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Age Rationing and the
Just Distribution of Health Care
Is There a Duty to Die?

Margaret P. Battin

In the fifth century b.c., Euripides addressed 'those who
patiently endure long illnesses™ as follows:

| hate the men who would prolong their lives
By foods and drinks and charms of magic art
Perverting nature's course to keep off death
They ought, when they no longer serve the land
To quit this life, and clear the way for youth.1

These lines express a view again stirring controversy: that the
elderly who are irreversibly ill, whose lives can be continued only
with substantial medical support, ought not to be given treatment;
instead, their lives should be brought to an end. It should be recog-
nized, as one contemporary political figure is said to have put it, that
they "have a duty to die."2

Although this controversy achieves a new urgency as pressures for
containment of health care costs escalate, the notion is hardly new
that there is a time for the ill elderly to die, a time at which they are
obligated to bring their lives to an end or allow others to do so. A
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Bruce Landesman, Leslie Francis, Tim Smeeding, Peter Windt, Dan Wikler, Tom Reed,
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number of conspicuous voices throughout history have advanced
such a notion, variously recommending denial of treatment, euthana-
sia, or socially-assisted "rational’ suicide as a means of bringing it
about. Plato, for instance, said that the chronically ill or disabled
patient ought to refuse medical treatment, and if he cannot return to
work, simply die.3 In Thomas More's Utopia, the priests and magis-
trates are to urge the person who suffers a painful incurable illness
"to make the decision not to nourish such a painful disease any
longer," and to "deliver himself from the scourge and imprisonment
of living or let others release him."4 Nietzsche claimed that the
physician should administer a "fresh dose of disgust," rather than a
prescription, to the sick man who "continues to vegetate in a state of
cowardly dependence upon doctors™ and who thus becomes a "para-
site" on society; itis "indecent,” he says, ''to go on living."5

Not only have individual thinkers recommended such practices,
but a variety of primitive and historical societies appear to have
engaged in them. Although the anthropological data may not be fully
reliable, there seems to be evidence of a variety of senicide practices,
variously involving abandonment, direct Killing, or socially enforced
suicide. The Eskimo, for instance, are reported to have practiced
suicide in old age ""not merely to be rid of a life that is no longer a
pleasure, but also to relieve their nearest relations of the trouble they
give them."6 The early Japanese are said to have taken their elderly to
a mountaintop to die.7 Various migratory American Indian tribes
abandoned their infirm members by the side of the trail. At least
while it was under siege, the Greeks on the island of Ceos required
persons reaching the age of sixty-five to commit suicide. Except
within the school headed by Hippocrates, Greek physicians ap-
parently made euthanasia or assistance in suicide available to those
whose illnesses they could not cure, and there is some evidence that
the hemlock was developed for this purpose.8 Greek and Roman
Stoics—most notably Seneca—recommended suicide as the responsi-
ble act of the wise man, who ought not assign overly great impor-
tance to mere life itself, but rather achieve the disengagement and
wisdom required to end his own life at the appropriate time. Of
course, not all of these practices have been humane, either in their
initial intent or in their final outcome; although the early Nazi
euthanasia program known as T4, which practiced active termination
of the lives of chronically ill, debilitated, or retarded Aryans, was
advertised as a benefit to these persons as well as to the state, it
became the training ground for concentration camp personnel.9 But
although practices that range from recommending refusal of medical
treatment to encouraging suicide to deliberate, involuntary killing
may seem to differ sharply in their ethical characteristics, there is
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nevertheless an important, central similarity: they are all the practices
of societies that communicate.to their members that when they reach
advanced old agbe orhecome irreversibly ill, it is time to die, and that
they have an obligation to acquiesce or cooperate in bringing this
about. The question to be explored here, in the light of current issues
concerning distributive justice in health care, is whether there is any
moral wairant at all to this view, and if so,precisely what consé-
quences this would have for the health care of the aged.

The Economics of Health Care for the Aged

In.contemporary society, a discomforting set of economic facts brings
this issue Into prominence. Health care Use by the aged constitutes a
major component of medical spending, and gxacerbates that scarcity
of medical resources that generates distributive dilemmas in the first
place. People reaching old"age, and especially those entering extreme
old aFe, are people for whon late life ependenq&has or may become
a reality, for whom medical care expenses are likely to escalate, and
for whom needs for custodial and nursing care will increase. Three
out of four deaths of persons of all ages in the United States occur as.a
result of degenerative diseases, and'the proportion is much_higher in
old age;D the multiple_ infirmities and extended downhill Tourse
characteristic of these diseases rqreatl_y elevates the need for medical
care. Peaple over 65 use medical services at 3.5 times the rate of those
below 65." In 1981, the 11 percent of the population over 65 used 39.3
gercent of short-stay hospital days, and the 4.4 percent over 75 used
0.7 percent. 2There are now about six million octogenarians, and the
federal government provides an estimated $51 billion in transfers and
services to them.B People 80 years of age or older consume, on
average, 77 percent more medical benefits than those between 65 and
719.4Nursing home residents number about 1.5 million, of whom 90
percent are 65 or_over, at an average cost of $20,000 per year.b
Although only 4.7 Rercent of persons 65 or over are In _nirsing
homes, rates rise with age. About one percent of persons 65-74 are in
nursing homes; of those 75-84, seven percent, and of those 85 and
over, about 20 percent are in nursing homes on any given daP/.lﬁE\,/en
s0, Institutionalized persons represént a compara_tlvelY_ small fraction
of the elderly suffering chronic illnesses and disabilities, and it is
estimated that for every nursing home resident, there are two other
people with equivalent disabilities in the community. Even if a
gerson, maintains functional independence into old age, the risk of

ecoming frail for a prolonged period is still hl?h: fol independent
persons Detween 65 and 69, one study found, Total life expectancy
was 16.5 years, but "active life expectancy,” or the portion of the
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remaining years that were characterized by independence, was only
ten years, and the remarnrn? 6.5 years were characterized by major
functional imp arrment Furthermore, this risk increases wrth age
persons who were independent at 85 were likely tos end 60 percént
of therr remarnrng 1.3 Kears requiring assrstance xpenditures are

rtrcu arly ar?e for those who are"about to die: for instance, for

ed |care enrol ees in 1976, the average reimbursement for those in
their Tast year of life was 6.2 times as large as for those who surviveq
at least two years, and although those who died comprised only 5.9
percent of Medrcare enroIIees they accounted for 27.9 percent of
program ex?en ditures. 19T |rt¥ foercent of all ex enses of decedents
occurred in the last 30 days of |e 46 percent in the last 60 days, and
17 percent in the last srx months of life,) While this figure 15 not
confined to deaths amang the elderly, a 1983 survey of cafcer deaths
for Blue Cross/Blue Shield predicted that the avera%e American who
died of cancer in that year would incur mare than $22,000 of illness-
related expenses during the final year of life.2

Clearly, contemporary analogues of the practices of the historical
and_primitive societies mentioned above, ranging. from refusal or
denial of treatment to outright senicide’ and “SoCietally mandated
suicide, would have pronounced impact upon_the_health care re-
sources available for other persons in Society. It js this that grves rise
to the painful drstrrbutrve question to be examined here. It scarcity
greclu es rqrantrnga persons within society all the care they need for
|I' medicar conditions thatmrght arrse some persons or.some condi-
tions must be reduced or excluded from care. But if so, itis often held,
those excluded should be the elderly ill: after aII the medical cond-
tions from which. they suffer are often extraord marrly expensjve to
treat; the prognosis, as aqe Increases, i increasingly poor;.and in any
case, they have already Tived full Jife spans and” had claim to a fair
share of Societal resources. It is this view, or constellation of views,
that seems to underlie and motivate practices suggesting that there is
a time for the elderly to die.

Justice and Age Rationing

If societal resources are insufficient to provide all the health care all
Persons in all medical conditions need, some sort of limiting distribu-
ive practice will of necessity emerge. Several recent writers have
argued that rather than let the market control the drstrrbutron of
health care, a rationally defended ratronrn%polrcy can. be developed
under accepted prrncrples of justice, and that this golrcy will Austrfy
rationing by age: old people Should be the first to be excludeq fror
medical care. However, assuming the underlying formal principle of
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justice to require that like cases and groups be treated alike, it is by no
means |n|t|aII%/ clear that plausible material principles of justice will
differentiate the elderly from other claimants for care. For instance, if
an individual's claim™to care were taken to be a function of the
contributions society may expect as a return on its investment in him,
this might seem to suppart age rationing, d|sfavor|n&those no longer
capablé” of making contributions; but’of course the elderly have
already made conitributions, contributigns that are, in facf, more
secure than the potential contributions of the young. Alternatively, it
might be argued that the elderly have greater clainis to care in virtue
of their gredter vulnerability, iri virtue of the_respect owed elders, or
in virtué of the intrinsic value of old, age. This sort of discussion,
characteristic of man anaI)Bses of distributive justice, involves identi-
fying the possible desert ases of claims to”health care, and then
considering whether the elderly can satisfy these conditions as well as
other a?e groups. If they can (which ['think Ilkelkl), policies that
restrict the “access of the elderly to health care must be seen as the
product of simple, alge bias. _

But an influential” conceptual observation_ has been made by Nor-
man Daniels.2Most analyses of distributive justice, Danigls obServes,
assume that the elderly constitute one among a variety of age groups,
Including infants, adolescents, and the middle-aged, all”of whom
compete for scarce resources in health care. But this, in Daniels' view,
is misleading; the elderly should be viewed as the same persons at a
later stage of their lives. The mistake lies in considering distributive
problems as problems in allocating resources, among competing
groups and among competing individuals, when they are morg
correctly understood as problems of allocating resources throughout
the duration, of lives. Given this conceptual Shift, Daniels then em-
ploys Rawlsian strategies to determine Just_ allocations of care. He
considers what distributive P_ollues prudential savers—the rational,
self-lnterest-maX|m|zm? parties of the Rawlsian original position—
would adopt if, unable to know their own medical conditions, genetic
Rredwposltlons, physical susceptibilities, environmental situations,

ealth maintenance ‘habits, or ages, they must decide in advance on a
spending plan budgeting, a fixed amount of medical care across their
whole lives. He guite plausibly conjectures that prudential savers
behind the veil of ignorance in"this original position would choose,
where scaruty obtains, to allocate a gréater amount of resources, to
care and treatment required for conditions that occur earlier in life
from infancy througlh middle aqe, but not to underwrite treatment
that would prolong Tife beyond its normal span. By freemq_resources
that might otherwise have been devoted to rolongm? the ives of the
elderly, so that they are used instead to treat diseases that cause death
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or disability earlier in life, such a policy would maximize one's
changes of receiving a reasonable amount’of life within the normal
species-typical, afqe-relatwe opportunity range. (Presumabl){J such a
policy would nof allocate extensive care to severely defective neo-
nates, catastrophically and irreversibly damaged accident victims, or
other persons whose medical prognoses are S0 dismal that the pros-
pect of achieving even remotel¥ normal_spe0|es-t¥p|cal, age-relative
opportunity is extremely poor. Thus, savings resulting from rationing
care to the elderly would not he entirely Tonsumed”in treating the
worst-off newborns or others in similarly hopeless, circumstances,
and the "black hole" problem would be avoided.) If this Is apollcy
upon which prudential savers, would agree, Daniels holds, it will
show that—at least under scarcity condjtions against a background of
just institutions—age-rationing is morally warranted for making allo-
cations of health care. . o _
_But this leaves unanswered a crucial issue, of application. If, in a
situation of scarcity, a rationally defended rationing policy for health
care resources, is more just than market control, and if the most just
form of rationing for health care is rationing b%/,age, this still does not
determine what"policies and practices for puiting age-rationing into
effect are themselves just. Arq,uments for rationing are always mor-
ally incomplete. without attention to the crucial details of precisely
how such policies are to be given effect, since infolerable features of
such policies may force reconsideration of the rationing strategy from
the start. Thus, émploying Daniels's Rawlsian strategy; it is necessary
to consider what age-fationing Pollues rational self-interest maximiz-
ers in the original position would accept. . _
Whatever merits it may have as an application of the Rawlsian
conception of justice, Daniels's strategy is intuitively attractive_for
assessing the moral justifiability of age-rationing in héalth care. This
Is because those of us considering this issue—who would be prepared
to develop policy requirements on the basis.of these considerations
and who would be governed by whatever policies might be devised—
are effectively behind the "veil of ignorance” with respect to the
specific events of our own aging and death. While Rawls claims that
we can enter the original position any time simply by reasoning for
principles of justice in accordance with the appropriate restrictions on
not taking.info account one's own specific interests,3 such self-
restriction”is hardly necessar}/]: when considering issues of justice
with respect to agirig and death, we are already thére. Itis, of course
true that most persons who are reasonably familiar with background
medical and genetic information and who have some knowlédge of
their own ancestry, previous health history, and health maintenance
habits are not completely ignorant of the ‘probable circumstances of
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their own aging and death. Yet they are able to eliminate with
certainty only a very few types and Causes of death (e.q., specific
hereditdry diseases for which one is not at risk), and to asSign rough
robabilifies to the likelihood of contracting the major killer iseasés.
ven those with earIP/ symptoms of a disease syndrome cannot be
sure that some other fatal condition will not intervene. What they are
not able to do is ?rospectlvely identify with certainty the actual cause
of their own deaths or the precise events of a future terminal course.
By and large, persons still in a position to consider the issue of health
care aqe-ranonmg for the elderly and to develop Bollcy responses do
not yet know whén or how they'will age and die. Butwe are all in this
position, and we find, ourselves obliged to evaluate policies and
apFllcanons of age-rationing practices without knowing how they
will affect our own interests when the time comes.. Yet degspite the fact
that we thus replicate the Rawlsian original position quite naturally
our reluctance to look squareI% at death and Its often unpleasant
circumstances may undermine both the rationality and the justice of
the death-related policies we adopt. _ ,

If the Rawls/Daniels strateqy is employed, then, possible practices
and policies for e,ffectm% age-rationing, including denial or refysal of
treatment, senicide, euthanasia, and socially mandated "rational”
suicide, are to he assesseq in terms of whettier rational self-interest
maximizers behind the veil of ignorance would agree to accept such
policies or not. However, despite the an_alo?y between the lack of
specific knowledge characteristic of parties 10 the original position
and the lack of specmc knowledge characteristic of _ordlnar)( persons
who have nqt yet reached old age or death, what rational self-interest
maximizers in"the original posftion would agree to cannot be deter-
mined simply by inspecting the age and death-related choices of
ordinary persons now. This is because the kinds of choices we
ordinary persons make are very heavily determined by social expec-
tation and cystom, legal and religious restrictions, patérnalistic prac-
tices in medicine, financial limitations, and so on. Furthermore, as
ordinary persons, we may fail both to realize what our own self-
interestS actually are and” to choose the most efficient means of
satlsfgmg them. Consequently, it is necessary to consider—as far as
P-OSS' le independently of cultural constraints—what policies for put-
Ing age-rationing into”practice the hypothetical rational, self-interest-
maXximizing persons in the orqmal position would accept, given that
they have antecede_ntIY consented to policies asagnmg enhanced care
to the early and middle years, but reducing care’to the aged. Parties
to the original position have disenfranchised themselves, S0 to speak;
but it remains to be seen what form they would agree this disen-
franchisement should take.
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Age-Rationing by Denial of Treatment

Although in order to enhance health, care available to younger and
middle-aged people and_ thus maximize the possibility of edch per-
son's reaching a normal life span at all, parties to the orlgflnal position
will have already agreed to ration healfh care to the elderly, they must
be assumed to"have enough general information to see what the
consequences of this antecedent agreement will be. First, under an
appropriately thin veil of |%norance, they will know that a given
measure of Nealth care is not equally effective at all a?e ranges, but
much more effective in younger years, much less effecfive in 0ld age.
Because old persons typically have more comPIex medical problems,
compounde b%{ a decline jn the function of many organs and b
reduced capacities for healing and homeostasis, tradegffs between
earlier and later years cannot be made on a one-to-one hasis: by and
large, a unit of njedical care consumed late in life will have much less
effect in preserving life and maintaining normal species-typical func-
tion than a unit of medical care consumed at a younger age, It is this
that will have, in part, induced the rational seff-Interést maximizers of
the orl maI,Posgtlon to consent to an age-rationing policy in the first
place; but it will also influgnce how “they choose to, put an age-
rationing policy into effect. Once the multiple infirmities of old dge
begin t0 erode an individual's functioning, .comparatively larger
amounts of health care are likely to, be re?uwed 0 raise it aq_am.
Therapy that can successfully maintain comfort, or restore function-
mgi, or" preserve life may be very much more expensive in older
patients, if indeed successful treatment is possible at all, o
Parties to the original position will also know that under a rationing
scheme it will be necessary, given their antecedent distributive deci-
sion, to restrict or eliminaté most of the comparatively elaborate kinds
of care. Presumably, if care is to be denied, it will be the highest-cost,
least-gain varieties of care, including care that does not dirgctly serve
to maintain life. Of course, “chedp treatment" such as common
antibiotics could be retained for elderly patients, since these are low-
cost and, given their potential for saving life, high-gain; but exR/len-
sive diagnostic procedures and therapies like ‘CAT scans, NMR,
dialysis, organ transplants, hip replacements, hydrotherapy, respira-
tory support, total Parentera_l nutrition, individdaljzed ﬁhysmal her-
apy, vascular rafm?, major surgery, and high-tech procedures
generally would be ruled out.2tHospitalization, and the nearly equal
expensive lnPatlent hospice care, might not be permitted, “except
perhaps brie Ig' sustained nursmg\Nhome care (at $20,000 a year)
would no doubt also be excluded. When the elderly Person OVer an
appropriate age ceiling or exceeding a predetermined level of deterio-
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ration begins to show s}/mptoms of a condition more serious than a
fransitory, ea3|l¥ cured illness, he would simply be considered ineligi-
ble for treatment. "I'm sorry, Mr. Smith," we'can expect the physician
to say, “there is nothing more we can do." | y

Kriowing these things, Part_les to the original Posmon can then
assess the Impact of age rationing by denial of treatment. While they
will know that aPe_ ratigning of some of the more expensive, elaborate
treatment modalities, like renal dialysis and organ transplantation, is
now prevalent in Britain,5and is to'an uneven extent also evident in
the United States,&they will also understand that under the general
age rationing palicy they have a?reed to, the frequency and finality of
siich denials of treatment would be much more severe. Although
allocations to the elderly would, of course, be a fluctuating function’of
sca,rth in health care’ resources as a whole, it Is probably fair to
estimate that were the degree of scarcity approximately equivalent to
what it is now, a just distfibution of hedlth Care would demand that a
very Iarge propartion of all health care expenses now devoted to the
elderly be reassigned to younger %groups. The elderly now use
nearly one-third of all helth care.Z7\Were these resources Teassigned
to the Hounger and middle-aged groups, the probability would"dra-
matica P/ Inrease that all, orvirtually afl, these persons (except the
worst-off newborns and those catastrophically injured or Xilled out-
right in accidents, homicide, or suicide) would not onIK reach a
normal life span, but reach it in reasonably good health. Although the
temporary life expectancy T(or average number of years a group of
persons 4t the be mnmg_o an age interval will livé during that age
Interval) s already very high, espécially for the intervals 0-20 and 20-
45, Bit is still the Case that a sizeable number of people do not reach a
normal life span, or reach it only in poor health.2 Reallocation of
substantial health care resources would'do a great deal to change this
particularly If the transfers were used for preventive medicine and
sup‘oort pro?rams, such as prenatal nutrition and lifestyle change, as
well as direct assaults on specific diseases. But to achieve this effect, if
the degree of overall scarcity of medical resources could not be
altered, a substantial portion of the care now given the elderly would
have to be withdrawn. At most J)erhaps,_ minimal home hospice care
and inexpensive pain relief could be routinely granted, together with
some superficial care in transient acute illness not related to chronic
conditions or interdependent diseases. But treatment for the elderly
could not be escalated very much beyond this point if, within a fixed
degree of scarcity, a just distribution of resources were still to be
achieved: if only a mgmﬂ,cantéy lesser portion of the care now devoted
to the elderly werg réassigned to younger age groups, there would be
no substantial redistributive achievement and™no significant increase
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hos?me care and Inexpensive Bam relief would simply result in earlier
deaths, This would, presumably, be the case in man}/ sorts of acute
conditions—heart attacks or sudden-onset renal failure, for in-
stance—where emergency medical intervention is clearly lifesaving.
But, especially in old"age, such starkly life vs. death episades are less
likely to occur in isolation: it is much more likely that an elderly
person will already suffer from a number of reldted or unrelated
chronic conditions,”each of which could be relieved, at least to some
de%ree, by treatment, but which together make a fairly substantial
and expensive list of complaints, Almost half the persons age 65 or
older suffer from chronic conditions,)of which the most fréquently
reported for the noninstitutionalized elderly are arthritis, vision ang
hearing |m§)a1rments, heart conditions, and hypertension.3 The el-
derly over 85 in the community average 3.5 important disabilities per
person, and those who are hospitalized 6.2 Some of these chronic
conditions are extremely common, like visual impairment, arthritis,
and loss of hearing, hut they are not always inexpensive to treat,
Many_of the conditions gssociated with increasing age,. like
Alzheimer's, certain types of arthritis and cancers, osteqPo_roms, or
stroke, may require extended medical, nursing, or rehabilitative care,
But extended, substantial medical, nurs,lnq, and rehabilitative care is
expensive; consequently, these are precisely the conditions in which,
In‘a just health care syStem under conditions of scarcity, the elderly

Clearly, even hypothetical parties to the orlg_mal position, under an
approprlateIK thin veil of ,|gno,rance, will be dismayed by the conse-
quences of the initial distributive decision they have made. Tofal hip
replacements, for instance, could no longer be’offered the elderly; but
It will be evident that there is a substantial difference in the character
of life for an elderly Person who remains ambulatory and one no
longer able to walk. 1t will be evident, too, that thé person who
needs, but does not receive, a pacemaker or a coronary bypass may
lead a very restricted life, seriously limited in his activities; and that
life with renal failure, or cardiac arrhythmias, or pulmonary insuffi-
ciency can be restrictive, painful, or frlghtenl_nq. Indeed, what may be
most'dismaying to those peering through this thin veil of ignorance is
that elderly Rersons who are not allocated treatment do not simply
die; rather; they suffer their iliness and disabilities without adequate
aid, Even symptom control in conditions like cancer, if not simply
obliterative of consciousness, can be quite expensive, since effective
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relief may require constant titration and monitoring; if o, it too
would presumably be ruled out. Worse still, common‘antibiotics and
the few other kinds of cheap treatment that would still be available
may simply serve to E[))rol_ong this period of decline, not to reduce its
discomforts, while labor-inténsive, care that might make it tolerable—
like physical therap1y or psychiatric support and counseling—would
also be'ruled out. To deny” treatment does not always siniply brin

about earlier deaths that’maximal care would P_ostpone; dénial 0
treatment also means denial of expensive palliative measures, both
physical and psychological, which maximal care would permit at
Wwhatever a%e death occurs, o

Nor can it be supposed, that to deny care to the elderly is to simply
allow, them to die as their fathers and forefathers did; to deny care
now s to subject persons to amedically new situation. Not only has it
been comparatlveIY unlikely, until quite recently, that a person‘would
reach old aqe at all (n the’ United States, life x ectancy_at birth in
1900 was only 47.3 years, compared to 74.5 in 19823, but in the past,
most deaths were Caused by parasitic and infectious diseases, many
of which were rapidly fatal. Modern sanitation, ingculation, and
antibiotic_therapy have chanPed that, and for the first time, the
specter of old age as a constelfation of various sublethal but severely
I|m|t|ngz_and dlscom_fortm? conditions has become the norm. Hence,
any notion that denial of freatment to the elderly will simply allow a
refurn to the more "natural” modes of death”enjoyed by earlier,
simpler generations is a dangerously romanticized misconception. To
ration héalth care by denial Of treatment i not 5|mpIY to abandon the
patient to death, but often to abandon him to a prolonged period of
morbidity, only later followed by death. _ _

But, .of couise, this is a prospect that the rational self-interest
maximizer, behind the veil of ignorance about whether he himself
will succumb 8,u|ckly in an acute crisis or be consigned without
substantial medical assistance to a long-term decline,” will be con-
cerned to protect against. Parties to the original position will thus find
many reasons to feject policies that ration health care by denying
treafment to the aged; the question for them will be whethér they can
devise hetter alternative methods.

Squaring the Curve

Since the publication in 1930 of James Fries's provocative aricle on
the compression of morbidity, 3there has been a good deal of discus-
sion of the end-of-life morbidity characteristic of old age. Although
the average life span in the Unifed States has increased more than 26
years between 1900 and the present, Fries points out, the maximum
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life span has not increased; there is no greater percentage of centenar-
lans, for instance, and there are no dotumented cases of survival, he
claims, beyand 114 years. The result is an mcreasm%ly "rectangular-
ized" morfality curve, as more and more people reach old age but the
maximum old"age is not extended. Furthermore, since this Tectangu-
larization results from postPonement of the onset of chronic illness, it
means an increasingly rectangularized morbidity curve as well. On
this basis, Fries optinistically E)redlcts that the riumber of extremely
old persons will not increase, that the average period of diminished
physical vigor or senescence will decrease, that chronic disease will
occupy a smaller proportion of the typical life span, and that the need
for médical care in late life will decrease. Good health, in short, will
extend closer and closer to the ideal average life span of about 85, but
life will not be extended much beyond this point,

Fries's conclusions about "squaring the curve," as it is often called,
have heen vigorously disputed by “Schneider and Brodal_& among
others. They see no gvidence of declining. morbidity and disability in
any age group, particularly those just prior to old"age, but they do
obServe at_lncreasmg[ nimpers of people are reaching advanced
ages, and point out that this fast-growing segment of the"population
IS the.one most vulnerable to chronic disease. While some writers set
the hiologic limit to the human life span at about 100, much higher
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Figure 4.1, Fries Increasingly Rectangular Survival Curve. About 80% (stippled
areas) of the difference between the 1900 curve and the ideal curve (stippled
area plus hatched areaz had been eliminated by 1980. Trauma is now the
dominant cause of death in early life. (From Fries, op. cit, p. 131, fig. 2)
Reprinted by courtesy of The New England Journalof Medicine.
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than Fries's original estimate of 85, others believe that there is no such
limit. In eithercase, most of these comparatively pessimistic writers
fear that a large increase in the number of individuals who reach old
a?e will meana large increase in persons who spend long proportions
of their lives, afflicted with chronic disease. Advances in medicing
will, they believe, prolong old age rather than delay its onset.
Clearly this Issue is one with’enormous consequences. for health
care planning, But it has been debated as an empirical issue only;
nowhere has it been reco?nlzed that the empirical question cloaks a
central moral issue as well. What is crucial to note is that both the
optimist and pessimist parties to this dispute agree, or tacitly agfee,
on one thing: that a squared morbidity curve is & desirable thmq_. his
IS by no, means sur_prlsm?: the squared curve represents a situation in
which life is, as Fries puts it, "physically, emotionally, and intellectu-
all_¥ vigorous until just before its close."® Death without illness, or
without sustained, fong-term iliness, rational self-interest maximizers
would surely agree, is a desirahle thing. But if this is so, the empirical
disagreement between the ORtImIStS and the TpeSS|m|st_s grows irrele-
vant. For, regardless of whether changes in litestyle or improvements
in medical care would naturally flatten or square the mortality and
morbidity curves, these curves can. also be,dehberatell)r altered by
other distributive and policy-based inerventions as well—including
those that implement age-rationing schemes.
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Figure 4.2. The Effect of Denying Treatment in Old Age. The solid line shows

the morbidity curve characteristic for a representative individual where treat-

ment is supplied; the dashed line shows the conjectural morhidity curve where
treatment Is denied after age 65 in sublethal chronic conditions.
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As seen in the previous section, rationing that proceeds by denial
of treatment may have the effect of not only hastening both the onset
and terminatiori of the drop-off or downhill slo(ia_e Of the morbidity
curve—patients become impaired earlier and die Sooner—but, In
many Ccases, flatt_emn_? this downslope: the period of senescence, or
chronic old-age disability, occupies alonger proportion of life, since it
IS endured Without tréatment. The morally significant feature of
rationing policies that deny treatment is ngt simply their effect on
mortalltx rates, but their effect on the ways in which"people die.

But the curve can also be artificially s_%uared—b _deliberately
bringing about death before the onset of Serious morbidity, while the
quality of life remains comParatlvely high. This top means that the
onset"and termination of the drop-off “slope_are hoth earlier—the
termination a good deal earlier—but the slope itself is now perpendic-
ular, not gradual, and life is terminated, with only incipient decline.
This Is precisely the effect of the primitive and historical practices
mentioned earlier: senicide, euthanasia, and socially mandated “ra-
tional" suicide, at least where they are practiced early in the downhill
course of a Ion%-term degenerative disease. The squared curve will be
Produced, of Course, b)() denial of treatment in" sudden-onset life-
hreatenmﬁ; conditions, but these are much less characteristic of old
age, and the more frequent effect of denying treatment is a flattened,
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Figure 4.3. Morbiditr Curve of Direct-Termination Practices. Solid line shows
morbidity curve in old age with treatment, dashed line without treatment, and
dotted line shows conjectural morbldltg curves in direct-termination practices
such as senicide, early euthanasia, and culturally mandated “rational” suicide.
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prolonged decline. Practices that guarantee a squared curve, on the
other Rand, involve direct _klllm(TJ, and, in particular, killing of per-
sons whose quality of life is still comparatively high; nevertheless,
these practices do” achieve what s agreed by all’to be desirable,
namely, death without prior sustained, long-term disease. .
Under the assumptions employ(ed here, parties to the_ original
Posmon have antecedently contracted for age-rationing policies, &ven
hough these will have the effect of reducing the remaining length of
life for those who reach old age. In virtue of this initial agreement,
these parties are now also in'a position to agree upon the sorts of
Elollues by means of which this age rationing will be put into effect.
ence, they must choose betweén treatment-denying policies and
those that impose death; constrained by their earlier decision in favor
of age ratlonm?, they no longer have the OF'[IOH of choosing policies
that'allocate extensive resources to the elderly and thus make possible
the extension of life. To put it in the familiar terms of bioethics, they
must choose between policies tha involve "kl|||[1?" and those that
involve “allowing to die," and their agreement will serve to identify
which Pollcy IS more just. o _ ,
For the most part; the age-rationing Fractlces now followed in
Britain and the United States, as well as elsewhere, involve denial of
treatment, for instance in the form of age ceilings for organ trans-
plants, renal dialysis, or joint replacement, But I'wish to arPue that
rational self-interest maximizers in the orlpmal position would prefer
the direct-killing practices that are the contemporary analogues of the
historical and primitive practices of senicide, early eythanasia, and
culturally-encouraged suicide to those that involve allowing to die.
Parties t0 the original position, after all, are fully informed about the
possible societal” consequences of their choicés (except about the
Impact on themselves) and are not hesitant, as rational_persons, t0
look the circumstances of death squarely in the face. There are, |
think, two principal reasons why they would agree on direct-termina-
Elorn gqllmes involving the causing of death, that is, on "squaring the
urve.

Avoidance of Suffering

Except for persons who believe, on religious or other grounds, that
suffering is of intrinsic merit or is of ‘extrinsic value in attaining
salvation or some other valued goal, rational persons gager to maxi-
mize their self-interests seek to avoid discomfort, disability, and pain.
Of course, a good deal of suffering may willingly be endured by those
who hope to survive a critical episode and réturn to a more normal
condition of life; but terminal suffering known to be terminal is not
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prized. In medical situations where the prognosis is uncertain and
soPhls,tlca_ted techniques are employed to Support survival, the risk of
suffering is one the rational person may well wish to take, since the
odds of survival may be either unknown or Iar?e enoutgh to make it
worth the risk. But under an age-ranonm_ﬂ system that proceeds by
denial of treatment, medical support will be minimal, and hence
comParatlver Ingffective in supporting survival; the chance of sur-
vival of an episode of illness is thereby drastically reduced. Thus, the
possible gains to be achieved by enduring sufferln]g disappear. Will-
Ingness to endure suffe_rmq may be a prudent, self-interest favorin
Posture In a medical climate in"which support is provided—even |
hat suppaort Is erratic or the chance of success is unknown—but it is
not a prudent posture where age rationing precludes nearly all such
support across the hoard.

Maximization of Life

Parties to the original POSItIQﬂ will also give preference to a policy
that involves an Qverall distributive gain,” benefitting all, but givin
the greatest benefit to the least advantaged. Since the allocation g
resolrces may affect the overall total of résources. available, they will
Pr,efer policies that maximize resources in a just distribution, and it is
his that "squaring the curve" would accomplish. Of course, individ-
uals surveymgi,the POSSIbI|!'[¥ of policies that permit or require the
direct termiination of the existence of human beings max believe that
their lives are to be sacrificed in the interests of other _youn?er
people, and were this the case, they would rightly resist this sorf of
utilitarian tradeoff. But individuals who view ese_prosHectlve ?oll-
cies in this, way make a fundamental error: they view tne effects of
these policies from their own immediate perspective only, and fail to
see the larger impact these policies have. Quite the contrary, the
overall gffect of direct-termination policigs is to maximize the preserva-
tion.of life, not reduce it. This is a function of the fact, as pointed out
earlier, that medical care is less efficient in old age, more efficient at
younger ages, and that a unit of medical care consumed_late in life
will have much less effect in preserving life and maintaining normal
species-typical function than a unit of medical care consumed at a
ounger a?e. The effect of rationing policies that allocate care away
rom elderTy persons to Kounger ones is to increase the effectiveness
of these resources, and thus greatly increase the chances for,zloun er
Bersons to reach a normal lifé span. Of course, since mortality in the
-20 and 20-45 age ranges is already quite low, the increase in
fem gorary life expectancy will be greatest for those 45-65: but, it must
be remembered, the veil of ignorance for those in the original position
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excludes all but the vaguest knowledge of likelinoods of their own
Posmons,SZ and any possibly preventable mort_aht}/_ or morbidity In
these younger age ranges will constitute a situation rational Self-
interest maximizers will work to avoid. N
_Furthermore, and for the same reasons of efficiency, the realloca-
tion decreases by a much smaller amount the chances for older
persons to live beyond a normal life span, since after all those chances
were never very great, For example, ten units of medical care given to
a 92-year-old man with multiple chronic conditions might make it
possible for him to live an additional two years, but ten unjts of care
?lven to an 8-year-old qlrl_ In an acute eglsode might make it possible
or her to live a normal life sloan, or anout 64 additional years. The
mistake the disgruntled elderly individual facing a ratllonln%-,manda-
ted death makes is in fal|lnﬁ to calculate not only the immediate loss
he faces, but the benefit he has already gained from policies that have
enhanced his chances of reaching his current age: his temporary lifg
expectancy in the ran%es,O-ZO, 20-45, and 45-65 will have been much
elevated, even though his total |ife expectancy may decline. The less
the care provided at'the end of life, and hence the'greater amount of
transfer 1o earlier ages, the ﬁgreater his gain in life prospects will have
been. (Of course, "this effect could not be achieved in the first
8eneratlon_of the implementation of such policies.) Furthermore
Irect-termination Pollues are more effective In maximizing overall
?alns in life saved than denial-of-treatment policies. Since denial-of-
reatment practices still always involve some costs as persons with
multiple conditions in interrelated de%eneratlve diseases are granted
minimal hospice and_palliative care during their downhill Courses,
the proportion of savings is smaller, and less is transferred to earlier
age groups.
g_ansepuentI)i, the dlsfgruntled individual alsp makes a second
mistake: he fails to see that because direct termination rather than
denial of treatment maximizes the amount of transfer to younger age
%ou s, such a policy will have maximized his own chances (exceptin
e first generation) not just of reaching old a?e, but of en,termP it
with fewer chronic, preexisting conditions. Furthermore, this policy
will have done the same for all other persons as, well. But as the
number of persons entering old age with, chronic conditions de-
creases, the normal life span will tend to increase (at least to an
natural limit there may bes), and with it, the chances of any individ-
ual's. reaching this mark,” The long-term effect of such policies—
despite the fact that they involve deliberately causing death in peo?_le
who might continug to”live—is to gradually increase the normal ljfe
?ptarpdby delaying the onset of seriously debilitating and eventually
atal diSease.
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The rational person in the original position, then, who counts
among his self-interests both thé avoidance of suffering and the
Preservatl_on of his Iife, will correctly see that social policies prowqu
or the direct termination of his life at the onset of substanti:
morbidity in old age will more greatly enhance his prospects in
satisfying these self-interests than any alternative open in a scarcity
situation. After all, as a party to the original position, he has no
knowled?e of his own medical conditjon or"age at any given time. Of
course, if there were no benefits to older as well as youn%er,persons
from this reallocation, but rather merely the sacrificé of the interests
of some people for those of others, Pa,rtles to the original position
could not agree fo such P,olmles; hut this is not the case. Since such
Pollues do provide benefits for all, and indeed the greatest benefits
or the |east advantaged gl.e., those who would otherwise die yo,ung)
they will receive the agreement of all rational persons in the original
p0|S_It_Ion._ TPIS agreement, then, provides the basis for counting Such
policies just.

Attitudes Toward Direct-Termination Age Rationing

But_of course, the rational self-interest maximizer in the original
position can consent only to policies that are ps?/c,ho_loglcally bertign,
and that do_not impose lifelong anguish or fear; this Is because parties
to the. original position are ratiorial in the sense that they will not
enter into agreements they know they cannot keep, or can.do so only
with great difficulty. BAgé-ratigning policies that involve direct killing
of the"elderly may seem’to invite just such angmsh, a5 One Cowers a
lifetime in fear of belnog brutally “extinguishe b¥ an unscrupulous
physician or the naked power of the State. Certainly some of the
primitive and historical policies mentioned earlier have engendered
Just this sort of fear; the early Nazi "euthanasia” program, although
reserved for Aryans and initially performed with relatives' conseft,
comes to mind. , , _

Nevertheless, whether death in old age is feared or welcomed is
very much a product of social beljefs and"expectations, and these not
only undergo spontaneous transformations, but can be quite readily
altered and'engineered. BTransformations in social Practlces in earliér
historical periods make it evident that beliefs about whether there is
such a thmP as a time to die can change; transformation can_be
equally well imagined in the present. Aristotle's dictum nofwith-
standing, whether death is believed to be the worst of evils, or
whether some circumstances—extreme incapacitation, |nab|I|tY 0
communicate, or continuous pain—are believed to be worse than
death is much influenced by the surrounding society. Mary Rose
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Barrington speculates about an attitudinal change that, in the confem-
porary” cost-conscious climate, seems an increasingly real possibility:
'What if," she writes, "a time came when, no Jonger able to look after
oneself, the decision to live on for the maximum number of years
were considered a mark of heedless e_90|sm? What If it were to be
thought that duice et decorum est i)rofam| lamon?”m. ,

Many sorts of prevailing social expectations serving.the interests of
society at large, and hence the long-term interests of individuals, are
readily coop2rated with, even at some immediate and direct cost to
the individuals_ involved: for example, exloectatlons about gettmgf
married, pursuing careers, su?port,mg children, and so on.”All 0
these involve a good deal of sociefal and institutional support.
Marriage is encouraged, in part, by elaborate ceremonies and reli-
gious services; universities and techical training schools provide not
only emRonment skills but sqcialize stydents to want to pursue
careers; the Support of children is enforced not only by legal penalties
for failure to do so, byt b){ extremely strong social sanctions. It is not
at all difficult to imagine the_develdpment of social expectations that
there 15 a time to die, or, indeed, that it is a matter of virtue or
obligation to choose to die.4.To be effective, these expectations would
presumably be coupled with supportive, social practices—for In-
stance, prédeath counseling, physician assistance in providing the
actual means of inducing death, or ceremonial recognition from'such
Institutions as churches. Clearly, societal expectations concerning the
time to die need not be dysphoric or condemn the members of anage-
rationing society to lifétimes of anguish or fear. Indeed, Daniels
suggests that a view very like this characterized Aleut soclety:

The elderly, or the enfeebled elderly, are sent off to die, sparing the rest
of the community from the burden of sustaining them. From descrip-
tions of the practice, the elderly quite willingly accept this fate, and it is
fair that they should.«

‘Nor need direct-termination. rationing Pollmes be viewed as a
violation of rights. In an age-rationing soCiety, there is no right to live
maximally on, nor to receive the necessary medical care. Of course,
an individual may have rights to many sorts of things even in a
society that rations by age—for instance, a right to” termination
procedures that are dignified and humane. A person will also have
rights. to freedom front abuse (to be discussed in the next section).
And_ it will also be the case that younq_er persons have rights to
medical care and the, prolongation of Tlife. Consequently, “direct-
termination age-,rat,lonm%_poll,cles fairly aPplled, would not violate
that Rawlsian Prmmple of justice that stipulates that each person has
an equal right to basic rights and liberties compatible with equal
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rights and lierties for all, since each person will have had an equal
right to medical prolongation of life and equal liberty to live in"his
Younger and. middle yedrs, and each person will be equally subject to
he expectation that his life_will come to an end beforé sustained
terminal morbidity sets in. This policy does not entail that_ elderly
people no longer have rights: they continue to enjoy the nqhts of
Persons In_society, but the right to extensive medical Continuation of
heir lives is not among the

The Issue of Abuse

Not only would rational self-interest maximizers in the original posi-
tion require that any direct-termination rat|on|_n% policies adopted not
be dysphoric in thelr application nor violate rights, but they will also
require that these policies not invite abuse, To abuse a policy includes
not only using it to_cause harm to individuals, but to alter the
practices it permits in such a way as to render the policy itself
Inherently unstable. Needless to say, virtually any policy can be
abused; but some policies invite abuse in a much stronger way, and
policies permitting or requiring direct killing may seemto make the
strongest possible’initation of all. The issue, then, is whether parties
to thé original position could devise direct-termination policies that
resist abuse or provide adequate protection against It. ,

Direct-termination age-rationing policies Would need to incorpo-
rate at least three features as protections against abuse. Without these
features, rational self-interest maximizers in the original position
could not consent to them.

Preservation of Choice

First, compliance with direct-termination policies would need to be
experienced as essentially voluntary a the level of individual choice.
This does not mean thaf individual choice would not be shaped b

more 8ene_ral social expectations, but the individual could not be
coerced, either IegaII?/ or socially, into e_ndmﬁ his life. Any individual
who chose to resist the social éxpectation that it is time’to die, and
hence, to endure the disenfranchisement from treatment that would
be his lot, would have to be guaranteed the freedom to do so. Hence,
in such aworld, it could not be said that the ill, elderly individual has
a "duty to die"; what he has is a dut& to refrain from further use of
medical resources, He may then think it prudent to avail himself of
the_support in direct, painless termination of his life that such a
society would offer, instead of finding himself abandoned to die
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without substantial medical help;. but, of course, conceptions of
prudence may vary from one individual to another. Indeed if social
a(_:ceclotance of direct-termination policies were widespread enough to
yield sufficient redistributive savings, this would, perhaps permit
giving those few persons who chose to tough it out additional
mediCal care; this would underscore the voluntary nature of response
to a_direct-termination social expectation. Presérvation of choice Is
crucial because state or societal coercion not onI)( causes harm but
invites rebellion; it is inherently unstable. Yet, the justice of age-
rationing in the first place depends on stable enouq_h functioning”of
the scheme 5o that the distributive gains in overall Tife Prospects are
actually realized, and a scheme that is clearly unstable enough to
make such redistributive effects impossible caninot be said to be just.

Rejection of Fixed Time of Death

Second, the tlmln%_of direct-termination rationing policies must be
based on expected Time before death, not on a fixed cutoff age such as
65 (as on the Greek island of Ceos), 72 (the approximate average life
expectancy), or 85 (Fries's conjecture7—_or, for that matter, any other
fixed age.” This is because the underlying purpose of rationing is to
enhance the length of life span for all members of sqciety; althgugh it
will most greatly benefit those who would otherwise die earliest, it
must also benefit the elderly as well. The central mechanism of
redistributive age rationing is reallocation of treatment from older
years to younger ones, where treatment is more efficacious and
where the prospects of a_longer life s‘oan are enhanced for all,
especially for those whose life spans would otherwise be 3U|te short.
But if a fixed a(ie cutoff point for the elderly were selected, whereby
persons below that cutorf receive full treatment and persons above it
were expected to end their lives, the original purpose of ratlom,nq
would be undermined. Clearly, the use 0f a fixed-age cutoff poin
would be extraordinarily inefficient, since it would allocate some
resources to persons on a cIearIYtermlnaI course, where the possibl-
|t¥] of extension of life is small, and it would also exterminate life
where there was no. medical treatment required to sustain it. It Is not
old age itself that is medicall e<<)oen3|,ve; It 1s the last month, six
months, or year or two of life. Variations in costs and efficacy of
treatment aré not so much a function of time since birth, but time to
death.88 Many octogenarians are wgorously healthy; so are some
people in their nineties and beyond. On the ather harid, dying can be
expensive and medical efforts futile even for those whose dges are not
advanced, Still more importantly, avoidance of a fixed-age cutoff
point protects the health care system from political encroaChments,
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P_artlcularI&( those that seek cost containment or other political objec-
Ives by adjusting the cutoff age downward. _ |
. Consequently,” parties to the original position would not favor a
fixed-age rationing policy, but rather one which, d,epend_m,g on the
degwree of scarcity, encouraged direct termination via senicide, early
euthanasia, or rational suicide only during the last month, half-year,
or year of life. Of course, the precise ante-mortem period can he
identified with _certaml¥ only retrospectively. However, even this
does not copstitute a Tully effective countérargument,  since_ it is
usually posmble for the experienced physician t0 reco?_nlze, with at
least 4 fair degree of accuracy, the onset of what is Tikely to be a
downhill courSe ending in death—especially in_an elderly patient.
Nevertheless, even if sich predictions are sometimes inaccurate, the
rational self-interest maximizer will still prefer reliance on them in
order to maximize his opportunities for contmumg life and normal
functlonmg,_spmethmq that would be jeopardized much more se-
verely by arigid age cutoff, _ _ ,
Fyrthérmore, since some declines are comP_aratlver rapid, even if
not instantaneous, and_some prolonqed, parties_to the original posi-
tion will seek to maximize their overdll opportunities not br agreemg
to a.policy in which a fixed amount of time at the end of [ife’is hel
ineligible Tor care and in which direct termination may be practiced,
but by supPortmg a policy in which disenfranchisemént begins only
at the onset of profoynd iflness or irremediable chronic djsedse. After
all, the precise duration of a downhill course can rarely be predicted
with accuracy, although it can typically be accurately predicted that
the course will indeed be downhill. Consequently; parties to the
original position will consent to policies that impose disenfranchise-
ment not long after the diagnosis and onset of symptoms of an
even_tuaII?/ terminal disease, or at least long enough after the onset to
confirm the diagnosis and for the need“for mdical care to haye
become pronounced. Hence, the curve would, in fact, never he
P_erfectly squared, and individuals would not have their lives discon-
inued while they remained in full health, but the timing of disen-
franchisement from care and the expectation that it is "time to die
would fall just after the onset of a characteristic downhill course. Just
how far down this sIoRe the cutoff point _rmgiht come would he a
function, of course, of the scarcity situation itself, but also of individ-
ual, voluntary choices mentioned above.

Public Awareness

Third, it is crucial that not only parties to the original position, but
actual persons affected by such policies both know the policies and
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understand the rationale for them; secretive or propagandistic poli-
cies cannot be rationally chosen, nor can ill-founded ones. It is crucial
for the stability and, hence, austlce of "time to dje" policies that
persons affectéd by them understand their own distributive. gain;
without this understanding, the)( will remain disgruntled individuals
who see only their own loss, But individuals who see only their own
losses under a p0|ICP/ constitute a force for change; this renders the
policy itself unstable, and an unstable policy”cannot oPerate 0
proddce a dust distribution. It is crycial that the man-in-the-street who
reaches old age understands that the very fact that he has been able to
do so s, in part, the product of his cooperation with policies that have
him accept the claim that it is time to die when serious morbidity sets
In. The rational person will choose policies that promise both freedom
from pain and as long a life as possible; only if the man-in-the-street
understands the theary and the operations of the policy will he, too,
be able to see that it accomplishes both.

Conclusion: A Warning

This argument, that in an age-rationing system, direct termination of
the livés of the elderly more nearly achieves justice than denying
them treatment, may seem to be of reductio ad absurdum form, but'it S
not. Ina society characterized by substantial scarcity of resources, this
contemporary analogue of ancient practices is the onIY fair response.
However, this view does not—repeat, NOT—entail that contemporary
society should impose age-rationing or exterminate those among ifs
elderly who are in poor fealth. Forone thing, it is by no means Clear
that rationing, either by denia of treatment or direct termination, is
better than providing full medical care for all the elderly who wish it,
even at the exlo_ense 0f other social goods. A%e rationing is a rationally
defensible policy only if the alleged scarcity .is real and cannot be
relieved without introducing fill qreate[ Injustices. But it may well be
that the very scarcity assumption that gives rise to the Issue of justice
In health care in the'first place is not aCcurate. Certainly, some of the
pressure on resources could be reduced by Prumng waste and b

greater attention to patients' actual desiré for carg; a substantidl
amount of health care expense attributable to the paternalistic imposi-
tion of treatment and to “defensive medicing" practices b){)physu;lans
seeking to protect themselves from legal liability could he dvoided.
More importantly, the degree of scarcity in health care, resources is
itself a function of larger distributive choices among various kinds of
social goods, including education, art, defense, welfare, and so on;
the position, of contemporary somet¥ does not resemble the economi-
cally precarious position of ‘most of the primitive societies in which
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direct-termination practices have developed. Consequently, the aP-
propriate response_to the apparent cost containment crisis in_health
care is not necessarily to devise just policies for enacting rationing, by
age or in any othef way, but to, reconsider the societal priofities
assigned various social goods, Given a world very much like the
present one, it may be “asked, what ceiling would parties to the
original position a33|ﬂn to health care? This might obviate the neces-
sﬂg for ratlonmg_ata . , R
econd, a redistributive policy cannot be gust without adequate
guar_antees that resources will, infact, be redistributed as required. To
eprive the elderly of health care without reassigning the savings In
the form of health'care for youngier age groups is not'just, and ought
not tq be advertised in this way. Tnasmuch as the erratic age rationing
practiced in the United States ( erhaps unlike that in a closed system,
such as the British National Health Service4) is not tied directly to
redistribution of this care to others, it can hardly be described as [l)USL
but rather the product, of ordinary, socially entrenched age Dias.
Furthermore, a just rationing systém requirés a hackground of just
Institutions to ensure its operation, and neither the United States nor
Britain can hoast a full sef of these—nor, for that matter, can any of
the primitive or historical societies mentioned at the outset. Conse-
quently, although | believe there is a co%ent argument for the moral
preferability of age ratlonmq,that invalves voluntary but socially
encouraged killing or self-ki Imq of the eId_erIY as their infirmities
overcome them, in preference to the medical abandonment they
would otherwise face, this is in .no way a recommendation for the
introduction of such practices in ourpresent world. As Daniels
remarks, if the basic institutions of a given society do not comply with
acceptable principles of distributive justice, then rathnm? by age may
make things worse—and surely age rationing by direct-termination
Practlce_s could make_ things very much worse indeed. Thus, while |
hink direct-termination practicés would be Aust in a scarcity-charac-
terized ideal world, 1also think we should cast a skeptical eye on the
sorts of arbitrary, unthinking age rationing we are toying with now.
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