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This talk is about healthcare rationing.  But before I get to that I need to talk about why we have health insurance at all, rather than just exchanging services for money.  This will show why health insurance should be compulsory in order to work properly, which may be puzzling.  Then I'll get to rationing, and how to do that in a morally appropriate and practically achievable way.
1.  Social Obligation


It comes down to the same reasons why there are mandatory social rules of any kind, at least in cases for which all members of society have a strong interest in the same kind of benefit, which is secured by cooperation.  Health insurance is one of these easy cases.  Following Hobbes and mathematically minded game theorists recently, this can explained using the prisoner's dilemma.  This shows how individually rational behavior can be socially counterproductive, which happens all the time.


First imagine two brothers who don't talk with each other.  Their mother is dying and they need to care for her.  But if only one of the two has the whole burden, then he will lose his job.  

Each brother reasons as follows:  If my brother is willing to care for our mother, I'll let him do it.  Too bad for him if he loses his job.  Or else, if my brother isn't willing to care for our mother, I certainly won't take the whole burden because I'll lose my job if I do.  As a result the mother dies without receiving care.

At this point you might wish someone would shake some sense into the two brothers, and make them work together.  The situation can be modeled in a standard way by a matrix.  The first brother's decision is between rows.  The second brother's decisions are between different columns.  The entries list the first brother's utility first and the the second brother's second.

	
	Second brother cooperates
	Second brother doesn't

	First brother cooperates
	-5, -5
	-15, 0

	First brother doesn't
	0, -15
	-10, -10


The brothers' reasoning puts them in the lower right corner.  But assuming they both care for their mother, it would be better for both of them to end up in the upper left corner.  The brothers use "dominance" reasoning, which is a point by point comparison of each possible choice by the opposed player, and examination of which choice is best for each possibility.


Of course, in such a simple situation, we might expect them to think this through.  But we can't count on people to recognize such conflicts in which their individual rationality steers them wrong.


Health insurance is similar.  Suppose two people, Row and Col, do not know each other.  But each has a 1/5 annual chance of getting an illness that would cost $50,000 to treat.  Row and Col meet on Facebook and agree to form an insurance cooperative, but they allow payments to be voluntary.


Each reasons as follows.  If the other puts money into our fund, it will be there in case I get sick, according to our agreement.  So he puts money in, why should I?  Or if he doesn't put any money in, but I do, then if he gets sick he'll use up our fund, leaving none for me in case I get sick.  The cooperative insurance agreement fails.


This can be diagrammed in a way similar to the earlier case.

	
	Col cooperates
	Col doesn't

	Row cooperates
	-$27000, -$27000
	-$54000, 0

	Row doesn't
	0, -$54000
	-$50000, -$50000


The negative utilities represent the amounts that would need to be set aside to take care of possible illnesses.  On their own, each sets aside $50,000 in liquid, safe investments for a total of $100,000.  But together, they have only a 1/25 chance that both will get sick at the same time.  By sharing the burden of an insurance fund, the two can cut the total amount that needs to be set aside to $54,000 for both.  That includes $2000 each for the 1/25 chance of both getting sick at once.  Similarly, the cost to one who bears the whole burden of the risk that either gets sick is $54000.


How do they deal with the 1/25 chance of both getting sick at once, if they cooperate?  One way is for them to re-insure.  They each add $2000 to their premiums, and use that to buy a share in another cooperative with more members.  But the total they would need to maintain in their fund is still less than if they did not cooperate.      
 


There is a superior efficiency to sharing the costs, which can be seen by comparing the upper left and lower right corners.  Nonetheless, this will not occur if Row and Col reason in the individually rational manner, following "dominance" comparisons.  They would need to do something more to hold each other to the agreement.


This has all been clear since Hobbes started modern political philosophy with this kind of reasoning.  But I'll quote Locke since he is the leading defender of individual property rights among the classical political theorists.  Locke says that in the state of nature, each individual has the power to preserve "life, liberty, and estate."  But "there is only political society, where every one of the members hath quitted this natural power, and resigned it up into the hands of the community in all cases that exclude him not from appealing to protection to the law established by it." (Two Treatises, §87)  This does not, by itself, imply any particular scheme of cooperation, such as taxation, etc.  But it does empower the community to make it mandatory, as long as it provides a clear benefit to everyone fairly.


This seems rather harsh.  Perhaps if everyone just thought it through, they'd see the superior rationality of cooperation without being forced into it.  Perhaps we would.  But there are too many things to reason about, and each of us is a poor position to understand our parts in all the various cooperative activities each of us is continually engaged in - or could engage in - from bailing out Wall Street to using turning signals, and the benefits of all of these all at once.  Perhaps some far-sighted people might not need enforcement in order to cooperate in some schemes because they can find their own way by reasoning about these.  But it is not reasonable to require consent for every cooperative scheme.  If you are pulled over for speeding, does it make sense to plead that you did not consent to the speed limit?  

Reasonable objections can be raised against the obligation to comply with a fair scheme with clear benefits for everyone, if a scheme violates rights.  But not all rights are equally stringent.  It is unlikely that any rights are absolute.  A cooperative scheme that requires overriding property rights is not at all like a scheme that requires human sacrifice.  So such objections are not serious when raised against the shared benefits of healthcare, which only requires contributions of money for insurance.  At worst, depending on how we understand property rights, mandatory health insurance violates no more than property rights.1      

2.  Actuarial Fairness


I want to move on from the social contract and its enforcement to healthcare rationing.  But there is one more point to make before that.  There are really just three ways to manage risk.  We can try reducing risks.  (Wear seatbelts.)  We can shift risks from one person or group to another.  (Product liability law means it's not "buyer beware" but seller beware instead.)  Or we can trying spreading risks, which is what insurance does.  When All Else Fails, by David Moss (Harvard 2002) is an outstanding history of public risk management, and where I got this three-part analysis.


Because modern health care is too expensive for any individual, except the very wealthiest, to pay for out of his or her own pocket, so the risks of health care expenditure must be spread.  69% of US health care costs are spent on 10% of the population and 5% account for the majority of costs, an imbalance that has remained constant over the past four decades, through a rapid growth in overall expenditures and many other social and medical changes. (Berk and Monheit 2001)  


Suppose one group has higher risks for some illness than another group.  Rather than evenly spreading the cost of these risks across society by demanding equal payments from each other, what if we shifted some of the burden of "excess" risk onto those who have higher risks?  The idea is that those who are more likely to suffer a loss, such as an illness, should pay more for insurance.  In some cases members of the high risk group cause their own heightened risks.  But set such cases aside for a moment, and consider only those in which the higher risk group does not cause their own higher risks.  How many here would say that this is a good idea, or even morally permissible, to shift more of the cost of their risks onto members of the higher risk group?  

This is sometimes called "actuarial fairness" or "experience rating."  It's how health insurance works in the US now, and Republican proposals would extend this by increasing the use of "high deductible" insurance, shifting more risk onto the sicker people.  Frankly, this is discrimination.

If we make the "formal constraint" of generality in application (Rawls, Theory, §23) on moral or legal rules that these should treat everyone that is in the same circumstance equally.  Shifting risks onto those who have greater burdens would violate this constraint.  We might also argue that each of us has personal interests tying us with many people with heightened health risks (whether or not they brought these on themselves) of various kinds, making such exclusions contrary to everyone's interests.    


We could go on to discuss the moral question of whether those who cause their own problems should be charged more.  For example, should we force people who smoke to pay for their own cancer treatments, or pay more?  But I won't go into that here.  
3.  Rationing


So far I have argued that health insurance should be mandatory, universal, and egalitarian.  Note that health insurance has a function of protecting our bodies, rather than more complicated things such as property or liberty.  So the social contract for health insurance more closely resembles Hobbes's contract for physical safety, than Locke's contract for property protection, or Rousseau's and Rawls's contracts for securing liberty (which each conceives of differently).


Now suppose that there is a society with mandatory universal health insurance.  What should this insurance cover?  This question can be understood morally: What should this insurance cover?  Or it can be understood practically: How can this be done practically and politically?  The point here is primarily moral, but practical concerns enter in.

This mandatory insurance cannot pay for every kind of health care.  There must priority-setting, also known as "rationing."  Of course, people are welcome to buy extra coverage or care if they can afford it.  But for the mandatory coverage, it may seem inevitable that this will interfere with individuals' choices.  If an ability to make such choices follows from certain rights, we have a problem.

I shall argue for two claims.  First, mandatory health insurance is consistent with individual choice about what is covered by such insurance.  This may be surprising, perhaps because rationing tends to be thought about in utilitarian terms.  But I shall sketch a rationing scheme, that I call the "Individual Choice Plan," which preserves individual choice about coverage.  This shows that mandatory coverage does not, as such, interfere with individual choice.  

Nonetheless, I shall argue for the second claim that the Individual Choice Plan is not something that any society could follow through on.  In Rawls's terms, it would impose a great "strain of commitment" on members of society, and the Individual Choice Plan would quickly fall apart.  Such unraveling of rationing schemes has been observed for utilitarian rationing, when it has been used.

4.   Individual Choice Plan


Suppose that we have already agreed on universal coverage.  Suppose a contract is freely made among parties who do not know whether they have or will develop one or more health conditions requiring treatment.  In ignorance of their future health conditions, it would be pointless to try to decide in advance what care to provide.  But in fact, and not just hypothetically, we are all actually in this position of ignorance, and we handle it by means of insurance.  

Suppose then that there has already been extensive work done by health care providers of all specialties to prepare a list of possible conditions of ill health, and treatments approved by such experts as appropriate for each.  A list of 710 condition-treatment pairs was prepared for the Oregon Health Plan in 1991, and has been repeatedly revised since then (Oregon Health Services Commission 2008a).  

The Individual Choice Plan can use this list as a reference from which individuals can make their own prioritizations.  But we need not be confined to treatments in the Oregon list.  We can make our list as liberal as we like by allowing for alternative treatments, although of course these would need to be paid for in the Individual Choice Plan.


Then the Individual Choice Plan is simply to allow each member of our society to make an equal number of choices as to which health conditions his or her insurance should cover.2 We might imagine every member of society making a first choice, then a second, and so on.  (Section 4 contains an example of such ranking.)  For the purposes of the Individual Choice Plan, the crucial thing is just that each chooses for herself.  


The choices would enter into a running calculation of the expected number of people needing treatment of each kind, reckoning for the tendency for people who know they have a health condition to select insurance for that same condition ("adverse selection").  The expected costs could be calculated.  The total annual health care budget, (whether composed of public tax funds, private insurance premium funds, or both) would set the total number of choices funded.  (Suppose our society is not so poor that it cannot afford even one choice per member.)


Note that the Individual Choice Plan requires application of detailed general knowledge of health statistics and economics.  Note also that this Individual Choice Plan can be a way of distributing only part of our annual health care budget.  We may also choose, for instance, to fund emergency, preventive, or public health care first, and then use the Plan to distribute other kinds of health care with the remaining budget.  


This Individual Choice Plan shows that individual choice with respect to health insurance coverage is compatible with strict health care budgeting.  The prior decisions by experts do, however, limit choices somewhat.  But this prevents the possibility that some individuals might choose an unlimited number of treatments for a single condition.


It may seem somewhat farfetched to require members of society to choose which health conditions they want covered.  We are accustomed to avoiding explicit choices about which health conditions we want covered.  Nonetheless, insurance of any kind requires prior delineation of what it is insurance for. 

5.  The Rule of Rescue

It may seem that the protagonists have been missing from the story so far.  While it is useful for moral reflection to consider society as constituted by its members, some members have unique obligations.  The health care providers - doctors, nurses, etc. - have their own principles.  Their simplest and strongest obligation is to save lives and treat illnesses, or the Rule of Rescue (Hadorn 1991).  Thus, even in the American Medical Association's cautious Principles of Medical Ethics (2001) "emergencies" override physicians' liberty to choose whom to serve.  Other members of society also expect providers to act on this duty, and it is a strong obligation.


Suppose you are in the hospital with an attack of an illness likely to kill you soon.  But suppose you did not choose to be insured for treatment for this illness.  Suppose that contrary to your earlier decision about insurance, you do not now refuse treatment.  You plead that you did not mean to sign your life away.  Suppose then that doctors refuse to treat you.3  


It would be wrong for doctors to refuse, despite your choice not to be covered.  The health care providers' obligation is in obvious tension with the Individual Choice Plan described here for distributing health care.  So the Individual Choice Plan would be abandoned as soon as it is adopted.  

It is no longer be insurance if coverage is for all risks, regardless of cost.  Allowing unlimited choice after diagnosis is like allowing purchase of fire insurance when fire trucks are already on their way.  We might try ruling out futile care.  Gradually, technical progress in medicine will postpone the point at which all options are exhausted.  But more immediately, providers already have the obligation to prevent emergencies and "support access to medical care for all people." (AMA 2001)  Despite the prima facie reasonableness of the Individual Choice Plan, it would not be possible to follow through with it.      


The attempt to find a moral counterweight to unlimited obligations to provide care leads ethicists to utilitarian or quasi-utilitarian ideas, such as that of quality-adjusted life years (QALYs).4 This suggests that prioritization of health care must involve limitation on the choices of members of society, in accord with utilitarian or quasi-utilitarian regulation of health care by assigning resources to maximize their good effects.  But we have seen this is not so.

6.  The Oregon Health Plan


Any health care prioritization scheme will create tension with the Rule of Rescue.  Rawls describes such tensions as "strains of commitment."  Rawls argues that utilitarian schemes for distribution of social goods would create excessive strains.  Rawls argues that instead for the social contract, "[W]hen we enter an agreement we must be able to honor it even should the worst possibilities prove to be the case." (1971, 176)  Rawls's reasons for this are rather abstract and Kantian, resting on the formal condition of "finality," which requires that the principles of justice should be decisive with respect to justice.  But strains of commitment are real, as is the loss of legitimacy that results from excessive strain (Rawls 2001, 128-130).

 
For example, in 1987 Oregon decided to stop Medicaid funding for transplants of several types of body organs.  This decision had a good cost-benefit justification, but caused an outcry when a seven-year-old boy, Coby Howard, died while unable to receive a bone marrow transplant under this Medicaid restriction.  This outcry shaped Oregon's concurrent plan to prioritize health care funded by Medicaid.5

A new approach was suggested by Hadorn (1991).  This approach is to work with the Rule of Rescue rather than fighting it.  The idea is to codify the Rule of Rescue, and then use this codification of the Rule to prioritize care according to urgency.  All 710 condition-treatment pairs are first put into 17 categories of rough similarity.  Then the categories are set in order entirely on the basis of the benefits to the individual receiving treatment, the benefit to society, and "necessity."  Cost is not a factor in determining this order.  The list of categories shows roughly how this is done in the 1991 Oregon Prioritized List (Hadorn 1991, 2221; Oregon Health Services Commission 2008b).  

1) Treatment of acute life-threatening conditions where treatment prevents imminent death with a full recovery and return to previous health status (such as treatment for severe head injury)

2) Maternity care, including disorders of newborn

3) Treatment of acute life-threatening condition where treatment prevents imminent death without a full recovery or return to previous health state

4) Prevention care for children

5) Treatment of a fatal, chronic condition where, with treatment, one would have improvement in life span and quality of life (such as treatment for type I diabetes)

6) Reproductive services (excluding maternity and infertility)

7) Comfort care

8) Preventive dental care

9) Other higher priority preventive care for adults

10) Treatment of acute, nonfatal, non-self-limited conditions with return to previous health state (such as therapy for acute thyroiditis)

11) One-time treatment of nonfatal, chronic conditions with improvement of quality of life (such as hip replacement)

12) Treatment of acute, nonfatal conditions where treatment will improve quality of life without return to prior health state (such as relocating a dislocated elbow)

13) Repetitive treatment of nonfatal, chronic conditions with improvement in quality of life with short-term benefit (such as therapy for migraine headache)

14) Treatment of acute, nonfatal, self-limited condition where treatment will expedite return to prior health state (such as therapy for diaper rash)

15) Infertility services

16) Other lower priority preventive care for adults

17) Treatment of fatal or nonfatal condition with minimal or no improvement in quality of life or life span


The summary just given is not intended to endorse the 1991 Oregon Priorities List.  Indeed, in 2006 the Oregon Health Services Commission greatly revised the List.  It no longer represents a codification of the Rule of Rescue, as did earlier editions (Oregon Health Services Commission 2008b).  The new Priorities List emphasizes preventive care and chronic disease management.  This revision may suggest that the initial List was arbitrary.  But nearly everyone would agree that lifesaving is more urgent than preventive or maintenance care.  The revision seems to be a moral mistake.6

Nonetheless, the Oregon Health Plan then distributes care to Medicaid recipients based on the List and the Oregon Medicaid budget.  The budget determines how far down the List Oregon can go.  If this list prioritizes care in the right way, we are assured that however little money Oregon has, it will be well spent.


Whether the Oregon Health Plan is a success depends on the goals against which it is measured.  The Oregon Health Plan does not achieve "universal access" to health care, (Oregon Department of Human Services 2006) since it covers only Medicaid recipients.  But universal access is a different issue from prioritization.  With respect to the goal of a rational distribution of care according to benefits and costs, the Oregon Plan is a failure (Jacobs, Marmor, and Oberlander 1999).  The Rule of Rescue does not provide a rational cost-benefit allocation.  But with respect to the goal of prioritizing care by a deliberative, politically responsive, and transparent process, the Oregon Plan is a success.  The Prioritized List, at a legislatively-determined level of funding, also implicitly sets a basic level of care. 


Daniels (1991) rightly objects that the Oregon Health Plan is unjust because it prioritizes care only for poor people.  The Oregon Plan is not discriminatory.  It prioritizes health conditions and care, not people (Hadorn 1992).  But the problem is that the people doing the prioritization are not the same as those whose care is prioritized.  In contrast, the Individual Choice Plan proposed in this paper enables every member of society to set his or her own priorities.  This might be an effective moral counterweight to the Rule of Rescue, but only if we put a sufficiently high value on autonomy.
 7.  Is the Rule of Rescue a Moral Rule?


The Rule of Rescue explicitly recogizes our neediness and dependency.  Codifying this Rule gives a sufficiently explicit rule to use in health care prioritization.  The Rule gives the order of urgency of needs:  "First attend to the conditions in category 1, next those in category 2, etc."  This may seem too lengthy and case-by-case to count as a moral rule.  But we should not expect moral theory to be simple (Thomson 1986, 257-259; 1990, 33).  There are too many actions that people can perform in too many different ways and in too many significantly different settings.


But is the Rule of Rescue a moral rule?  To begin to answer this question we may restate it:  Would prioritization of condition-treatment pairs, arrived at by a fair process, be sufficient, for the moral and practical purposes of health policy, as an account of health care needs?  Or should this be limited to health conditions that impede normal human functioning, as Daniels argues?


Daniels introduces the notion of a normal range of human functioning (2008, 36-46) in order to define the moral good of health care as that of protecting and maintaining a fair range of opportunities for members of society.  This goal fits health care into the broader moral framework of Rawls's theory of justice.  In Rawls's theory of justice, as in Rousseau's and Kant's, individuals exercise their moral powers through social decision making and a hypothetical social contract is the means for doing this properly.  


But Daniels acknowledges that abortion complicates his account.  Pregnancy, wanted or not, is the result of normal human functioning.  If non-therapeutic abortion is among the health care needs that we as a society are obligated to satisfy, this is not explained by Daniels's account.  So Daniels allows for an amendment to his rule (2008, 149).  Likewise, if assistance in committing suicide is a health care need, it also does not maintain human functioning.  Daniels also considers a hypothetical case in which we seem morally obligated to augment natural functioning.  Suppose that an inexpensive drug enhances the reading ability of the most poorly performing readers (2008, 155).  It seems we would be obligated to provide this drug to poorly performing readers as part of the social obligations of education.


Normal functioning for Daniels's account is thus only "a focal point for convergence in our public conception of what we owe each other by medical assistance or health protection." (2008, 155)  In Daniels's account normal functioning is a political guideline for justice, which ultimately is about citizens' moral powers.  But the appeal to normal functioning seems to me to raise more questions than it answers.  We want to ask:  What is normal?  What is the moral significance of normality in various circumstances?  


It is more straightforward, however, to see health care as protecting against risks of various kinds, regardless of whether these affect normal human functioning.  This view focuses on health care apart from how it fits with broader goals, and how these are evaluated.  We all want or need health care, despite disagreement on some other values.  We do not need to construe this in terms of moral powers and their exercise.


Which risks?  Risks that health treatments can protect against, and which have sufficiently high priority.  This answer gives a moral arrangement for provision of health care, rather than a more general moral theory.  A social contract for protection against such risks is, roughly speaking, Hobbesian rather than Rawlsian.  It guards against threats, rather than at aiming to enlarge the exercise of the moral powers of citizens, as does Rawls's contract.  But by refusing care it is easier to get out of the health care contract than Hobbes's.


Prioritization then is a means to the end of protection against risks of ill health, and prioritization is intended to fit a moral understanding of the role of health care that is shared by the providers themselves and the recipients of their care.
Conclusion


As societies changes new institutions are needed for new problems.  Modern societies need modern medicine, which is expensive, which is a problem.  One task for a philosopher is to point out obstacles to successful reform, which may arise from preconceived or fixed moral ideas.  This does not require any special moral insight by a philosopher.  


In this paper, I have pointed out that the moral authority of individual choice is not the main obstacle to health care prioritization.  Instead the main problem is the strain of commitment.  Also, contrary to utilitarian ideas, the prioritization process in the Oregon Health Plan makes sense, both morally and practically.  
Notes

1.  Judith Jarvis Thomson (1986; 1992) and Liam Murphy and Thomas Nagel (2002) argue more thoroughly against absolutism with respect to property rights. 

2.  The Individual Choice Plan owes a lot to Appiah's "self-management card" (2005, 166-170).

3.  Suppose some people pay for "food insurance," so that in case of food shortage, they will be supplied from a special stock.  Suppose there is a shortage, and those who have food refuse to give any to those who did not pay for food insurance.  Of course there is a free rider problem here.  Nonetheless it would not be morally permissible to deny them food.

4.   QALYs are a special measure of quality of life, so are not intended as a general welfarist measure of moral value.  QALYs are arrived at by several methods including the "standard gamble": What rate of success you would tolerate for an operation to cure a given condition of ill health, if failure means death on the operating table?  Tolerating a 75% rate of success translates into a 75% QALY for that condition.  Menzel (1990) gives a sympathetic critical discussion of QALYs.  

5.  Robert Baker and Martin Strosberg (1992) take up other historical examples in which utilitarian rationing schemes proved to impose excessive strains of commitment.
6.  But perhaps not a political mistake.  If lifesaving is a moral requirement, then moving it down the list gives political leverage for funding for the preventive and maintenance care above it.  This astute observation was made by an audience member at the 2007 conference of the North American Society for Social Philosophy.

References

American Medical Association (2001). Principles of Medical Ethics. Retrieved February 14, 2009 from http://www.ama-assn.org/ama/pub/category/2512.html 

Kwame Anthony Appiah (2005). The Ethics of Identity. Princeton: Princeton University Press.

Robert Baker and Martin Strosberg (1992). "Triage and Equality: An Historical Reassessment of Utilitarian Analyses of Triage." Kennedy Institute of Ethics Journal 2(2): 103-123.

Marc Berk and Alan Monheit (2001). The Concentration of Health Care Expenditures, Revisited. Health Affairs 20(2): 9-18.

Norman Daniels (1991). "Is the Oregon Rationing Plan Fair?" Journal of the American Medical Association 265: 2232-2235.

Norman Daniels (2008). Just Health: Meeting Health Needs Fairly.  New York: Cambridge University Press.

David Hadorn (1991). "Setting Health Care Priorities in Oregon: Cost-effectiveness Meets the Rule of Rescue." Journal of the American Medical Association 265(17): 2218-2225.

David Hadorn (1992). "The Problem of Discrimination in Health Care Priority Setting." Journal of the American Medical Association 268 (11): 1454-1457.

Lawrence Jacobs, Theodore Marmor, and Jonathan Oberlander (1999). "The Oregon Health Plan and the Political Paradox of Rationing: What Advocates Have Claimed and Critics Have Claimed and What Oregon Did." Journal of Health, Politics, and Law 24(1): 161-180.

David Moss (2002). When All Else Fails: Government as the Ultimate Risk Manager. Cambridge, MA: Harvard University Press.

Liam Murphy and Thomas Nagel (2002). The Myth of Ownership: Taxes and Justice. New York: Oxford University Press.

Oregon Department of Human Services (2006). The Oregon Health Plan: An Historical Overview.  Retrieved February 14, 2009 from http://egov.oregon.gov/DHS/healthplan/data_pubs/reports/main.shtml

Oregon Health Services Commision (2008a). Prioritized List of Health Services: 2008-2009. Retrieved February 14, 2009 from http://www.oregon.gov/OHPPR/HSC/current_prior.shtml 

Oregon Health Services Commission (2008b). Past Prioritized Lists. Retrieved February 14, 2009 from http://www.oregon.gov/OHPPR/HSC/past_prior.shtml

John Rawls (1971). A Theory of Justice. Cambridge, MA: Harvard University Press.

John Rawls (2001). Justice as Fairness: A Restatement.  Edited by Erin Kelly. Cambridge, MA: Harvard University Press.

Judith Jarvis Thomson (1986). Rights, Restitution, and Risk. Cambridge, MA: Harvard University Press.

Judith Jarvis Thomson (1990). "Ruminations on Rights. In The Realm of Rights. Cambridge, MA: Harvard University Press.
