated in the next chapter of this thesis. Now, allow me to briefly explain each strategy. 
First, in order to cut medical spending and thus ration some forms of health care, Engster claims that “care ethics suggests states should focus primarily on the acute medical sector” (Engster, 2015: 116). According to Engster, limiting acute medical care is necessary because acute care is one of the most expensive and most used form of health care which contribute significantly to the rising costs of medical care in most OECD countries (OECD, 2010; Engster, 2015). If a society has to make cuts in its national health budget, the acute medical sector might be a good place to start. According to Engster, cutting acute medical care is not necessarily problematic because: “Many high-technology procedures do little to enhance health outcomes, and decreases in hospital spending have actually been found to correlate in some cases with better health outcomes” (Engster, 2015: 116). I could imagine that one might be skeptical when reading this proposal made by Engster. How could limiting acute care be viewed as a care-based approach, since it does not sound ‘caring’ at all. I agree with such a remark, and I will return to this critique in the following chapter, but for now, let’s stick with what Engster has to say. Engster would say that he still views acute care to be important, however, he would say that he also values other acts of care more, such as chronic and palliative care. In addition, Engster states that cheaper and more basic forms of (health) care are in reality at least just as effective as many expensive, high-tech forms of acute care (Engster, 2015: 116). Such a response, however, is not all convincing, as I will make clear in the next chapter. 
Along the same lines as the first rationing approach, Engster offers a second rationing strategy based on care ethics that is quite similar, although still somewhat distinct. Engster suggests that steps should be taken in order to “eliminate the overuse of medical technologies (acute, diagnostic, and other) and provide only necessary or appropriate care” (Engster, 2015: 117). Over using high technological medical care will lead to unnecessary rising costs. Care ethics urges us to rethink what should be considered as decent, reasonable and affordable acts of care, acts that should be preferred or prioritized over those forms of care that are proving to be unnecessary in most cases (Engster, 2015). Ideally, money that is saved as a result of this can be used on those acts of care that conform to other requirements of care ethics, in other words, those acts of medical care which can be regarded as attentive, effective and responsive. Examples of such preferred acts of care are routine and chronic care (Engster, 2014, 2015). 
Third, care ethics encourages health policy makers to consider the possibility to de-institutionalize and de-professionalize particular health care practices (Engster, 2014, 2015). According to Engster, “a great deal of routine and chronic care can be effectively delivered by nurses, pharmacists, physician assistants, or other health professionals” (Engster, 2015: 117). Additionally, one can imagine that along the same lines, a care-based approach might propose that some care tasks could be executed within the private sphere of the patient’s life, for example by caregivers (in Dutch: mantelzorg), (un)paid friends and family members within the patient’s own social and relational network. Such private acts of care might actually prove to be more in line with the classic idea of care, a loving act found in the most intimate spheres of life, that of the home or the family. 
A fourth rationing or cost-cutting strategy based on an account of care ethics would involve what Daniel Engster himself calls “reverse-means testing”. As we know, care ethics suggests
”that we have a moral duty to care for individuals only when they cannot reasonably meet their needs without the help of others” (Engster, 2014: 161). Those individuals who are capable to care for themselves, should do so and they should use their capabilities to care for those people who cannot. It is implied by Daniel Engster that there is no obligation for a state or society to care for those people who have the capacity and the (financial) means to care for themselves. Based on this observation, Engster states that, perhaps, a state should not have to look out or care for all of its citizens. Public support for care policies might in fact only be necessary for those citizens (children, chronically ill, the disabled, the elderly, etc.) who themselves don’t hold the capacities to care for themselves (Engster, 2014, 2015). Based on this insight, Engster has formulated his idea of reverse means testing. I admit, from here, it becomes somewhat complicated, so let me quote Engster himself here in order to illustrate this point:
 	As opposed to most forms of means-testing, which provide public support only to the
 	poorest individuals, this form of means-testing would provide public support to most
 	individuals and require only the wealthiest individuals (perhaps the top 10 or 20 percent 
 	of income earners) to pay for some portion of their health insurance. The major benefit
 	of this sort of means-testing would be saving public health care costs (Engster, 2015:
 	118). 
Perhaps, some people (depending on their political views) might find this proposal an appealing approach at first. Nevertheless, one can easily formulate a number of critical concerns against this strategy, and the same goes for the other three discussed care-based rationing strategies. One an even doubt whether these approaches, as advocated by the care theorist Daniel Engster, are actually coherent with the core key aspects of care ethics. I will discuss these critical concerns in the next chapter, but first, let me close this discussion of Engster’s care-based account of health care with some final remarks. 
Altogether, all four mentioned rationing and cost-cutting strategies as formulated above are advocating for some kind of change at the institutional level, or at least a change in policy (Engster, 2014, 2015). However, perhaps the most important change that is necessary might have, in the end, nothing to do with changing institutions or policies. What is perhaps most truly needed is not merely change, but a revolution, a radical change of the understanding of the power and purposes of health care and modern medicine, because only than might it be truly possible to reasonably constrain medical costs (Callahan, 2014; Engster, 2015; Van Moorsel, 2019b). 
[bookmark: _Toc15122455]4.5 Conclusion 
In sum, according to Daniel Engster, care ethics can offer some strategies for rationing health care and constraining health care costs. A public ethics of care might be an ethical account that can guarantee all individuals of a society with a level of care that can be viewed as decent while at the same time  setting limits to every new and expensive medical treatments, or that is at least the claim that is being made (Engster, 2015). Viewed from this perspective, care ethics might perhaps prove to be an ethical approach that takes a reasonable middle position between utilitarian and egalitarian rationing strategies. However, one has to wonder, does an account of care ethics as presented by Daniel Engster truly deal with challenging problems of health care rationing in a feasible way? And, whether his presented account is truthful to the theoretical tradition of care ethics? These questions will be addressed in the next chapter. 


[bookmark: _Toc15122456]5. Care-based Rationing: Feasible or Unpractical?
In the last chapter of this thesis, I will evaluate Daniel Engster’s account of care ethics, as presented in the previous chapter. I will make an assessment about his suggested approaches and evaluate to what extent these proposals are actual truthful to the key aspects of the theoretical tradition of care ethics. Furthermore, I will judge to what extent care ethics can offer meaningful and feasible answers to (unsolved) rationing problems and thereby make a first attempt to answer the research question of this thesis. First, this chapter will start with discussing the strengths and weaknesses of Engster’s care based rationing strategies. Second, I will test the feasibility of Engster’s proposals by using criterion derived from the unsolved rationing problems as identified in chapter three. Finally, I will end this chapter by making a final assessment about care ethics as an ethical approach to moral and political issues in health care.
[bookmark: _Toc15122457]5.1 Critical Remarks
[bookmark: _Toc15122458]5.1.1 Restraining acute medical care
Engster proposes four care-based rationing and cost-cutting strategies which can be used to constrain medical costs (Engster, 2015). All four approaches are, supposedly, derived from care ethics’ suggestion that health care should be oriented more heavily toward care rather than cure (Engster, 2014, 2015). Off all the proposed cost-cutting strategies, the strategy to cut or constrain acute medical care spending might be regarded as the most controversial one, or at least the most unreasonable one. To be fair, Engster is not arguing for cutting acute medical care altogether. However, he does argue for limiting this kind of medical care (Engster, 2015). At first sight, this seems, to me, somewhat odd and counterintuitive, especially from a care ethics perspective. It seems not very respectful toward the patients who are in desperate medical need for such forms of care. Cutting or limiting acute care, at first sight, does not seem to constitute a caring act, since it undermines a particular act of care that is most directly occupied with trying to manage, sooth and mitigate the most severe injuries and illnesses (Engster, 2014, 2015). Remember, care ethics suggest that society should value all acts of care, acute medical care included. Proposing to limit acute care is not in line with this position, and therefore I would want to asses that Daniel Engster is (slightly) contradicting himself. 
Engster might be right in claiming that many high-technology medical procedures (in acute care) do little to actual enhance health outcomes in the sense that medical care itself has only a marginal impact on actual health (remember the results of the studies on the social determinants of health). However, this is a troubling situation for any form of health care, it is not unique for acute medical care. Additionally, I think Engster wrongly equates high-technological medical procedures with acute care, but it has to be noted that these two are not necessarily one and the same, at least not in my view, although I have to acknowledge that they do overlap often. For me, it is not clear what Engster actually means when talking about ‘acute care’. When reading his proposal to limit acute medical care spending, I could not find any definition of what acute care actually entails (Engster, 2015: 116). Therefore, I have to admit that it is difficult to honestly judge this particular proposal, in the sense that I’m facing the risk of critiquing his work in an unfair way. That being said, I would want to say that it is likely that Engster might have a wrong of at least unclear understanding of what ‘acute care’ might actual entail. In addition, it seems to be that Engster’s main arguments for constraining acute medical care are out of place, in the sense that they actually sound like arguments which are more suited for his second suggested care-based rationing approach, that of the elimination of the over usage of certain medical technologies (I will discuss this approach in a minute). In my view, when one disregards these arguments, the remainder of Engster’s justification for limiting acute medical care becomes very thin.
Daniel Engster does not provide a truly satisfying and evidently clear reason why exactly acute care ought to be rationed or constrained. And even if one thinks that Engster does actually present us with clear reasons of ‘the why’, he still does not provide any clear method how to ration acute medical care. Engster does state that society should continue to fund acute medical care treatments that have proven effective and acknowledges that in some cases acute medical care can be very effective in saving and prolonging lives (Engster, 2015: 116-117). However, such an appeal to effectiveness or efficiency does not sound like a care-based consideration to me, it is more of a utilitarian nature. To be fair, this in itself is not a bad thing of course. One can argue that, in a way, all ethical approaches to health care policy must be utilitarian to some extent, since making tough decisions about the allocation of health care recourses without any consideration of utility, efficiency or effectiveness might actually be irrational (Häyry, 2002). That being said, Engster does not state what he beliefs to be ‘effective’, nor does he offer or discuss any particular form of measure which can be used to calculate the efficiency of a medical treatment. Possible metrics found in CEA (such as QALYs or DALYs) are unlikely to satisfy Engster, I believe, since these ‘impersonal’ and econometric units of measure lack any emphasis on context or particularity and therefore do not adhere to key requirements of care ethics. This brings us to one of the more general problems with care-based rationing strategies which is the fact that care ethics does not provide us with clear and objective standards that can be used to determine when to set limits to health care (a problem care ethics shares with some egalitarian doctrines). 
[bookmark: _Toc15122459]5.1.2 Eliminating over usage of high medical technologies 
While I’m critical towards Engster proposal to limit acute medical care, I do think he makes a reasonable point when addressing the over usage of certain medical technologies (Engster, 2015: 117). Especially in Western societies, the dominant ‘health at any cost’ philosophy can lead to unnecessary and excessive medical tests and treatments (Gibson & Singh, 2010; Callahan, 2014; Engster, 2015). Care ethics urges us to rethink what we would constitute as decent or reasonable care and I would assess that this might be one of the strongest, if not the strongest point, as presented by the theory of care ethics. It is true that high-technological and innovative medical treatments are one of the main drivers of increased medical spending, however, there is one other important factor which should be addressed. 
In OECD countries there are, in general, two important factors responsible for rising health care spending: The emergence of new medical technologies and a growing elderly population (Callahan, 2009; OECD, 2010; Engster, 2015). Daniel Engster does acknowledge the first factor and is willing to constrain this to some extent, but he ignores the second factor of aging. We have to acknowledge that as the elderly population increases, the costs of health care will also rise. As a group, the elderly already consumes over 40% of the medical costs in Western countries and this raises the question whether or not some form of age-based rationing should take place (Blank & Burau, 2007; Callahan, 2014; Engster, 2015). Engster himself is not an advocate of such a form of rationing, claiming that there are both practical and moral reasons against it (Engster, 2015). Engster question whether age-based rationing would actually save money at all. In addition, he claims age-based rationing is morally objectionable from a care ethics perspective: “This approach is troubling because it ignores all of the most important factors in determining good care for a person: the person’s particular condition, our ability to help them, the likely effects of our care to them, and the person’s own preferences” (Engster, 2015: 115). 
For Engster, rationing based on age is morally wrong and thus unnegotiable. In principle, I would agree to some extent, although I would endorse a more nuanced view and say that it is morally questionable, not wrong per se. Some form of (respectful) age-based rationing considerations should be allowed in my view. In order to truly address the rising health care costs and constrain them, one has to be willing to take the factor of aging seriously. Care ethics refuses to do so, it still favors caring for elderly, not only with health care which is occupied with curing, but also with a whole range of medical activities which are focused on mere care. And let there be no misunderstanding, this is praiseworthy, of course, but it has to be stated that this position does not contribute to rationing or constraining health care. It is interesting to note that Engster, when addressing the over usage of high medical technologies, is advocating for a change of the narrative. He urges society to rethink its understanding of the goals of modern medicine and health care. I cannot see why Engster does not want to apply this approach to the other elephant in the room, which is the aging population. 
“The current ideal in medicine is the model of progress and innovation. This model is aimed at more and better health for everyone” (Van Moorsel, 2019b: 10). Perhaps, the medical model of Western societies has to be changed if we want to guarantee affordable and sustainable health care for everyone in the future (Callahan, 2014; Van Moorsel, 2019b: 10). Perhaps, as proposed by Callahan, the new goal of health care should be to keep people alive until a certain respectable age (he suggests the arbitrary age of 80 years old). But, according to Callahan, a society should not feel the responsibility to meet the all the health needs of anyone above this age, in the sense that a public health system should not have the obligation to keep curing us and thus allow us to become older and older (Callahan, 2014; Van Moorsel, 2019b). At first sight, an advocate of care ethics would not be very keen to endorse this particular proposition, stressing that a state or society should still have a moral obligation to make sure that we would be still cared for after reaching the proposed age. In addition, care ethics would require that elderly individuals, in principle, should still receive other acts of care, such as effective acute care and routine and chronic care. However, I would want to suggest that it is in fact possible to defend proposals such as the one advocated by Callahan, even from a care ethics perspective.
Care ethics highly favors all those acts of health care that are especially oriented toward ‘caring’ (as opposed to ‘curing’), such as routine and chronic care. However, I would want to stress that even these acts of care have their limits, especially for the elderly. These limitations have to be addressed and communicated to the (elderly) patient in a respectful way. From a care ethics perspective, I would envision that the geriatrician should have a moral obligation to make sure that his/her patient gets the best care possible given his/her particular condition and situation (this obligation is derived from the care ethics’ commitment to context, particularity, and relationships). Sometimes, limiting certain acts of medical care might be better for the elderly patient. For example, certain medical procedures might prove to be too risk full or detrimental for the patient, therefore it might be best advised not to go on with the initial proposed treatments. Sometimes, it might be better not pursuit treatment and instead advise the patient to spend the remainder of his/her precious time with his/her family and friends. In my view, care ethics is very well suited to deal with question concerning aging and age-based rationing. To be more specific, I would envision a particular kind of care-based rationing that could be a positive counter to covert rationing. Remember, by covert rationing I mean that physicians make decisions to willingly withhold potentially beneficial treatments from patients, without informed patient consent (Callahan, 2014). The particular form of rationing I propose here is an approach I would like to call overt or open rationing. This form of rationing is a micro-rationing strategy which proposed to a physician to engage in a relationship with his/her patient, based on mutual respect where dialogue is used to come up with what is best for the (elderly) patient. 
[bookmark: _Toc15122460]5.1.3 De-institutionalizing & de-professionalizing 
Care ethics encourages health policy makers to consider de-institutionalizing and de-professionalizing many medical services (Engster, 2014, 2015). Engster asks us to consider the possibility that our current health care system might be too institutionalized and professionalized and that therefore, as a consequence of too much bureaucracy, patients are not receiving the good (=accessible, attentive, responsive) care that they need (Engster, 2014, 2015). Engster argues that it is not necessary for many forms of medical care, such as a great deal of routine and chronic care, to be performed by hospital specialists (Engster, 2015). According to him, a great portion of these forms of care can also be effectively delivered by ‘lower-tier’ health care professionals such as nurses and physician assistants, and sometimes by patients (or their friends or family) themselves. In my view, this proposal is extremely problematic, for a number of reasons. 
First, Engster hardly elaborates on this proposal to de-institutionalize and de-professionalize health care. He only briefly mentions this approach without making clear why this suggested strategy is in line with care ethics (Engster, 2015: 117). In addition, he hardly explains how this approach would work in practice, which is somewhat strange since Engster claims to present a non-ideal theoretical approach to health care policy. Engster merely raises the “possibility that institutionalized and professionalized medicine may be getting in the way of providing good medical care to some individuals in some instances” (Engster, 2014: 164), but he does not provide any reason why this might actual be the case. This suggestion made by Engster is just speculation, or an assumption which he doesn’t really back up and can therefore be at best viewed as a mere probability. Second, referring patients to lower tier health care professionals, or to themselves or their family and friends, does not seem like a respectable gesture, especially not to those patients who are deeply concerned about their health. Third, a proposal to deregulate care does not necessarily lead to rationed health care or lower health costs, more often than not it just shifts the costs to another domain within the same health system. Fourth, Engster is relying too much on the responsibility or self-reliance of patients and their families. Engster would probably point to the fourth key aspect of care ethics (the theory of responsibility) when trying to defend this idea. However, I would say that Engster has a wrong understanding of what responsibility ought to mean by a care ethics account. In my view, the self-reliance or responsibility Engster is talking about comes dangerously close to ideas of individual responsibility as found in liberal or even libertarian theories. Engster is, in my view, overconfident in the self-reliance of patient. In reality, most people are not that capable to care for themselves, especially not the vulnerable, such as the poor, the elderly or the chronically ill. Suggesting that perhaps patients themselves should execute certain health care tasks themselves, seems to me to contradict with key requirements of any account of care ethics. Fifth and finally, I would want to mention that de-institutionalizing health care might in practice prove to be counterproductive and not in the interests of those individuals who are in need of (medical) care. I want to illustrate this point by referring to quite recent reforms in Dutch public health care policy. As form 2015, the Dutch government has been deregulating certain public health tasks (such as child protection and chronic and routine care for the elderly) from the national government to the municipalities. The Dutch welfare state has been transformed into what is often called a ‘participatiemaatschappij’ or ‘participatiesamenleving’ (roughly translated: ‘participation state’). In this participatiesamenleving’, the government is more depending on the self-reliance of its citizens to care for themselves and others. The Dutch government claimed that this reform of the health system would contribute to better and more accessible care for its citizens. This, however, was mostly political rhetoric. The deregulation was most of all an austerity measure. To be fair, it might be too early to properly evaluate the results of this deregulation, and discussing these would be beyond the scope of this thesis anyway, but there are obvious some negative trends observable which are alarming, the most notable being that many municipalities don’t have the money, means or resources to even meet a respectable number of health needs within their jurisdictions. 
[bookmark: _Toc15122461]5.1.4 Reverse means-testing 
The final care-based strategy as presented by Daniel Engster is a particular form of means testing that would provide public support to most individuals in a society and only requires that the wealthiest individuals should pay for some portion of their health insurance. Supposedly, the most important benefit of this strategy would be that it saves public health costs (Engster, 2015: 118). Just like previous discussed strategies, this approach is also not very well argued. Engster only calls this strategy something to consider, he does not really provide a comprehensive approach. Additionally, there are some significant drawbacks and luckily, Engster does acknowledge this. A major problem with this fourth and last proposal is that it risks to undermine solidarity and reciprocity in a society. Engster himself about this: 
	If higher-income or wealthier individuals were required to pay their own insurance
 	premiums, they might demand the right to purchase their own private plans outside the
 	public health care system, potentially leading to a two-tiered health care system and
 	eroding support for the public system (Engster, 2015: 118).
Engster thus realizes that his own proposal might have problematic implications, however he does continue to believe that there are a number of possible and innovative ways a state can use to get the same wanted outcomes without the main dangers as described above (Engster, 2015). Unfortunately, Engster does, again, not elaborate. It is thus up among ourselves to come up with such innovative strategies.
[bookmark: _Toc15122462]5.2 Care Ethics & Unsolved Rationing Problems 
In chapter three, four main unsolved rationing problems were identified: “The fair chances/best outcomes problem; The priorities problem; The aggregation problem; And the democracy problem” (Ruger, 2009: 28-29). Now that we have discussed the moral and political theory of care ethics and Daniel Engster’s suggested care-based rationing strategies, let us now asses to what extent care ethics offers feasible and meaningful answers and alternatives to these identified rationing problems (as stated in the previous chapters, I will exclude the democracy problem). 
When one looks critically at care ethics in general, and Engster’s care-based account to health care in particular, one has to conclude that this moral and political theory does little to nothing to actually ration health care. Engster does provide four ‘rationing’ and cost-cutting strategies, however it is questionable to what extent Engster is actually talking about rationing. The other discussed theories in this thesis (utilitarianism and egalitarianism) do at least explicitly offer some specific approaches and take clear positions within the rationing debate, as opposed to Engster’s account of care ethics. Utilitarian approaches are clearly advocating in favor of best outcomes and do provide concrete guidelines when to ration or prioritize health care. However, in turn, the aggregation problem proves to be too difficult for utilitarian theories. Egalitarian theories (and strict egalitarianism most of all) take a clear position within the best outcomes/fair chances debate with their concern for fairness. And liberal egalitarian theories also take in a clear position when it comes down to which group(s) should receive priority. Engster’s care-based rationing strategies do little to nothing to explicitly address the unsolved rationing problems (Ruger, 2009). It is up to ourselves to formulate care-based answers to these problems. Unfortunately, I have found it too difficult to apply care ethics on the aggregation problem, so forgive me that I won’t be addressing it. However, I do think that it is possible to formulate care-based answers on the other two problems: the fair chances/best outcomes problem and the priorities problem (Ruger, 2009). Some might think that only discussing two of the four problems is problematic, but I don’t agree. I would asses that the fair chances/best outcomes problem and the priorities problem are at the heart of any rationing discussion and discussing only these two (for the moment) will prove to be sufficient. 
As I just said, the best fair chances/best outcomes problem is at the heart of the rationing debate (Bickenbach, 2016). Sometimes it seems that we are stuck between these two extremes (Bickenbach, 2016; Van Moorsel, 2019b). Ideally, one has to try to find a middle ground between both opposing strategies (utilitarianism and egalitarianism). Perhaps, care ethics might present us with such a middle position. Care ethics views it as a moral obligation to care for all those in need. Therefore, care ethics faces a difficulty in denying people their claimed and needed care, health care included. I have talked about care-based rationing strategies in the previous sections and I have to conclude that care ethics can only offer a few truly meaningful rationing strategies. However, I do think care ethics can offer something valuable to the table. In my view, care ethics, with its emphasis on context, particularity and personal relationships (Engster, 2015) can function as a bridge between utilitarian and egalitarian theories. 
In its premise, care ethics is quite similar to egalitarian approaches in the sense that it, in principle, wants to grant everyone with accessible and good public health care. However, care ethics faces difficulties in setting limits to health care. Engster only discusses to limit particular forms of high technological health care and acute medical care that proves to be ineffective, but that is how for his proposed rationing goes. Thus, we have to look elsewhere for setting clear limits. I would propose the following: Let’s assume that we live in a society that provides public, accessible and subsidized health care to all its citizens (luckily, most of us living in the Western world live in such societies). Such health system adheres to requirements of egalitarian theories (and in addition, accounts of care ethics). However, let’s also assume that in this society, all the public health system’s limitations and health care resource allocations are arrived at using utilitarian methods, such as CEA. I would actually assess that this is not problematic, as long politicians and health care professionals communicate and explain these set limitations in a way that can be viewed as attentive and respectful. In my envisioned system, macro allocation of health care resources by governments and health insurance agencies (admitted, this last one is more ‘meso’ than macro) would be arrived at in an almost technocratic way, based on utilitarian principles. In turn, the allocation in the micro sphere (the hospital, the clinic, etc.) would be based on insights from care ethics. This brings me back to my already discussed idea of overt or open rationing, where the physician engages in an attentive relationship with his/her patient, based on mutual respect and where dialogue is used to address the limitations of the medical procedures made available. Together, the physician and the patient would arrive at what is best for the patients, given his/her health status, personal circumstances, preferences and available health care resources. 
As I stated earlier, it is questionable to what extent Engster is actually talking about rationing. Remember, in chapter three of this thesis, I quoted Daniel Callahan and his concept of direct rationing, which is 
 	(a) an open and public policy taken by an agency, public or private, to deny needed or
 	desired health care benefits, and (b) to do so in the name of financial stress or on the
 	grounds that the costs of the benefits exceed the value of those benefits (Callahan,
 	2014: 34). 
In chapter three, I have stated that I would use this particular definition of rationing. However, I would now want to add that when talking about rationing, we are not merely talking about denying or withholding health care. An important addition is that any rationing strategy should also be occupied with priority setting, in other words, deciding when and why a certain patient should gain priority for a specific scarce health resource (Brauer, 2009; Bickenbach, 2016). Rationing is thus not only occupied with denying, but also with granting health care. Daniel Engster only seems to refer to one part of health care rationing, that of cutting health care costs in the name of financial stress. He does not mention when or how health care should be prioritized according to care ethics. In other words, Engster’s account of care ethics does not address the priority problem. 
As opposed to care ethics, other theories do at least offer some (concrete) insight how to prioritize health care. Utilitarian approaches such as CEA would grant priority to those patients who have better QALY and DALY scores. Strict egalitarian theories won’t prioritize at all and allocate resources based on a lottery (Bickenbach, 2016). Some liberal egalitarian doctrines would put emphasis on the equality of opportunity and use maximin principles and prioritize health care to the worst off. But how one might wonder, would care ethics prioritize health care? Who should deserve a particular health care resource based on a care-based approach? Unfortunately, based on the readings of Daniel Engster, this remains unclear. Thus, it is up to us to formulate some care-based priority setting schemes. 
I could imagine that care ethics would suggest that those with the most urgent needs should be cared for first. Viewed from this perspective, such an approach is similar to strategies that prioritize health care to the worst off. But then again, care ethics would suffer from identical problems such as these egalitarian strategies, such as the bottomless pit problem (Daniels, 1985; Brock, 2002). Another possible care-based priority strategy could be that those who are not capable to care for themselves, such as the elderly, children, the poor and chronically ill, should gain priority in the health care allocation process. However, this is not feasible in health care. As noticed by Daniel Engster himself, almost everyone with an illness or disability is not truly capable to reasonably care for themselves, in the sense that they lack the medical knowledge to do so (Engster, 2014). In my view, when we get sick, we lose a part of our responsibility, autonomy, capability and agency. In other words, when we get sick, we become dependent on other people, health care professionals, who possess the expertise, knowledge and capabilities to help us (Engster, 2014). When one is sick, one cannot, to some extent, care for themselves. This presents care ethics with a problem. In sum, in the case of formulating priorities, care ethics faces the same problem as it does when setting limits. Care ethics does not want to deny care to people, and want to care for all those people in need. All the needs should, ideally, have priority, but this is not possible. 
[bookmark: _Toc15122463]5.3 Conclusion 
In my view, the moral and political theory of care ethics proves to be difficult to apply to problems of health care rationing. Care ethics can be characterized as a needs-based philosophy, a theory that views it as a moral obligation to care for each other and that places moral value on the act of providing and facilitating good care. Care ethics requires that all individuals who are capable of caring should do what they reasonably can in order to help other individuals meet their needs (Held, 2006; Slote, 2007; Engster, 2014, 2015; Sander-Staudt, 2019). However, as a result of these principles, care ethics has problems in denying people their care and thus also with rationing health care. This problem is evident in most of Daniel Engster’s care-based proposals to health care rationing and cost-containment. The approaches as formulated by Engster offer little to no guidance when to ration or prioritize health care. 


[bookmark: _Toc15122464]6. Conclusion 
This thesis has presented an overview of theoretical and ethical applications to one of the most salient topics found in literature on bioethics and justice in health care, that of health care rationing. In the first part of this thesis, I have discussed some influential ideas of justice in health care as found in the literature. In chapter two, I have tried to present why health care is important as a matter of justice and why a state or society should have a moral obligation to subsidize public health care. I have primarily done this by discussing the core ideas of Norman Daniels and Daniel Engster (Daniels, 1985, 2002, 2008; Engster, 2014, 2015). Thereafter, I introduced and formulated the problem of health care rationing. In chapter three, I have discussed utilitarian and egalitarian approaches to health care rationing (Bickenbach, 2016). After a critical discussion of both utilitarianism and egalitarianism, I have presented four unsolved rationing problems as identified by Norman Daniels: “The fair chances/ best outcomes problem; the priorities problem; the aggregation problem; and the democracy problem” (Ruger, 2009: 28-29). 
In the second part of this, I have shifted my attention to discussing an alternative moral and political theory, that of care ethics, and applied its insights on the problem of health care rationing. In chapter four, I have presented the theoretical roots of care ethics and identified the key aspects of this theory (Slote, 2007; Engster, 2015). Thereafter, I have presented a particular account of care ethics as formulated by Daniel Engster (Engster, 2007, 2014, 2015) and its ideas about care-based approaches to health care rationing (Engster, 2015). In chapter five, I have evaluated Engster’s care-based account with the goal of answering the research question of this thesis: 
To what extent does the moral and political theory of care ethics offer feasible and meaningful answers to unsolved health care rationing problems?
Based on my research, I have to asses that the moral and political theory of care ethics proves to be difficult to apply to problems and questions of health care rationing. Care ethics, as a needs-based philosophy, has a difficult time in denying care to individuals, that includes medical care. Just like most (if not all) egalitarian approaches to health care rationing, care ethics faces the bottomless pit problem (Daniels, 1985; Brock, 2002). In an ideal situation, care ethics wants to provide health care for all those people who are in need. All the medical needs should, ideally, have priority, but this is not possible, given the scarcity of health care resources. 
An important part of this thesis was the discussion of Daniel Engster’s care-based strategies to health care rationing (Engster, 2015). In my view, the approaches as formulated by Engster offer little to no guidance when to ration or prioritize health care. Engster’s care-based strategies to health care rationing avoid making tough decisions about how to allocate health care resources under reasonable resource constraints (Daniels, 2002). To me, it seems like Engster wants to have his cake and eat it too; he wants to constrain health costs (how he exactly wants to do this, is not made clear) and at the same time guarantee access to a wide range of health treatments. However, such a situation is untenable. Therefore, I would asses that Engster’s account of care ethics as a moral and political theory does, in itself, not offer truly feasible alternatives to unsolved rationing problems. Nevertheless, I do have to admit that care ethics does present us with at least two meaningful insights that can be of value in health rationing decisions. Allow me to discuss these. 
First, care ethics with its emphasis on context, particularity and personal relationships (Engster, 2015) can function as a bridge between the opposing theories of utilitarianism and egalitarianism. In my view, care ethics suggest to us that we should use a particular form of rationing which I call overt or open rationing. On the macro-level, politicians and health care professionals should publicly communicate and explain set limitations on health care in a way that can be viewed as attentive and respectful. On the micro-level, the physician should, in my view, engage in an attentive relationship with his/her patient. This relationship should be based on mutual respect and dialogue should be used to address the limitations and availability of medical treatments. Together, the physician and patient would arrive at what can be considered to be the best possible care for the patient, given his/her health state, context, personal circumstances and available health care resources. I do realize that such an approach would ask much of health care professionals. Society would require doctors to ration health care case by case. However, this is already a reality in everyday medical practice (and always have been). In a care-based profession, it is to be expected that doctors and other health care professionals have the capacity and skills to make tough rationing decisions and set limits to health care, while still keeping in mind that one has to do what is in the best interest for the patient. Every day, health care professionals are making life saving and life changing decisions and in order to do this, they do not only need medical expertise, but in addition also need significant knowledge of moral and ethical theories. Therefore, I want to stress that moral philosophy should always be a cornerstone of the education of every health care professional. In addition, medical students should get acquainted with real patients from very early on in their medical training, ideally from the start of medical school. Aspiring doctors should receive elaborate training in physician-patient dialogue in the early years of their educational program in order to prepare them for their residencies or post graduate medical training in hospitals. 
Second, care ethics presents us with the idea that it might be necessary to rethink our understanding of the powers and purposes of modern medicine. As noticed by Daniel Callahan, the current ideal in modern medicine is the model of progress and innovation, particular modus of thinking that is aimed at more and better health for everyone (Callahan, 2014). Perhaps, the medical model of Western societies has to be changed if we want to guarantee affordable and sustainable health care for everyone in the future (Callahan, 2014; Van Moorsel, 2019b). In the (near) future, people should come to accept that even the curing capabilities of modern medicine has its limits. Instead, as suggested by care ethics, people should value more all those acts that are focused on care rather than cure (Engster, 2014). Care, rather than cure, could be the new cornerstone of the just health system of the future. When people are willing to accept that there are limits to cure, cost containment and rationing in health care might actually be much easier to achieve. 
I want to end this thesis by making some suggestions for future research and by listing some possible topics I would want to address in future publications. First, there are some topics I have just briefly addressed in this thesis, but I wasn’t able to discuss them at length this time. Examples include Carol Gilligan’s gendered notion of moral reasoning, or the possible negative effects of the Dutch welfare reform (see chapter four and five respectively). Such topics have my attention, and I would like to have the opportunity to address and discuss them elsewhere in a more elaborate way. 
Second, for future research, I think it might be interesting to further investigate the implications of care ethics on the other two unsolved rationing problems, those being the aggregation problem and democracy problem (Daniels, 1990, 1993, 2008; Ruger, 2009). I have to admit, I found it difficult to discuss these problems from a care ethics perspective. Criticasters of this thesis would be right in pointing out that these are points where my analysis is lacking. Therefore, these problems deserve more attention. 
Finally, as briefly mentioned in chapter three, Norman Daniels has claimed that principles of justice or moral theories are unlikely to solve rationing problems, that is to say, people will always disagree on the set of principles which are most desirable to use (Daniels, 2002; Van Moorsel, 2019b). As a consequence of this observation, Daniels and other authors have suggested that we should retreat to processes of deliberative democracy in order to come up with ways on how to allocate and ration health care resources (Daniels, 2002; Daniels & Sabin, 1997, 2002; Ruger, 2009; Van Moorsel, 2019b). If rationing has to occur, then let it be open and publicly visible, that is at least the claim that is being made (Daniels, 2002). However, limits to health care will still arise as a result of open and public rationing. These limitations still have to be addressed and communicated to the patients. And this is where care ethics comes in, with my idea of overt rationing. For future research, it might prove to be interesting to discuss the intersection of care ethics with deliberative democracy and see whether care ethics can present us with solutions to problems found in deliberative democratic approaches to health care rationing. 
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