
 

 

 

 

 

Research Paper 2010 (56) 

Personal Characteristics in  
Health Care Rationing: 

The public explanations  

Dr Malcolm Anderson 

Research Fellow, Centre for Health Economics 
Monash University 

Professor Jeff Richardson 

Foundation Director, Centre for Health Economics 
Monash University 

Dr John McKie 

Senior Research Fellow, Centre for Health Economics 
Monash University 

Angelo Iezzi 

Research Fellow, Centre for Health Economics 
Monash University 

 

 

 

June 2010  

 

Centre for Health Economics 

ISSN 1833-1173 

ISBN 1 921187 55 7 



 

Personal characteristics in health care rationing: The public explanations 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Correspondence: 

Dr John McKie 

Centre for Health Economics  

Faculty of Business and Economics  

Monash University   Vic   3800 

Australia  

Ph: +61 3 9905 0755 Fax: +61 3 9905 8344 

Email: John.mckie@buseco.monash.edu.au  

mailto:John.mckie@buseco.monash.edu.au


 

Personal characteristics in health care rationing: The public explanations 

 

 

ACKNOWLEDGEMENT  

 

 
We wish to thank Anita Niranjin for valuable research assistance. 
 



 

Personal characteristics in health care rationing: The public explanations 

 

 

ABSTRACT 

 

 

In this paper we use the Monash Health and Social Values Survey to examine the personal 

characteristics of patients, along with some principles of procedural justice, that members of the 

public consider relevant when allocating limited health care. The study examined in greater depth 

than previously how the importance of these characteristics varies between different sub-groups 

within the Australian population, characterised in terms of „genetic‟ demographics, aspects of life-

stage or life decision paths, as well as ethical, philosophical and religious outlooks, economic and 

political persuasions, and personality groupings. Among other things, the study found that those 

respondents who prize hard work and self-sufficiency are less likely to give priority to patients 

who will benefit most from treatment (51% compared to 72% for others); that females are more 

supportive of ballots as a way of allocating limited health care (26% compared to 10%); that there 

is wide support for doctors and other health professionals setting priorities on a case by case 

basis (66%), particularly among respondents who support social rules based on duty; and that 

respondents who believe that health care rationing is a current reality are less likely to reject age-

based rationing (50% compared to 80%). The study revealed an intricate interplay of 

demographic, political, philosophical and ethical factors determining the pattern of influences 

shaping the preferences of the public regarding priority setting in the health area. 
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1 Introduction 

It is a truism that society is made up of individuals with a bewildering array of personal 

characteristics and wide variety of character traits. It is normal in social science research to ask 

respondents to identify basic demographic information about themselves: where they live (e.g. 

rural or urban), their age, sex, education level and income. It is less common – especially in 

health care surveys and cognate investigations – to go much beyond this. But it is arguable that 

an empirical study of public attitudes towards the problem of health care rationing should go well 

beyond this. To what extent will people differ in their recommendations due to their political 

leanings? Undoubtedly there would be an ethical dimension to what the general public thought, 

but on what principles would it turn? Could there be personality factors involved, or is it influenced 

by a person‟s religious beliefs? To what extent will people differ in their recommendations due to 

their knowledge of economics or medicine? How will smokers differ from non-smokers? The aim 

of the present study was to throw light on these questions. 

 

2 Methods 

The first step in the project was to design a questionnaire that would extensively and finely 

identify the typological aspects of our respondents. Above all, we needed tools to test each of the 

following aspects of individual typology: the raw („genetic‟) demographics, aspects of life-stage or 

life decision paths, as well as ethical, philosophical and religious positions, economic and political 

persuasions, and personality groupings. For this task, comprehensive factor analysis was 

employed to determine the different scales or dimensions that existed: the aim was to have more 

than one example for most of these typological indicators, enabling us to identify more than just 

the accidental conjunction or the odd correlation. We needed to show that the probable source for 

any research question (such as what determines age-based preferences) was „clearly‟ economic 

or „overwhelmingly‟ ethical or „consistently‟ political. 

In the end, we settled on 122 different demographic traits and socio-economic „measures‟ (that is, 

„averages‟ of highly correlated Likert questionnaire items), to provide the tool kit for the battery of 

tests needed. The creation of and proving of these scales was a substantial project in itself and is 

reported in detail elsewhere [self-identifying reference deleted]. In most cases, we artificially 

divided the scoring on these scales into „upper‟ and „lower‟ ends (for example, those who were 

adjudged to be at the high end of „tolerance for free media‟, and those at the low end). In most 

cases, the upper and lower ends were divided at the mean of the scale; in some cases, the 
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„middling‟ scores were excluded, and only those closer to definite „ends‟ were included. Other 

groupings were determined more naturally from box-ticks – such as sex or education level 

(possession of tertiary qualification, or not) – or by other means (for example, income grouping). 

Table 1 summarises the thirteen broad divisions (or „sections‟) of the demographics and scales. 

In some cases broad sections (for example parts E, F, G, I and J, below) were comprised of 

different aspects of the value being determined. For example „Public Issues, Economic and 

Political Outlooks‟ (section E) comprised sub-sections covering „Economic Objectives‟, „Economic 

Organisation‟, „Social Welfare and Social Justice‟, „Voting Intentions‟, and „Government Spending 

Priorities‟. Each section or sub-section contained a number of complete scales in their own right, 

usually reflecting similar aspects of a coherent set of beliefs and values, and in most cases each 

scale was formed from several individual Likert items. In total, the thirteen main sections grouped 

122 different scales (or demographics), formed from 249 different questionnaire items. Since 

these included many single item box ticks, the typical number of questions used for most scales 

was three items or more. 

The groups are divided broadly into categories that encompass what we have termed „Genetic 

and Background Demographics‟ (those characteristics with which a respondent is born, or has 

little say in: sex, age, birthplace and schooling); and „Lifeway Demographics‟ such as marital 

status (and whether they have had children or not). Then follows scales grouped broadly by 

„Income Advancement and Life Satisfaction‟; and „Education and Special Knowledge‟. In this last 

category, we asked, for example, whether respondents had studied a science subject, had taken 

an economics unit, or were involved with a medical or health profession (or had some experience 

through formal study). 

Then follow further scales that could be said to be more explicitly ideologically derived. These 

include „Voting Preferences‟; choices regarding „Government Spending Priorities‟; „Social 

Objectives‟; views generally subsumed as particular „Economic Issues‟; and „Moral and Social 

Order‟ outlooks. Next come an array of „Religious Affectations‟; personal opinions on ultimate and 

social „Sources of (Personal) Significance‟; and „Sources of Authority‟. Then come a range of 

standard and traditional ethical stances (such as Kantian views on duty and sacrifice); followed by 

personality profiles (Locus of Control; and a version of the „Big Five‟ personality make-ups). We 

also added a cluster of Social Capital (or „Community Networks‟) scales, and several scales 

testing realism in health-care rationing issues (particularly whether respondents were aware that 

health care rationing was already occurring). Finally, we added questions on „Medical and 

Personal Habits‟ (whether smoker, overweight or degree of self-rated alcohol consumption). 

The other main task was to construct the suite of rationing questions that would probe 

respondent‟s preferences with respect to the health system and its reform. In total, the survey 

contained around 150 such questions. Three different questionnaires were used, with some items 

listed on only one, while others overlapped all three. Here we report on a sub-set of these items 

dealing with the personal characteristics of patients, along with some principles of „fair‟ allocation. 

The general context posited a situation where a successful, life-saving cancer treatment was only 

available for a limited number of patients. We wanted to know what personal characteristics of 

patients, and what principles of „fair‟ allocation, respondents considered important when 

confronted with the need to ration health care. 
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Table 1 Summary of Demographics and Scales and Their Component Parts 

Section 
Sub-

Sec 
Description 

No of 

Scales 

No of 

Items 

Section A   Genetic and Background Demographics 10 7 

Section B   Lifeway Demographics 2 2 

Section C   Income Advancement and Life Satisfaction 3 9 

Section D   Education and Special Knowledge 5 5 

Section E   Public Issues, Economic And Political Outlooks   

 E1     Economic Objectives 9 4 

 E2     Economic Organisation 4 11 

 E3     Social Welfare and Social Justice 7 22 

 E4     Voting Intentions and Positioning 6 5 

 E5     Government Spending Priorities 3 12 

Section F   General Moral and Social Order Outlooks   

 F1      Position and Expression 2 6 

 F2      Personal Freedom and Tolerance 5 9 

 F3      Responsibility and Meaning 1 3 

Section G   Personal Religious Views and Affectations   

 G1      General Religiosity 7 13 

 G2      Evolution, Design and Human Origins Beliefs 5 17 

Section H   Personal Philosophical Views: Sources of Authority 4 11 

Section I   General Ethics & Duty   

 I1     Utilitarianism, Kantianism and Duty 8 29 

 I2     Law, Conscience and Duty 5 6 

 I3     Relativism and Tolerance 2 7 

 I4     Environment and Animals 2 2 

Section J   Personality Factors   

 J1     ‘Big Five’ Personality Factors 5 20 

 J2     LOC (Locus of Control) 3 11 

 J3     Fatalism, Freewill and Achievement 3 4 

 J4     Personal Attributes 2 3 

Section K   Social Capital (Community Networks) 9 21 

Section L   Logic and Rationality 5 5 

Section M   Medical and Personal Habits and Characteristics 5 5 

Total   122 249 

Notes: Some „scales‟ are of course demographic box-tick (e.g. gender, age); others are constructed from ranking 

a list of choices. Most scales, however, are averages of several individual items 

To this end we presented them with questionnaire items that included, for example, whether 

priority setting should take account of which patients would be more productive to the economy in 

the long run. The respondent was given a five-option Likert scale ranging from strongly agree to 

strongly disagree, with an „unsure (or neutral)‟ option in the middle. Other principles canvassed 

included whether a full and happy life should be important, the relevance of a patient‟s age, the 

extent to which the patient is willing to pay, whether the number of extra years a patient would 

enjoy should count. Other principles concerned whether a points system should be established, 

whether first come first served is important, whether the market should determine the question, if 

a fair ballot should be instituted, or whether medical aspects alone should determine priorities 

(“competent doctors ... deciding on a case by case basis”).  

The survey was conducted during 2006 and 2007. Randomly chosen members of the public were 

first sent a letter inviting them to participate in the survey, indicating that there would be two 

separate questionnaires several months apart. As it turned out, respondents were in fact asked to 

complete a third survey. This method facilitated inter-survey modifications of the design of the 
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second and third questionnaires prompted by the nature of results from the first. Names were 

gathered from a public-domain telephone number database in the state of Victoria with a slight 

over-sampling of the rural population. The suburbs and towns chosen, however, reflected a 

balance of socio-economic groups.  

 

3 Results 

In total, 455 completed questionnaires were received. The questions relevant to the present 

paper were included on around two-fifths of the questionnaires, so most results are generalised 

from a reduced size of 198 completed questionnaires. The response rate was around 15%, 

reflecting the size of the task required of respondents. The response rate is considered in more 

detail in the Discussion section. Of the 198 participants, 81 were male (41%) and 117 were 

female (59%). The mean age of the participants was 57 years (Median age is 58 yrs, and SD is 

15.1). Most of the participants were born in Australia (84%) compared to overseas born (16%). 

The majority of participants had no degree (65%). Only 11% had postgraduate degrees and 24% 

were graduates. In terms of employment, 53% were working, while 45% were not in the labour 

force and 1.6% were unemployed. 

In this section we present the overall results and cross tabulate each rationing item by the suite of 

demographic, philosophical, and socio-economic traits. First, we looked to see if there was some 

overall structure in respondents‟ choices to the rationing questions – if only to guide how the 

answers might be grouped and considered. Table 2 reports the factor loadings of a Principal 

Components Analysis. The items are shown with a shortened title, but are listed in full in Table 4 

below. Here we see three major scales (and one item not loading on any). Rather than average 

these items for scales, we have used the factor loadings as a basis for grouping the individual 

items. However, it is fairly clear that they group together well: in Table 3 we report the reliability 

analysis for the three major scales. The Cronbach alpha measurement is high in the first scale, 

and reasonably strong in the second two. 

 

Table 2 Reliability of the Three Scales 

Item Factor 1 Factor 2 Factor 3 Factor 4 

Productive .78228 .32637   

Productive and Pay Taxes .77622   .25705 

Community  Contributor .71467 .42888   

Willingness to Pay .62026  .52294  

Full & Happy Life  .72926   

Long Run Benefit (More Years) .28610 .71545   

According to Points System  .52538   

First Come First Served   .73799  

Market   .69105  

Fair Ballot  .39305 .62961 -.33483 

Doctors Decision    .88365 

Notes: Varimax rotation; only factor loadings over 0.25 are shown. 
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Table 3 Reliability of the Three Scales 

Scale Moniker 
No. of 

Items 
Inter-Corr Ave Corr Min Corr 

1 Productive and Contributive 4 .7815 .4720 0.3235 

2 More Useful Years 3 .5866 .3211 0.1470 

3 Fair Procedure 3 .5305 .2736 0.2377 

Notes: Column 3 shows the number of items in each scale; Column 4 is the standardized Cronbach alpha 

statistic; Column 5 is the average correlation; Column 6 the minimum correlation among the items in each scale. 

Table 4 details the complete Likert breakdowns for the rationing items. They are listed according 

to „Principal Components‟ order (see Table 2). Results from another item, “Those patients who 

are likely to contribute to science or intellectual progress should receive priority for treatment”, is 

also included, though since it appeared only on a small number of questionnaires (n=31) it was 

excluded from most analysis. 

Table 4 Likert Response Breakdowns to the 28 Items (In „Principal Components Analysis‟ 

Order) 

Scale 
Shorter 

Label 
Full Label 

Str 

Agree 
Agree Neutral Disagree 

Str 

Disagree 
n 

1 
Community 

Contributor 

The question of who receives 

treatment (and lives) should 

take account of which patients 

would be more likely to 

contribute positively to the 

community  

4.2 26.0 30.3 22.0 17.5 192 

1 
Intellectual 

Progress 

Those patients who are likely 

to contribute to science or 

intellectual progress should 

receive priority for treatment 

8.7 11.0 24.0 34.1 22.1 31 

1 

Productive 

and Pay 

Taxes 

Those patients who are the 

most productive to the 

economy (and who pay taxes 

which help other people) 

should receive priority for 

treatment  

2.8 12.1 30.1 30.1 25.0 193 

1 Productive 

The question of who receives 

treatment (and lives) should 

take account of which patients 

would be the more productive 

to the economy in the long run  

2.7 9.9 28.6 37.2 21.6 191 

1 
Willingness 

to Pay 

The question of who lives and 

who dies should take into 

account how much a person 

or their family is willing to pay  

0.3 2.8 11.9 31.0 54.0 194 

2 

Long Run 

Benefit 

(More Years) 

The question of who receives 

treatment (and lives) should 

take account of which patients 

would benefit more in the long 

run - for example, giving 

priority to those who are more 

likely to have many years of 

life  

9.4 50.0 22.0 14.4 4.2 194 

2 
Full and 

Happy Life 

The question of who lives and 

who dies should take into 

account which patient is likely 

21.8 36.4 20.0 10.0 11.8 193 
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Scale 
Shorter 

Label 
Full Label 

Str 

Agree 
Agree Neutral Disagree 

Str 

Disagree 
n 

to live a full and happy life if 

he/she got the treatment.  

2 

According to 

Points 

System 

We should set up an overall 

scale of eligibility (like a 

“points system”) to decide who 

gets the treatment - a scale 

which will apply to everyone  

8.9 14.0 30.0 17.8 29.3 193 

3 Fair Ballot 

The decision about who 

receives the treatment (and 

who doesn‟t) should always be 

made on the basis of a fair 

ballot (such as a lottery)  

9.0 11.2 22.3 35.0 22.5 193 

3 
First Come 

First Served 

The question of who receives 

treatment (and lives) should 

be made on a first come first 

served basis  

3.8 9.3 30.7 32.7 23.5 193 

3 Market 

The question of who lives and 

who dies must be resolved by 

the market - the patient (or the 

patient‟s family) who is able to 

pay the most money should be 

entitled to the treatment  

1.9 1.0 6.9 25.9 64.3 194 

4 
Doctors 

Decision 

The question of who receives 

treatment (and lives) should 

only be made by competent 

doctors and other health 

professionals deciding on a 

case by case basis  

27.8 38.2 14.6 14.9 4.6 194 

 

Table 5 Percentage of Respondents Agreeing with the „Sources of Authority‟ Scale: “Science, 

Psychology and Intellectuals are a Reliable Guide to Ethics” 

Item 
High Science as a Reliable 

Guide to Ethics 
Signif 

Low Science as a Reliable 

Guide to Ethics 

Those patients who are the most 

productive to the economy (and who 

pay taxes which help other people) 

should receive priority for treatment  

22.4 * 9.0 

The question of who receives 

treatment (and lives) should take 

account of which patients would be 

the more productive to the economy 

in the long run  

22.5 ** 4.4 

The question of who lives and who 

dies should take into account how 

much a person or their family is 

willing to pay  

0.5 * 6.2 

Notes: Percentage in agreement with the Likert item in column 1. In between demographic groups statistical 

significance is indicated by an asterisk (* for 0.05 level; ** for 0.01 level; Chi-square tests of independence).  
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Productive and Contributive Items 

There were no important pure demographic differences that explained the „productive and 

distributive‟ items. But a consistent explanatory variable concerned the scale for „science and 

rationality‟. Those who scored high on the scale of seeing „science, psychology and intellectuals 

as reliable guides to right and wrong‟ tended to be more positive toward the principles of 

productivity (Table 5). It was also the case that respondents who had some economic knowledge 

valued the community contribution principle more than twice as much as those who professed 

little acquaintance with economics (Table 6). Also, nearly half of all respondents with tertiary 

education qualifications were likely to prioritise patients who might contribute to science or 

intellectual progress (49%) than those without such qualifications (11%, Table 6). 

Table 6 Productive and Contributive: Selected Demographics 

Item 
Have read a book on 

introductory economics 
Signif 

Not read an economics 

textbook 

The question of who receives 

treatment (and lives) should take 

account of which patients would be 

more likely to contribute positively 

to the community 

52.9 ** 21.0 

Item High Education  Low Education 

Those patients who are likely to 

contribute to science or intellectual 

progress should receive priority for 

treatment 

49.2 * 11.3 

Notes: Percentage in agreement with the Likert item in column 1. In between demographic groups statistical 

significance is indicated by an asterisk (* for 0.05 level; ** for 0.01 level; Chi-square tests of independence). Care: 

sample size for „contribution to science or intellectual progress‟ is low: n=31. 

 

More Useful Years Items 

Again, no purely demographic explanatories stand out in this group of items. They appear to be 

weakly influenced by other scales, though some economic philosophy issues do have an 

influence. As as example, those respondents who prize hard work and self-sufficiency are less 

likely (51%) to favour the long run benefit principle than those who value inter-dependence and 

welfare (72%). Overall the high average proportion of respondents who support the long run 

benefit principle holds up across many demographics and varied philosophical positions – with 

both this item and the full and happy life principle. There was some evidence that personality 

aspects (in this case, „Locus of Control‟) may have some influence on the importance 

respondents attributed to the full and happy life principle. 

In Figure 1 we plot one representative item from each of the „Productive and Contributive‟ group 

of items (in this case, the community contributor item, on the horizontal axis) and the „More Useful 

Years‟ group (in this case, the full and happy life item, on the vertical axis). Here we include just a 

selection of interesting demographics. As can be seen, certain personality types, from the „Big 

Five‟ personality markers (e.g. high and low conscientiousness) or Locus of Control (e.g. high and 

low „Powerful Others‟ Locus of Control - the belief that events in one's life are organized by 

powerful others) differentiate from one another. Other characteristics include overweight versus 

non-overweight respondents, and those who have some familiarity with economics versus those 

with less knowledge. 
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Figure 1 Plot of Statistically Significant Group Differences According to Proportion Agreeing 

With „Community Contributors‟ Versus „Full and Happy Life‟ 

 

 

Notes:  Differences between groups (e.g. High and Low ends of the „Powerful Others‟ Locus of Control scale) 

were statistically significant on either the vertical or horizontal axes, or both. 

 

Fair Procedure Items 

With these items, we find that the market principle is strongly rejected, while the average 13% 

who support the first come first served principle is fairly unvarying across demographics and 

ideological positions. However, the ballot principle does reveal some interesting drivers. This is 

particularly in relation to political orientation (Table 7): Labor voters and Green voters being far 

more sympathetic to the idea of a ballot than Coalition voters. Gender is also quite important with 

females more supportive of ballots than males (27% to 10%). 
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Table 7 Percentage of respondents agreeing with Ballot Likert: “The decision about who 

receives the treatment (and who doesn‟t) should always be made on the basis of a fair ballot 

(such as a lottery)” 

Group 1 
Percent 

Agreement 
Signif 

Percent 

Agreement 
Group 2 

Genetic and Family Background Demographics 

Female 26.6 ** 10.2 Male 

Econo-Political Outlooks: Voting Intentions and Positioning 

Coalition Voter 13.9  26.1 Non Coalition 

Labor Voter 24.4 ** 17.9 Non Labor 

Green Voter 45.7 ** 19.1 Non Green 

Left Wing 23.2  12.3 Right Wing 

Notes: Statistical significance is indicated by an asterisk (* for 0.05 level; ** for 0.01 level; Chi-square tests of 

independence). Note that the sample size for Greens voter preference is small (n=11). 

Doctor’s Decision Item 

As mentioned above, support for „competent doctors and other health professions deciding 

priority on a case by case basis‟ attracted the highest support from respondents (66% in 

agreement). The important differences came by way of the ethics scales. For example, 

respondents with higher scores on the Kantian ethics scale, or „duty before personal happiness‟ 

scale, were more likely to support the principle of medical personnel having a leading say in 

setting priorities (Table 8). 

 

Table 8 Percentage of respondents agreeing with Doctor‟s Decision Likert: “The question of 

who receives treatment (and lives) should only be made by competent doctors and other health 

professionals deciding on a case by case basis” 

Group 1 
Percent 

Agreement 
Signif 

Percent 

Agreement 
Group 2 

General Ethics: Utilitarian, Kantian and Duty 

High Personal Self Interest 77.0 ** 55.2 Low Personal Self Interest 

High Utilitarian Philosophy 58.3  34.2 Low Utilitarian Philosophy 

High Duty Before Personal 

Happiness 
56.1 * 73.9 

Low Duty Before Personal 

Happiness 

High Kantian re Social Rules 75.3 ** 52.6 Low Kantian re Social Rules 

Notes: Statistical significance is indicated by an asterisk (* for 0.05 level; ** for 0.01 level; Chi-square tests of 

independence).   

Age Priority Items 

Six propositions specifically on age were also presented to respondents, and the breakdown is 

reported in Table 9. These items did not clearly arrange themselves on their factor loadings in a 

Principal Components Analysis. Nevertheless, the first four items (with the items on the third and 

fourth rows reversed with respect to the items on the first two rows) correlated strongly.  

In short, respondents were substantially against an age-based health rationing principle: two-

thirds agreed that “people should have the same priority with respect to life saving treatment no 

matter what their age is”; while three quarters agreed that “people should have the same priority 

with respect to medical care that improves quality of life permanently, no matter what their age 

is.” However, a twist emerges in relation to whether younger patients should be favoured over 
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older. Over one third would favour younger patients over older in the case of “life-threatening 

illnesses, rising to 40% in the case of a permanent improvement to “quality of life” (Table 9). 

Table 9 Likert Response Breakdowns to Ageism Items 

Scale 
Shorter 

Label 
Full Label 

Str 

Agree 
Agree Neutral 

Dis-

agree 

Str Dis-

agree 

5 

Same 

priority (life 

saving) 

People should have the same 

priority with respect to life 

saving treatment no matter 

what their age is 

35.8 31.7 13.0 16.7 2.9 

5 

Same 

priority 

(quality of 

life) 

People should have the same 

priority with respect to medical 

care that improves quality of 

life permanently, no matter 

what their age is 

41.5 33.8 8.5 12.7 3.6 

5 

Give 

younger 

priority (life-

threat) 

Among people with life-

threatening illnesses, younger 

patients should have some 

priority over older patients 

10.1 27.4 18.7 23.2 20.7 

5 

Give 

younger 

priority 

(quality of 

life) 

For medical care that improves 

quality of life permanently, 

younger people should have 

some priority over older 

patients 

7.4 33.2 18.6 22.0 18.8 

6 

Same  

priority - 

unless  very 

old 

People should have the same 

priority with respect to life 

saving treatment unless they 

are very old 

16.1 31.5 18.1 18.6 15.6 

7 

Give older 

priority 

(quality of 

life) 

For medical care that improves 

quality of life permanently, 

older people should have some 

priority over younger patients 

2.1 10.8 22.0 42.9 22.2 

Note: Sample sizes n=296 or greater. First four items (with „Give younger priority (life-threat)‟ and „Give younger 

priority (quality of life)‟ reversed), return a standardized Cronbach alpha of 0.8660. 

The results suggest two main factors influencing attitudes towards age-based rationing: income 

level (Table 10) and religiosity (Table 11). Low income earners tend to be more supportive of 

equality among patients by age, but high income earners appear to be supportive of the young 

over the aged. Similarly, respondents with religious beliefs tend to be more in favour of equality, 

but when asked whether to give priority to the young, the non-religious are marginally more 

supportive. Thinking of the answers on two different levels helps to explain this: first, equality on 

the basis of age as the default option, but if a choice must be made, then a preference for the 

young. It might be expected that the age group of the respondent will also affect views on 

whether younger or older patients should be favoured. Consistent with previous studies, however, 

the effect was found to be slight, and only appeared for one item (“for medical care that improves 

quality of life permanently, younger people should have some priority over older patients”) when 

tested with multiple regression analysis (in fact, all three – age, religiosity and income level - 

returned high t-values). 
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Table 10 Percentage of respondents agreeing with Age and Age-Related Preference for Health 

Care Likerts: Breakdown according to high and low income levels 

Item 

High 

Income(Percent 

Agreement) 

Signif 

Low Income 

(Percent 

Agreement) 

People should have the same priority with 

respect to life saving treatment no matter what 

their age is 

55.4 * 74.9 

People should have the same priority with 

respect to medical care that improves quality 

of life permanently, no matter what their age is 

66.8 ** 88.8 

Among people with life-threatening illnesses, 

younger patients should have some priority 

over older patients 

52.0 * 30.7 

For medical care that improves quality of life 

permanently, younger people should have 

some priority over older patients 

47.5  32.7 

People should have the same priority with 

respect to life saving treatment unless they are 

very old 

47.6  53.5 

For medical care that improves quality of life 

permanently, older people should have some 

priority over younger patients 

8.9 ** 26.6 

Notes: Percentage in agreement with the Likert item labelled in column 1. In between demographic groups 

statistical significance is indicated by an asterisk (* for 0.05 level; ** for 0.01 level; Chi-square tests of 

independence). 

 

Table 11 Percentage of respondents agreeing with Age and Age-Related Preference for Health 

Care Likerts: Breakdown according to religiosity 

Item 

Religious 

(Percent 

Agreement) 

Signif 

Agnostic 

(Percent 

Agreement) 

People should have the same priority with 

respect to life saving treatment no matter what 

their age is 

76.3 * 60.1 

People should have the same priority with 

respect to medical care that improves quality 

of life permanently, no matter what their age is 

85.2 ** 66.8 

Among people with life-threatening illnesses, 

younger patients should have some priority 

over older patients 

33.2  40.9 

For medical care that improves quality of life 

permanently, younger people should have 

some priority over older patients 

31.5  44.1 

People should have the same priority with 

respect to life saving treatment unless they are 

very old 

57.5  52.1 

For medical care that improves quality of life 

permanently, older people should have some 

priority over younger patients 

19.3 * 9.6 

Notes: Percentage in agreement with the Likert item labelled in column 1. In between demographic groups 

statistical significance is indicated by an asterisk (* for 0.05 level; ** for 0.01 level; Chi-square tests of 

independence). 
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Table 12 Percentage of respondents agreeing with Age and Age-Related Preference for Health 

Care Likert: “People should have the same priority with respect to life saving treatment no 

matter what their age is” 

Group 1 
Percent 

Agreement 
Signif 

Percent 

Agreement 
Group 2 

Smoker 87.4 ** 60.7 Non-Smoker 

Drinker 61.7  67.4 Non-Drinker 

Overweight 71.9 * 59.2 Not Overweight 

Have Private Health Insurance 60.4 * 74.2 Not Insured 

Believe Health Rationing is a 

Current Reality 
50.2 ** 80.5 

Believe Health Rationing is Not 

a Reality 

Notes: Statistical significance is indicated by an asterisk (* for 0.05 level; ** for 0.01 level; Chi-square tests of 

independence). 

In addition to the two main influences, some items did indicate other possible influences. Table 12 

reports some of these for one of the „equal priority‟ propositions: smoker and over-weight 

respondents were more strongly supportive of equality, but not those with private health 

insurance nor those who are aware of the necessity for health rationing. Those respondents who 

did not believe that health rationing was a current reality strongly supported equality. The 

implication is that as knowledge of the pressures facing most health systems in the developed 

world spreads, along with the implications this has for rationing, support for the strict equality 

option will diminish. 

 

4 Discussion 

Response Rate 

As noted above, the response rate for the survey was a modest 15%. In the health and 

epidemiological literature extremely high response rates are deemed essential, but this relates, 

firstly, to the peculiar nature of this data (it does, generally, differ from social science data), and 

secondly, because of the prevalence of low sample sizes (an unavoidable characteristic of some 

low-incidence health studies). Even so, there is controversy about what constitutes an „adequate‟ 

response rate (Denscombe 2003; Burns 2000; Jackson 1995; Merkle and Edelman, 2002; 

Neuman 1991). The health economics and general health care literature has apparently followed 

the trend of their epidemiological colleagues in this respect, but it must be recognised that the 

research program effects enforced by lower sample numbers can be considerable. Since the 

central aim of our survey was to enhance explanation, it was necessary to question the largest 

number of individuals possible representing a wide spread of groups. Consequently, we sought to 

maximise overall survey numbers in order to allow the accurate inference of the views of different 

groups. In other words, the objective of establishing population parameter estimates was 

subsidiary to obtaining sufficient numbers from representative sub-groups. The survey aimed for 

maximum information from maximum numbers, accepting that the burden of data to be collected 

may result in a small response rate. 

With regard to our data collection, it is worth mentioning here that some demographic bias may 

have occurred in our survey sample. In fact, the survey attracted more women on average, more 

in older age groups (and hence also NILF (not in labour force) individuals), and has under-

sampled immigrants and non-degree holders. It might be expected that such a questionnaire as 

ours, concentrating on matters possibly more relevant to older, settled folk, may not gain the 
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same response from the young. Also, possibly reflecting the degree of difficulty (and interest) in 

some questionnaire items, it is noticeable that more professionals than expected have completed 

the survey. 

Likert Breakdown Results 

Looking at the items that make up the first grouping in Table 4 - the „Productive and Contributive‟ 

scale (see Table 3) - it is clear that there was little support for the principles of intellectual 

progress (20%), for those who are productive (13%), or for those who both pay taxes and are 

economically productive (15%). Even lower, the principle of willingness to pay (just 3% support) 

was overwhelmingly rejected. Even the highest supported principle in this group – community 

contributor – hardly attracts one-third of respondents, though it was fairly equally divided across 

„agree‟, „unsure‟ and „disagree‟ response categories. 

The second grouping, which we have termed „More Useful Years‟, attracts much more support as 

an underlying rationing principle. Nearly three-fifths of respondents would agree that rationing 

should “take account of which patients would benefit more in the long run – for example, giving 

priority to those who are more likely to have many years of life.” This is followed by an almost 

identical proportion agreeing that rationing “should take into account which patient is likely to live 

a full and happy life.” In effect, these were by and large the same individual respondents (since 

the items were highly correlated). As discussed above, support for the “points system” was far 

below the other two items in the „More Useful Years‟ grouping. 

The third grouping, „Fair Procedure‟, is also toward the lower end in terms of support. About one 

in five agreed that a ballot is a good way to go, while far fewer give more than a second look at 

first come first served: they clearly prefer criteria that are less „random‟. Again, the market option 

was strongly rejected. Perhaps not surprisingly, respondents overwhelmingly supported the views 

of competent doctors and other health professionals. Two-thirds agreed with this principle with 

few dissenting. 

It is clear though that support differed by sub-group within the Australian population.  In fact, the 

data demonstrated that the Australian public were willing to avoid the „equal priority‟ option much 

of the time, and state a definite preference in regard to the rationing decisions they were 

presented with. Although their choices might be contestable on ethical grounds, this willingness to 

prioritise medical treatment to some and not others was nevertheless quite pronounced. Further, 

there was not two easily defined groups of people, namely „those willing to prioritise‟ and „those 

unwilling‟. Pretty much everyone would willingly prioritise, given the context of resource shortages 

where choices must be made. The distribution, far from being bipolar, was more nearly normally 

distributed (2008). 

 

5 Conclusions 

Analysis of the Monash Health and Social Values Survey data indicates there are a number of 

personal characteristics of patients, and principles of fairness, that the public may implicitly 

appeal to when making health rationing decisions. Foremost are the probable long run benefits 

(that is, those likely to enjoy more years of life), the quality of that life (or a full and happy life), the 

age of the patient and, also ranking highly, the degree to which the patient is perceived as a 

community contributor (an option, we suspect, that requires a wide interpretation). There was also 
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very high support for competent medical opinion as an influence in making priority setting 

decisions. 

In a middle ranking – important, but less so – we find principles such as fair ballot, an (Oregon 

style) points system, and even the degree to which a patient might contribute to scientific or 

intellectual progress. We did not specifically ask respondents to rank these in any order, and in 

fact the analysis presented here supports why such an exercise might mask what is actually 

going on. For example, while other options did not get strong support, nevertheless sizeable 

support does appear to exist for another principle: that priority should go to those who are 

economically productive. It is when we investigate the demographic and philosophical views of 

respondents in conjunction with these health rationing principles that we discover that certain 

views are linked with certain principles. 

In other words, there are a number of important drivers within the general public that bolster 

differential support for this range of health rationing principles and patient characteristics. 

Certainly important demographics such as income level, sex, age, and educational achievement 

play an important role. But philosophical outlooks associated with „science and rationality‟, and 

economic and medical knowledge levels, are also seen to be integral, as well as certain ethical 

stances, and opinions about fairness and social justice in the economic realm. It is the intricate 

interplay of these demographics, and philosophical and socio-economic outlooks (mediated 

through political awareness and orientation), that determines the pattern of influences we see 

shaping the preferences of the public regarding priority setting in the health area. 

There is little support for the general public as sole decision maker in rationing decisions 

(Abelson, Lomas et al., 1995; Torgerson and Gosden, 2000; Jordan, Dowswell et al., 1998).  

However, there is considerable, and growing, support for seeking input from the public. It is 

generally recognised that there are benefits in terms of empowerment and democratic 

procedures, promoting social capital, respect for autonomy and enhanced accountability 

(Abelson, Forest et al., 2003; Church, Saunders et al., 2002; Frankish, Kwan et al., 2002).  This 

mix of the importance of public engagement in health care decision making and reluctance to 

hand over complete responsibility to the public, implies the need for „vetting‟ or „laundering‟ public 

preferences – accepting those that are informed and based on defensible principles of fairness, 

and rejecting those that are based, for example, on self-interest or lack of knowledge.  This in turn 

implies the need for understanding the publics‟ views – for gaining insight into the sources of 

those views.  We hope the present paper contributes to this effort, and encourages others to 

continue research aimed not just at eliciting but also understanding the rationing preferences of 

the public, including the development of methods for pursuing this.   
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