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Introduction

Therearemanydeepphilosophicalissues
regardingequitythatIwillslideoverinorder
toaddresssomepracticalitiesofequitypolicy
(see,fordeepermaterial,Olsen1997;Wikler
andMurrayforthcoming).However,Ido
wanttotrytolinktheoryandpolicyrather
thankeepthemintheirusualsilos.Thisis
adangerousplan.Myamateurethicswill
strikeseriousphilosophersasgravelydefi-
cient,whilemyamateurpolicystrategizing
willstrikedecision-makersasdistantlyupin
theclouds.However,inthespiritof“nothing
ventured…”Iamgoingtotrytolinkthetwo
moredirectlythanisusual.Onereasonfor
doingthisisthat,ifwecannotdiscussethics

explicitlyasafoundationofpoliciesforequity
inhealthandhealthcarepolicy,thenIdoubt
wecandoitanywhereelse.Asecondreason
isthatIthinkthereisachance,ifwecanbe
moreexplicitaboutourethics,thatwemight
managetotranslatethemintopolicyactionin
reasonableanddoableways.Anotherreason
isthatIamfairlyconfidentthatthereason-
ableanddoablewayswillbedifferentfrom
thecurrentways.Afourthisthatleavingthe
ethicslargelyimplicitmeansthatthehuge
differencesbetweenusthatmightotherwise
remainsubmergedcouldbecomeunderwater
reefswiththepotentialtoripthebottomsout
ofwell-meaningpoliciesforequityinpractice
–assoonasitbecomesclearthatoneperson’s
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notionofequityisnotalsoanother’s.Weneed
tobecleareraboutwhatwemeanandwhere
wemightdifferinwhatwemean.SoIshall
saywhatImeanandwhatIthinkweallought
toagreetomeanandthen,fromthat,saywhat
followsforpolicy.

InthispaperIassumethatwearediscuss-
ingequityatthehighestlevelofpolicy
–distributivefairnessinhealthcare,itsfinanc-
ingandthetermsofaccesstoit.Iamalso
assumingthatwecareaboutdistributive
fairnessintermsbothoftheoutcomesofour
decision-makingprocessesandoftheproc-
essesthemselves.

Ichosemytitleinordertoprovoke
rethinkingofsomeconventionalethicalplati-
tudes.Iamnotagainstplatitudesingeneral
–justtheseones–and,indeed,I’llbeoffer-
ingsomeofmyownshortly.The“answers”I
amdescribingas“traditional,”atleastamong
healthserviceresearchers,arethese:

Healthcareoughttobeallocatedinproportiontoa
person’sneed

togetherwithitsgrouporregionalgeographic
companion:

Geographicalallocationofhealthcareresources
(generally,purchasingbudgets)oughttobeallo-
catedinproportiontothepopulation’sneedineach
area

andthis:

Access/utilizationofhealthcareoughttobeequal
forallmembersofsociety

andthis:

Equityandefficiencyinhealthandhealthcare
usuallyconflictand,whentheydo,equitytrumps
efficiency.

Theseslogansdonothelppolicyforfour
mainreasons:

• Theyarenotgoodethics.
• Eveniftheywerebetterethics,theywould

stillbeconfusedandconfusing.
• Followingthesepreceptscaneasilygener-

atesituationsthatwewouldallagreeare
moreinequitablethanwhatwehavenow.

• Theprinciplesarenotpractical–itis
unclearwhatpolicystepsfollowforthose
whowishtoembodytheminpractical
actionssuchasmeasuringthesizeofa
problem,theoutcomesofdoingsome-
thingaboutitormanagingaprocess
intendedtodeliverasolution.

Ihavealreadyarguedagainstthebogus
claimthatthereisconflictbetweenequityand
efficiency(Culyer2006)andthereforeIdonot
proposetodiscussthattopichere.However,
theredoesexistabigconflict–orratherawhole
suiteofconflicts–betweenrivalnotionsof
equity.Theserivalnotionshardlyeverreceive
explicitdiscussioninpolicyframeworks.The
commonpresuppositionthatequityingeneral
trumpsefficiencyisaconsiderableirritantand
dealingwithitdistractsattentionfromthe
moreimportanttrade-offs.Ofcourse,outra-
geousinequitymightrightlydominateany
concernwemayhaveaboutmildinefficiency;
however,Idonotthinkthatconcernabout
mildinequityoughttodominateoveroutra-
geousinefficiency.TotrytoconvinceyouthatI
amrightaboutthestatusoftheotherslogans,
letusgobacktofirstprinciples.

EquityasFairness

Itseemsattractivetotreatequityasamatter
offairness.1Itpervadesallaspectsofhealth
andhealthcare.Itissignificantatahighlevel
ofresourceallocation(whatisafairdistribu-
tionofmoneytoLocalHealthIntegration
Networks[LHINs]?)andattheindividual
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level(isitfairthatCanadiansPhyllisThomas
andGladysLawlesshaveeachlivedwith
rheumatoidarthritisformorethan20years
andresideonlytwokilometresapart,divided
byaprovincialborder,yetGladysreceives
etanercept[Enbrel]viamedicarevirtually
freewhilePhylliswouldhavehadtofind
around$20,000ayearfromherownpocket
andsohasgonewithout?[Abraham2004]).
IsitfairthatDr.Putterhasclosedhisoffice
thisafternoontoplaygolf(itwasallright
forthosewhocouldeasilygetthereinmorn-
ingsbutnogoodformewhocouldgetthere

onlyintheafternoon)?Itappliesnotonlyto
individualslikePhyllisandGladysbutalsoto
groupsofindividuals(isitfairthattheinfant
mortalityrateinNunavutin2004was16.1
per1,000livebirthscomparedwith4.3inthe
twobestCanadianprovinces:NewBrunswick
andPrinceEdwardIsland?[StatisticsCanada
2007]).Itappliestotheoutcomesofprocesses
andalsototheprocessesthemselves(isitfair
thatthewell-to-doonaveragehavelonger
generalpractitioner[GP]interviewsunder
medicarethanpoorer,less-well-educated
people?).Itappliestohealthcarefinancingas
wellashealthcaredelivery(isitfairthatmany
employedCanadiansgetsubsidizedinsurance
fordrugbillsbutothercitizens,similarinall
otherrespects,donot?).Itappliesinnot-so-
obviouspolicychoices(shouldthebenefit

accruingtopeoplewithchronic,disabling
andpainfulconditionsbevaluedthesameas
asimilarbenefitaccruingtosomeonewithout
thosedisadvantageswhenmakingformulary
decisionsor,moregenerally,decidingwhat
servicesshallbeavailable?).Itappliesatthe
marginofwhatisavailableaswellasatthe
totality(shouldpeoplewhoarewillingtopay
beabletopurchasedrugsthatarejudgedto
beinsufficientlyeffectivetobemadeavail-
ableinpublicprograms?).Itraisesquestions
aboutthesimilaritiesanddifferencesbetween
peoplehavingdifferentethnic,religiousand
linguisticcharacteristicsorlivingatdifferent
levelsofprosperityandindifferentlocations
(whichsimilaritiesanddifferencesmatterand
whichdonot?).Healthequityisalsoevery-
one’sbusiness,notjustthatoftheMinistryof
HealthandLong-TermCare(MOHLTC).
Afterall,manyofthekeydeterminantsof
healthliewelloutsidetheMOHLTC’sremit.

HealthorHealthcare?

Underlyingallissuesregardingequityin
healthareadistinctionandaconcern.The
distinctionisbetweenhealthandhealthcare:
theyarenotthesameand,ingeneral,
thelatteristheretoimprovetheformer.
Healthcareisnotanendinitself;healthis.
Inparticular,thereisnoreasontoexpectthat
equalityinhealthcarewillgenerateequality
inhealth.Theconcernarisesfromthefact
thatwealthandhealthareinverselyrelated.
Asweallknow,thereisasocial-classgradi-
ent:inthecaseofalmosteverydisease,the
higherthesocio-economicgrouptowhich
youbelong,thelongeryourlifeexpectancy
andthebetteryourhealthstateateachstage
oflife.2Thisgenerallymeansthatthose
whoaremostinneedofhealthcarearealso
thosewhoareworstplacedtobuyitinthe
marketplaceeitherdirectlyorthroughinsur-
ance.Toalltheotherconcernsaboutequity,
therefore,weneedtoaddaconcernthatthe

Thecommonpresupposition
thatequityingeneraltrumps
efficiencyisaconsiderable
irritantanddealingwithit
distractsattentionfromthe
moreimportanttrade-offs.
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financingofhealthcareisfair;unfairfinancing
bothenhancesanyexistingunfairnessinthe
distributionofhealthandcompoundsitby
makingthepoormultiplydeprived.However,
itisnotjustaquestionofrichvspoor.The
gradientimpliesthatateverysocio-economic
levelthosefurtherdowntheladderdiesooner
andsuffermoreillhealththanthoseimme-
diatelyabovethem.Althoughthisargument
suggestsstronglythatthedistributionofthe
costsofhealthcarefinancinginteractswiththe
distributionofhealth,Ishallsetasideissues
offinancialequityhere(agoodempirical
discussionofthesubjectcanbefoundinvan
Doorslaeretal.1999).

EfficiencyandEquity

Whydon’twecomecleanaboutthereasons
whyequityinhealth–andhealthcare–isof
deepethicalconcern?Atroot,Isuggestthat
therearetwoprincipalaspectsthatdemand
ourattention.Theyaresometimesincorrectly
seenasbeinginconflictandtheybothhave
acommongroundinginethicalimportance.
Oneistheprinciplethatsays,“morehealthis
agoodthing,ethicallyspeaking.”Theother
istheprinciplethatsays,“fairlydistributed
healthisagoodthing.”Ethicallyspeaking,
thefirstunderliestherationaleforevidence-
informedpractice.Itisanefficiencyargu-
ment:weshouldgetthemostwecanoutof
ourlimitedhealthcareresources.Thesecond
underlies,ethicallyspeaking,mostissuesin
decisionsabouttheallocationofresourcesto
definedgroups:classicallyregions,although
territorialdistributivefairnessisfarfrom
beingtheonlydimensionthatchallenges
ushere.Supposethatagivenexpenditure
couldgenerateagaininhealthfordowntown
dropoutsequaltothatgeneratedforprosper-
ousdwellersinleafysuburbs.Whooughtto
getit?Many(thoughnotall)wouldsaythe
downtownstreetpeople.Andmanywould
gofurtherandsaythattheissueofjustice

trumpstheissueoffairnesssothatthestreet
peoplestilloughttogettheresourceevenif
itwouldgeneratemorehealthgainforthe
suburbanites.Isuggestthatthisis,asageneral
presumption,wrong.

Myargumentisnecessarilyabstract.
Considerthepropositionthat“morehealthis
agoodthing,ethicallyspeaking.”Theprimi-
tiveethicalpropositionistheAristotelianone
thattheultimatehumangoalforwhichour
societymightaimistobeasocietyofflour-
ishingindividuals.3Iwillnotdefine“flourish-
ing”;however,Imeanittoimplysomething
morethantheenjoymentofmeregoods
andservicesortheeconomic-cum-utilitar-
iansatisfactionof“preferences”oftentermed
“welfarism”(e.g.,Sen1977;Boadwayand
Bruce1984).Ialsodonotwishflourishing
toberestrictedtotheAristoteliannotionof
anactiveliferuledbyreason.Thisflourishing
postulateisplainlyasocialvaluejudgement,
andifyouandIdifferfundamentallyonitwe
areunlikelytoagreeonwhatistofollow.The
nextpropositionisnotavaluejudgement;
itisfactual.Thereisarangeofconceptsof
“flourishing,”allofwhichhaveincommon
that(a)theyareethicallycompellingand(b)
theyrequire–orusuallyrequire–goodhealth
fortheirfullrealization.Notethetwofactual
andempiricallyrebuttablestatementshere:an
assertionabouttherebeingarangeofpersua-
sivemeaningsforflourishingandanassertion
thatgoodhealthisanecessaryconditionfor
havingaflourishinglife.Nowaddathird
factualassertion:healthcareisoneofthe
meansthroughwhichhealthispromoted.

Sotheextendedsyllogismgoeslike
this:Flourishinglivesaretheultimategood
(asocialvaluejudgement).Goodhealthis
necessaryforonetohaveaflourishinglife
(anempiricallyrebuttablestatement,givenan
acceptableconceptofflourishing).Thisfactual
propositionistrueforarangeofconceptsof
flourishing(anotherempiricallyrebuttable

EquityofWhatinHealthcare?
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statement,becausewecanaskpeoplewhat
theyhaveinmindbyflourishing).Healthcare
isoftenanecessaryconditionforhealth(yet
anotherempiricallyrebuttablestatement).
Fromthiscombinationofethicalandfactual

propositionscomesthedeepethicalsignifi-
canceofarrangementsforthefinanceand
deliveryofhealthcare(see,e.g.,Culyer1997,
2001).Ingeneral,ifitisethicallygoodto
flourish,itbecomesgoodtohavethethings,
suchashealth,thatcontributetoflourishing.
Andifitisethicallygoodtohavehealth,itis
goodtohavehealthcare.Andif,moreover,so
fundamentalacharacteristicashealthought
inprincipletobeequallyexperienced,then
oughtnothealthcaretobedistributedsoasto
bringthisabout?Enterthe“fairlydistributed
healthisagoodthing”proposition.

Fromhereittakesbuttwofurthersteps
togetclosertothepolicyissuesthatmotivate
thisdiscussion.First,ifitisgoodtoencour-
ageflourishingitisalsogoodtobeefficient
atit.Forexample,ifwewereusingmore
healthcareresourcesthanwerenecessaryto
achieveagivenhealthgain,thatwouldbe
inefficient.Resourcesdevotedtomorally
compellingcausesoughttobeusedsoasto
havemaximumimpactonthecauseserved
–inthiscase,health(Culyer1992).Second,
theburdenofprooflieswiththosewhowould
departfromequalityregardingopportunities
toflourish.Becausehealthisnecessaryfor

flourishing,theburdenofprooflieswiththose
whowishtodepartfromapresumptionthat
sonecessaryahumancharacteristicoughtto
beequallydistributed.

Apowerfulimplicationofthisline
ofthoughtontheefficiencysideisthat
healthcarethatdoesnotcontributetohealth
hasnoplaceinthesystem.Italsoimpliesthat
cost-ineffectivehealthcarehasnoplacein
suchasystem–evenifitiseffective–because
providingcost-ineffectivecarewouldimply
thatresourcesthatcouldbeputtoachiev-
ingbetterhealthforatleastonepersonwere
infactbeingputtonoapparentuseatall.
Inshort,theethicalreasonsforcaringabout
thedistributionofhealtharealsoreasonsfor
caringabouttheefficientproductionofhealth.
Itisinsufficientlyrecognizedthatthecasefor
cost-effectivenessis,atroot,anethicalcase.

Anotherimplication,thistimeonthe
distributionalside,isthatinequalitiesin
healthoughtnottobemanufacturedwith-
outcompellingreasonsandoughtnottobe
allowedtocontinueiftheycanberemoved
usingreasonablemeans.By“compelling
reasons”Imeancountervailingethicalargu-
mentsthatcarrymoralweight.By“reason-
ablemeans”Imeanactionsandpoliciesthat
donothavecostsorundesirabledownstream
consequencesthatmightoutweightheirequi-
tablegain.Pursuinggreaterequalityofhealth
doesnotalwaysimply,however,thatwemust
pursuegreaterequalityofhealthcareoraccess
toit,orthatweshouldmatchittoneed.

Letmegiveanillustration.Figure1shows
thequality-adjustedlifeyears(QALYs)tobe
hadfromspendingagivensumonhealthcare
forthepoorandtherichinagivencommu-
nity.Thelight-shadedbarsindicatethe
existingexpectationofQALYsforanaverage
person,aged50,ineachoftheseequal-sized
groups.Fortherich,QALYsaretwicethatof
thepoor.Thebestestimatesindicatethat,if
thegivensumwerespententirelyonthepoor,

Resourcesdevotedtomorally
compellingcausesoughttobe
usedsoastohavemaximum
impactonthecauseserved–
inthiscase,health.
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theirexpectedhealthgain(inQALYs)would
be3whilethegaintotherich,ifthesumwere
spentonthem,wouldbe2.Supposingone
wereforcedtochoosewhichisthebetterway
ofspendingthesum?Youmightsayfunds
wouldbebetterspentonthepoorbecause
thegainwouldbe3comparedto2,andthis
approachisthereforemoreefficient.However,
thatconclusionwouldbewrongbecauseit
entailsanassumptionthataQALYgainfor
thepoorcountsthesameasaQALYgain
fortherich.Infact,bothdarkbarsindicate
efficiencybecauseweassumethatmaximum
healthgainistobehadforeachgroupfrom
spendingthesumonthem.Bothareefficient.

Toanswerthefairdistributionques-
tiononeneedstomakeexplicitinterpersonal

comparisons.Therearethreeobviouswaysof
doingthisintheaboveexample.Onecould
saythatahealthgainisofequalvalueto
whomevergetsit(ineffect,wedonotcareif
therecipientiseitherpoororrich).Inthat
case,3outweighs2andtheresourcegoesto
thepoor.ThisisstraightforwardQALYmaxi-
mizationcoupledwiththedistributionalvalue
judgementthatallQALYsareequal.Another
possibilitywouldbetosaythatQALYs

receivedbypeoplewhohavelowexpecta-
tionsoffutureQALYs(forwhateverreason,
includingthattheyarepoor)aretobemore
highlyvaluedthanthosegoingtoothers.In
thatcase,theargumentforspendingthesum
onthepoorisevenstronger.Third,onecould
saythatthefairdistributionisamoreequal
one.Inthatcase,spendingthemoneyonthe
poorgeneratesa13:20distribution,which
isplainlymoreequalthan10:20(letalone
10:22).Inthisexample,allthreedistributional
argumentsgoinfavourofthepoor.Butboth
ofthepossiblenewdistributions(13:20or
10:22)areefficientandthetestoffairnessis
nottherelativesizesofpotentialhealthgain
ortheinitialdistributionofhealth,butthe
final(expected)distributionofhealth.

EquityvsEquality

Equityisnotthesameasequality,
althoughtheyareoftencarelessly
takentobethesame.However,
theyareconnected.Equityoften
involvestheequalityofsomething.
Thecriticalquestionis“equalityof
what?”Butsometimesequityalso
dealswithjustinequalities,andthe
questionthenis“whatisthecrite-
rionfordecidingwhichinequalities
arefairorunfair?”Equitymeans
treatinglikesalikeandunalikes
appropriatelydifferently.Equity
requiresnotonlythatrelevantly
similarcasesbetreatedinsimilar

waysbutalsothatrelevantlydifferentcasesbe
treatedindifferentways.Thesetwoconcepts
areasoldasAristotleandareknownashori-
zontalandverticalequity:

• Horizontalequity:Theequaltreatmentof
peoplewhoareequalinarelevantrespect

• Verticalequity:Theunequaltreatment
ofpeoplewhoareunequalinarelevant
respect

EquityofWhatinHealthcare?

Figure1.Quality-adjustedlifeyearsinrelationto
healthcareexpendituresforpoorandrichpeople

�

�

��

��

��

��

���� ����

������
�����



HealthcarePapersVol.8SpecialIssue

18

By“treatment”Ishallfollowtheconven-
tionoftalkingabouthealthcareresources
generallydenominatedintermsofdollars.But
whatmightbethe“relevant”respects?There
aresevencommonlyadoptedones.Ishall
stateeachrespectandtheprincipletowhich
itseemstobeconnected,andthenmakesome
commentsonit.

RivalRelevantRespects

• Need:Populationswithequalneedsshould
receiveequaltreatmentandpopulationswith
greaterneedsshouldreceivemorefavourable
treatment.
Adisadvantageofthisprincipleisthat
itisfarfromclearwhat“need”means.It
mightmeanoneormoreofthe“respects”
thatfollow.

• Illhealth:Populationsthatareequallyillought
tobetreatedthesame;thosethataresickest
oughttogetmore.
Adisadvantageofthisprincipleisthat
itseemstoassumewhatmightnotbe
thecase–thattheconditionsinques-
tionareeffectivelytreatablebyhealthcare
andthatallconditionsareequallycostly
totreat.Unfortunately,theeffectiveness
ofhealthcarecanvarywidely(incasesof
iatrogenesis,forexample,itisnegative4).It
surelycannotmakemuchsensetorequire
apopulationtohavethesameamount
regardlessoftheirmorbiditycharacteris-
tics,theeffectivenessofrelevantpreven-
tiveandrestorativemedicalcareandthe
cost,whetherhighorlow,ofdelivering
thatcare.

• Desert:Populationsofequaldesertoughtto
betreatedthesameandthoseofgreaterdesert
oughttoreceivemore.
Commonelementsthatadvocatesofthis
viewhaveinmindarelifestylechoices
(e.g.,smoking,drugabuse,poordiet,
dangeroussports,carelessandpromiscuous
sex)thatincreasethechancesthatsome-

onewillneedhealthcareand,moreover,
thatmightreducethechancesthatthecare
willbeeffective.Thesearemutuallyrein-
forcinggroundsforgivingsuchindividuals
andgroupsalowpriority.Thisviewsuffers
fromtheproblemthatitisvirtuallyimpos-
sibleempiricallytodistinguishlifestyle
effectsfromothereffects,thatitassumes
thatlifestyledifferencesareavoidable,not
sociallyconditionedand,ifdeleteriousto
health,thatthepatientsinquestionare
culpable.Another,morepositive,argument
holdsthatgroupswithhigherproductivity
(e.g.,peoplewithhigherearningsormore
dependentchildrenorwhodomorepublic
servicework)deserveahigherpriority.
Thisargumentsuffersfromtheproblem
thattheclaimofdesertrestsheavilyon
aclaimedcontributiontothewelfareof
otherpeople,whichishardtomeasure
withoutarbitrarinessandis,atbest,a
partialmeasureofdeservingness.

• Resourcesthemselves:Thisisusuallypresented
asapurelyhorizontalequityargument–since
allpeoplearefundamentallytoberegarded
asequal,eachoughttohaveequallyavailable
resources;thepercapitadistributionoughttobe
everywherethesameinajurisdiction.
Adisadvantageofthisprincipleisthat,
likethepreviousone,itignoresthe
productivityofresources.Itisdifficultto
seewhy,forexample,thereshouldbeany
concernfortheequitabledistributionof
ineffectivecareorwhypeoplewhoseneeds
aredifferentoughttohavethesamecare.

• Capacitytobenefit5:Peoplewithequalability
tobenefitfromhealthcareoughttobetreated
thesameandthosewithhighcapacitiesto
benefitoughttoreceivemore.
Thisprincipleaddressestheproductivity
issue.However,ifitturnsoutthatpopula-
tionswiththegreatestabilitytobenefit
arenormallyalsoinitiallyrelativelyhealthy
thentheapplicationoftheprinciplewill
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leadtogreaterhealthinequalitiesand,
becausesuchpeoplearealsolikelytobe
relativelywealthy,theywillbemadestill
healthieraswell.

• Health:Thisprincipleaimsatgreaterequality
ofhealthnot,usually,throughreducinganyone’s
healthbutbygivingprioritytothosewith
relativelylowhealthorwhoarefurthestfrom
theaverage.
Adisadvantageofthisprincipleisthat
itmightimplytheuseofenormous
amountsofresourcesfortheverysick
(butforwhommedicalcareisnotatall
effective),resourcesthatwouldgenerate
muchgreaterhealthgainsifotherswereto
receivethem.

• Equalityofaccess:Thisprincipleisperhapsthe
mostfrequentlyencounteredtypeofequityin
healthcare.
Adisadvantageofthisprincipleisthatit
canbesatisfiedatveryhighlevelsofcost
ofaccessing–justsolongastheyareequal
(e.g.,anequal$1,000co-paymenteach
perGPvisit).

ThingsaprioriandAlgorithmic

Iprefer“health”asthedistribuendum
comparedtoanyoftheothercandidatesfor
beingarelevantrespect.One–andonlyone
–ofsevencandidatesreallyaddressesthe
heartoftheethicalproblem.Noneofthe
othersisevenareliabletrackerofhealthand
itiseasytoconceiveofoccasionswhenthere
mightbeaconsiderabledivergencebetween
them.Forexample,tousecurrentillhealth
asadriver(inverse,ofcourse)forhealthcare
resourceallocationwill,insituationswhere
healthcareisofnoavail,causeanunambigu-
ouswasteofresources–resourcesthatcould
havebeenusedtoimprovethehealthofthose
withpooresthealthwhoseconditioncanbe
improvedthroughhealthcare.Theprinci-
pleleadstobothinefficiencyandincreased
inequity.Despitethis,currentmorbidityand

mortalityaretwoofthemostfrequentlymet
argumentsofresourceallocationformulaein
alljurisdictions.Formuchthesamereason,
theso-called“burdenofdisease”isapoor
indicatorofthelikelyproductivityofresearch
(MooneyandWiseman2000).

Itishealthinequalitythatisinequitable,
notinequalityofhealthcare.Wetherefore
needquantitativeandqualitativemeasuresof
healthoutcomestodeterminethefairdistri-
butionofpurchasingbudgetsandtheextent
towhichthecurrentdistributionfallsshort
oftheideal,justasweneedthemtomake
comparisonsamonginterventionsinhealth
technologyassessment(HTA).InHTA,a
genericoutcomemeasureisneededsothat

onecanmakecomparisonsacrosstechnolo-
giesofdifferenttypes(e.g.,drugs,imaging
andotherdiagnosticaids,devices,surgical
procedures).Inequitypolicy,onelikewise
needstomakesystematiccomparisons–in
thiscase,notbetweentechnologiesbutacross
populationgroups.

Itmustberecognizedthattheselection
ofthedimensionsofanygenericmeasure
entailssocialvaluejudgements,asdotheir
scalingandcombining.Itisnaturaltoreach
foraformula,andtherearelotsofcandidates.
Formulaicoralgorithmicapproachestohealth
outcomemeasurementhavemanyadvantages,
providedthevariablesembodiedinthemhave
sufficientconstructvalidityandprovidedtheyare
appliedinanappropriatecontext.Theseadvan-
tagesincludetheirtransparency,thefactthat
oncetheirconstructionhasbeencompleted

EquityofWhatinHealthcare?

Itishealthinequalitythatis
inequitable,notinequalityof
healthcare.
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thebusinessofusingthemisrelatively
straightforwardandlowcostandthefactthat,
usedinappropriatecontexts,theyusually
deliverprecisesolutions(e.g.,aspecificincre-
mental[oraverage]cost-effectivenessratioor
agivenbudgetallocationtoagivenLHIN).
Untiloneoftheseconstructs,orasatisfactory

substitute,ischosen,“health”oughtalways
tobesurroundedbyscarequotes.6However,
onceselectedanddespitetheirvirtues,these
algorithmicapproachesarenotenough.

ThingsDeliberative

Judgingtheimpactthatachangingresource
patternhasonhealthrequiresmultipleskills
andtheexerciseofjudgement.Ascientific
clinicalepidemiologicalknowledgebasewill
sometimesbeavailable.Ifitis,thisiswhat
Lomasetal.(2005)havecalled“context-
freescientificevidence.”Butitsuserequires
interpretationandjudgement–practicalclini-
calvoicescapableofexpressingprofessional
opinionsabouttheapplicabilityofthescien-
tificknowledgeinthesocialandprofessional
contextstohand–togetherwithanyavailable
context-sensitivescientificresearch.Onealso
needseconomicestimatesofwhathealth
outcomesmightbeachievablefromdifferent
levelsofresourcing,aswellastheevidence
andexperienceofsocialscientiststhatrelate
tothepossiblydistinctiveculturalandethnic
circumstancesthatmightaffecttheproduc-
tivityofvariouswaysofdeployingresources.

Thethoughtfulintegrationofthisknowledge
alsorequiressocialvaluejudgementstobe
madeand,togivetheprocesscredibilityinthe
publicimagination,probablysomelaypartici-
pationtoo.

Thedecision-makingprocesswillalmost
certainlyalsoinvolvewhatLomasetal.(2005)
havecalled“colloquial”evidence:evidencethat
isnotscientificatall,butprofessionalrecol-
lections,experience,casestudiesandother
knowledgethat,althoughscientificallyweak,
mightbeallthereisonaparticularaspectofa
problem.Siftingthisevidencecannotbedone
usingonlyanalgorithmicapproach.Herethe
essenceoftheproblemisthattheknowledge
neededtodetermineequitabledistributionis
incompleteandfragmentedacrossdisciplines,
medicalspecialtiesandprofessions.Itisalso
(probably)controversialanditcannotescape
beingintimatelyinterwovenwithvalues
andthemakingofinterpersonalcompari-
sonsofbenefitandcost.Itthereforerequires
synthesis,qualityassessment,discussionofits
relevanceandapplicabilityinthecontextof
proposedapplication,thecallingandinter-
rogationofexperts,theexplicitconfronting
ofpossibletrade-offs,thepossibilityofdeci-
sion-makerschangingtheirmindsduringthe
courseofthedeliberationsasnewknowledge
isacquiredandthemakingofanoverall
judgementinformed,butnotdetermined
solely,bytheevidence.

ThisiswhatIcalladeliberativeprocess.It
isfoundedonthepropositionsthatthefacts
donotspeakforthemselves,thatdecisions
canneverbesolelyevidence-basedandthe
(un-evidenced)beliefthatevidence-informed
decisions–usingwhateverisavailable–are
betterdecisions.7

Health

Itisnotpossibletohaveapracticalpolicy
aboutequityinhealthwithoutameasureof

Judgingtheimpactthata
changingresourcepatternhas
onhealthrequiresmultipleskills
andtheexerciseofjudgement.
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it.Itisludicrousthatwearecelebrating50+
yearsofequitablemedicareinCanadaand
mostofthedevelopedworldandwestillhave
nopropermeasure.Mortalitydatawillnot
do:theytellusaboutthenumbersofdead
peoplebutnothingofthequalityoflifeof
theliving.IntheUnitedKingdom,National
HealthService(NHS)hospitaldatausedto
includeathroughputmeasurecalled“deaths
anddischarges”–asthoughthedifferencedid
notmatter.Choosinganappropriatemeasure
ofhealthisnot,however,amatterrequiring
ustostrainatgnatswhileswallowingcamels.
Theliteratureonhealthmeasurementhas
attention-rivetingpropertiesforhealthserv-
iceresearchersdelvingintotheminutiaeof
measurementmethodology.Theseexperts
havedevelopedawelterofcandidatesforthe
roleofhealth-as-an-outcomesmeasure(e.g.,
AssessmentQualityofLife;DALYs;DASH;
EuroQol[EQ-5D],HealthUtilitiesIndex;
HealthyYearEquivalents;QALYs;short-
formhealthsurveyssuchasSF-6D,SF-8,
SF-12,SF-36).

Theneedinempiricalequitypolicyis
forapractical,low-costinstrumentthathas
reasonableconstructvalidity–i.e.,onethat
takesaccountofthemostimportantdimen-
sionsofpopulation-levelhealth–andisas
sensitiveasitneedstobe(andnomore).My
owninclinationistoselecttheEQ-5D,using
Canadianweights,ongroundsofsimplic-
ity,easeofuseanditshavingwell-under-
stoodvirtuesandvices–sothat,shouldthe
latterprovetobeimportantinanyparticular
context,theneedforaconsideredjudgement
thatgoesbeyondtheQALYbecomesclear.
TheEQ-5Dessentiallyinterpretshealthin
termsoffivedimensions:mobility,abilityto
self-care,abilitytoperformusualactivities
ofdailyliving,levelofpain/discomfortand
levelofanxiety/depression.Thesearescored
andcombinedusingweightsderivedfromthe

populationswhosehealthisbeingmeasured.
Sothatisanalgorithmweneed–oratleast
somethinglikeit.

CombininganAlgorithmandOther
ElementsinDeliberativeProcesses

Theactofusinganalgorithmrequirestwo
importantfurtherstepsthatarenotthem-
selveswellsuitedtoalgorithmicsolution.
Thefirstaddressesthewayinwhichalgo-
rithmicmeasuresaretobecombined,not
acrossattributesofhealthasdiscussedbefore
butacrossgroupsofpeople:youngorold,male
orfemale,differentethnicities,different
geographicallocations,differenthistoriesof
chronicorcongenitaldiseaseanddisability
andsoon.Howhealthiscombinedacross
peopleamountstodeterminingtheweights
attachingtothosewithdisadvantagesor
otherverticalequityclaimsforfavourable
treatmentcomparedwithothers.Onlyif
therearenoethicallyrelevantdifferences
betweenpeoplecanweassumethatthe
issueisoneofhorizontalequityandthata
QALY=QALY=QALY,whoevergetsit.

Makinginterpersonalcomparisonsalso
cropsupinlessconspicuousways.Forexam-
ple,theseeminglytechnicalfieldofHTAis
loadedwithinterpersonalvaluejudgements,
asarealldecisionprocessesthatinvolvethe
measurementofindividuals’healthandtheir
addingupacrossindividuals.Soisthepriori-
tizationofpeople’sclaims(e.g.,onwaiting
lists,fortreatmentinatreatmentroom,for
researchintonewtreatments).Typicalequity-
relatedquestionsraisedbyoutcomemeasures
inHTAincludethefollowing:

• Oughtthefactthatolderpeoplehave
shorterlifeexpectanciesthantheyoung,
andhenceonaverageashorterperiod
oftimeinwhichtoenjoyanybenefitsof
healthcare,bereflectedinbenefitcalcula-

EquityofWhatinHealthcare?
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tions?Ifso,how?
• Oughtthefactthatsomepeoplehave

livedextremelypainfulandrestricted
livesformanyyearsorhavehadmultiple
handicapsthanothersaffectthesocial
valuationoftheirrespectivefuturehealth
benefits?Ifso,how?

• Shouldthefactthatsomepeoplemight
standtomakemajorgainsinhealthbene-
fitswhileothersmightgainonlysome
reductioninthespeedoftheirhealth
deteriorationaffecttherelativevaluation
ofanyadditionalfuturehealthbenefit?If
so,how?

Thesameissuescropupinmakingjudge-
mentsaboutdistributionsofhealthcare
resourcesacrosssocialgroupsandbetween
Ontarioregions.InEnglandandWales,
questionssuchasthesehavebeenputtoa
Citizens’Council(UniversityofToronto
PrioritySettinginHealthCareResearch
Group2006).

Thesecondstepisevenlesswellsuited
toanalgorithmicapproach.Thisisthedeter-
minationofthekindsofhealth-affecting
interventionsthatwouldpromotegreater
equalityinthedistributionofhealth.Itwould
behighlydesirableforthesetofinterven-
tionstobetakenasbroaderthanthoseunder
thecontroloftheMOHLTCand,inany
event,toincludepublichealthinterven-
tions.Experiencewithattemptstodevelop
evidence-informedformularydecisions
teachesthattheformalscientificknowledge
baseiscommonlyfairlyunsatisfactory–the
researchmightsimplynothavebeendone,
thetechnologiesinvestigatedmighthavehad
policy-irrelevantcomparators,thepublished
workmightbeofpoorgeneralquality,it
mightbeofhighqualitybutunknown
generalizability,itmightbeincomplete(e.g.,
withrespecttolong-termconsequencesor
economicconsequencesofanykind)andit

mightbescientificallycontroversial.These
elementsarelikelytobeevenmoreprominent
inpublichealthresearchandresearchonthe
impactofhealthcareonthedistributionof
health.Ifsimilarresourceallocationsseemto
producedifferentoutcomesindifferentloca-
tionsandbetweendifferentculturalgroups,
thenwehadbetterunderstandthereasons
why–andeveninvolvethosewhounderstand
thelocalorethnicculturesinthedecision-
makingprocess–atleastascommentators
orconsultees8and,possibly,asparticipantsin
thedecisionsthemselves.Bothoftheseissues
(makingappropriateinterpersonalcompari-
sonsandjudgingthecost-effectivenessof
interventions)involvetheuseofbothalgo-
rithmicanddeliberativemethods.Decisions
aboutequitableresourceallocationseemto
meetmostoftheconditionsconjecturedto
characterizetheappropriateuseofdeliberative
methodsanddecisionsthatare“accountable
forreasonableness”(Daniels2000a,2000b).

AsreportedinCulyerandLomas(2006),
adeliberativeprocessismorelikely

• togenerateguidancethatisconsistent
withthecontext-freescientificevidence
setinarelevantcontext;

• toidentifyrelevantclinical,socialand
politicalcontextsforinterpretingcontext-
freescientificevidence;

• tocommandwidecredibilityinprofes-
sionalcirclesandbeyond;

• togeneraterecommendationswhose
implementationwillbespeedy;and

• toidentifyimpedimentstotheimplemen-
tationofguidanceandtoproposesolu-
tions.

Onemightalsoexpectthatthereasonableness
ofaprocesswilldependuponthefollowing:

• Thequalityofchairperson
• Theclarityandopennessofprocess
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• Thereasonablenessoftimelinesfor
evidencesubmissionandconsideration

• Theuseofcolloquialevidencetochal-
lengecontext-freeevidence,setcontexts
andpluggapsinscience(butnotto
supplantscientificevidenceofeitherkind)

• Thepossibilityofinteractionbetween
decision-makersandnon-participant
stakeholdersthroughconsultationand
commentary

• Theavailabilityoftimeforstudy,discus-
sionandreflectionbefore,duringandafter
meetings

• Thescopefordecision-makerstorequest
furtherinformationandtakeface-to-face
oralevidence

• Theopportunitytoappealadecisionnot
becauseanappellantdisagreeswiththe
decisionbutonthefollowinggrounds:
• Decision-makersfailedtoactfairly

andinaccordancewiththeirpublished
procedures.

• Theirdecisionwasperverseinthe
lightoftheevidencesubmitted.

• Theyexceededtheirpowers.

Inessence,Iamrecommendingthe
creationofanewinstitutiontaskedwiththe
blendingofanalgorithmicapproach(the
healthmeasure)withadeliberativeapproach
(determiningthepatternsofresourcedistribu-
tiontodeliverchangesintheoutcomehealth
indicatorofchoiceandtherebytomovethe
overallallocationofhealthinamoreequal
direction).Thecontributionofnon-healthcare
determinantsofpopulationhealthisalso
bestconsideredinadeliberativeprocess,one
thatrequirestheconsentandcollaborationof
ministriesotherthantheMOHLTC.

NeedforNewMechanisms

Theimplementationofthepolicyforequity
impliedbytheforegoingentailsthefollowing
necessarykeystepsfortheMOHLTC:

• Takingapolicydecisionregardingthe
entitywhoseequitabledistributionisthe
focusofconcern(thisdistribuendumis
conjecturedheretobehealth)

• Settingupamechanismtoselectaprag-
maticempiricalmeasure(thealgorithm)
ofhealth(suggestedheretobeEQ-5D
withCanadianweights)

• Settingupaprovince-widedeliberative
process(e.g.,ahealthcaredistribution
commission)whosetaskswouldbeas
follows:
• Annuallytodeterminetheallocation

ofnon-tertiaryandnon-experimen-
talpersonalhealthcareandpublic
healthcareresources(and,preferably,
otherresourcesaffectinghealth)to
theregionalcommissioners(LHINs)
withaswidearangeofcommissioning
poweraspossible

• TogiveadvicetoLHINsontheintra-
LHINdistributionofresourcesfor
equitybetweensocialgroups

• Settingquantitativeandqualitative
annualtargetsforthecommissionandthe
LHINsforgreaterequalityinthedistri-
butionofhealth(nothealthcare)

SlogansforHealthEquityinOntario

Havingfrownedonsomecommonslogans
purportingtobeguidesforpolicy,itisincum-
bentonmetosuggestreplacements:

Allneededhealthcareoughttobe
providedfree.Healthcarethatisnot
neededmustbepaidforprivately.

Equityisafactorindeterminingresource
allocationdecisionsonlyinrespectof
healthcarethatisneeded;i.e.,ofthe
healthcarethatitwouldbetechnicallypossi-
bletoprovide,onlythatwhichis(a)necessary
foraperson’stimelyhealthimprovementand
(b)costeffectivemaybesaidtobeneeded.

EquityofWhatinHealthcare?
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Accessshouldbeascheapasisnecessary
toenableutilizationofneededhealthcare.

Equalityofaccessisnotspecificallyequitable
butpoliciesshouldseektoensurethataccess
ischeapbyloweringbarriers–whetherfinan-
cial,geographic,ethnic,cultural,linguisticor
social–toserviceuse.Thisisbecausediag-
nosisisanecessaryconditionforestablishing
whetherthereisaneedforhealthcare.The
greaterthebarrierstothereceiptofcare,the
morelikelyitisthatgenuinehealthcareneeds
willgoundetectedanduntreated,tothedetri-
mentofbothefficiencyandequity.Without
cheapaccess,thecommunity’sneedfor
healthcaregoesunassessed.Howcheapaccess
oughttobewilldependontheelasticityof
demandforcareandtheimpactofhealthcare
co-paymentsandothercostsofaccessanduse
onaperson’soverallpurchasingpower(thisis
requiredifotherformsofinequityarenotto
begeneratedbyhealthcarepolicy).

Themaininequityisinequalityofhealth.

Addressingotherinequalities(e.g.,of
resourcesperhead)isadistractionandcan
leadtogreaterhealthinequality.

Equityinhealthisimpossiblewithoutan
empiricalmeasureofhealth.

Themeasurerequireddoesnothavetobe
perfectnorsuitedforalldecisioncontexts.It
must,however,haveconstructvalidityand
enablethemakingofpoliticallyacceptable
comparisonsbetweendifferingpopulation
groups.

Avoidablegrossinequalitiesinhealthare
intolerablemoraloutrages.

Goodhealthisnormallynecessaryforpeople
toflourishashumanbeings.Grossinequalities
inhealthimplygrossinequalitiesinpeople’s
flourishing.Policytargetsforreducinghealth
inequalitiesshouldbesetbytheMOHLTC.

Letthelargestdifferentialsbetween
personsandgroupscommandthehighest
priority.

Inseekingtopromotethehealthofall
Ontariansthroughcost-effectivehealthcare,
policyshouldaddressthebiggestdisparitiesin
people’slifetimeexperiencesofhealththrough
selectiveresourceallocationandspecificpoli-
ciesaimedathavingmaximumimpactonthe
healthoftheleasthealthy.

Unavoidablegrossinequalitiesoughttobe
accompaniedbygenerouspalliativeprovi-
sionsandothercompensatingvariations.

Avoidablegrossinequitiesoughttobe
avoided.Althoughunavoidableinequali-
tiesmaynotbefullycompensablethrough
otherpolicies,otherpolicyopportunitiesfor
promotingmoreequalflourishingoughtto
beconsidered.Thisisbutonepolicyelement
requiringinter-ministrycollaboration.

Achievingequityinhealthrequiresapolicy
implementationprocessthatisdeliberative.

Achievingtheequitableallocationofresources
requiresacombinationofjudgementsabout
socialvaluesandjudgementsaboutthecontri-
butionthatvariousinterventionsandtypesof
carearelikelytohaveonpopulationhealth.
Interventionsoughtideallytoincludepublic
healthinterventionsandothernon-healthcare
determinantsofpopulationhealth.Adelib-
erativeprocessismorelikelytodeliverwell-
informedandpoliticallyacceptabledecisions
thanothermethods.

Equityinhealthisimpossiblewithoutan
informationdatabase.

Apolicyforthethoughtfuldistributionof
health-affectingresourcesroutinelyrequires
thefollowing:
• Informationaboutthecurrentdistribution

ofresources
• Informationaboutthecurrentdistribution

ofhealthacrossrelevantsocialgroups
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• Informationaboutthetechnicalpotential
ofhealthandotherservicestoimprove
health–incrementalimpactratiosof
resourcesonhealth

FromTalktoAction

Forthepast75yearshealthcarepolicyhas
rarelybeendiscussedwithoutreferenceto
equityanditisundoubtedlyequitythatdrives
fouroftheprinciplesoftheCanadaHealth
Act(comprehensiveness,universality,port-
abilityandaccessibility).Despitethislong-
standingconcern,Canada,bothfederallyand
provincially,alongwithmostotherjurisdic-
tions,hasfailedtodevelop

• cleardefinitionsoftermssuchasequity
andinequity;

• routinedatabasesformeasuringinequity
orinequality;

• policytargetsforachievingequity;and
• mechanisms,beyondthehealthsystem’s

broadstructuralcharacteristics,for
promotinggreaterequity.

InmycontributiontothiscollectionI
havetriedtopresentacoherentsetofprin-
ciplesforequityinhealthandhealthcare,
togetherwithsomeofthestepsrequiredto
addresswhathashithertobeenlacking.I
believetheseactionsareinbroadsympathy
withthehistoricrootsofOntario’shealthcare
policyandareintunewithcontemporary
movestowardgreatertransparencyandmore
participativepolicydecision-making.

Endnotes
1Anideamostrecentlyintroducedanddevelopedin
Rawls(1971).

2Foramodernreviewoftheevidence,seeRossetal.
(2006).

3TheGreekconceptofeudaimoniaisoftentranslated
as“happiness,”whichseemstomesomewhattotrivi-
alizeit.Iprefer“flourishing.”

4ThefamousDr.Spockadvisedcountlessthousands

ofmothersthus:“Therearetwodisadvantagestoa
baby’ssleepingonhisback.Ifhevomits,he’smore
likelytochokeonthevomitus.Alsohetendstokeep
hisheadturnedtowardsthesameside,thismay
flattenthesideofhishead…Ithinkitispreferable
toaccustomababytosleepingonhisstomachfrom
thestart”(citedinChalmers2003:23).Millionsof
Spock’sreadersfollowedthisapparentlyrational,
theory-basedandauthoritativeadvice.“Wenow
knowfromthedramaticeffectsofthe‘BacktoSleep’
campaignsinseveralcountriesthatthepracticeprom-
ulgatedbywell-intentionedexpertslikeSpockledto
tensofthousandsofavoidablesuddeninfantdeaths”
(Chalmers2005:229).

5CapacitytobenefitissimilartoSen’s(1980)ideaof
capabilities.

6Forthesakeofreadability,however,Ihaveresisted
thetemptationtopeppermyarticlewithsuchdevices.

7AnexampleofthesortofprocessIhaveinmindis
ProgramBudgetingandMarginalAnalysis(PBMA);
seeRutaetal.(2007).

8ThedifferenceinthepracticeoftheNational
InstituteforHealthandClinicalExcellence(NICE)
inEnglandandWalesisthatcommentatorsarenot
thoseinvitedtomakeexplicitsubmissionsinconnec-
tionwithatechnologyappraisal:manufacturersof
comparatortechnologies,specificagenciessuchasthe
NHSQualityImprovementScotland,therelevant
NICENationalCollaboratingCentre,otherrelated
researchgroupsand“othergroupswhereappropriate.”
Consultees,bycontrast,canparticipateintheconsul-
tationonthedraftscopeandtheotherdocuments
usedintheappraisalsprocess.Consulteeorganizations
representingpatient/carersandhealthcareprofes-
sionalsmaynominateclinicalspecialistsandpatient
expertstopresenttheirpersonalviewstotheappraisal
committee.Allconsulteesaregiventheopportunityto
appealagainsttheNICEconclusionsbeforetheyare
published.

References
Abraham,C.2004,September18.“HealthTalks
OfferNoRemedyforDisparitiesinDrugPolicies.”
GlobeandMailA4.

Boadway,R.andN.Bruce.1984.WelfareEconomics.
Oxford:BasilBlackwell.

Chalmers,I.2003.“TryingtoDoMoreGoodinPolicy
andPractice:TheRoleofRigorous,Transparent,Up-
to-DateEvaluations.”AnnalsoftheAmericanAcademy
ofPoliticalandSocialScience589:22–40.

Chalmers,I.2005.“IfEvidence-InformedPolicy
WorksinPractice,DoesitMatterifitDoesn’tWork
inTheory?”Evidence&Policy1:227–42.

EquityofWhatinHealthcare?



HealthcarePapersVol.8SpecialIssue

26

Culyer,A.J.1992.“TheMoralityofEfficiencyin
HealthCare–SomeUncomfortableImplications.”
HealthEconomics1:7–18.Rpt.inA.King,T.Hyclak,
S.McMahonandR.Thornton,eds.,NorthAmerican
HealthCarePolicyinthe1990s.Chichester:Wiley,
1993.1–24.

Culyer,A.J.1997.“ThePrincipalObjectiveofthe
NHSOughttoBetoMaximisetheAggregate
ImprovementintheHealthStatusoftheWhole
Community.”BMJ314:667–69.Rpt.inB.New,ed.,
Rationing:TalkandAction.London:King’sFundand
BMJ,1997.95–100.

Culyer,A.J.2001.“Equity–SomeTheoryandIts
PolicyImplications.”JournalofMedicalEthics27:
275–83.

Culyer,A.J.2006.“TheBogusConflictbetween
EfficiencyandEquity.”HealthEconomics14:1155–58.

Culyer,A.J.andJ.Lomas.2006.“Deliberative
ProcessesandEvidence-InformedDecision-Making
inHealthCare:DoTheyWorkandHowMightWe
Know?”EvidenceandPolicy2:357–71.

Daniels,N.2000a.“AccountabilityforReasonableness
inPrivateandPublicHealthInsurance.”InA.Coulter
andC.Ham,eds.,TheGlobalChallengeofHealth
CareRationing.Buckingham:OpenUniversityPress.
89–106.

Daniels,N.2000b.“Accountabilityfor
Reasonableness.”BMJ321:1300–01.

Lomas,J.,A.J.Culyer,C.McCutcheon,L.McAuley
andS.Law.2005.ConceptualizingandCombining
EvidenceforHealthSystemGuidance.Ottawa:
CanadianHealthServicesResearchFoundation.

Mooney,G.andV.Wiseman.2000.“Burdenof
DiseaseandPrioritySetting.”HealthEconomics9:
369–72.

Olsen,J.A.1997.“TheoriesofJusticeandTheir
ImplicationsforPrioritySettinginHealthCare.”
JournalofHealthEconomics16:625–39.

Rawls,J.1971.JusticeasFairness.Cambridge:Harvard
UniversityPress.

Ross,N.,N.Wolfson,G.A.Kaplan,J.R.Dunn,J.
LynchandC.Sanmartin.2006.“IncomeInequality
asaDeterminantofHealth.”InJ.Heymann,C.
Hertzman,M.L.BarerandR.G.Evans,eds.,
HealthierSocieties:FromAnalysistoAction.Oxford:
OxfordUniversityPress.202–36.

Ruta,D.,C.Mitton,A.BateandC.Donaldson.
2007.“ProgrammeBudgetingandMarginalAnalysis:
BridgingtheDividebetweenDoctorsandManagers.”
BMJ330:1501–03.

Sen,A.K.1977.“SocialChoiceTheory:ARe-exami-
nation.”Econometrica45:53–89.

Sen,A.K.1980.“EqualityofWhat?”InS.McMurrin,
ed.,TheTannerLecturesonHumanValues.Cambridge:
CambridgeUniversityPress.197–220.

StatisticsCanada.2007.“InfantMortalityRatesby
ProvinceandTerritory(BothSexes).”Ottawa:Author.
RetrievedApril3,2007.<http://www40.statcan.
ca/101/cst01/health21a.htm>

UniversityofTorontoPrioritySettinginHealthCare
ResearchGroup.2006.ReviewofCitizen’sCouncils
andRecommendationsfortheCreationofaCitizens’
CouncilinOntarioasMandatedundertheTransparent
DrugSystemforPatientsAct.Toronto:Universityof
TorontoDepartmentofHealthPolicy,Management
andEvaluation.

vanDoorslaer,E.,A.Wagstaff,H.vanderBurg,
T.Christiansen,G.Citoni,R.DiBiase,U.-G.
Gerdtham,M.Gerfin,L.Gross,U.Häkinnen,J.John,
P.Johnson,J.Klavus,C.Lachaud,J.Lauritsen,R.Leu,
B.Nolan,J.Pereira,C.Propper,F.Puffer,L.Rochaix,
M.Schellhorn,G.SundbergandO.Winkelhake.
1999.“TheRedistributiveEffectofHealthCare
FinanceinTwelveOECDCountries.”Journalof
HealthEconomics18:291–313.

Wikler,D.andC.J.L.Murray,eds.Forthcoming.
“Goodness”and“Fairness”:EthicalIssuesinHealth
ResourceAllocation.Geneva:WorldHealth
Organization.


