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Abstract

The scarcity of medical resources is widely recognized, and therefore priority setting is inevitable. This
study examines whether Portuguese healthcare professionals (physicians vs nurses): (i) share the moral
guidance proposed by ethicists and (ii) attitudes toward prioritization criteria vary among individual
and professional characteristics. A sample of 254 healthcare professionals were confronted with hypothet-
ical prioritization scenarios involving two patients distinguished by personal or health characteristics.
Descriptive statistics and parametric analyses were performed to evaluate and compare the adherence
of both groups of healthcare professionals regarding 10 rationing criteria: waiting time, treatment prog-
nosis measured in life expectancy and quality of life, severity of health conditions measured in pain
and immediate risk of dying, age discrimination measured in favoring the young over older and favoring
the youngest over the young, merit evaluated positively or negatively, and parenthood. The findings show a
slight adherence to the criteria. Waiting time and patient pain were the conditions considered fairer by
respondents in contrast with the ethicists normative. Preferences for distributive justice vary by profes-
sional group and among participants with different political orientations, rationing experience, years of
experience, and level of satisfaction with the NHS. Decision-makers should consider the opinion of ethi-
cists, but also those of healthcare professionals to legitimize explicit guidelines.

Keywords: Distributional justice; distributive preferences; healthcare professional attitudes; healthcare rationing; medical
scarcity; prioritizing; socialization theory

1. Introduction

The coronavirus disease 2019 (COVID-19) pandemic has shown that the role of healthcare pro-
fessionals is unarguably changing and requires a broad skill-set that is increasingly diverse,
including skills that traditionally have not been integrated into the medical curriculum. A
sound clinical education is no longer sufficient to prepare physicians and nurses for the working
environment they are facing within an underfunded public health system. Demands for health-
care have increased unprecedentedly in recent years, prompted by the aging population, improve-
ments in technology and clinical interventions, infectious and communicable diseases, lifestyles,
and general higher expectations for what medicine can do to improve health and well-being. This
growth in healthcare poses a double problem: the available resources (material, financial, and
human) do not keep up with this growth, and, at the same time, healthcare systems are becoming
unsustainable as they consume increasing shares of countries’ wealth (WHO, 2019). Over the past
decade, in an attempt to reduce budget deficits, governments in developed countries started to
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reduce their funding commitment to health by adopting austerity measures, increasing the scar-
city of health resources. For example, the Portuguese National Health Service (NHS) approved
several cost-containment measures in the wake of the Economic and Financial Adjustment
Programme adopted in 2011 to reach 1% of GDP savings in medicine expenditures by the end
of 2013. The NHS expenditure in 2013 was about 15% (EUR 1.3 billion) lower than in 2010,
while budget transfers were reduced by 11% in the same period (European Economy, 2014).
This pressure to reduce healthcare expenditures among other competing needs added a burden
to the already struggling Portuguese health service. Whenever economic austerity affects health-
care funding, decision-makers are under pressure to assign relative priorities to both health ser-
vices and patients, a practice that in the health economics literature is called rationing, at the
macro and micro level, respectively (Klein, 1998). In Portugal, rationing at the micro level
could have become explicit in the current Covid-19 pandemic if the spread of contagion had
not been contained with the government’s measures of compulsory confinement. Actually, the
national ratio of critical care beds per 100,000 inhabitants (4.2) is the lowest in Europe (Spain,
Italy, and Germany have over 9, 12, and 30 of such beds, respectively, per 100,000 inhabitants)
(Rhodes et al., 2012).

In a context of scarcity, every decision made by policymakers, managers, administrators, and
healthcare professionals are economic decisions. Therefore, economic evaluations are becoming,
like it or not, an increasingly important aspect of healthcare policy making. Under the current
COVID-19 pandemic, Italian and Spanish healthcare professionals, facing the collapse of their
healthcare systems (e.g., an absolute scarcity of ventilators and intensive care units), were forced
to select COVID patients based on their capacity to benefit from ventilators. Hard decisions were
made to save as much lives as possible, even at the expense of the death of some patients. This
practice was widely contested by the population, in particular by Italian relatives of coronavirus
victims that are filing a series of lawsuits against the healthcare system and decision-makers,
accusing the authorities of having failed them with the treatments they needed (Dettmer,
2020). There are additional reports in the media with harsh criticism against rationing based
on economic criteria, regarding public funding of clinical practice (Pinho and Costa, 2020).

Ethicists have been engaged in advanced moral guidance discussions on how to justly allocate
scarce medical resources (Cookson and Dolan, 2000; Daniels, 2008; Beauchamp and Childress,
2012), defining and balancing several justice principles for priority setting in clinical practice,
including waiting time, efficiency, clinical and social need, age-based discrimination, and merit
(see Pinho and Veiga, 2020, for a detailed description). Legitimate decisions require, however,
additional information regarding what health professionals, those that are at the frontline of
rationing decisions, consider being fair. Although several empirical studies (Lian, 2001; Strech
et al., 2008; Arvidsson et al., 2012; Antiel et al, 2013; Winkelhage et al., 2013; Hurst et al,
2006, 2014; Papastavrou et al., 2014; Defaye et al., 2015; Theofanidis, 2015; Kriitli et al., 2016;
Pinho et al., 2018; Pinho and Borges, 2021) explored the adherence of health professionals to
these rationing criteria, the results are inconsistent and seem to be influenced by the study design,
the framing of questions, and nationality of participants. Moreover, most studies do not explore
healthcare professionals’ attitudes regarding the main components of the rationing criteria.
Nevertheless, while some criteria are well defined, others exist that because they incorporate
more than one distributive dimension justify a more detailed analysis. Waiting time, merit,
and social need criteria belong to the first group.

Waiting time is a criterion of distributive justice that discriminates patients based on the time
spent waiting for treatment. Accordingly, the patients that waited longer should have priority.
The merit criterion has a retrospective concern based on behaviors, resulting in positive or nega-
tive judgments. The appeal of positive judgments consists in promoting and rewarding social use-
fulness (Persad et al., 2009). In a healthcare context, instrumental value prioritizes those patients
who’s continued existence is required so that others may live. In the opposite direction, patients
whose ill-health is related to their individual lifestyle choices deserve lower priority (Cappelen
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and Norheim, 2005). The social need criterion highlights an emotional dimension by taking into
account the impact of patient’s health on the well-being of third parties-patients’ social respon-
sibility. In our study, we evaluate health professionals’ preferences for prioritizing patients who
return to care for their dependent children - Parenthood.

Efficiency, age discrimination, and clinical need belong to the second group of criteria — those
that may incorporate more than one distributive dimension. Allocating healthcare resources
according to efficiency has the goal of maximizing healthcare benefits/outcomes, from a given
budget. Health outcomes are traditionally evaluated by an index (QALY) that incorporates, sim-
ultaneously, gains in length and gains in quality of life. Thus, it would be relevant to know which
of these components - life expectancy or improvements is quality of life — is more valued by
health professionals. Age-discrimination (ageism) implies giving priority to younger patients
over older patients for reasons of efficiency or equity (Tsuchiya et al., 2003). Most of the empirical
studies in this field confronted attitudes toward younger patients (child, young adults, or adults)
and older patients, while only a few confronted younger patients with the youngest, such as new-
borns (Nord et al., 1995; Tsuchiya et al., 2003), reaching nonconsensual results. To our knowl-
edge, no prior study has explored healthcare professionals’ attitudes concerning this dichotomy.
Finally, prioritization of assistance and treatment according to clinical need is especially popular
among clinicians. It implies that healthcare services should be allocated according to the degree of
ill-health or the severity of the pre-treatment health state. Severity is, however, a multidimen-
sional concept that draws on pain, mobility, self-care, daily activities, anxiety and depression,
urgency, fairness, duty to save lives, and human dignity (Barra et al., 2020). Here, we use the def-
inition of need as ill-health as proposed by Cookson and Dolan (2000). According to the authors,
need as ill-health comprises both immediate threats to life and pain/suffering. Therefore it would
be useful to evaluate how fair health professionals see each of these dimensions of health severity,
i.e., whether healthcare professionals value more patients’ pain or their risk of dying.

In the context of the present study, it is also important to acknowledge the lack of comprehen-
sive empirical studies that explore subjective perceptions of ethical judgments. Allocating scarce
medical resources involves subjective personal perceptions of justice and, therefore, should be
explored with a social—psychological focus - §ustice is in the eye of the beholder’ (Walster
et al., 1976). Fairness regarding judgments of rationing principles may be influenced by a large
number of factors (T6érnblom, 1992), such as group identities, social relationships (Deutsch,
1975), societal context (Bauman and Skitka, 2009), and culture (Luyten et al., 2015). A previous
study showed that participants’ educational background and/or different socialization experiences
appeared to affect attitudes toward distributive justice (Winkelhage and Diederich, 2012), while
other studies revealed that group identities influence moral judgments and behavior (Johnson
and Lord, 2010; Leavitt et al, 2012). In this regard, it is important to compare physicians’ and
nurses’ perceptions of ethical problems in clinical settings, in order to reduce potential rstaff con-
flicts. Effective collaboration among physicians and nurses is essential to the extent that physi-
cians and nurses work together, share responsibility for solving problems, and make decisions
to formulate and execute plans for patients’ care (Baggs, 2005). In recent years, there has been
an increasing interest in the literature concerning the relationship between nurses and physicians
and the impact of conflicts among these healthcare professionals’ groups regarding the safety and
quality of patients’ care (Tang et al., 2013; Siedlecki and Hixson, 2015; Cullati et al., 2019, for a
review). Differences between physicians’ and nurses’ ethical values, competing for limited
resources, democratic decision-making, collective decision-making, and poor communication
between the two groups of health professionals are the main conflicts identified in the literature
(Kreitner and Kinicki, 2010; Aberese-Ako et al., 2015). These potential conflicts may become a
matter of great concern in intensive care units or in rationing contexts where difficult ethical
dilemmas are faced and need to be solved daily.

The major purpose of the study reported here was to: (i) explore and compare how two groups
of Portuguese healthcare professionals - physicians and nurses - evaluate the fairness of 10

https://doi.org/10.1017/51744133121000190 Published online by Cambridge University Press


https://doi.org/10.1017/S1744133121000190

Health Economics, Policy and Law 401

rationing principles (see method section), and (ii) analyze whether participants’ characteristics
(sociodemographic and working experience) might account for observed variations in fairness
perceptions.

2. Method

The present study follows a previously published work (Pinho and Veiga, 2020). The method-
ology used in this study intends to complement the previous work by deepening the analyses.

2.1 Questionnaire

This study is based on the first group of questions used elsewhere (Pinho and Veiga, 2020). The
questionnaire includes 23 hypothetical rationing scenarios involving two patients distinguished
by personal or health characteristics. Respondents were invited to disclose their degree of prefer-
ence for giving priority to a given patient, using a 7-point semantic differential scale, with ‘no
preference = 0" serving as the midpoint (-3, =2, —1, 0, 1, 2, 3). The degree of preference for
one patient was rated as ‘some preference’ (—1 or 1),strongly prefer’ (—2 or 2), or ‘definitely pre-
fer’ (=3 or 3). The choice of ‘0’ represents the idea that respondents find it difficult to select
patients only based on the presented criteria and, therefore, prefer to give an equal chance or
opportunity to both candidates. A summary description of the questions can be found in
Appendix A. In the final section of the questionnaire, the respondents provided information
about their demographics, working background, and general opinions about the NHS. The ques-
tionnaire was preceded by an informed consent form. Confidentiality and anonymity were
guaranteed.

Although we used the same questionnaire, our methodology differed from that used in Pinho
and Veiga (2020) in various ways. First, we used two additional hypothetical rationing questions —
instead of 21 questions we used 23 questions. These questions were added to allow the sub-
division of three of the seven main rationing criteria used before (described in detail in section
2 of Pinho and Veiga, 2020). In particular, we explored the attitudes of both groups of health
professionals about the main components of the following criteria: (i) health maximizing -
divided into decisions concerning gains in life expectancy and benefits in quality of life; (ii)
aged-based allocation - divided into decisions concerning younger patients vs older patients
(ageism_old) and decisions concerning younger patients vs newborn or young children
(ageism_young) and (iii) clinical need, divided into decisions concerning patients’ pain or suffer-
ing and decisions concerning patients’ immediate risk of death. These details help us to thor-
oughly understand the preference pattern around the rationing criteria of those in the
frontline of each rationing context.

In sum, the questionnaire intends to explore how physicians and nurses support 10 prioritiza-
tion criteria: (i) waiting time; (ii) life expectancy; (iii) quality of life; (iv) severity as pain; (v) sever-
ity as immediate risk of death; (vi) parenthood, translated as social responsibility; (vii) age
discrimination against old patients (vs younger) — ageism_old; (viii) age discrimination against
young patients (vs even younger patients, i.e., newborns or young children) - ageism_young;
(ix) social judgments as honorable (reward) actions, i.e., social reward - positive merit, and (x)
social judgments in terms of dishonorable (punishment) actions — negative merit.

2.2 Sample

The questionnaire was administered between January and May of 2016 to a sample of 254 health-
care professionals from the north and center of Portugal, working in the NHS. The healthcare
professionals consisted of nurses (54.7%) and physicians (45.3%). The participants completed
the questionnaire during their workday. Respondents’ participation was voluntary and time
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was given to formulate reflective opinions, as suggested by Dolan et al. (1999). The majority of
respondents (60%) were female. The sample had an average age of 42 years [SD =10.76, age
range = (22, 70)]. Most respondents (72.5%) were married, 56.9% had at least one child (17.4%
less than 10 years old and 23% between 10 and 20 years old) and almost half (45%) had more
than 20 years of work experience. In relation to their own experience with rationing, 40.7%
had already taken some rationing measures, while only 10% had been victims of rationing them-
selves. One quarter of the respondents knew someone who had already been denied medical ser-
vices. Finally, most respondents (51.4%) considered the NHS as working well or very well.

2.3 Data analyses

Data were analyzed using IBM SPSS Statistics 23. Criteria scores were obtained by averaging the
ratings given by the participants to the indicators that described each criterion. Descriptive sta-
tistics were conducted in order to analyze normality in distribution and to examine the criteria
that were most and least valued by the participants, to inspect variability in the participants’
answers, and to identify undecided participants. Student’s t-tests and one-way analyses of vari-
ance (ANOVA) followed by Gabriel’s post-hoc tests for pairwise comparisons were computed
to evaluate the presence of significant differences between participants’ adherence to the rationing
criteria based on age (younger vs older participants), gender, marital status (married or registered
partnership vs single status or divorced), having children or not, children’s ages (less than 15
years old and more than 15 years old), occupation (physicians vs nurses), years of working
experience (less than 10 years, between 10 and 20 years, and more than 20 years), having been
involved in the application of rationing or not, having been a victim of rationing or not, knowing
a victim of rationing or not, political ideology (left-wing vs right-wing) and opinions concerning
the NHS functioning (bad/very bad, satisfactory, and good/very good). The relation between the
10 assessed criteria for health treatment rationing were analyzed through Pearson’s bivariate
correlations.

3. Results
3.1 Descriptive statistics for the support of the rationing criteria

Table 1 summarizes the descriptive statistics for the 10 assessed rationing criteria and the corres-
pondent questions, as well as the identification of undecided participants (i.e., with scores of 0 for
the questions and average scores between —0.05 and 0.05 for the criteria). Details for total fre-
quency of answers can be found in Appendix B — Table B1. Data were normally distributed,
with acceptable skewness (<1.0) and kurtosis (<3.0) values for all criteria. Variability was deemed
acceptable for all the criteria, as standard deviation values (SD) were close to or above 1.

The most valued criterion in rationing judgements was pain (M = 1.52, SD = 1.09) followed by
waiting time (M = 1.42, SD = 1.09), while the least valued criteria were positive merit (M = 0.22,
SD =0.83) and ageism toward the young (M = 0.50, SD = 0.95). These results are related to the
difficulty participants showed in judging those situations. The highest rates of undecided parti-
cipants were in the scenarios involving social reward and ageism_young (72.5% and 63.2%,
respectively), while the rationing situations where participants had fewer difficulties in choosing
whom to treat were those involving pain and the time waiting for assistance (24.8% and 23.0%,
respectively).

Participants valued more life expectancy than gains in quality of life (M =1.22 and M =1.11,
respectively) when evaluating health benefits, with a 7.3 percentage point difference of undecided
responses between both components of the health maximization criterion. In the classification of
the severity of illness, the degree of pain was much more valued than the risk of death (M =1.52
and M =0.73, respectively), with about half the percentage of undecided participants. Patients’
discrimination by age was better accepted if old patients compete with young patients, than
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Table 1. Descriptive statistics for the 10 rationing criteria

Undec.
Min Max (%) M SD Sk Ku

Ageism_old -2.33 3.00 26.7 1.07 1.25 —-0.14 -0.71
60 years vs 10 years -3 3 35.8 1.06 1.35 —0.03 —0.74
80 years vs 40 years -3 3 31.12 0.98 1.37 —0.32 0.01
80 years vs 20 years -3 3 23.9 1.16 1.46 —0.31 -0.71
Ageism_young —1.50 3.00 63.2 0.50 0.95 0.83 0.55
25 years vs 10 years -2 3 41.7 0.83 1.25 0.52 —0.55
10 years vs new-born =3 3 56.9 0.16 1.36 0.21 0.89
Life expectancy —2.00 3.00 36.8 1.22 1.26 —0.06 —0.95
20% vs 40% chance -2 3 34.9 1.13 131 0.13 -1.12
20% vs 80% chance -2 3 26.6 1.28 1.34 -0.23 —0.92
Quality of life —1.00 3.00 44.1 111 1.12 0.44 —1.02
Little vs modest improvement -2 3 44.0 1.01 1.24 0.34 —1.00
Little vs substantial improvement -1 3 385 1.22 1.19 0.27 -1.39
Waiting time —1.00 3.00 23.0 1.42 1.09 —0.10 —-1.08
1 month vs 6 months -2 3 22.9 1.51 1.37 —0.46 —1.01
Today vs 1 month -3 3 27.5 1.33 1.20 —0.28 0.004
Today vs 6 months -2 3 26.6 1.42 1.21 —0.13 —0.96
Pain —1.00 3.00 24.8 1.52 1.09 —0.30 —0.96
Moderate vs very painful -2 3 13.8 1.69 1.27 —0.75 —0.31
Painless vs very painful -1 3 25.7 1.35 1.15 —0.16 —1.06
Imminence of death —1.50 3.00 50.4 0.73 0.98 0.43 0.24
Die in 15 vs 2 days -3 3 53.2 0.37 1.35 —0.03 0.51
Die in 1 month vs 1 week -1 3 42.2 1.09 1.22 0.38 -1.26
Positive merit —2.00 2.50 72.5 0.33 0.83 0.69 1.10
Average person vs contribution -3 3 69.7 0.40 1.01 0.82 1.92

to society (science)
Average person vs social —3 3 71.6 0.25 0.85 0.60 3.49

contribution
Negative merit —0.67 3.00 42.2 1Ll 0.96 0.29 —0.97
Person with alcohol use disorder -1 3 35.8 1.34 1.23 —0.003 —1.47

VS average person
Person with substance use -1 3 36.7 1.20 1.22 0.22 -1.32

disorder vs average person
HIV patient, unsafe sex vs HIV -1 3 49.5 0.90 1.17 0.69 —0.85

patient, blood transfusion
Parenthood —1.50 3.00 45.8 1.01 1.13 0.48 —0.89
Single, childless vs parent of three -2 3 46.8 1.01 0.47 0.47 —0.96
Married, childless vs married, -1 3 46.8 1.02 0.55 0.55 -1.15

parent of three

Min, Minimum value; Max, Maximum value; Undec., undecided; M, Mean; SD, Standard deviation; SK, Skewness; Ku, Kurtosis.

https://doi.org/10.1017/51744133121000190 Published online by Cambridge University Press


https://doi.org/10.1017/S1744133121000190

404 Micaela Pinho and Alexandra Araujo

the choice between two young patients (M = 1.07 and M = 0.5, respectively), with the number of
undecided participants to be more than double in the last case.

In sum, the prioritization criteria most valued by healthcare professionals were (by decreasing
order): patients’ physical pain, time spent waiting, extending life expectancy, personal responsi-
bility for disease, improvements in quality of life, age discrimination against older patients, and
parenthood. Social reward, age discrimination against younger patients, and immediate risk of life
were the prioritization criteria less valued by respondents.

An observation of minimum and maximum scores shows that participants did not use the
total range of scores, [—3,3], in most criteria. The most extreme case of answering bias is observed
for the negative merit criterion, where respondents mostly favored patients with no personal
responsibility for the illness vs patients who were ill due to their risky behavior, as observed
by a minimum answer of —0.67 and a maximum of 3.00. In the opposite direction, revealing
less agreement among participants, are the choices related to ageism_old (minimum and max-
imum scores of —2.33 and 3.00, respectively), followed by life expectancy (minimum and max-
imum scores of —2.00 and 3.00, respectively).

A closer look into the scores for the questions that compose each of the criteria shows that
indecision and prioritization choices differ depending on the criterion presented to participants.
For example, the examination of scores for ageism against the old shows that participants seem to
be less undecided when the age hiatus between patients is larger (80 years vs 20 years, 23.9%)
rather than smaller (80 years vs 40 years, 31.12%), and that the largest group of undecided par-
ticipants is linked to rationing healthcare between 60-year-old patients and 10-year-old patients
(35.8%). Although the participants always favor younger patients against older patients, this pref-
erence is higher when comparing older patients and young adults (M =1.16, SD =1.46).
Choosing between two younger patients seems a much more difficult task than choosing between
an older and a younger patient. Participants were very undecided when rationing healthcare
between 25-year-old and 10-year-old patients (47.7%) and even more between 10-year-old
patients and newborns (56.9%). However, the tendency to favor younger patients was clearer
in the first question (M =0.83, SD =1.25) than in the second (M =0.16, SD = 1.36). When pre-
sented with the criteria of life expectancy, participants were slightly more favorable to rationing
when the discrepancy between expectancy was larger (i.e., 20% vs 80%, M =1.28, SD =1.34)
rather than smaller (i.e., 20% vs 40%, M =1.13, SD = 1.31). In the latter case, participants were
more undecided (34.9%) compared to the former (26.6%). Such a tendency in participants’
answers was consistent when presented with the criteria of quality of life improvement.
Indecision was higher when the discrepancy between improvement was smaller (ie., little vs
modest improvement, 44%) than larger (i.e., little vs substantial, 38.5%), and participants’ average
scores showed they were more efficient in rationing when such a discrepancy was larger (M =
1.22, SD =1.19). The same reasoning seemed to be applied by the participants when rationing
healthcare services based on the risk of death: participants were more undecided when the
time discrepancy was smaller (i.e., die in 15 days vs die in 2 days, 53.2%) rather than larger
(i.e., 42.2%), with a tendency to be more efficient in applying rationing in the latter (M =1.09,
SD =1.22), than in the former (M = 0.37, SD = 1.35). Positive merit questions resulted in higher
levels of indecision compared to negative merit questions. When deciding whether healthcare
should be preferentially provided to common citizens or citizens who made a positive contribu-
tion to science or to society (i.e. by rescuing refugees), participants were mostly undecided (69.7%
and 71.6%, respectively). However, when reasoning about healthcare rationing based on negative
merit, the application of rationing criteria was much more efficient. Such efficiency was evidenced
with a smaller percentage of undecided respondents in answers regarding favoring an average
person with liver failure vs a person with an alcohol use disorder (35.8% undecided, M = 1.34,
SD =1.23) or favoring an average person vs a person with a substance use disorder (36.7%
undecided, M =1.20, SD =1.22). However, when rationing healthcare for HIV patients based
on their risk behaviors, participants were once again more undecided (49.5%), resulting in
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lower efficiency when reasoning about rationing healthcare (M =0.90, SD = 1.17). Finally, when
asked about rationing healthcare based on parenthood, although participants favored parents of
three children both when compared to single persons (M = 1.01, SD = 0.47) and to married child-
less persons (M =1.02, SD =0.55), the rates of indecision were relatively high (46.8% in both
cases).

3.2 Relevance of personal participant’s characteristics

Pearson’s correlations showed that age was not significantly correlated with any of the distributive
criteria. Student ¢-tests showed that gender, marital status, and rationing in professional practice
(having had the experience vs not having this experience) did not significantly influence favoring
the assessed criteria. One-way analyses of variance showed there were no significant differences
between childless participants, participants with children aged 0—14, and participants with chil-
dren aged 15 or older, in all the assessed criteria. However, professional occupation, having been a
victim of rationing, and knowing a victim of rationing were factors that significantly distinguished
the participants’ answers, as shown in Table 2, which presents the results of the independent sam-
ples t-tests applied to the 10 criteria. The results suggest that in all criteria physicians presented a
greater degree of discrimination than nurses. However, attending to statistically significant differ-
ence the results suggest that physicians value waiting time and imminence of death more than
nurses. Moreover, results suggest that both having been a victim of healthcare rationing and
knowing someone who has been a victim of rationing are factors that motivated respondents
to attribute less importance to most of the criteria in judgement. When significant differences
were identified, average scores were always lower for participants who had been victims or
know victims of rationing, comparing to those who had not been victims or do not know victims
of rationing.

Respondents’ political orientation did not influence rationing judgements, according to the
assessed criteria, except for negative merit, #(52) =2.08, p <0.05, where left wing participants
were more supportive of this condition (M =1.44, SD=0.98), than right wing participants
(M=0.87, SD = 1.02).

One-way ANOVA tests were used to analyze the relevance of professional career experience
levels as well as respondent’s perceptions regarding the functioning of the NHS in the support
for the rationing criteria. Table 3 summarizes the main results. The participants’” career experi-
ence had no significant impact on the assessed criteria, except for the criterion life-threatening
condition, F(2, 106) =3.65, p <0.05. The one-way ANOVA was followed by Gabriel’s post-hoc
tests, that showed that participants with less career experience (less than 10 years) valued this
condition more than their more experienced colleagues (>20 years) p < 0.05 (no other differences
were found in pairwise comparisons). Finally, in relation to participants’ perceptions regarding
NHS functioning, significant differences were found for ageism_old [F(2106) = 7.58, p < 0.001],
ageism_young [F(2106) = 3.61, p <0.05], gains in life expectancy [F(2, 106)=5.33, p <0.001]
and pain [F(2, 106) = 4.26, p < 0.05]. The results of the Gabriel’s post-hoc tests suggest that par-
ticipants who rated the functioning of the NHS as good/very good support age discrimination,
either against the old (M =1.49, SD =1.21) and the younger patients (M =0.61, SD = 1.05), life
extension (M =1.57, SD =1.26), and suffering in terms of pain (M =1.73, SD =1.03), more
than those that rated the functioning of NHS as satisfactory or even bad/very bad.

3.3 Correlations between criteria

The correlation matrix (Table 4) indicated that intercorrelations between the criteria were mostly
positive and significant. The highest observed correlations between criteria were found for
ageism_old and life expectancy (r=0.76, p <0.001), life expectancy and parenthood (r=0.71,
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Table 2. Differences between respondents’ preferences by occupation, being a victim of rationing or not, and knowing a victim of healthcare rationing or not, in the criteria scores

90¥%

ssaud Aussanun sbpugquied Ag auluo paysiignd 06100012 LEE L/ LS/£L0L'0L/B10"10p//:sdny

Occupation Victim of rationing Knows victim of rationing
Doctor M (SD) Nurse M (SD) t Yes M (SD) No M (SD) t? Yes M (SD) No M (SD) t
Ageism_old 1.09 (1.45) 1.05 (1.12) 0.16 0.30 (0.75) 1.15 (1.26) =BT 0.75 (1.06) 1.17 (1.29) -1.52
Ageism_young 0.69 (1.26) 0.30 (0.82) 1.40 0.36 (0.71) 0.51 (0.97) —0.48 0.48 (0.94) 0.50 (0.95) —0.09
Life expectancy 1.53 (1.21) 1.02 (1.25) 2.05 0.36 (1.00) 1.30 (1.24) —2.40* 0.76 (1.16) 1.35 (1.26) =707
Quality of life 1.26 (1.08) 1.05 (1.12) 0.76 0.45 (0.72) 1.19 (1.13) —2.98** 0.76 (0.93) 1.23 (1.15) =1LE3
Waiting time 1.86 (0.97) 1.03 (1.13) 3.21** 0.61 (1.02) 1.51 (1.06) —2.69** 0.86 (1.14) 1.61 (1.01) —3.19**
Pain 1.65 (1.09) 1.25 (1.15) 1.46 0.86 (0.95) 1.59 (1.08) —2.14* 0.93 (0.98) 1.71 (1.05) —3.43**
Imminence death 1.07 (1.00) 0.42 (0.84) 2.97** 0.55 (0.88) 0.75 (1.00) —0.65 0.59 (0.94) 0.77 (1.00) —0.83
Positive merit 0.43 (0.77) 0.26 (0.86) 0.95 0.23 (0.61) 0.34 (0.85) —-0.41 0.24 (0.68) 0.35 (0.87) —0.61
Negative merit 1.37 (0.96) 1.02 (0.95) 1.84 0.52 (0.69) 1.22 (0.96) —2.34* 0.56 (0.69) 1.34 (0.96) —3.92***
Parenthood 1.28 (1.15) 0.90 (1.14) 1.35 0.28 (0.68) 1.10 (1.14) —2.34* 0.50 (0.87) 1.18 (1.16) —2.82**

Student’s t-tests.
adf=107.

*p<0.05, **p<0.01, ***p <0.001.
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Table 3. Differences between respondents preferences by career experience and satisfaction with NHS functioning in the criteria scores

Career experience NHS functioning
0-9 years M 10-19 years M > 20 years M Very bad/Bad M Satisfactory M Good/Very good M

(SD) (SD) (SD) F? (SD) (SD) (SD) F
Ageism_old 1.19 (1.22) 0.79 (1.23) 1.19 (1.27) 1.19 0.61 (0.65) 0.62 (1.17) 1.49 (1.29) 7.58***
Ageism_young 0.73 (0.94) 0.47 (0.95) 0.39 (0.95) 1.13 —0.06 (0.43) 0.58 (0.89) 0.61 (1.05) 3.61*
Life expectancy 1.42 (1.33) 0.93 (1.26) 1.29 (1.20) 1.34 0.91 (0.97) 0.78 (1.23) 1.57 (1.26) 5.33**
Quality of life 1.36 (1.10) 0.84 (1.09) 1.17 (1.13) 1.80 0.91 (1.12) 1.10 (1.03) 1.19 (1.17) 0.40
Waiting time 1.72 (1.04) 1.18 (1.05) 1.44 (1.12) 1.85 0.92 (0.93) 1.44 (1.18) 1.57 (1.04) 2.33
Pain 1.46 (1.23) 1.40 (0.81) 1.63 (1.19) 0.51 0.88 (1.07) 1.49 (1.09) 1.73 (1.03) 4.26*
Imminence 1.02 (0.90) 0.90 (0.96) 0.46 (0.99) 3.65* 0.76 (1.03) 0.54 (0.88) 0.84 (1.03) 1.02

death
Positive merit 0.44 (0.91) 0.32 (0.93) 0.27 (0.72) 0.38 0.35 (0.68) 0.07 (0.61) 0.48 (0.95) 2.82
Negative merit 1.38 (0.99) 0.90 (0.85) 1.19 (1.00) 1.98 1.19 (1.00) 1.12 (0.95) 1.15 (0.97) 0.04
Parenthood 0.94 (1.15) 0.87 (1.00) 1.15 (1.20) 0.71 0.68 (0.90) 0.83 (1.08) 1.23 (1.19) 232
2df=107.

*p<0.05, **p<0.01, ***p <0.001.
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p <0.001), life expectancy and quality of life (r=0.70, p < 0.001), ageism_old and parenthood (r
=0.63, p <0.001), and waiting time and pain (r=0.60, p < 0.001).

4, Discussion

Medical resources scarcity is nowadays widely recognized, with a tendency to worsen as all pub-
licly funded healthcare systems are confronted with budget constraints. Therefore, setting prior-
ities among patients seems inevitable. While other countries have developed prioritization
guidelines (Sabik and Lie, 2008), in Portugal priority decisions are implicit, mostly based on
the preferences of healthcare professionals. Therefore, decisions about the needs that should be
met by physicians and nurses involve, in the first stance, moral and ethical judgments.
Because such judgments vary across cultural and organizational contexts, it is relevant to under-
stand the Portuguese healthcare professionals distributive values and analyze if these attitudes can
be related to professionals’ clinical background and personal characteristics.

Our findings indicate that Portuguese healthcare professionals participating in this study when
confronted with the choice between two equal patients in everything (except some health condi-
tion or personal characteristics) evaluated the fairness of the 10 criteria differently, in the
following order (in decreasing order of adherence): pain, time spent in a waiting list, expectancy
of life, punishment of risky behaviors leading to illness, quality of life, ageism_old, parenthood,
ageism_young, and social reward. Moreover, the data suggest that rationing criteria ratings
vary with the occupation of healthcare professionals (physicians vs nurses), as well as individual
factors, including political orientation, having suffered from rationing measures in the past, or
knowing someone who has experienced it, years of work experience, and perceptions concerning
the NHS. Although, physicians presented a higher degree of discrimination among all the criteria
(except ageism-old), the findings show that whenever healthcare professionals were confronted
with decisions involving choices between two equal patients in everything, they rated waiting
time and the risk of dying criteria fairer than nurses. The correlation matrix corroborates
these preferences, by showing the positive correlation between waiting time and iminence of
death, which may suggest that healthcare professionals are concerned with avoiding longer wait-
ing times to minimize deterioration of patients’ health condition.

In general, the risk of death criterion was slighly supported by respondents. A plausible
explanation may be in the way the questions were asked (comparing patients that, if untreated,
would die in 2 vs 15 days or die in 1 week vs 1 month), which would have led respondents to
think that the unselected patients would not be treated and therefore putting both at risk of
death. This reason may have some basis considering the results of Table 1 that shows high levels
of undecision in these two questions (53.2% and 42.2%, respectively). Still, physicians and
respondents with fewer years of experience prefered more than nurses and those with more
years of experience to treat the patients that would die sooner if untreated. We believe that phy-
sicians are generally better equipped to estimate a patient’s imminence in risk of death, given a
particular health condition, which may explain this discrepancy between both groups of health-
care practitioners. Having a low valorization of the patient’s risk of death may raise concerns since
there’s some empirical evidence suggesting that Portuguese lay people (Pinho and Borges, 2015)
as well as the general population in other countries (Dolan et al., 2005; Kriitli et al., 2016; Gu
et al., 2015; Pinho and Borges, 2018), health professionals (Lian, 2001; Arvidsson et al., 2012;
Kritli et al, 2016; Pinho and Borges, 2021) and even experts in healthcare systems (Hadian
et al., 2019) feel the obligation to save, in the first place, those patients in emergency and life-
threatening conditions.

The adherence of healthcare professionals to the waiting list criterion contrasts with inter-
national findings, where general practitioners contested this criterion (Kritli et al., 2016) or clas-
sified it as insignificant (Hadian et al., 2019). Moreover, this finding does not support ethicists’
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Table 4. Correlation matrix of the rationing criteria

1. 2. 3. 4. 5. 6. 1. 8. 9. 10.
1. Ageism_old - 0.29** 0.76*** 0.58*** 0.40*** 0.55*** 0.13 0.36*** 0.33** 0.63***
2. Ageism_young = 0.13 0.27** 0.33** 0.40*** 0.42*** 0.08 —0.08 0.34***
3. Life expectancy - 0.70*** 0.53*** 0.58*** 0.17 0.42*** 0.47*** 0.71***
4. Quality of life - 0.57*** 0.52*** 0.34*** 0.33** 0.45*** 0.62***
5. Waiting time - 0.60*** 0.43*** 0.21* 0.45*** 0.50***
6. Pain - 0.26** 0.26** 0.43*** 0.54***
7. Imminence death - 0.08 0.04 0.23*
8. Positive merit - 0.34*** 0.39***
9. Negative merit = 0.42***

10. Parenthood
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normative claims that waiting time (first come, first served principle) is not morally justifiable
(Persad et al., 2009).

Only moderate support was given toward the pursuit of efficiency, with life expectancy being
slightly more favored than improvements in quality of life. This result is partly at odds, since
respondents expressed so much concern about the patients’ levels of physical suffering (i.e.,
pain) that it would be expected that they also valued gains in quality of life more than just life
extension. It is worth mentioning that preferences for the life-extending criteria were positively
related with those of quality of life improvements and parenthood. Earlier studies do not support
our findings since prognosis was generally top-ranked as a rationing criterion (Lian, 2001; Defaye
et al., 2015; Hurst et al., 2014; Kriitli et al., 2016; Pinho and Borges, 2021). Besides, an interven-
tion intended to prolong life when quality of life is low was one of the most frequently mentioned
criteria for rationing elsewhere (Hurst et al., 2006).

The support for measuring health outcomes in years of life was greater for respondents who
are pleased with the NHS functioning. However, this criteria (efficiency) was not the most valued
one, and thus, given the current pandemic situation and the Portuguese structural shortage of
medical resources, should be seen as cautionary by decision-makers in healthcare. Therefore, it
is advisable to integrate health economics topics into undergraduate and postgraduate medical
education, in accordance with what has been done in other countries (Sweeney and Watts,
2009; Gray and Lorgelly, 2010; Jain, 2016). Despite the added value of health economics for
healthcare personnel (Kernick, 2003; Bonc¢a and Tajnikar, 2008; Weinberger, 2011; Walter,
2012; Fatoye, 2013; Da’ar and Al Shehri, 2015; Beecroft, 2016; Jain, 2016), in Portugal, economics
is yet a deprioritized discipline in medical and nurses’training curricula. Nowadays, from the 10
existing medical universities in the country, only three (Coimbra, Lisbon, and the autonomous
region of Madeira) offer the discipline of health economics, but only as an optional course.
This option does not even exist in any nursing programs.

Age discrimination was only slightly valued by healthcare practitioners, who were more in
agreement that younger patients should be favored comparing to older patients. This empirical
finding is consistent with international evidence that shows that age should not influence priori-
tization although younger patients tend to be prioritized (Hurst et al., 2006; Strech et al, 2008;
Werntoft and Edberg, 2009). These preferences for ageism_old seem to be related with prefer-
ences for life expectancy and parenthood. It seems that participants gave priority to younger
patients due to their greater capacity of gaining life years and their ability to be caregivers.
Even so, participants who believed in the proper functioning of the NHS considered age discrim-
ination of patients fairer than their colleagues who were less satisfied with the healthcare system.
Discrimination among two young patients per se was very little appreciated, although there is a
clear preference for attending first the younger children (e.g. newborns). Notwithstanding half of
the respondents indicated that both patients deserve an equal chance at their treatment. This pat-
tern of preferences for the very young is in line with some empirical findings (Tsuchiya et al.,
2003) but in contrast with others (Nord et al., 1995). Our findings seem to suggest that healthcare
professionals support the fair-inning ageism (Tsuchiya et al., 2003), which claims that a fair dis-
tribution of healthcare resources results in every person receiving sufficient healthcare to have the
opportunity to live in good health for a normal span of years (Williams, 1997).

Whether patients” harmful health behaviors should be taken into consideration in patients’
prioritization is a controversial criterion. This criterion was contested by our participants even
though it was ranked in the fourth place. Indeed, the healthcare professionals in this study tended
to sanction those who are deemed responsible for their predicament, in an attitude that is aligned
with that of lay persons (Lenton et al., 2006; Wiseman, 2006; Luyten et al., 2015; Pinho and
Borges, 2018), but is contradicted by some theorists (Olsen et al., 2003) and health experts else-
where that judge this discrimination as incompatible with justice (Hadian et al., 2019; Pinho and
Borges, 2021). Moreover, the more the respondent was leaning to the political left (i.e., liberal
orientation), the more likely he/she considered the negative merit to be a fair criterion to allocate
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scarce medical services. This finding is curious since it contradicts the idea that personal respon-
sibility is more stressed by those on the right side of the political spectrum. There is evidence
demonstrating that conservatives are generally healthier than liberals (Chan, 2019), and engage
in healthier lifestyles (Subramanian et al., 2009; Kannan and Veazie, 2018; Chan, 2019; Yun
et al., 2019). In contrast to the negative merit criteria, the reward of past usefulness or sacrifice
(e.g., honourable social actions such as those impacting other peoples” health) received residual
support from respondents. Thus, according to this study’s respondents reciprocity is not seen
as a fair allocation criterion for healthcare as some may claim (Rothstein, 2010 for a review)
even though it is better accepted by physicians than by nurses. We can only speculate about
this difference of opinions between both healthcare professional groups, but one possibility is
that physicians feel that because they save lives they should be more entitled to healthcare. If
this is correct, this finding may be in line with rational choice theory, which assumes that indi-
viduals tend to prefer the distribution mechanism that is the most advantageous for themselves.

Finally, respondents’ personal experience with healthcare rationing or those reported by others
seem to be a relevant predictor for attitudes toward most of the allocating criteria. This result is
interesting and may be explained by the social construction of injustice, i.e., the incorporation of
self and others’ reports of injustice into the personal assessment of justice. Having lived and
experienced the denial of healthcare was related to less support given to the rationing criteria.
However, this was not as pronounced for respondents that only knew someone who had this
experience. This pattern of preference seems to be in line with either the self-interest and the
group-value theories of psychology of justice that predict that the personal experience of injustice
will exert a much stronger effect on justice judgments than will the injustices reported by others
(Lind et al., 1998). A possible alternative and merely speculative interpretation for these results
may be that those that have already experienced healthcare rationing measures may believe
that such criteria should not be applied, probably due to feelings of injustice.

The present study is not exempt from limitations that prevent the generalization of results for
the attitudes of Portuguese healthcare professionals. Besides the sample limitation, the question-
naire uses hypothetical and complex scenarios involving only one distinguishing characteristic
between patients, which not only does not allow to directly compare the criteria as may be unreal-
istic in real-life situations. Moreover, it is known that respondents tend to adopt simplifying strat-
egies to deal with complex choices (Tversky and Kahnneman, 1981; Rabin, 1998). The format in
which the questions were presented to respondents may have biased the answers. For degrees of
preferences other than zero in the 7-point scale and after successive questions, respondents may
perceive that choosing patient B is considered a more appropriate answer, biasing the choice in
that direction. The questionnaire of this study used closed questions, forcing respondents to
choose between two patients without giving them the opportunity to express the full rationale
behind their decisions (which would have been useful, for example, in the interpretation of find-
ings of questions related to risk of death, and, therefore, the evaluation of the support given to this
criterion). In future research, it would be useful to use a quanti-qualitative design. Finally, the
positive and negative merit criteria were explored by using only a small number of indicators.
For example, for risky behaviors leading to illness, only alcohol use and substance use were pre-
sented. We are aware that using other harmful health behaviors may lead to different results. The
same happens with the positive reward, where the instrumental value was not directly considered.
It is our contention, however, that the contribution of this study overcomes these drawbacks.

5. Conclusion

Decisions on how to allocate scarce medical resources are embedded in moral and subjective
choices about who should receive treatments and who should be excluded, which, in a limit situ-
ation, may be between who will live and who will be left to die. Such painful decisions may,
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sooner or later, have to be made, as shown in the midst of the current public health crisis we are
experiencing.

Since healthcare rationing decisions involve subjective perceptions, it is important and urgent
to define explicit guidelines to help those in the frontlines to deal with prioritization dilemmas.
The legitimacy of these guidelines requires that healthcare professionals, the gatekeepers of
healthcare resources, share the values inherent in the distributive criteria proposed by ethicists.
Our results show that Portuguese healthcare professionals respondents revealed moderate support
for the rationing criteria proposed in the literature. From all the rationing criteria, the findings
suggest that whenever healthcare professionals were confronted with decisions involving the
choice between patients equal in everything except their degree of suffering and the waiting
time, they prioritize based on these criteria. The findings of the current study also suggest that
the acceptance probability for the criteria is, to different extents, related to the type of healthcare
practitioner (physician or nurse), political orientation, years of experience, to have had the
experience of being denied healthcare (or to know someone who had such an experience), and
the level of satisfaction with the NHS. Even so, we found that physicians have broadly similar
views as nurses, in that they mainly support the patients’ physical suffering and waiting time.
However, we found some evidence that nurses may give less priority to patients with longer wait-
ing times and those in life-threatened conditions. This potential tension between healthcare pro-
fessional groups regarding the value of their judgments concerning healthcare rationing merits
further investigation, in order to aid the prevention of interprofessional tensions and to inform
healthcare policymakers in the process of developing guidance on appropriate principles for
healthcare rationing.

Finally, our study demonstrates that there is no single recipe for the way in which prioritization
decisions should be made, and that this is a matter that deserves to be analyzed in broader sam-
ples and across different professional cultures and countries, given the relevance of healthcare
professionals’ characteristics involved in the decisions.

Supplementary material. The supplementary material for this article can be found at https:/doi.org/10.1017/
$1744133121000190.
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