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Summary  
 
An increasing number of people think that people should be held responsible for their own 

health, for example by means of making unhealthily living people pay a higher health 

insurance premium. This thesis is written as a plea against the vision behind such an opinion. 

In this thesis, I distinguish different types of responsibility and explain to what type of 

responsibility premium differentiation on the basis of lifestyle makes an appeal. I assess 

whether the conditions for holding people responsible in that way rightfully, are met in case 

of unhealthy behaviour and reach the conclusion that this will not be the case most of the 

time. A closer look at premium differentiation reveals that there are more ethical objections to 

this idea, for instance that it will be morally loaded and will compromise the ideal that all 

people are given the opportunity to live life according to their own convictions and values, 

one of the most important ideals our democracy is based on. Furthermore, I assess whether 

preserving solidarity, doing justice, containing costs and improving people’s health are sound 

reasons to aim for measures holding people responsible for their own health, such as premium 

differentiation. The final conclusion is that there are no good reasons to propose premium 

differentiation, only reasons against it. It is unfair, unfeasible, arbitrary, morally loaded, 

unjust, ineffective and it can – from a moral point of view – have undesirable effects on the 

way society treats its sick and needy.
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Chapter 1  

Introduction  

 

1.1 Health and Behaviour  

“Unhealthy living should cost money” (De Gelderlander, June 15, 2012).1  

“Make unhealthy lifestyles carry a heavier price tag” (De Volkskrant, April 30, 2012).2  

“The polluter pays principle is also fair in health care” (De Volkskrant, September 28, 

2011).3 

These are the headlines of only three articles out of many recent articles in which the opinion 

is expressed that unhealthy living should have (financial) consequences for medical treatment 

or health care insurance premiums. An increasing number of people hold this opinion.4 Health 

problems used to be seen as bad luck; an unfortunate whim of fate that could strike 

everybody. Nowadays a good or a bad health is increasingly seen as something which one has 

control over, because a lot of diseases have become known to have a relationship with our 

behaviour.5 Those diseases are not only unfortunate for ourselves, they also cost the Dutch 

society a lot of money, since in the Netherlands all adult citizens are obliged to contribute to 

the costs of health care. The Dutch system is based on solidarity; all pay for each other’s 

health care. This raises the question: do people who live unhealthily act irresponsibly, and 

should they be made accountable for that? As the newspaper headlines already indicate, many 

people answer ‘yes’ to this question. By now, a majority of Dutch people believes that people 

who smoke and people who drink too much alcohol should pay more health insurance 

premium.6 And even two out of five Dutch general practitioners and almost half of the 

medical specialists believe that it is acceptable to let obese people with an unhealthy lifestyle 

                                                 
1 “Ongezond leven moet geld kosten,” De Gelderlander, 
http://www.gelderlander.nl/nieuws/algemeen/binnenland/11224658/Ongezond-leven-moet-geld-kosten.ece 
(accessed August 8, 2012). 
2 B. Bakker, “Hang zwaarder prijskaartje aan ongezonde levensstijl,” De Volkskrant, 
http://www.volkskrant.nl/vk/nl/9424/Bram-Bakker/article/detail/3248087/2012/04/30/Hang-zwaarder-
prijskaartje-aan-ongezonde-levensstijl.dhtml (accessed August 8, 2012).     
3 R. van der Kroon, “De vervuiler betaalt is ook in de zorg eerlijk,” De Volkskrant, 
http://www.volkskrant.nl/vk/nl/2844/Archief/archief/article/detail/2932298/2011/09/28/De-vervuiler-betaalt-is-
ook-in-de-zorg-eerlijk.dhtml (accessed August 8, 2012). 
4 “Mening meerderheid: hogere zorgpremie bij ongezonde leefstijl,” Centraal Bureau voor de Statistiek 
[Statistics Netherlands], http://www.cbs.nl/nl-NL/menu/themas/gezondheid-
welzijn/publicaties/artikelen/archief/2011/2011-3481-wm.htm (accessed August 8, 2012). 
5 For example, smoking can cause all kinds of cancers, especially lung cancer. A greasy diet and too little 
exercise can lead to overweight and obesity, which are risk factors for heart diseases and diabetes. Too much 
alcohol causes liver problems. Risky behaviour, such as letting off firework, car racing and doing extreme sports, 
can cause serious injuries.  
6 See note 4. 
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pay more insurance premium.7 Premium differentiation on the basis of lifestyle is a hot topic, 

which not only causes public debate, but also a debate amongst health care professionals, 

politicians, policy makers and ethicists.  

Even the Dutch Council for Public Health and Healthcare (in Dutch: Raad voor de 

Volksgezondheid en Zorg, RVZ) – an influential institute which gives advice to the Dutch 

government on public health and health care issues – suggests allowing insurance companies 

to make differentiations in premiums in the basic health insurance, depending on the lifestyle 

of the people insured. I decided to choose this proposal to differentiate in premiums as a topic 

for my thesis because I was intrigued and amazed by the ethical insensitivity and the 

unsoundness of some of the arguments the RVZ provided in favour of its proposal. At a 

lecture I heard an important RVZ member saying ethics was not much of its concern.8 I, on 

the other hand, believe that the way the health care system is organized is a highly ethical 

issue, since it reflects a society's way to treat its sick and needy and therefore encompasses 

some important values such as solidarity, justice and compassion. In this thesis, I will explain 

why premium differentiation and especially the vision on which it is based cannot be ethically 

justified. 

At a first glance, the RVZ’s idea to differentiate in insurance premiums might seem as a good 

and fair idea: people might be triggered to live more healthily, the health care costs could 

decrease and it seems to be more fair to let the people who caused their own bad health 

contribute more to the total costs  than those who make an effort to live healthily. However, 

this is a subject full of ethical pitfalls. All kinds of questions could be raised. Questions like 

‘Do people really choose freely and knowingly to live unhealthily and can society hold them 

accountable for that?’, ‘How about addictions, somebody’s genetic make- up, and unhealthy 

structures in society: do these influence the way people are responsible for their behaviour or 

their health?’, ‘As unhealthy lifestyles have a relation with low socioeconomic status (SES), 

would it be fair to punish people who have less chance to live healthily?’, ‘Isn’t it odd to 

sanction certain behaviour before it is known for sure if it will lead to health care costs in the 

future?’, and ‘What will it mean for the interaction between doctor and patient or the access to 

health care when people might feel guilty or are blamed for their unhealthy behaviour?’.  

                                                 
7 R. Vahl, “Einde taboe op zorgselectie. Peiling: solidariteit in zorg niet meer heilig voor arts,” Arts en auto 2 
(2012): 19. 
8 Pieter Vos, secretary of the RVZ, at the annual meeting of the Nederlandse Vereniging voor Bio-ethiek [Dutch 
Association of Bio-ethics] Januari 19, 2011. 
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Because the vision of the RVZ contains some interesting ingredients for the ethical 

examination I would like to present in this thesis, I will use its vision as a starting point to 

treat questions like the ones mentioned above. I will set out the structure by which I will do 

that, but firstly I will elaborate a bit more on the viewpoints of the RVZ. 

  

1.2 The RVZ 

In 2005 the RVZ published an advice called ‘Houdbare solidariteit in de gezondheidszorg’ 

[‘Sustainable solidarity in health care’]9, which is mainly about the way the Dutch health care 

system is financed.10 Because the examination in this thesis is mainly written as a reaction to 

the presuppositions and viewpoints expressed in and underlying this RVZ advice, I will now 

introduce some of the RVZ’s viewpoints. I will present some short passages of the writings of 

the RVZ to provide some insight into its vision. This vision is not only held by the RVZ but 

expressed by many in the debate about this topic. The RVZ advice, therefore, only functions 

as an example of a vision often heard in this debate, and as a starting point for my ethical 

argument against such a vision.  

In its advice, the RVZ expresses its worries about the increasing health care costs in the 

Netherlands. Another, related, worry which is expressed in the advice is that solidarity, on 

which the financing of the Dutch health care system is based, is threatened. Solidarity is 

threatened according to the RVZ, because health care problems are increasingly known to be 

(partly) caused by unhealthy or risky lifestyles. Because of this, the RVZ fears that people 

will become less willing to pay for the (avoidable) health care costs of others. The RVZ 

believes that people who would be less willing to pay for those who behave irresponsibly, are 

right. In the eyes of the RVZ it would not be fair to let other people pay for the unhealthy 

choices some people make. That is why the RVZ believes that the way solidarity is arranged 

in the health care system should be changed. Allowing premium differentiation on the basis of 

lifestyle is one of its suggestions. For the sake of clarity and demarcation I will focus on 

premium differentiation alone, but all the measures the RVZ suggests have the same tenor; 

                                                 
9 P.P.T. Jeurissen, Houdbare solidariteit in de gezondheidszorg [Sustainable solidarity in health care] 
(Zoetermeer: Raad voor de Volksgezondheid en Zorg, 2005). 
10 In 2005, when the RVZ published its advice, the financing of health care was different than it is nowadays. 
However, in its advice the RVZ already anticipates the changes in the system and the new Health care Insurance 
Act, which came into force in January 2006 and which regulates the current health care insurance system. 
Although the advice is now 7 years old, this topic is still vivid on today’s health care policy agenda. The RVZ’s 
standpoint in this matter does not seem to have changed over time. In the last couple of years it has published 
several advices of the same tenor. For example: Raad voor de Volksgezondheid en Zorg. Rechtvaardige en 
duurzame zorg. Zoetermeer: Raad voor de Volksgezondheid en Zorg, 2007. and Raad voor de Volksgezondheid 
en Zorg. Zorg voor je gezondheid!. Zoetermeer: Raad voor de Volksgezondheid en Zorg, 2010. 
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people should be held more accountable for their behaviour and, therefore, unhealthy 

behaviour should have (financial) consequences. 

Some passages from the RVZ advice ‘Sustainable solidarity in health care’ (summarized and 

translated from Dutch)11: 

 

 It is becoming clearer that the behaviour of citizens and patients will be one of the 

most important factors for the success of the health care system of the future. This 

implies that conventional normative viewpoints about the organisation of the health 

care system are to be questioned. (page 6) 

 The Council has pointed out earlier that about half of the consumption of care 

facilities is determined by behaviour. The fact that the consequences of behaviour 

have become clearer and the costs continue to rise, influences existing opinions in 

society about the amount of solidarity and the conditions that may be tied to this 

solidarity. (page 44) 

 International research has shown a significant preference of Dutch citizens in favour 

of increasing insurance premiums in case of unhealthy behaviour. (page 45) 

 A debate about the amount of collectively funded solidarity is necessary. 

Reconsideration of existing practices is needed to guarantee solidarity in the future. 

The government could make an appeal to her citizens to help maintaining a system 

based on solidarity, not only in the form of financial measures but also in the form of 

an appeal to behave responsibly. Collective systems will not sustain if they are not 

supported by a shared vision about how to use the system prudently. Once consensus 

is reached about the conditions for prudent use of the system, financial stimuli could 

be connected to those conditions. A norm could be that citizens cooperate to prevent 

and cure a disease. It is not unreasonable to expect citizens to meet certain conditions 

if they want to profit from solidarity arrangements. (page 50) 

 We should offer insurance companies the opportunity to apply differentiations in 

premiums, where this will help reducing the tension that comes with financing 

solidarity (age, behaviour and prudent use of care). (page 55) 

 It seems unavoidable to introduce new financial stimuli. Whether on the supply-side (a 

no-show penalty, pay backs in case of ‘inappropriate’ patient behaviour), in the tax 

system (tax on unhealthy products) or in the insurance system (abolishment of the 

prohibition on premium differentiation and own contributions in case of diseases 

where behaviour plays a role, so that premiums will increase in case of unhealthy 

behaviour). (page 62) 

                                                 
11 See note 9. 



                        
  

 9

 

This RVZ advice has received some critical comments. In reaction to those comments Floris 

Sanders, chairman of the RVZ in 2005, wrote an additional letter to the Dutch Minister of 

Health, Welfare and Sport elaborating the RVZ's vision.12 Sanders states (translated from 

Dutch): 

Some people in the debate about this topic seem to believe that the solidarity of the 

Dutch people is made of elastic and has not yet reached its breaking point. The RVZ 

does not share that opinion. Solidarity between generations and between people with 

high and low health risks is surely under pressure. (…) A large majority of Dutch 

citizens seem to hold the opinion that not everybody has to be treated equally, not even 

in the basic insurance. Ordinary people tend to involve lifestyle factors when it comes 

down to decisions about whether or not to treat a patient. They hold the opinion that 

people who become ill due to a cause outside their own control have a stronger claim 

to a treatment that is paid for with collective means, than people who become ill due 

to their own unhealthy lifestyle.(...) Changing people's behaviour is important to keep 

the health care costs low and the efficacy high. This means that managing and 

influencing the behaviour of people should be on the government's agenda. This might 

not square with the liberal traditions of this country and with the notion of individual 

responsibility which is high on the policy agenda. However, freedom cannot do 

without certain restrictions. Where individual responsibility is taken to mean an 

unconditioned individual freedom, on the expense of society, the government should 

not be afraid to act more directively. (...) Let us not shun financial stimuli in that 

case.13 

 

Sanders reacts as follows to some ethical concerns:  

In a lot of normative and ethical approaches the concept of justice and Rawls' veil of 

ignorance plays an important role. Well, the veil has fallen! We are no longer 

ignorant, we know now that in about fifty percent of the cases the use of health care is 

the result of diseases related to behaviour. Disease is therefore no longer a matter of 

fate. Knowledge puts holes in Rawls' veil, and that means that, with reality becoming 

clearer, the rules that are made up behind the veil have to be adjusted.14 

                                                 
12 F.B.M. Sanders, Houdbare solidariteit in de gezondheidszorg. Briefadvies aan de Minister van 
Volksgezondheid, Welzijn en Sport [Sustainable solidarity in health care. An advisory letter to the Minister of 
Health, Welfare and Sport] (Zoetermeer: Raad voor de Volksgezondheid en Zorg, 2006).  
13 Sanders, op. cit., 13-14. 
14 Sanders, op. cit., 11-12. 



                        
  

 10

In the mentioned phrases from the advice and the letter from Floris Sanders there is a lot to be 

questioned. For example, the RVZ and Sanders refer to ‘the opinion of most people’ as an 

argument to change the way health care is financed. First of all, the simple fact that most 

people believe something does not say anything about whether it is indeed a good proposal. 

Secondly, even if people are less prepared to pay for others, it is not like they have a choice in 

this matter; paying health care insurance is obligatory in the Netherlands. So this looks more 

like a political pronouncement, just to please people, rather than a good argument to change 

the way solidarity is arranged in the Dutch health care system. Moreover, the RVZ seems to 

hold a view on solidarity that is, to say the least, not self-evident. Because it fears a decrease 

in solidarity it wants to introduce measures which stress people’s own share in their need for 

health care, that is supposed to keep solidarity ‘sustainable’ for the future. One would suspect 

solidarity to decrease even further by stressing people’s own share in their need for health 

care, instead of increasing it. In chapter Five, I will elaborate the RVZ’s vision on solidarity. 

Sanders’ comments on some ethical concerns suggest that he does not understand Rawls and 

the veil of ignorance correctly. In chapter Five, I will discuss the RVZ’s view on justice and 

examine whether the measure it suggests will undo the alleged injustice which is done when 

healthily living people have to pay for those who do not live healthily. Sanders also says that 

a more directive role of the government in changing people’s behaviour, for example by 

allowing insurance companies to differentiate in premiums, does not square with a notion of 

‘individual responsibility’ for health. One would think just the opposite is true; if behaviour 

will have financial consequences for treatment or health insurance premiums, people are held 

more responsible for their own health. In chapter Two, I will examine what Sanders could 

mean by this sentence about responsibility and why his argumentation is unsound.               

The ideas of the RVZ that I have just presented, give an impression of the RVZ’s vision and 

form good starting points to talk about responsibility, justice and solidarity in Dutch health 

care. In the next section, I will outline the structure of how I am going to treat these topics.    

1.3 Structure of the thesis 

There are two main questions I will answer in this thesis. The first question is: can people be 

held responsible for their own health? The second question is: should people be held 

responsible for their own health?  
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The underlying premise of the statements of the RVZ, and many others in the debate, seems 

to be that people can be held responsible for their own health.15 They seem to believe that 

behaviour and lifestyle are things which people knowingly choose and are able to alter if they 

please. Therefore they can be held responsible for their own behaviour and the consequences 

of that behaviour, like bad health. The reasoning seems to be that if people choose to live 

unhealthily it would not be fair to let others pay the costs which will follow from that 

behaviour. They make an analogy with the ‘polluter pays principle’. In chapters Two, Three 

and Four, I will examine this premise about responsibility.  

Answering the question whether people can be held morally responsible for their own health 

first of all requires an examination of the concept of ‘responsibility’, for responsibility is not a 

clear-cut concept. There are some distinctions in the way the term ‘responsibility’ can be 

used, and it is important to draw those distinctions. Chapter Two is a theoretical chapter in 

which I will unravel the concept of responsibility. I will show how different meanings of 

responsibility are mixed and used as if they are interchangeable and why this makes the 

debate on this topic often confusing and many arguments unsound. I will explain what type of 

responsibility premium differentiation appeals to and which conditions should be met in order 

to hold somebody rightfully responsible in such a way.  

Chapters Three and Four are more practice oriented. In chapter Three, I will examine whether 

the conditions which should be met when holding somebody morally responsible for one’s 

behaviour are indeed met in case of unhealthy or risky behaviour. I will address the question 

whether lifestyle is something which is chosen freely and knowingly. I will examine what the 

influences of factors like socioeconomic status, (social) environment, genetic predisposition, 

and structures in society have on the question of moral responsibility. I will illustrate my 

points by analysing the lifestyle of Leo, a fictive Dutch citizen, and I will come to an ethical 

verdict about the accountability of his behaviour.    

In chapter Four, I will take a closer look at premium differentiation and present more 

arguments to support my view that by introducing premium differentiation one will run into a 

lot of ethical obstacles. In this fourth chapter, I will also deal with the question whether 

people should have the ‘right’ to live unhealthily or risky if they want to. 

After I answered the question whether people can be held responsible for their own health, I 

want to ask: should they be held responsible? I will do this in chapters Five and Six. In 

chapter Five, I will assess the reasons that are given to hold people responsible for their own 

                                                 
15 Carla Bal, Gijs van Donselaar and Trudy van Asperen are three ethicists who hold this opinion. I will review 
their arguments in paragraph 4.6 
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health. The RVZ mentions an expected decline in solidarity as one of the motives to set 

conditions. The RVZ also believes the current situation to be unjust. In this fifth chapter, I 

will examine the concept of solidarity, I will see what it means in this context and see if it can 

be a sound ground on which to incorporate a notion of responsibility into the health care 

system, like premium differentiation does. In this chapter, I will also deal with the concept of 

justice and see if justice could be a sound reason to do so. I will take the statements of the 

RVZ and Sanders about solidarity and justice as starting points to deal with these concepts in 

the context of unhealthy lifestyles and the need for health care. In this fifth chapter, I will also 

address the wish to improve people’s health and the wish to contain the health care costs as 

reasons to hold people responsible for their own health.  

In chapter Six, I will briefly present some additional reasons why people should not be held 

responsible for their health. I will look at the possible effects of introducing an element of 

responsibility in health care. Introducing an element of guilt in health care is likely to alter the 

way society treats those who are sick. I will address issues like stigmatization and victim 

blaming, the relationship between patient and physician, the accessibility of health care and 

the essence of providing care.  

In chapter Seven, I will present my conclusions.
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Chapter 2 

Unravelling responsibility   

 

2.1 Introduction 

A measure like premium differentiation implies holding people responsible for their health 

related behaviour. ‘Responsibility’ however, is not an easy and clear-cut concept. The concept 

of responsibility can be used in several ways. Some forms of responsibility might not directly 

concern moral responsibility, but ascribing such a responsibility to something or someone 

might still have moral implications or could be relevant for an ethical debate. It is important to 

distinguish the different ways in which the concept of responsibility is used, in a moral as well 

as non-moral sense, for two people talking about ‘individual responsibility’ might even refer 

to opposite phenomena. This makes the debate complicated and sometimes confusing. 

Therefore, in this chapter, I will set out the different ways in which the term responsibility is 

used and explain what type of responsibility premium differentiation appeals to. 

 

2.2 Three types of responsibility  

Bolt et al. make a distinction between three types of responsibility: causal responsibility, 

attributive responsibility and substantial responsibility.16  

 

2.2.1 Causal responsibility 

Causal responsibility is about causes and effects. It is possible to say that the rain is causally 

responsible for the streets being wet. Causal responsibility is the actual cause of something 

that has happened. A cause can have a cause itself, which means that there can be a chain of 

causes. Causal responsibility does not have to have a moral connotation; the rain wetting the 

streets clearly isn’t a moral issue. Causal responsibility however can be morally relevant, as I 

will explain later.  

 

2.2.2. Attributive responsibility 

What Bolt et al. call attributive responsibility is what in philosophy in general is referred to as 

moral responsibility; morally blaming or praising someone for what he has done. Some 

philosophers have argued in the past that there can be no such thing as moral responsibility 

                                                 
16 L.L.E. Bolt, M.F. Verweij and J.J.M. van Delden, Ethiek in Praktijk (Assen: Koninklijke Van Gorcum, 2005), 
152. 
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and that only causal responsibility would exist.17 They held that people have no free will and 

instead, every action is predetermined (whether by God, by fate or by biochemical processes). 

If indeed everything would be determined already, and people would have no control over 

their actions, practices like ethics and criminal law could be abolished and my thesis would 

end here. However, in general, humans are thought to be qualitatively different from other 

species, despite their numerous similarities. Humans are generally supposed to be rational to 

some degree and to have the power to have a certain control over their actions; they are seen 

as morally responsible agents. In this thesis I will endorse this idea that humans, in general, 

can be held morally responsible for their own actions. Holding somebody morally responsible 

for a certain action means we believe that someone is worthy of a particular kind of reaction, 

like praise or blame.  

If, for example, I would be in a museum and I would break a valuable antique piece of art, 

others could have reasons to blame me morally, because destroying things can cause harm. 

There are however some conditions which have to be met in order to hold somebody morally 

responsible for an action rightfully: someone has to know what he is doing, someone has to be 

free in his choice to conduct an ethically wrong action and his intention matters to some 

degree. I will now exemplify these three conditions. 

 

2.2.2.1 To know what one is doing 

There could be several reasons why one would not (entirely) know what one is doing or what 

the consequences of one’s actions are. One reason for not knowing what one is doing is 

lacking the mental capacities to reason. A baby for example can not yet reason that it is not 

sensitive to pick up the piece of art and play with it, because there is the chance to drop and 

break it. Although the baby would still be causally responsible for breaking the piece of art, it 

would not be right to blame the baby for breaking the piece of art, since the baby was not 

aware of his action and its consequences; the baby has a good excuse.  

To know what one is doing also implies knowing what the consequences of an action can be. 

But, of course, one does not have to be aware of all unlikely, but possible, consequences. If 

the piece of art breaks because the material is very special and cannot stand the heat of my 

body, while nobody warned me for that, it does not seem fair to blame me. I cannot 

                                                 
17 For example the incompatibilists Spinoza and Pereboom.  
A. Eshleman, “Moral Responsibility,” The Stanford Encyclopedia of Philosophy (Winter 2009 Edition), 
http://plato.stanford.edu/archives/win2009/entries/moral-responsibility (accessed August 8, 2012). 
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reasonably be expected to know such a thing. In this case I would have enough mental 

capacities, but I am lacking the proper information to know what I am doing. 

 

2.2.2.2 Being free to choose 

Someone can only be held responsible in an attributive way if he freely chooses to conduct an 

ethically wrong action. If I am threatened with a gun and forced to break the piece of art, I 

have little choice. (In theory I might still have the choice not to break it and to risk my life, 

but such a heroic action is not what is normally expected from people.) Normally, being 

coerced and threatened with a gun counts as an excuse good enough to escape moral blame 

for what is done.  

Whether people are ever really free to decide something is the question. People are always 

influenced by their environment and nature. I like to see ‘being free to choose’ as a 

continuum. Being coerced with a gun is close to one end of the continuum. But if I would be a 

15 year old boy who is bored because his teacher took him to a museum he isn’t interested in, 

and my friends would say “you get twenty euro if you break that thing”, or “I want to bet you 

don’t dare to break it, you sissy”, I am not coerced, but surely I will feel pressure to break the 

piece of art. Perhaps that is somewhere in the middle of the continuum.  

 

2.2.2.3 Intention 

Someone’s intentions also seem to matter. If my bag accidently hits the piece of art so it falls 

down and breaks, it seems fair to blame me less than in case I would break the piece 

deliberately to cause grief. Of course, one might blame me for not being cautious enough, for 

not holding enough distance to the pieces of art, but there seems to be reason for the ethical 

indignation to be less severe.  

 

So in order for somebody to be rightly ascribed with attributive responsibility and thus with  

moral blame or praise, one should be aware of his actions and its possible consequences, one 

should be free to choose the action and one’s intention matters to some degree.  

 

2.2.3. Substantial responsibility 

Bolt et al. mention a third kind of responsibility in addition to causal and attributive 

responsibility: substantial responsibility.18 Substantial responsibility is often related to a 

                                                 
18 Bolt et al., op. cit., 153. 
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certain role someone has. It is not about responsibility for specific actions, but it is a more 

general/global kind of responsibility which expresses a certain virtue or attitude which is 

expected or desired. Doctors have certain responsibilities as doctors, for instance they are 

supposed to take part in promoting healthy lifestyles. Parents have responsibilities as parents, 

for instance they are supposed to create a safe environment for their children. Being a citizen 

does also seem to be a role in which one is expected to have certain duties and 

responsibilities. A citizen for example might be expected to contribute to the community. That 

is not to say one is praised or blamed for a particular action, but it is a more general attitude 

that is asked for. It is up to every doctor, parent or citizen how he specifies and concretizes 

these global responsibilities that come with the role one has. If someone would say: “We 

should hold people responsible for their own health”, it might not be the case that he is 

referring to attributive responsibility, i.e. that thinks we should blame or praise people for 

their health related behaviour, but that he expresses his believe that it is up to individual 

citizens, in their role as citizens, to take care of their own health (instead of pointing to the 

government as the party to take care of people’s health for example). Ascribing substantial 

responsibility is about expressing what we expect from people in a certain position and how 

certain duties should be divided amongst different parties. 

 

2.3 Which types of responsibility are of ethical concern? 

Although the three types of responsibility might be related, one type of responsibility does not 

have to imply the other types of responsibility. A baby can be causally responsible for 

breaking a piece of art, that does not mean the baby should be blamed for what is done 

(attributive responsibility) or that the baby failed to take its responsibility to be cautious, 

suggesting that that is what good babies in general should be/do (substantial responsibility). 

So causal responsibility does not have to imply moral responsibility, it can however still be 

important in an ethical debate. For example, when somebody gets a disease he might be 

morally blamed because he is thought to have caused this disease by living unhealthily. It is 

now important to know the actual cause of the disease, because that may alter the ethical 

verdict.  If a gene defect causes the disease it would not be right to blame the person for 

becoming ill (there might still be reasons to condemn his unhealthy lifestyle, but he cannot be 

accused of causing his own disease and the costs that come with it.) So besides the conditions 
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mentioned earlier, for attributive responsibility to be rightly administered someone has to be 

causally responsible for a certain act, or at least be somewhere in the chain of factual causes.19  

In other words: causal responsibility does not determine attributive responsibility, but is a 

necessary condition to hold someone responsible in an attributive sense. 

Earlier I equalled attributive responsibility to moral responsibility, however, that is not to say 

that substantial responsibility could not have a moral connotation too. Substantial 

responsibility is about a general attitude which is required. It is not specified how exactly 

someone should fill in this responsibility, i.e. which actions are morally forbidden and which 

are required. However, as soon as somebody conducts an act which does not reflect this 

general responsibility he is supposed to take, substantial responsibility can become attributive 

responsibility; i.e. we might have reason to morally blame this person. To understand the 

distinction and connection between substantial and attributive responsibility a bit better, 

another distinction is useful; that of prospective versus retrospective responsibility.  

 

2.4 Prospective versus retrospective responsibility 

Ten Have et al. citing ethicist Frankena, describe a distinction between prospective and 

retrospective responsibility.20 They state that we ascribe responsibility to people in two 

different situations:  

1. We say a certain person A is responsible for B, in which B is something that has to be done. 

So A has the responsibility to do B, i.e. he has certain duties. 

2. We say a certain person A is responsible for B, in which B is an act which is already done.  

In the first situation responsibility has to do with behaviour in the future. We ascribe this type 

of responsibility to people because we hope to influence their future behaviour. That is why 

this type of responsibility is called prospective responsibility. When we hold people 

responsible in this sense we make an appeal to someone to fulfil his duties. It is now 

understandable that substantial responsibility is a form of prospective responsibility. When we 

ascribe substantial responsibility we ascribe responsibilities and duties to (groups of) people 

who have a certain role, with the hope they will live up to the things we expect a good 

specimen of that group to be or to do.  

In the second situation mentioned by Frankena the act is already done. That is why this type 

of responsibility is called retrospective responsibility. It is now understandable that causal as 

                                                 
19 Most of the time the more direct the causal relationship to the act is, the more responsibility can be ascribed.  
20 H.A.M.J. ten Have, R.H.J. ter Meulen and E. van Leeuwen, Medische ethiek (Houten: Bohn Stafleu Van 
Loghum, 2003), 353. 
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well as attributive responsibility are responsibilities we ascribe to people in this retrospective 

sense. After an act is done, we can look for the cause(s) (causal responsibility) and if the 

cause is a person we can asses if there are reasons to blame or praise this person morally for 

the act he committed (attributive responsibility).  

When somebody fails to fulfil the substantial prospective responsibility we ascribed to him 

and we condemn him for that afterwards, we ascribe retrospective attributive responsibility to 

him. In that case we would connect substantial and attributive responsibility with each other; 

we judge afterwards that somebody did not take the responsibility he should have taken and 

condemn him for that. However, we should keep in mind that to ascribe attributive 

responsibility rightly we have to asses whether somebody meets the conditions for that. He 

should knowingly and freely choose to behave like that and we should take his intention into 

account.   

 

2.5 Responsibility from a consequentialist point of view  

Fahlquist makes yet another distinction. 21 She distinguishes between a deontological and a 

consequentialist view on responsibility. This distinction is relevant in the debate about 

responsibility for health because ascribing responsibility to people is often justified by the 

argument that doing so is effective; that it causes people to change their unhealthy behaviour. 

This is the same distinction Eshleman mentions between a merit-based view and a 

consequentialist view on responsibility.22 He describes the difference as follows:  

In a deontological view on responsibility praise or blame is appropriate in the sense 

that the agent deserves such a response, given his behaviour. A consequentialist view 

on moral responsibility differs however, in the sense that praise or blame is judged as 

appropriate if such a reaction is likely to bring about a desired consequence, namely 

an improvement in the agent's behaviour.  

 

This distinction makes it clear that there is a difference between ‘being responsible’ and 

‘holding someone responsible’; the latter does not have to mean it is right that someone is 

deemed responsible, but rather that it would be effective to do so. If someone would say: “We 

should hold people responsible for their own health”, that might mean he believes it would be 

right or fair to blame or praise people for their health status, but he might also mean it would 

                                                 
21 J.N. Fahlquist, “Responsibility ascriptions and public health problems. Who is responsible for obesity and lung 
cancer?” Journal of Public Health 14 (2006): 15-19. 
22 A. Eshleman, “Moral Responsibility,” The Stanford Encyclopedia of Philosophy Winter 2009 Edition), 
http://plato.stanford.edu/archives/win2009/entries/moral-responsibility (accessed August 8, 2012). 
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be a good thing to do because that could result in people taking more care of their own health. 

This type of responsibility ascription is common in the debate about responsibility for health, 

especially because public health partly aims at making people live more healthily. People who 

advocate ascribing responsibility to people for their own health because it is effective might 

indeed be right about the effectiveness, however, that does not answer the question whether it 

is also fair to do so.23 This thesis will primarily concentrate on that last question. 

Attributive responsibility can have a consequentialist as well as deontological character: we 

can blame or praise someone because we want to bring about a certain effect or because 

somebody deserves our praise or blame. In substantial responsibility however the 

consequentialist character is more dominant. We hold people responsible in a substantial 

sense with the hope they will take those responsibilities and fulfill the duties we believe they 

have.24 In that way ascribing substantial responsibilities can function as an instrument to 

change people’s behaviour. A financial stimulus like premium differentiation sounds as such 

an instrument, an incentive for better behaviour in the future. That would make premium 

differentiation a strong appeal for people to take their substantial responsibility. But is 

premium differentiation only a way to let people take their substantial responsibility? 

 

2.6 Premium differentiation 

The moment the insurance company will have to asses the ‘healthiness’ of someone’s lifestyle 

in order to determine the height of the premium, it will have to look at behaviour that is 

already displayed. Premium differentiation on the basis of lifestyle, therefore, will always be a 

reaction to behaviour that was carried out in the past. That looks more like rewarding or 

punishing people for the way they have lived. But in that case, insurance companies are 

holding people responsible for their behaviour in a retrospective and attributive way, instead 

of only making an appeal to their substantial responsibility. 

 

 

 

                                                 
23 Actually, it is questionable whether they are indeed right about the effectiveness of such responsibility 
ascriptions, but I will come to that later, in paragraph 4.3 and 5.5. 
24 Looking at prospective responsibility from a deontological point of view would be wondering whether it is fair 
to assign people a certain role in which we expect certain things from them. However, as soon as we asses this 
deontological fairness, most of the time we will be doing that by checking whether it would be right to hold 
somebody responsible, in an attributive sense, for failing to live up to its  substantial duties. So in that case we 
would be talking about retrospective attributive responsibility again and no longer about prospective substantial 
responsibility. We might also discuss the fairness of a certain division of roles and duties on a more abstract 
level, but that will depend largely on one’s portrayal of mankind and the political philosophy one adheres to. 
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2.7 The confusing debate about responsibility for health  

As has been explained the concept of responsibility can be used to express different things. In 

the debate about this topic several meanings of responsibility get mingled and linked to each 

other in an unclear or incorrect way.  

Let’s now take a closer look at the quotes of Floris Sanders, chairman of the RVZ, and see 

what he could mean when he talks about individual responsibility:  

Changing people's behaviour is important to keep the health care costs low and the 

efficacy high. This means that managing and influencing the behaviour of people 

should be on the government's agenda. This might not square with the liberal 

traditions of this country and with the notion of individual responsibility which is high 

on the policy agenda. However, freedom cannot do without certain restrictions. Where 

individual responsibility is taken to mean an unconditioned individual freedom, on the 

expense of the society, the government should not be afraid to act more directively. Let 

us not shun financial stimuli in that case.25 

 

This phrase shows how confusing the discussion can be. Sanders states that influencing 

people’s behaviour by the government does not square with the notion of individual 

responsibility. He is clearly talking about substantial responsibility, for he speaks about his 

vision on the way responsibilities and duties should be divided between the government and 

individual citizens. He seems to say that instead of letting individuals be in charge of their 

own health by letting them make their own decisions about their health, the government also 

has a duty to be involved and has to intervene in the lives of people. The way Sanders phrases 

his opinion gives the impression he is against ‘individual responsibility’ for health. He 

advocates at least a shared responsibility; we should not let it be totally up to individuals to 

take care of their health. However, people who would oppose to Sanders’ ideas, do so 

precisely because they are against ‘individual responsibility’.26 Their argumentation goes 

along the lines that individuals would not freely choose to live unhealthily, so they can not be 

held responsible for their bad health. It is deemed unethical to blame people for their bad 

health, because people would not have freely chosen to live the way they did. Such an 

argumentation however, is about attributive responsibility and not about substantial 

responsibility. 

                                                 
25 Sanders, op. cit., 13-14. 
26 Many ethicists oppose to ideas that want to connect (financial) consequences to behaviour, for example Daniel 
Wikler and Inez de Beaufort. I will discuss some of their arguments later on. 
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What makes Sander’s phrase even more confusing is that he talks about substantial 

responsibility, but then relates that to financial stimuli. In case of a financial stimulus like 

premium differentiation, however, insurance companies will have to assess the height of the 

premium depending on behaviour that is displayed in the past, so that makes it a form of 

attributive responsibility ascription. He also talks about people who live on the expense of 

society, which he seems to condemn. In other words: Sanders is connecting his view on the 

division of responsibilities between the government and individual citizens (substantial 

responsibility) with a moral verdict (attributive responsibility). Not only does Sanders 

implicitly mix substantial responsibility with attributive responsibility here – while the one 

does not necessarily imply the other – he also does that in a strange way: he does not think 

citizens can be held individually responsible for making the right decisions about their health 

– the government needs to help them with that – but once they have made wrong decisions, 

they are all of a sudden individually responsible and should be faced with financial 

consequences.  

In order to blame people for their behaviour in a fair way Sanders needs to make clear that 

unhealthily living citizens meet the requirements for holding somebody rightly responsible in 

an attributive way. In the next chapter, I will asses this. I will see whether people know what 

they are doing and freely choose to do so when they conduct health related behaviour and I 

will analyze if it would be fair to hold people responsible in an attributive sense, like premium 

differentiation on the basis of lifestyle does.  

 

2.8 Conclusion 

Individual responsibility is used to refer to different things. It might have to do with actual 

causes, with moral verdicts, with fulfilment of expected duties or a combination of those. It 

may refer to responsibility for unhealthy behaviour, for outcomes (good or bad health) or the 

consequences of those (costs). In the debate about responsibility for health ‘responsibility’ is 

often used loosely without making explicit what is meant exactly. Different meanings of the 

concept are used as if they were interchangeable, which not only makes the discussion 

confusing but the arguments also often unsound. A view on the substantial responsibility of 

citizens is often linked to a verdict about someone’s behaviour and/or the consequences which 

flow from that behaviour. But as I have explained in this chapter substantial and attributive 

responsibility can not be translated one on one. Substantial responsibility is a prospective 

responsibility which expresses an expected or desired attitude and some general duties that 

come with the role one has. Ascribing substantial responsibility is expressing a view on how 
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duties should be divided amongst different parties and can be used as a tool to influence 

future behaviour. Ascribing attributive responsibility however, is looking backwards and 

giving a moral verdict about a specific action. Substantial responsibility can become 

attributive responsibility: when we condemn someone because he performs an act that does 

not reflect the attitude or duty which he is supposed to have. But for attributive responsibility 

to be rightly administered someone has to be causally responsible and the requirements of 

rationality and knowledge, free choice and intention have to be met.  

Because substantial and attributive responsibility are often mixed implicitly or incorrectly, 

blurring the discussion, I used this chapter to explain the different types of responsibility, the 

distinctions and connections between them. The debate about responsibility for health, 

however, is very broad and can not be treated well in its entirety in this thesis. That is why I 

choose to narrow down the topic of my thesis. I will only discuss attributive responsibility 

ascription and premium differentiation as a concrete implementation of that. 

In the next chapter, I will assess whether the requirements for attributive responsibility are 

indeed met in the case of unhealthy living and if a ‘punishment’ in the form of a higher 

insurance premium for unhealthily living people can be justified.  
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Chapter 3 

Assessing attributive responsibility for unhealthy behaviour 

 

3.1 Introduction 

Falling ill costs money and has to be financed by every Dutch tax and premium payer. Would 

it be right to let unhealthily living people contribute more to the total costs of health care by 

making them pay more insurance premium? In this chapter, I would like to asses this question 

on the basis of the case of Leo, a fictive Dutch citizen.  

 

3.2 Meet Leo  

Leo is a 49 year old male who lives in Leiden. He is married with Ans and they have 3 children, aged 

21, 24 and 26. Leo works in construction. He has worked as a construction worker for 33 years now, 

started at the age of 16 as a pupil by a firm of contractors. The physically heavy work has affected his 

musculoskeletal system; Leo has to contend with lower back pains. The back pains became so severe 

that Leo cannot work at the moment; he is on sick leave. This causes some financial stress for Leo and 

Ans because Leo’s benefit is only 70% of his normal salary. Ans receives a benefit too, since she has 

lost her job at the company she used to work for, because of reorganization due to the economical 

crisis. They have some troubles paying their monthly fixed costs now.  

At the age of 14 Leo started smoking. His parents and other family members were smokers, and at his 

school it was deemed not tough when you didn’t smoke. The last couple of years Leo tried to quit 

smoking two times, but that was very hard for him especially because a lot of his colleagues, friends 

and family members smoke. His friends at the pub and his co workers at the coffee and lunch breaks 

would act mockingly when he tried not to smoke. Leo has a typical smoker’s cough and experiences 

shortness of breath quickly at physical activity. On Saturdays Leo likes to go to the pub to watch 

soccer with some friends. On those Saturday nights they consume an average of 10-15 beers a person. 

Leo does not have a very healthy diet, he is somewhat overweight, he has a bit of a beer belly and his 

condition could be better, to put it mildly.  Leo is a member of one of the local soccer teams. They 

practice once a week on Saturday mornings. Both Leo and Ans volunteer at the local soccer club. Ans 

is also a volunteer at the primary school of her oldest grandchild. 27  

                                                 
27 Altough Leo’s story is made up, his behaviour is not uncommon in Dutch society. Some figures: 25.6%  of the 
Dutch people smokes, 9.4% drinks at least once a week 6 alcohol containing beverages or more and 41.7 % is 
overweight.  
Centraal Bureau voor de Statistiek [Statistics Netherlands], “Roken en drinken,” http://www.cbs.nl/nl-
NL/menu/themas/gezondheid-welzijn/cijfers/leefstijl/roken-en-drinken-sl.htm (accessed August 8, 2012). 
Centraal Bureau voor de Statistiek [Statistics Netherlands], “Lichaamslengte en overgewicht,” 
http://www.cbs.nl/nl-NL/menu/themas/gezondheid-welzijn/cijfers/leefstijl/lichaamslengte-en-overgewicht-sl.htm 
(accessed August 8, 2012). 
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3.3 To know what one is doing 

The first condition for rightly ascribing attributive responsibility that was set in the previous 

chapter was ‘knowing what one is doing’. There could be several reasons why one would not 

know what one is doing. Those reasons can be divided into two subcategories; insufficient 

mental capacities and lack of information.  

 

3.3.1 Insufficient mental capacities 

It goes without saying that we cannot blame babies, children and cognitively impaired people 

if they would live unhealthily, because they lack the mental capacities to reason about the 

healthiness of their behaviour. Since Leo is a grownup who isn’t cognitively impaired we may 

conclude he has sufficient mental capacities to behave healthily.  

 

3.3.2 Lack of information  

To live healthily one has to know what is healthy and what is not. One needs knowledge and 

information, for example about nutrition and exercise. It would be advantageous if one has 

learned how to live healthily during childhood. Unfortunately a lot of parents haven’t quite set 

a healthy example for their children. However, there is a lot of information about health and 

healthy lifestyles available in all sorts of media, like TV programs, papers, books, websites, 

magazines, scientific journals, education campaigns, talks etcetera. So it seems that everyone 

can know how to live healthily if he only wants to. But the large amount of information does 

also have some downsides. There is so much information available one may not see the wood 

for trees. Besides the amount of the information, the information is far from unambiguous. To 

give an everyday example: for many years drinking milk has been promoted as very healthy. 

However, doubts were raised recently about the alleged healthy effects of drinking milk; milk 

would even cause cancer. Even reputable institutions and scientists disagree on the health 

claims of drinking milk.28 This example also shows that information can change over time.  

The need of milk to be healthy is only one of many disputable health claims. A lot of incorrect 

or unproven health claims can be found, especially on the internet but also in advertisements 

or magazines. It can be very hard, however, to judge whether the source of the information is 
                                                 
28 Walter Willet is a Professor of Epidemiology and Nutrition at the Harvard School of Public Health. He 
questions the advice of nutrition institutes to drink milk as part of a healthy lifestyle.   
“Veel melk drinken vergroot kans op kanker,” De Volkskrant, http://www.volkskrant.nl/vk/nl/2672/Wetenschap-
Gezondheid/article/detail/2923124/2011/09/22/Veel-melk-drinken-vergroot-kans-op-kanker.dhtml  (accessed 
August 8, 2012).  
 “Voedingscentrum handhaaft zuivelaanbeveling,” Voedingscentrum [Netherlands Nutrition Centre], 
http://www.voedingscentrum.nl/nl/nieuws/voedingscentrum-handhaaft-zuivelaanbeveling.aspx (accessed August 
8, 2012). 
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trustworthy or not. Manufacturers make all kinds of health claims about their products, but it 

is questionable whether these are always trustworthy since manufacturers also have other 

interests such as making money. Also the government may have other interests than the health 

of its citizens, or it might be influenced by people which have other motives, like the tobacco 

lobby, the pharmaceutical industry, the formula industry (milk-like food for babies) etcetera.29 

Scientific journals seem like a good source for trustworthy health claims (although scientific 

research is also increasingly sponsored and scientist often tend to disagree with each other) 

but those articles are written in a way not everybody is able to understand. A lot of institutions 

exist to translate scientific information into plain language and to make information more 

accessible. Some (groups of) people, however, are hard to reach. For example, immigrants 

who do not speak Dutch or English, homeless people, people with social and/or psychological 

problems, and, to some extend, people with a low socioeconomic status (SES) have less 

access to information, are less able to understand the information or to weigh its 

trustworthiness.  

The conclusion from this might be that it is not self-evident that it is easy for everybody to 

know how to live healthily. 

 

3.3.3 Leo 

Let’s look at Leo. He smokes, drinks large amounts of alcohol weekly and has a greasy diet. 

That is not very healthy altogether, so it looks like Leo makes a good chance to see his 

insurance premium get raised when premium differentiation will be allowed. Can we say Leo 

really knows what he is doing, in the sense that he would know and understand how unhealthy 

his lifestyle actually is and in what way it is a threat to his health?   

Like Leo, his parents were low-educated people. They were smokers too. Presumably Leo 

hasn’t had a very good example of how to live healthily. However, today it is very well-

known that smoking is bad for your health, so let’s assume Leo knows that by now. He 

probably knows smoking is bad for his lungs. But would he know smoking is also a risk 

factor for all kinds of heart diseases, several forms of cancer like cancer of the testis and 

bladder, thyroid problems, fertility loss, Alzheimer disease and loss of hearing and vision? 

Probably not.  

                                                 
29 Trappenburg argues that promoting citizens’ health is but one of the state’s many interests. For example the 
state can hardly afford to have a perfect consistent anti-smoking policy when this will cost thousands of jobs 
(tobacco companies, retailers, advertising agencies).  
M. Trappenburg , “Lifestyle Solidarity in the Healthcare System,” Health care analysis 8 (2000): 68. 
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Presumably normal adults like Leo also know that drinking a lot of alcohol isn’t good. But 

would Leo consider his Saturday night habit as drinking (too) much alcohol? In the Dutch 

society drinking alcohol is very common. Advertisements for alcohol containing beverages 

are everywhere. ‘Doing drinks’ is a very accepted form of social activity. If you do not drink 

alcohol at a diner, a reception, a party, you are either sick, pregnant or you have to drive a car, 

and if neither of those excuses applies to you, you must be a very boring person. Although 

most people will know a lot of alcohol isn’t good for them, it seems likely that in such an 

alcohol-minded climate people will be less aware of, and tend to underestimate, the dangers 

of their alcohol consumption. Presumably Leo isn’t highly aware of the possible 

consequences his weekly drinking habit could have.  

Would Leo know how greasy his diet actually is? His common sense might tell him that 

vegetables are healthier than candy or fast food, but will that be enough to make really healthy 

choices? When one determines the ‘healthiness’ of food it is not only important to look at the 

total amount of calories, but also the types of fat and sugars, the amount of salt and the use of 

all kinds of (artificial) additions should be taken into account. And it is not only the nutritional 

value of the products you eat that makes your diet healthy or not, it is also about amounts and 

variation. An orange is a healthy product, but if you only eat ten oranges a day you do not 

have a healthy diet. On the other hand, a hamburger isn’t a very healthy product, but if you 

only eat a hamburger once in a while that will not have a negative effect on your health. It is 

hard to decide where the tipping point is. So it is not so easy to figure out how healthy your 

food actually is (if agreement exists about that at all). The supermarket, in any case, will not 

help Leo get the impression he might have to change his diet. In the Netherlands even 

products like fries, hamburgers, fat for frying, mayonnaise, wine gums, lemonade, biscuits, 

ice-cream and coffee have a logo with the text: ‘conscious choice’ (‘Ik kies bewust’-logo), 

suggesting that the product is healthy.30 The logo, however, means that the product contains 

less sugar, fat or salt comparing to other products in the same category. So a mayonnaise with 

lesser fat than other mayonnaises gets the logo. It does not mean the mayonnaise is healthy, 

but in case you want to buy mayonnaise, this is the least unhealthy choice. It is questionable, 

however, that all consumers will understand the logo this way.  

Leo presumably knows superficially that smoking, drinking and eating fast-food isn’t good 

for him. The punishment for this unhealthy lifestyle in the form of a higher premium, 

however, is not because Leo has done something that is bad for him. If Leo needs to pay a 

                                                 
30 “Productenlijst,” Stichting Ik Kies Bewust [I Choose Consciously Foundation], 
http://www.ikkiesbewust.nl/uploads/files/Productenlijst_101222.pdf (accessed August 8, 2012). 
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higher premium because of his lifestyle, he is accused of doing something that causes harm to 

society. Leo is accused of (increasing the risk of) bringing about costs that others have to pay. 

Being held accountable this way rightfully requires that Leo choose to commit these 

‘irresponsible’ acts, knowing where that could lead to. That means Leo has to know more than 

the simple fact that smoking, drinking and eating fast food are bad for him; Leo should also 

oversee the probable threats this behaviour forms to his health. Doing those things in 

moderation will not be very bad for his health, so Leo should know where the tipping point is. 

He should know to which health problems going over that tipping point may lead eventually. 

He should know what having those health problems would entail, which treatment those 

problems will require and how much those treatments will cost approximately.31 Because that 

is what he is accused of having knowingly chosen for.  It is not reasonable to demand that 

everybody who lights up a cigarette, drinks a beer or eats a hamburger knows what the effects 

of that on his body may be, to which problems that may lead eventually and which care and 

costs it may entail. That is why I want to argue that most people lack the proper knowledge to 

conclude that they really know what they are doing. 

 

Information about health is not unambiguous, it may change over time, it can even be 

unproven or incorrect and it is hard to weigh its trustworthiness. That makes it hard for people 

to know how their behaviour influences their health and what one should do or do not to be 

healthy. For some groups it is even harder than for others, because they might start far behind 

since they haven’t learned about healthy living when they were young, they have less access 

to information and are less able to weigh and understand information properly. I want to argue 

that the fact that a lot of people will not be fully aware of the threats their behaviour could 

form to their health, combined with the fact that it is hard to nullify this ignorance, should be 

seen as mitigating circumstances when we want to hold people responsible for their health 

related behaviour and the costs that may flow from that, in an attributive way, as premium 

differentiation does.  

 

 

 

 

                                                 
31 The ethical indignation seems to be more severe when the cost are high. So one should be aware of the 
approximate height of the cost for treatment to be held accountable for choosing to conduct an action which 
could lead to such high cost.  
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3.4 Being free to choose 

Another condition for holding somebody rightly responsible in an attributive sense set in the 

previous chapter, was ‘being free to choose’. We can only blame people for their unhealthy 

lifestyle if they have freely chosen to live the way they do. But what is lifestyle anyway?  

 

3.4.1 What is lifestyle? 

Schonk quotes De Beaufort and Hilhorst’s answer to the question what lifestyle is: “a 

systematic whole of choices, values, aims and priorities regarding the way you want to live 

your life”.32 But is it only that? Engberts argues that lifestyle is more than an individual 

phenomenon.33 It is an indication of social stratification and in this way can be part of the 

identity of people who (want to) belong to a certain social group or class, according to 

Engberts. Related to that Schonk says about lifestyle (translated from Dutch):  

the way we live is embedded in the geographical and physical environment, in the 

social and cultural aspects of the society we are part of and in the intimate community 

we belong to. Our lifestyle isn’t unique and also not highly personal.34  

 

It seems that someone’s lifestyle does not only reflect his personal identity, but also a group 

identity. This might be illustrated by an example of a preference for golden necklaces. Would 

it be a coincident that I do not know any guy who likes golden necklaces (and no girl who 

likes guys with golden necklaces) while Leo’s sons and almost all their friends like golden 

necklaces? No, it is because golden necklaces are especially liked by guys from a certain 

social group (which I do not belong to). Like certain preferences, also unhealthy behaviour 

such as smoking, drinking and eating too much fat, is overrepresented in the lower social 

class. But if lifestyle is group related it cannot only be a personal choice. This raises the 

question how free are we to choose our lifestyle? Different answers are given to this question. 

 

3.4.2 Different viewpoints on the freedom of choice 

A lot of different factors determine who you are and how you live – intelligence, educational 

level, genetic make-up, (social) environment, upbringing, character, natural capacities, age, 

                                                 
32 J.H.M. Schonk, “Leefstijl als medisch en moreel probleem” (paper presented at a Boerhaave course on 
medical ethical casuistry with the theme lifestyle, autonomy and professionalism, Leiden, The Netherlands, May 
19, 2011), 2. 
33 D.P. Engberts, “Leefstijl, preventie en privacy: gezworen vijanden” (paper presented at a Boerhaave course on 
medical ethical casuistry with the theme lifestyle, autonomy and professionalism, Leiden, The Netherlands, May 
19, 2011), 6. 
34 Schonk, op. cit., 2. 
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gender, and of course the personal choices you make. How much personal choice actually 

contributes to how you live is questionable. The answer also depends on one’s portrayal of 

mankind and – in that line – one’s political viewpoints. In a liberal view a society is formed 

by individuals who strive for fulfilment of their own wishes and aims. Such a view requires 

individuals who are autonomous beings with rational capacities and a free will to organize 

their lives to their own discretion. The society or the government is only instrumental in that. 

A communitarian view, however, holds that people are formed by the community they live in, 

and derive their most important choices and values from it. The community and its traditions 

define someone’s identity, and this is hard to lay aside. In such a view humans are seen as 

social beings which derive their identity from living together with others, instead of free 

individuals who can decide rationally how to be and to act. In a communitarian vision the 

community is constitutive instead of only facilitating the way people live and human 

behaviour is seen as strongly influenced by the conditions people live in.35 

Both political views have their strong points and their weaknesses – which I will not discuss 

in detail here – but I think it is safe to say that lifestyle is, at least influenced by the (social) 

environment you live in. That explains why lifestyle can be group related. Even your 

preferences seem to be influenced by the environment you are born and raised in. 

Philosophically speaking, it is not even possible to choose your own preferences; that will 

lead to an endless regression because to choose a preference, you will need a preference for a 

certain preference etcetera.36 If we would extend this line of argumentation however, we 

would end up at the point that no such thing as responsibility or accountability for what so 

ever can exist, since human behaviour would be totally determined by factors outside one’s 

own control and there would be no role to play for personal choice. Human behaviour, 

including someone’s lifestyle, would then be just the opposite of personal choice. I would 

definitely not go that far. Humans are reasonable creatures to some extend, who can make 

reasonable decisions and therefore, in general, are accountable for the things they do. But it is 

important to take into account factors that highly influence the choices that people make, and 

see whether those factors might count as mitigating circumstances in our judicial or ethical 

judgement about someone’s behaviour. 

 

 

                                                 
35 Schonk, op. cit., 3. 
Engberts, op. cit., 6-7. 
36 G. van Donselaar, “Als letsel geen beletsel is,” NVBe Niewsbrief 4 (2006): 8. 
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3.4.3 Health related behaviour 

People who argue we should hold people responsible for their health related behaviour in an 

attributive way, often think alongside liberal lines. But they may overestimate the ease of 

choosing or changing one’s lifestyle. Research has demonstrated that it is very hard for people 

to change their lifestyle to become healthier.37 This is for example illustrated by the popularity 

of diets and the majority of people that keeps failing at them. Changing one’s lifestyle 

requires a lot of perseverance, self discipline and the ability to weigh abstract long term 

advantages with denying oneself pleasures in the short term.38  

Besides the fact that it is hard to change your habits, a lot of unhealthy behaviour has to do 

with addiction or someone’s genetic predisposition (or both)39. Someone’s Body Mass Index 

(BMI) for example, is partly determined by someone’s genetic make-up. The National 

Institute for Public Health and the Environment (RIVM) concludes in a study about the 

genetic contribution to obesity that “BMI is a heritable trait and about 40% of its total 

variance can be explained by genetic variation.”40 In case of an addiction personal choice is 

per definition affected; that is what makes it so much harder to quit smoking than to give up a 

random bad habit like driving too fast. Addictions and biological predispositions make it even 

harder for people to change their lifestyle for the better. Whether somebody is actually 

causally responsible – a condition which has to be met in order to be rightly held responsible 

in an attributive sense – in case his genetic make-up causes diseases or addictions to occur 

more easily is even the question.   

But also the social as well as physical environment has an influence on the health related 

choices people make. People get influenced, for example, by others around them (parents, 

friends) but also by media and advertisements.41 And some structures in society make that 

people are more or less programmed to display certain behaviour. For example, we are being 

                                                 
37 M. Minkler, “Personal Responsibility for Health? A Review of the Arguments and the Evidence at Century’s 
End,” Health Education and Behavior 26 (1999): 129.  
38 My recent personal experiences with writing this thesis have made me doubt strongly that those are the 
qualities that characterize human nature. 
39 Connections between genes and addictions have been found recently. Some genes can cause people to become 
addicted more easily. Genetic Science Learning Centre University of Utah, “Genetics is an Important Factor in 
Addiction,” http://learn.genetics.utah.edu/content/addiction/genetics/ (accessed August 8, 2012). 
40 S.W. van den Berg, M.E.T. Dolle and J.M.A. Boer, Genetic contribution to obesity: a literature review 
(Bilthoven: Rijksinstituut voor Volksgezondheid en Milieu, 2007), 25. 
41 Minkler writes: “The cultural environment in which individuals are supposed to take personal responsibility 
for their health must be thoughtfully considered. The average American school-age child, for example, watches 
10.000 televsion commercials per year, and in a single recent year, one company spent more than $30 million 
advertising a single sugar-coated cereal. (During that same year, the amount spent by the US government on 
nutrition education for schoolchildren was just $50.000 per state.)”  Minkler, op. cit., 127. 
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said to live in a ‘obesogene society’42 meaning that all kinds of structures in society are 

conducive for people to become obese: unhealthy food is everywhere available, is in general 

cheaper than healthy food and is hugely advertised for, while on the other hand it has become 

harder to get enough physical exercise; all kinds of products and techniques are developed to 

reduce physical activity and a lot of infrastructure does not encourage us to walk or take the 

bike or kids to play outside.43 This makes it extra hard, especially for people who already 

have a genetic predisposition to become overweight, to maintain a healthy body weight. 44  

 

As I said in the previous chapter, ‘being free’ is a continuum. There is no gun placed to our 

head which forces us to behave unhealthily. That our biological make-up and our social and 

physical environment influence the choices we make is not an excuse for everything; it is not 

to say that nobody can help the way he behaves. But it would not be realistic to ignore these 

influences completely. We must conclude that they at least make us move on the continuum 

away from ‘being free’.   

 

3.4.4 Low SES and self-esteem  

Lifestyle isn’t only about personal choice. A lot of factors outside our control determine the 

way we are and how we live. Our social environment is one of those factors and can be an 

explanation for the fact that lifestyle is something which is group related. But why do 

unhealthy lifestyles seem to be concentrated in those groups that are already in a 

disadvantaged position? As noted earlier a lack of information or a lowered access to and 

ability to understand and weigh information can be an explanation for the differences in 

health between people with a different socioeconomic status (SES).  

Van de Vathorst explains in her dissertation that material conditions like quality of housing, 

working conditions, employment status and financial problems, have an equal share as cause 

of health differences as do unhealthy lifestyles. 45 She also mentions that living in this kind of 

adverse material conditions can have psychological effects on someone’s self esteem. 

                                                 
42 M. ten Have, “Overgewicht en eigen verantwoordelijkheid,” NVBe Nieuwsbrief 4 (2006): 5. 
43 Gezondheidsraad [Health Council of the Netherlands], Beweegredenen. De invloed van de gebouwde 
omgeving op ons beweeggedrag (Den Haag: Gezondheidsraad, 2010), 17-18. 
44 The RIVM concludes in their rapport about obesity (note 40): “an obesity promoting environment is necessary 
for the expression of obesity. Currently we live in an environment were everyone is exposed to abundant food 
supply. Therefore, it is very difficult to maintain a healthy body weight for individuals with a genetic 
predisposition, whereas genetic resistant individuals will hardly become obese. This means that for a 
considerable number of subjects their overweight or obesity is not just the result of their (unhealthy) behaviour, 
but also of genetic factors.” Van den Berg et al., op. cit., 24. 
45 S. van de Vathorst, “Your money or my life” (PhD diss., VU University Amsterdam, 2001), 75-84.  
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Research indicates that people with a lower SES have a lower self esteem and have a so-

called ‘extern locus of control’.46 This means that they have the feeling that things just happen 

to them and that they themselves are not capable of changing their situation. Also Minkler 

writes, citing Syme, that people with lower socioeconomic status levels have correspondingly 

less opportunity to control the circumstances and events that affect their lives.47 This loss of 

control has been defined in terms of constraints on coping ability, diminished authority over 

decisions, threats to status and self-esteem, lessened opportunity to learn new skills and 

inappropriateness of coping. I mention this because this might partly explain why unhealthy 

behaviour is overrepresented in lower social groups. As I argued above, our choices are 

constantly influenced by all kinds of external factors. In those circumstances it might be even 

harder for people with a low SES and therefore a low self-esteem to take control and change 

one’s lifestyle. 

 

3.4.5 Leo 

Let’s take a look at Leo again. Leo is addicted to smoking. Smoking is a mental as well as a 

physical addiction. Even if you don’t want to smoke anymore, your mind and your body 

dictate you to light up a next cigarette. That really makes you less free to act on personal 

choices. The initial choice to start smoking might be seen as a voluntary one. However, at the 

age of 14 the brain is not fully developed yet. Children of that age are inclined to take great 

risks because they cannot oversee the consequences of their actions well. They also like to 

emulate peers and they want to belong to a group. 48 This undermines the freedom to make a 

voluntary choice. But even now Leo is an adult, peer pressure from colleagues and family 

members still hinders him to quit smoking. His social environment probably also plays a role 

in his Saturday night drinking behaviour; if his friends would not drink the chance that Leo 

would drink as much as he does now would be smaller. Leo’s choice to eat unhealthily might 

have to do with the fact that healthy food is more expensive in general, that unhealthy food 

can be found everywhere and that a lot of people around him will have the same pattern of 

consumption. Leo is a somewhat simple man, he might be less able to make a balance 

between abstract health gain in the future and joy and lust today. It might be that because of 

his financial problems Leo does not have much self esteem and thinks he is not in the position 

to change his lifestyle.  

                                                 
46 Van de Vathorst,  op. cit., 76. 
47 Minkler, op. cit., 127. 
48 Hersenstichting Nederland [The Netherlands Brain Foundation] Puberhersenen in Ontwikkeling (Den Haag: 
Hersenstichting Nederland, 2008), 12. 
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Does that mean Leo is a helpless victim of his upbringing and his environment? No, of course 

not. He is not literally forced to live the way he does. With effort, perseverance, self 

discipline, more information and education and support from others he might be able to 

change his lifestyle if he wants to. That means there is an opportunity to choose otherwise, 

there is room for personal choice and we might want to hold Leo accountable for the fact that 

he did not take this room and tried to live a healthier life.49  

This leads to the conclusion that, although we may blame Leo that he did not put in some 

more effort to change his unhealthy lifestyle, he did not make the choice to live as unhealthily 

as he does entirely informed, conscious, free and voluntarily. This should count as a 

mitigating circumstance in the ethical verdict. 

 

3.5 Intention 

As explained someone’s intentions can matter for the degree of the ethical indignation. Well, 

this can be a very short paragraph since it does not need further explanation that people who 

live unhealthily do not have the intention to increase the costs of health care. 

That health care costs are an unintended side effect of people’s behaviour is an additional 

reason to judge less harshly.  

 

3.6 The moral verdict 

So what should be the verdict? Does Leo deserve moral blame and connected to that a 

punishment for his irresponsible behaviour in the form of a higher premium?  

Leo is indeed an adult with a normal capacity to reason, which makes that, in general, we can 

hold him responsible for his actions. But because of the variety of mitigating circumstances I 

have presented in this chapter and the absence of a bad intention, the judgment should be 

mild. A punishment in the form of a higher premium is in any case highly disproportional; it 

is a punishment that does not fit the crime. Especially for poor people like Leo, who already 

contends with financial problems, this penalty is too heavy. 

                                                 
49 Because for some people (like Leo for example) it can be harder to live healthier than it can be for others, 
Dubois suggests to take the effort that people show to live healthily, as a criterion for premium differentiation. 
He states that one’s health status is too much determined by factors outside one’s own control in order to be a 
fair criterion for the height of the premium. The effort people put in, on the contrary, is something which lies 
within people’s control and so they can be held accountable for that. This would not take away all the arguments 
against premium differentiation. Most people would still lack the proper knowledge to become or maintain 
healthy. It will also not refute the arguments against premium differentiation that I will point out in the 
forthcoming chapter, but it surely makes premium differentiation a more sympathetic proposal. 
M. Dubois, “Response to ‘Should People with Unhealthy Lifestyles Pay Higher Health Insurance Premiums?’,” 
Journal of Primary Prevention 32 (2011): 26. 
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In this chapter, I have come to the conclusion that the conditions for holding somebody 

responsible in an attributive sense are not fully met in the case of unhealthy living, so the 

moral verdict should be mild. In the next chapter, I would like to take a closer look at 

premium differentiation and put forward some more thoughts and arguments to support my 

objections against this form of attributive responsibility for health. 
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Chapter 4 

A closer look at premium differentiation 

 

4.1 Introduction 

In the previous chapter, I have reached the conclusion that the conditions to hold somebody 

rightfully responsible in an attributive sense for health related behaviour are not fully met 

most of the time. At the end of this chapter, I will treat the question whether premium 

differentiation would be a good idea in case people do choose freely and knowingly to act 

unhealthily. But first I will take a closer look at premium differentiation and present some 

other objections against the idea of linking financial consequences to behaviour. 

 

4.2 Responsibility for behaviour or consequences? 

In the previous chapter, I did not make a distinction between behaviour and outcomes (health 

status and costs). However, unhealthy behaviour is not one-on-one related to a bad health. 

Some people who have never smoked get lung cancer, while some heavy smokers reach 90 

without any complaints. Why one person gets sick and the other does not, is still largely 

unclear. Besides behaviour there are a lot of other factors that play a role in becoming ill. 

Luck and genetic predisposition are two of those factors.  

Cappelen and Norheim also mention the distinction between behaviour and possible 

consequences of that behaviour.50 They write:  

Some people are lucky and some are unlucky when they engage in risky behaviour. It 

would be unfair to hold people responsible for differences in luck. Ideally we would 

therefore want to reward or tax the behaviour as such rather than the consequences of 

the action.(…) the rejection of responsibility based on the argument that we do not 

know whether there is a direct connection between a patient’s condition and his or her 

choice of life-style does not undermine this approach. Holding people responsible for 

their choices is justified if one can demonstrate that a particular choice is likely to 

impose a higher risk on that person when compared with another person who is equal 

in all other relevant aspects. 

 

Cappelen and Norheim say it should not be about whether somebody gets sick or not, because 

that is a matter of luck, while it should be about the risks somebody takes when he lives 

                                                 
50 A.W. Cappelen and O.F. Norheim, “Responsibility in health care: a liberal egalitarian approach,” Journal of 
Medical Ethics 31 (2005): 479. 
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unhealthily. In that sense their idea of taxing unhealthy behaviour is comparable with that of 

differentiating in insurance premiums. Insurances are also about risks.51 In chapter Two, I 

have argued that premium differentiation is a way of holding people responsible in an 

attributive sense, that it is a punishment for behaviour in the past. But would it be fair to 

punish someone for a ‘crime’ with no victims? Would it be fair to let unhealthily living 

people contribute more to the total health care costs in advance, before we even know if they 

indeed would need health care due to their own behaviour? Perhaps the smoker turns out to be 

that 90 year old chain smoker without serious health complaints. Should we punish him in 

advance, only because he takes the risk to ‘harm’ society? That seems odd. It is like putting 

someone in jail because he is from a problem family, which increases the risk he will commit 

crimes in the future.  

 

4.3 Premium differentiation as an incentive for better behaviour 

The RVZ calls premium differentiation an incentive to stimulate better behaviour in the 

future. I have explained earlier that it is not possible to see premium differentiation only as a 

form of ascribing prospective responsibility to people because the height of the premium is 

directly linked to the behaviour people have displayed, so it is always a form of attributive 

responsibility too. But if we would indeed consider premium differentiation as an incentive 

for future behaviour, it remains to be seen what insurance companies would do with, for 

example, people who have quit smoking. Would premium differentiation only be an incentive 

for better behaviour, the premium may be lowered at the moment that somebody who smoked 

for 25 years, would quit smoking. The risk of getting lung cancer, however, may be only 

slightly decreased now this person does not smoke any longer, but it is still a lot higher than 

for somebody who did not smoke at all. Of course it is only guessing, but something tells me 

insurance companies will be inclined to take this high risk into account when they have to 

assess the height of the premium for the year to come. So, a bill for behaviour in the past, 

after all. And that is not so surprising, the tenor of the RVZ’s advice already suggests that its 

call for premium differentiation does not originate in the sympathetic wish to help people live 

healthier lives, but in fear for increasing costs and a sense of injustice that apparently ought to 

                                                 
51 Fortunately, in the Netherlands the basic health insurance (in comparison to supplementary health insurance 
which works like any other insurance) does not work on the basis of a risk assessment, and in my view we 
should keep it that way. For if we would allow risks to play a role in the basic health care insurance, chronically 
ill patients, for example, will either not get an insurance at all or have to pay enormous amounts of premiums, 
since the risks they want to insure themselves against are very high. If the term ‘risk’ is still applicable when the 
chance they’ll need expensive treatment will be about 100% is even the question.  
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be countered by letting people who lived unhealthily (and thus are more likely to need care 

and cost money) contribute more to the total health care costs than people who live healthily. 

Even if they have put in great effort to overcome their unhealthy way of living. 

The RVZ sees premium differentiation as a necessary measure to contain costs. It is 

questionable, however, whether a policy aiming at behaviour change of the individual will 

result in lower health care costs. Besides the fact that changing behaviour is one of the hardest 

things to do, which I mentioned earlier, epidemiologists point out that it does little to alter the 

distribution of disease in the population, because “new people enter the ‘at risk’ population as 

others leave it”.52 Minkler writes: “each year, for example, several million people are newly 

diagnosed with coronary heart disease in the United States; each day 6000 teens smoke their 

first cigarette and another 3000 teens enter the ranks of ‘regular smokers’- those who smoke 

at least daily”. Moreover, the effect of a policy aiming at the individual contrasts sharply with 

the powerful effect macro-level or environmental interventions have proven to exert in 

changing behaviour on a broad scale. An example Minkler gives: A 10 % increase in the price 

of cigarettes has been shown to decrease teen smoking by 14 % in the United States, and it is 

projected that a $2 per pack tax would decrease adolescent tobacco use by almost 46 %.53 

Such figures are compelling and suggest that focussing on broader environmental forces, 

rather than on individual behaviour change, is the best way to realise much impact on the 

distribution of disease in society.  

So the argument that premium differentiation is a good idea because it will stimulate people to 

live healthier lives is not a very strong one. Not only can premium differentiation never be 

seen as an incentive for better behaviour in the future alone – because it is always a reaction 

to behaviour carried out in the past too – but as an incentive the effects are also doubtful. In 

case premium differentiation would indeed change people’s behaviour – which will be 

difficult – the effect that this will have on the health care costs is minimal, because new 

people will start with unhealthy behaviour. Besides, there are other measures, those that aim 

at the macro-level or environmental factors, that have much more effect.  

 

4.4 Feasibility 

I also have strong doubts about the feasibility of premium differentiation. There are of course 

problems with privacy and verifiability. How does the insurance company get information 

about our lifestyle; it cannot dig in our garbage to see what we eat or spy on us to check if we 

                                                 
52 Minkler, op. cit., 129. 
53 Minkler, op. cit., 129. 
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exercise enough. And despite the fact that Dubois’ suggestion to take the effort people put in 

to become or stay healthy, rather than something like BMI as a criterion for premium 

differentiation, makes the proposal more sympathetic, it makes it even less feasible, because 

effort will be hard to measure.54  

I wonder how proponents of premium differentiation will picture it in practice. Will smoking 

lead to a higher premium than risking breaking some bones, or increasing the risks of cervical 

and breast cancer by delayed pregnancy? And should all smokers then pay the same premium 

or should the chain-smoker pay more than the man who ‘only’ smokes 10 cigarettes a day? 

And what shall be done with people who have some healthy and some unhealthy elements in 

their lifestyle (if that does not count for all of us), is the insurance company going to make up 

a balance? Some extra premium for smoking, but less premium for being happily married 

since that reduces the risk of mental health costs?  

Let’s take the example of Leo again. What would the assessment of his premium look like? 

Exercise is healthy. So does Leo get a reduction for playing soccer every week? Well, too bad 

for Leo, amateur sports, especially indoor soccer, score very high on the list of sports injuries 

presented at the emergency room: not so healthy after all.55 But he does have a happy social 

life, does that count for something? And what about his job? Working in construction can be 

dusty, heavy and dangerous. Is his job also part of his lifestyle? Should we blame him for the 

fact that his choice to become a construction worker has now led to back pains, which not 

only result in medical costs but also make Leo receive a benefit from the state? And how 

should we weigh the fact that Leo and his wife do something back for the community by 

means of volunteering at the local soccer club and the primary school of the grandchildren? 

Does that adjust the image of irresponsible people who live, in Sanders’ words, ‘on the 

expense of society’ a bit?  

A strange image that is, actually; as if unhealthily living people pass all the consequences of 

their behaviour on to society as a bunch of anti-social people who trash something and then 

let others clean up the mess, while they come away with it. But they are bearing the heaviest 

consequences of their behaviour themselves: they get sick. They get devastating diseases like 

lung cancer and heart failure, diseases which can ruin their lives and that of their family. It is 

not an objective image either, this image of irresponsible people who are weak, who cannot 

control themselves, who commit sins like gluttony, sloth and lust. The image often sketched 

                                                 
54 See note 49. 
55 “Cijfers over sportblessures,” VeiligheidNL, http://www.veiligheid.nl/onderzoek/cijfers-over-sportblessures 
(accessed August 8, 2012). 
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by proponents of measures that hold people responsible in an attributive way, is an arbitrary 

and morally loaded one. 

 

4.5 Arbitrary and morally loaded  

Not all behaviour that leads to illness or injuries is counted alike. There is a variety of 

unhealthy or risky behaviours; of course smoking and eating too much, but also going skiing 

unpractised, climbing mountains, working 80 hours a week or postponing childbirth until 

higher education is completed (now those are actual free decisions for many people) have a 

high risk of resulting in medical costs. But the latter are hardly mentioned in proposals like 

premium differentiation. Wikler writes:  

If the moral principle underlying a move to give greater prominence to personal 

responsibility for health is that those who generate cost should pay for them, we 

should not expect that the only ones who are made to shoulder the cost are those who 

behave in ways that offend their neighbours. The coincidence of two lists, that of 

lifestyles deemed burdensomely expensive and that of lifestyles deemed sinful (or of 

people deemed unworthy) suggests a different agenda from the often stated one.56 

 

Wikler’s suggestion, that this whole debate about responsibility for health is not about the 

costs but about condemning sinful lifestyles, becomes even stronger when one knows that it is 

in fact highly questionable that unhealthily living people are the ones that cost society most. It 

may be true that unhealthily living people generate a lot of costs, but research seems to 

indicate that healthily living people generate even more costs.57 I will come back to this point 

in chapter Five. In any case, it is good to keep in mind that ‘we’ are not only paying for Leo 

cum suis and their unhealthy lifestyles, but that Leo is equally paying for ‘our’ leg injury from 

a ski accident and ‘our’ burnout from an eighty-hour workweek.  

Van de Vathorst also discusses the moral loading of proposals which hold people responsible 

for their lifestyle.58 She mentions that there are also instances in which we actually admire 

people for putting their health at risk. Think of firemen, policemen, soldiers. She writes: 

A person who becomes ill in the pursuit of a virtuous action would not lose his or her 

right to publicly funded health care. But a person who becomes ill in the pursuit of a 

not so virtuous activity – lust? – does in the eyes of the public lose his right. Hedonism 

or lust are not generally regarded as ideals worth damaging your health for. (…) I’m 
                                                 
56 D. Wikler, “Personal and Social Responsibility for Health,” Ethics and International Affairs 16 (2002): 52. 
57 P.H.M. van Baal et al., Zorgkosten van ongezond gedrag (Bilthoven: Rijksinstituut voor Volksgezondheid en 
Milieu, 2006). 
58 Van de Vathorst, op. cit., 72. 
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not sure that it is defensible from a purely theoretical perspective to attach value to 

some ideals but not to others. 

 

Most proposals which connect (financial) consequences for treatment or payment of 

treatment, with behaviour that could result in medical costs, will not be morally neutral. That 

is hard to defend. 

 

4.6 The ‘right’ to live unhealthily or risky  

Bal and Van Donselaar are two ethicists who argue in favour of measures that hold people 

responsible for their health. Also, philosopher Van Asperen is a proponent of attaching 

financial consequences to unhealthy or risky behaviour.  

Bal argues that we do not take people seriously if we do not hold them responsible for their 

health related behaviour.59 By saying that unhealthy behaviour lies outside one’s own control, 

people who do manage to change their lifestyle and, for example, have overcome addictions, 

would not get the credits and praise they deserve. She argues that taking people seriously also 

means taking the choices people make about how to live their lives, seriously. If people 

choose to live unhealthily, that is fine, but then they should also bear the consequences of 

their choices and pay more for their health care, according to Bal.  

I agree with Bal that we should take people’s choices seriously, but the point is that most 

health related behaviour won’t be a conscious and free choice, as I have explained extensively 

in the previous chapter. The room for personal choice is limited by several factors outside 

one’s control, but it is not totally absent of course. Like Bal says, there are people who indeed 

take this room, who shake off all bad influences and manage to change their life for the better. 

We praise them for their strong will, their hard work and perseverance. Of course they 

deserve our praise, but precisely because they have done something extraordinary that 

exceeds our expectations. Precisely because we know how hard it is. It is not reasonable to 

demand that everybody is so strong that he can stand all the influences that make him live 

unhealthily.  

Van Donselaar argues that in case people do not value their own health, it would be strange to 

demand that others do value those people’s health and pay for the health care they will need 

because of their lifestyle.60 It is fine that people deal with their health heedlessly, but if they 

do not care about their health, why should others, Van Donselaar asks.  

                                                 
59 C. Bal, “Liever schuldig,” NVBe Nieuwsbrief 4 (2006): 10-11. 
60 Van Donselaar, op. cit., 8. 
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Van Asperen writes that she does not understand why people should be allowed to pass the 

consequences of their choices on society.61 She writes that she does not see on which grounds 

we could ask people to show solidarity with daredevils and those who behave carelessly.  

These three authors seem to believe that lifestyle is a choice. As I have explained this will not 

be the case most of the time. But what about cases where people do choose freely and 

knowingly to act unhealthily or risky? As Bal, Van Donselaar and Van Asperen argue, a 

higher premium for those who decide to take part in eating contests on a regular basis for 

example, or those who do extreme sports like kickboxing, skydiving and formula 1 racing, or 

those who choose to delay pregnancy until the age of thirty-five62, does indeed seem justified 

(although they still lack a bad intention). Why should those people have the right to live like 

that ‘unpunished’, in the sense that society will bear the consequences if they end up sick or 

injured as a result of their own choices and values? Well, it is precisely because of this great 

variety between people, the things they value and the way they shape their lives, that premium 

differentiation is a bad idea in my opinion. I will explain why. The quotations of Wikler and 

Van de Vathorst in the previous paragraph already indicate that it will be hardly impossible to 

implement a measure like premium differentiation in a morally neutral way. Therefore, a 

measure like premium differentiation undermines the broad based ideal that everybody has 

the right to live his life according to his own conviction (within the boundaries the law sets of 

course). This is an ideal on which our liberal democracy is based. If we would allow premium 

differentiation, only some people get to decide what sort of life is worthy of pursuit (and may 

even lead to medical costs unpunished) and what sort of life deserves our disapproval and 

should be punished if there is the chance it will result in medical costs. The basic health 

insurance is based on group solidarity. In chapter Five, I will elaborate different forms of 

solidarity, but group solidarity is a form of solidarity in which all members of a certain group, 

in this case all adult Dutch citizens, contribute to support each other, whether they are old, 

young, sick or healthy. Houtlosser cites De Beaufort who writes (translated from Dutch):  

Being able to live according to one’s own values is so defining for our collective 

identity, that we’re prepared to bear the costs for that together, even if those costs are 

made by people whose convictions we do not share.63  

                                                 
61 G.M. van Asperen, “Jouw geld of mijn leven. Over rechten in de gezondheidszorg,” in Medische schaarste en 
het menselijk tekort, ed. F.C.L.M. Jacobs and G.A. van der Wal (Baarn: Ambo, 1988), 67. 
62 Delaying pregnancy after the age of 35 does not only increase the risk of needing medical help, medical help is 
even standard for pregnant women of that age.  
63 M. Houtlosser, “Het recht om gevaarlijk te leven” (paper presented at a Boerhaave course on medical ethical 
casuistry with the theme lifestyle, autonomy and professionalism, Leiden, The Netherlands, May 19, 2011), 9. 
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Also Houtlosser writes (translated from Dutch):  

Group solidarity is rooted in the idea that freedom and self-development are part of 

our collective identity and that a good society gives individuals the opportunity to be 

who they want to be. To pursue such a society ideal implies accepting that there are 

people who make unwise decisions.64 

 

I agree with these two authors that the costs which may flow from certain unwise decisions, 

are the price we have to pay for a society in which people are free to make their own decisions 

and live life to their own convictions and values. Upholding the ideal of a good society in 

which everyone is able to live according to his own convictions and values seems more 

important than fixing the ‘problems’ premium differentiation is said to be the solution to. 

In the next chapter, I will discuss what these ‘problems’ are, which give the RVZ, amongst 

others, reason to advocate a measure like premium differentiation.  

In the sixth chapter, I will add some other reasons why introducing an element of guilt into 

the health care system is not desirable, even if we would have good justifications for it.  

 

4.7 Conclusion 

In the previous chapter, I already reached the conclusion that premium differentiation was a 

disproportional punishment that will not fit the crime, because of all the mitigating 

circumstances. In this chapter, I took a closer look at premium differentiation and expressed 

some more doubts about it. Premium differentiation is not only a disproportional punishment, 

sometimes it is even a punishment for a ‘crime’ without any victims, because unhealthy 

behaviour does not always lead to a bad health and medical costs. Premium differentiation’s 

role as an incentive for healthier behaviour is also questionable. If it will succeed in changing 

people’s behaviour at all, this will have little effect on the distribution of diseases in society 

and the costs that come with that. There are much more effective strategies. Moreover, 

premium differentiation will be highly unfeasible, arbitrary and morally loaded. I fail to see 

how premium differentiation can be feasible in a fair and non-arbitrary way. Even if ascribing 

responsibility is justified because people acted freely and knowingly (still without bad 

intention though), premium differentiation is not a good idea because it seems to legitimize 

some people in telling other people their lifestyle is not worthy of pursuit. That undermines 

the ideal of a society in which all people are free to live the way they want to. Respect for 

                                                 
64 Houtlosser, op. cit., 9. 
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those who choose to live ‘differently’, support for those who want to live healthier lives and 

compassion with those who get sick, seems more appropriate than moral blame and financial 

punishments.  

In the following chapter, I will discuss in more detail the reasons which are given to propose 

something like premium differentiation. 
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Chapter 5 

Assessing the reasons for premium differentiation 

 

5.1 Introduction 

In the previous chapters, I have answered the question whether people can be held morally 

responsible for their own health. In this chapter, I would like to answer a slightly different 

question: should people be held responsible for their own health? I will take a closer look at 

the reasons that are given to hold people responsible for their health by means of premium 

differentiation: preserving solidarity, doing justice, containing costs, and improving people’s 

health. 

 

5.2 Solidarity under pressure? 

The RVZ mentions a decline in solidarity as a motive to change the way solidarity is arranged 

in the health care system. Premium differentiation on the basis of lifestyle is one of the 

measures that would make solidarity sustainable for the future. As already said in the 

introduction of this thesis, the RVZ’s interpretation of solidarity is not self-evident. Because 

people have become less willing to pay for each other’s health care now that it has become 

clearer that diseases are related to behaviour, the RVZ wants to emphasize precisely this 

element of ‘guilt’ in order to preserve solidarity for the future. That sounds contradictory.  

Solidarity is, as is responsibility, not a clear-cut concept; it can be used in many meanings. 

Van der Wal describes three levels of meaning: a descriptive level (solidarity as an expression 

for feelings of fellowship with other human beings), an analytical level (Van der Wal refers 

here to Durkeim’s social analysis) and a normative level.65 I will explore the normative 

meaning of solidarity here and see how the statements of the RVZ about solidarity might be 

interpreted. Van der Wal describes three different ways in which solidarity can be used 

normatively, in which motive in each case is the distinguishing feature: interest solidarity, 

group solidarity and humanitarian solidarity.66  

 

 

 

                                                 
65 G.A. van der Wal, “Solidair, hoe en waarom? Over de betekenis van solidariteit bij de bekostiging van de 
gezondheidszorg,” in Medische schaarste en het menselijk tekort, ed. F.C.L.M. Jacobs and G.A. van der Wal 
(Baarn: Ambo, 1988), 85-98. 
66 Van der Wal, op. cit., 87. 
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5.2.1 Interest solidarity  

This is a type of solidarity amongst people with common interests. It is a type of solidarity 

born out of self-interest; people join forces because they realize they will need each other in 

case a disaster too great to cope with by themselves will hit them. 

Equality and reciprocity are two important principles that play a role here. Equality in respect 

of a common threat or goal, reciprocity in the sense that everybody owes everybody. This 

form of solidarity is common for many insurance arrangements. It is a notion of solidarity that 

comes close to Rawls’ conception of justice, according to Van der Wal.67 It has the form of a 

virtual social contract; a co-operative venture for mutual advantage. Van der Wal notes that it 

may be misplaced to use the term ‘solidarity’ when one describes a group of people who 

joined each other out of self-interest. It seems to disregard one of the central components in 

the meaning of solidarity: feeling concerned about others for the sake of the other.68 I will 

come back to this. 

 

5.2.2 Group solidarity  

In interest solidarity the group is subordinate to the individual members and their interests. In 

group solidarity, on the other hand, the identity of the group as such is central. For example, it 

can be the solidarity between members of a family, a sport club, a nation, or a religious group. 

The members of the group share a way of life that defines their identity. It makes them belong 

together in a special way, it is what makes them show solidarity with the other members of 

the group.69 

 

5.2.3 Humanitarian solidarity 

Humanitarian solidarity does not relate to a certain way of life but to being human as such. 

One does not show solidarity with people to benefit oneself or because these people belong to 

the same group, but because they are a fellow human. This type of solidarity does not rest on 

a symmetrical relation, on the contrary; it is showing solidarity with others that are in need, 

for the sake of that other alone, without expecting something in return. Equality and 

reciprocity do not play a role here. This meaning of solidarity is the so-called ‘warm’ meaning 

                                                 
67 Van der Wal, op. cit., 91. 
68 Van der Wal, op. cit., 93. 
69 Van der Wal, op. cit., 94. 
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of solidarity. In contrast to the ‘cold’ interest solidarity which is much more conditional and 

calculating, this solidarity comes close to charity, beneficence or compassion.70  

Van der Wal calls this humanitarian solidarity, because he sees people who  take an interest 

on someone else’s behalf as the distinguishing feature that makes us human; it is what makes 

us differ from other species.71 Humans have the ability to care about something or someone, 

for the sake of that other, in contrast to seeing something or someone as subservient to their 

own interests. Humans thereby transcend nature according to Van der Wal. They make a brute 

world humane, because human’s ability to care for others makes that the existential risks to 

which all humans are exposed (the omnipresent threats to our lives) are mitigated and 

reduced. It offers shelter for the harshness of our existence. This implies, however, that an 

appeal to humanitarian solidarity regards only the bare necessities. It is about the minimal 

quality of life to live a dignified life. Medical help that is needed to survive or to maintain this 

quality of life will be covered by humanitarian solidarity.  

 

5.2.4 Solidarity in health care insurance 

Health care is a practice essentially based on humanitarian solidarity. We care for people who 

are sick and needy, not because we receive something in return, but because we feel 

compassion with fellow human beings and want to relieve their suffering. This humanitarian 

solidarity, however, is only a shelter for misery that life would place upon us. There is no 

room for misery that is self-inflicted, for misery that is the result of consciously and 

voluntarily chosen acts, according to Van der Wal.72 Interest and group solidarity, on the other 

hand, would not exclude showing solidarity with people who become ill due to their own 

choices, if everybody in the group would agree to that. As referred to in the introduction of 

this thesis, the opinions of the Dutch people, about the question whether to show solidarity 

with people who chose to act unhealthily or risky, are divided. So it seems that none of Van 

der Wal’s notions of solidarity would provide us with a basis to show solidarity with those 

who fall ill because of their own choices, like the kick boxer, the sky diver and the eating 

champion. However, in chapter Four, I cited De Beaufort and Houtlosser who argue that the 

ideal that everybody has the right to live life according to his own convictions, is something 

                                                 
70 M.A.J.M. Buijsen, “Solidariteit in de zorg op de helling,” Pro Vita Humana 5 (2005): 124. 
71 Van der Wal, op. cit., 96. 
72 Van der Wal, op. cit., 100. 
As I have argued extensively in chapter Three, most diseases that have a relation with behaviour should not be 
classified as self-inflicted misery.  
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that binds all Dutch citizens and shapes a collective identity.73 If premium differentiation 

would undermine this ideal – and it will, because it will be morally loaded and arbitrary as I 

argued in chapter Four – it might nevertheless be justified to say that everyone in the group 

agrees to show solidarity with others that make unhealthy or risky choices, because this ideal 

is very broad-based in the Netherlands, since it forms the basis of our democracy.74  

In the health care system of the Netherlands all three types of solidarity can be seen. Health 

care does essentially originate in humanitarian solidarity because people feel concerned about 

each other and want to help people who are sick or injured. The basic health care insurance is 

based on group solidarity. The Dutch population forms a group in which all pay for each 

other’s health care, whether one is sick, healthy, old or young. People with low risks help pay 

for those with high risks. A supplementary health insurance is based on interest solidarity, 

where people are sorted by their risks and people only show solidarity with like-minded 

people whose risks are comparable to their own. Once we would allow premium 

differentiation in the basic health care insurance, an element of interest solidarity would also 

be introduced there. People with comparable risks will then pay the same premium, but those 

who form a higher risk will have to pay more. I mentioned already that it is doubtful to use 

the term solidarity for interest solidarity, since it is actually guided by self-interest. In any 

case, a transition to interest solidarity in the basic health care insurance will mean an 

impoverishment of solidarity, because the other two forms of solidarity are disregarded. 

 

5.2.5 Preserving solidarity, a good reason for premium differentiation?   

The RVZ argues that a measure like premium differentiation will help preserve ‘solidarity’ for 

the future. What it means by solidarity is people’s willingness to pay. Maybe the RVZ is right 

that premium differentiation will keep people willing to pay. Calling this ‘solidarity’, 

however, shows its limited notion of this rich concept. Despite the title of the RVZ advice, 

which as one could suspect would want to convince people to keep showing solidarity with 

others, even in this individualized era, the advice ‘Sustainable solidarity in health care’ does 

not mention the ‘warm’ meaning of solidarity once. It seems to be only about money, and 

especially why we should not spend it too much on others.  

                                                 
73 Houtlosser, op. cit., 9. 
74 With the argumentation of Houtlosser and De Beaufort group solidarity and humanitarian solidarity would 
overlap, since they group Dutch citizens by what is – at least from a Western point of view – essential to being 
human.  
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I will quote some passages from Houtepen and Ter Meulen’s article about solidarity in health 

care, because it is very applicable to the RVZ’s vision on solidarity. 75 It shows how it is 

possible that the RVZ’s advice ‘Sustainable solidarity in health care’ could hardly be any less 

about ‘real’ solidarity. Houtepen and Ter Meulen write:  

Debates on health care arrangements were practically limited to financial and 

organisational matters. Often advocated in the name of solidarity, the normative 

content of such debates was usually reduced to matters of fair distribution and respect 

for rights. The contractual and individualist tenets of liberalism, with their 

accompanying language of rights, legitimate interests and obligations, even pervade 

much analysis and debate which is framed in terms of solidarity. Contractual 

liberalism transforms the concept of solidarity in a rational obligation. to support 

societal arrangements, which should guarantee he basic rights and interests of 

individuals.76   

 

In this liberal view, that the RVZ also seems to hold, solidarity is a matter of individuals 

performing reciprocal duties whilst respecting reciprocal rights. But the ‘weakness’ of a 

system based on such a solidarity lies precisely in this element of reciprocity. As soon as 

people think that others are making ill use of the system they will reduce their support. 

Whether that is justified or not. This clearly can be seen in the reasoning of people who argue 

in favour of measures like premium differentiation. Now that the relationship between health 

and behaviour becomes clearer, many people tend to condemn others in an oversimplified 

way and eagerly use it as an excuse to diminish their support for the health care these others 

might need. The liberal language of rights and duties stimulates restricting standards of 

provisions and obligations for support to a definite minimum.77 People tend to take the liberal 

message to mean something like “be careful not to show too much solidarity, in particular 

with those who have forfeited their right to it”. An emphasis on people’s own share in their 

need for health care, as the RVZ argues in favour of, will surely not adjust such a message. 

Houtepen and Ter Meulen also mention Margalith who makes a distinction between a just 

society and a decent society. According to Margalith, a just society is a one where institutions 

are designed to prevent the humiliation of people by other people. A decent society, on the 

other hand, is one that makes sure that the institutions themselves do not operate in a 

humiliating way.  
                                                 
75 R. Houtepen and R. ter Meulen, “The Expectation(s) of Solidarity: Matters of Justice, Responsibility and 
Identity in the Reconstruction of the Health Care System,” Health Care Analysis 8 (2000): 355-376. 
76 Houtepen and Ter Meulen, op. cit., 364. 
77 Houtepen and Ter Meulen, op. cit., 357. 
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Houtepen and Ter Meulen write:  

There is definitely something humiliating at work when the sick and the needy are 

primarily addressed as potentially overusing receivers of provisions.78  

 

This is exactly what  happens in the RVZ advice. People who have become sick or injured are 

looked at with suspicion; they probably have only themselves to blame. I hope that I have 

successfully managed to correct this image of irresponsible people who live on the expense of 

society in chapter Four. 

The following phrase from Houtepen and Ter Meulen is also highly applicable to the RVZ:  

Solidarity serves as a very doubtful alibi for those reformers of the system that 

combine the logic of bookkeepers with the morals of pension scheme sellers: save 

now, in order to preserve for later. Their concern for our welfare is inextricably 

related to their budgetary mission.79  

 

The RVZ might be right about a decline in the Dutch society of people’s willingness to show 

solidarity. If the RVZ would be really concerned about solidarity loosing ground, however, it 

should try its best to correct the morally loaded and oversimplified picture the majority of 

Dutch people have based their opinion on. Since the RVZ even does the opposite, it can be 

concluded that ‘preserving solidarity’ can not be the RVZ’s reason to argue in favour of 

premium differentiation on the basis of lifestyle. 

 

5.3 Doing justice  

The current situation, where lifestyle is not allowed to play a role in the allocation of medical 

care or the payment of that care, would be unjust according to the RVZ. Premium 

differentiation would bring some more justice into health care.  

Justice is a complex concept, that one could write whole books about.80 It is not my intention 

to treat the concept of justice thoroughly, as that is beyond the scope of this thesis. The RVZ 

does mention justice as a motive for premium differentiation though, so I will say something 

about its line of thought.  

As could be seen in the previous paragraphs about solidarity, the RVZ has a liberal view on 

society. Society is seen as a group of autonomous and rational individuals with reciprocal 

                                                 
78 Houtepen and Ter Meulen, op. cit., 358. 
79 Houtepen and Ter Meulen, op. cit., 364. 
80 Indeed whole books are written about it, for example: Rawls, J. A Theory of Justice. Cambridge 
Massachusetts: The Belknap Press of Harvard University Press, 1971. 
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rights and duties. Solidarity would mean that everybody owes everybody a fair share, but no 

more than that. As justice, it is about a fair distribution of goods. Solidarity perceived this way 

comes close to Rawls’ notion of distributive justice. In this line of thought it would be unjust 

if people have to pay for the medical care of others, while those others seemed to have 

forfeited their ‘right’ to that by living unhealthily. Living healthily seems to have become a 

necessary condition when one wants to profit from ‘solidarity’ arrangements in health care. I 

have already argued that this is a very limited way to perceive solidarity, but it is also not a 

proper application of Rawls’ concept of justice in my idea. People behind Rawls’ veil of 

ignorance would probably not be a proponent of premium differentiation. They might be 

ignorant about their own position, but they do have general knowledge about social 

organization and human psychology.81 Therefore, they know that people in general are 

sensitive to temptations, that they are influenced easily, that they will have problems choosing 

long term gain over instant gratification and that some people will get addicted easily. They 

will know that people’s genetic make-up and their physical and social environment will 

influence their behaviour. They can reason that it can be hard to find trustworthy and 

unambiguous information about health that is understandable and applicable for all. They can 

reason that adverse material conditions can have a negative effect on one’s self esteem, which 

is important to hold on to a healthy lifestyle if one lives in an environment that constantly 

tempts one to behave unhealthily. They can reason that also an adventurous or abundant 

lifestyle can lead to medical costs. I think that the people behind the veil, having all this 

knowledge about social organization and human nature, would not want to take the risk that 

they end up in a body or an environment that makes it hard for them to avoid unhealthy or 

risky behaviour. I do not believe they would enforce a duty to live healthily upon all, on 

penalty of exclusion from ‘solidarity’ arrangements and high costs, while they know that this 

is much harder for some than it is for others. It seems unjust to demand such a duty from 

everybody, while people’s positions are so unequal. And if they would know that premium 

differentiation will be arbitrary and morally loaded in all probability, they would not take the 

risk that such measures undermine some people’s opportunities to live life according to their 

own convictions as much as possible. Because that would be unjust.  

As quoted before, Floris Sanders, chairman of the RVZ in 2005, wrote about the veil of 

ignorance (translated from Dutch):  

                                                 
81 J. Rawls, A Theory of Justice (Cambridge Massachusetts: The Belknap Press of Harvard University Press, 
1971), 137. 
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In a lot of normative and ethical approaches the concept of justice and Rawls' veil of 

ignorance plays an important role. Well, the veil has fallen! We are no longer 

ignorant, we know now that in about fifty percent of the cases the use of health care is 

the result of diseases related to behaviour. Disease is therefore no longer a matter of 

fate. Knowledge puts holes in Rawls' veil, and that means that, with reality becoming 

clearer, the rules that are made up behind the veil, have to be adjusted.82 

 

It is very surprising that Sanders wants to adjust the conclusions that are reached behind the 

veil, to his own vision of what would be just, while the veil is an instrument that is ‘designed’ 

to ensure justice in an unbiased way. Of course one may critique Rawls’ theory, but stating 

that the veil has fallen, or that the veil has holes in it, because we now know that health is 

related to behaviour, is nonsense. Sanders’ statements suggest that he does not understand 

Rawls’ thought experiment.  

In any case, ‘doing justice’ – or what Sanders understands this to mean – does not seem to be 

a convincing argument to allow premium differentiation, since premium differentiation will 

not make the system more just. 

 

5.4 Containing costs 

The continually rising health care expenditures are perhaps the most pressing reason for the 

RVZ wanting to put financial consequences on unhealthy behaviour. In the previous 

paragraphs, I concluded that money seems to be the RVZ’s main motive. Its call for measures 

like premium differentiation is twofold. The RVZ hopes that such measures will be an 

incentive for people to live a healthier life, which is supposed to reduce medical costs. And it 

believes a kind of financial settlement is needed, because healthily living people are now 

paying for unhealthily living people, while the latter are supposed to make more health care 

costs. Both arguments are doubtful. The RIVM  (The National Institute for Public Health and 

the Environment) in 2006 published the findings of a thorough investigation into the costs of 

unhealthy behaviour.83 In this rapport it writes that, although some unhealthy behaviours have 

a significant influence on people’s health and their use of health care, the share of these 

unhealthy behaviours in the total costs appears to be relatively small. The health care 

expenses caused by smoking for example are 3.7% of the total health care costs, those caused 

by obesity 2,0%. This is low in comparison to psychiatric disorders (including dementia and 

                                                 
82 Sanders, op. cit., 11-12. 
83 P.H.M. van Baal et al., Zorgkosten van ongezond gedrag (Bilthoven: Rijksinstituut voor Volksgezondheid en 
Milieu, 2006). 
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cognitive impairments) for example, which cause 22% of the total costs of health care.84 On 

the short term, stimulation of healthy behaviour can lead to a decrease of health care costs, 

although abovementioned figures show that the savings potential is limited. On the long term, 

however, healthy behaviour causes the life expectancy to rise. This means more people will 

live longer and the risk is high they will get other diseases which require health care, like 

dementia, stroke, and problems with their musculoskeletal or nervous system such as 

Parkinson’s disease. Those diseases often require expensive care in a nursing home facility or 

intensive home care. This health care, in the years that are won because one has lived 

healthily, will lead to costs that will far exceed the short term savings. The RIVM rapport 

concludes bluntly (translated from Dutch): 

The central message of this rapport is that unhealthy behaviour has only a limited 

share in the total health care costs and stimulation of healthy behaviour will result in 

more health care expenditures in the long run.85 

 

In chapter Four, I have already refuted the claim that premium differentiation would be a 

good answer to the costs problem. If premium differentiation would lead to behaviour change 

at all, this does little to diminish the share that those diseases that are related to unhealthy 

living, have in the total costs of health care, because new people start behaving unhealthily 

where others stop. Individual behaviour change will not lower the costs substantially, on the 

contrary: the findings of the RIVM show that behaviour change is not even desirable if one 

would contain the costs, since a healthier lifestyle will lead to more costs in the long term. 

In the previous paragraphs about solidarity and justice, I already concluded there are serious 

limitations to the argumentation of the RVZ on these points, but if we would follow its 

argumentation consistently, the premium of healthily living people should be increased, for 

those are actually the ones whose lifestyle increases the risks of making medical costs that 

others have to bear, those are the ones who ‘live on the expense of society’.  

Of course that is an insane idea and most of my arguments against premium differentiation 

would remain. But in two ways it would even be a better proposal than the advice of the RVZ. 

First of all, it would let the people who eventually cost the most, pay the most, and second, 

healthy living is more often a conscious choice than is unhealthy living, so it would be more 

justified to hold healthily living people accountable for their lifestyle. 

 

                                                 
84 Van Baal et al., op. cit., 45. 
85 Van Baal et al., op. cit., 48. 
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5.5 Improving people’s health 

After chapters Three and Four, I have reached the conclusion that it is hard to ethically justify 

premium differentiation on the basis of lifestyle. This fifth chapter has made clear that in 

addition to that, the reasons that are given to want something like premium differentiation, 

namely preserving solidarity, doing justice and containing costs, are not sound. But if 

premium differentiation would cause people to live healthier lives, thereby creating health 

gain and happiness, it might be a proposal to hold onto anyway. For the consequentialist, 

which I mentioned in chapter Two, citing Eshleman, holding people responsible in an 

attributive sense like premium differentiation does, is justified if it would be effective in 

causing a better health and more happiness for people, even if it would not be fair to do so.86 

Improving people’s health seems a noble goal; a good reason to want premium differentiation 

at last. Surprisingly though, the RVZ hardly mentions this motive in its advice. Probably 

because it already knows it will be doubtful that premium differentiation is about to change 

people’s unhealthy behaviour. As I said earlier, changing behaviour is very hard. That 

premium differentiation would lead to many people changing their behaviour for the better is 

based on the wrong assumption that people would only need some financial pressure to 

change their way of living. Policies that aim at the individual have proven to be much less 

effective than macro level or environmental interventions. This means that premium 

differentiation is not only unfair, it will also not be a very effective tool to change people’s 

behaviour and it will not result in better health for many people.  

 

5.6 Conclusion 

In this chapter, I have assessed four reasons to want premium differentiation – solidarity, 

justice, costs and people’s health – and all four reasons were not convincing.  

A measure that emphasizes people’s own share in their need for health care, like premium 

differentiation, will only reinforce people’s diminished support to show solidarity with others. 

It does not preserve solidarity, it helps breaking it down. People’s willingness to pay, called 

solidarity by the RVZ, is based on an oversimplified, incorrect and morally loaded picture. If 

the RVZ would really be concerned about this diminished willingness to pay for others, it 

should try its best to correct this image, instead of affirming it. The ‘solidarity’ that is 

preserved with a measure like premium differentiation, is an impoverished form of solidarity. 

                                                 
86 Eshleman op. cit. 
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It is showing solidarity, but only with like minded people whose risks are comparable to one’s 

own, and only out of self-interest.  

Health care is essentially based on humanitarian solidarity. Humans have the ability to care 

for others for that other’s sake. It would be inhumane if we would not help people who have 

become sick. That is why we show solidarity with sick people and contribute to the health 

care costs in order to give everyone the medical care he needs. A justification to keep showing 

solidarity when one knows this care is necessary because people choose to act risky or 

unhealthily, can be found in the ideal that everyone should have the ability to live life 

according to his own convictions, which is one of the pillars of democracy. Premium 

differentiation would threaten this broad based ideal, because it will be morally loaded and 

arbitrary.  

Doing justice is also not a good reason to introduce premium differentiation. If the negotiators 

behind the veil of ignorance would be omniscient about everything but their own position, 

they probably do not want to enforce a duty on everybody to live healthily on pain of 

exclusion from ‘solidarity’ arrangements, because for people in some positions it is much 

harder to live healthily than it is for others.     

It is typical that the RVZ’s most pressing reason to attach financial consequences to unhealthy 

behaviour are the rising costs of health care, while its whole argumentation is based on the 

wrong assumption that it is unhealthy behaviour that causes the costs to explode. Unhealthy 

behaviour leads to medical costs, but age-related diseases like dementia have a share in the 

total costs that is much greater. And these are exactly the diseases that people will get when 

they reach old age because they have lived a healthy life. If the RVZ would believe in its own 

vision that people whose behaviour increases the risk of making medical costs should 

contribute more, it should suggest a higher premium for those that live healthily.  

Premium differentiation will also not contain the costs by making people change their 

behaviour. If it will have an effect on people’s behaviour, which is doubtful, it does little to 

diminish the share of those diseases that are related to unhealthy behaviour, in the total costs, 

because new people start behaving unhealthily as others stop. Moreover, in the long run 

behaviour change will imply that more people will reach old age which, again, will increase 

health care expenditures instead of saving them. 

It can be concluded that premium differentiation is not only unfair, unfeasible, probably 

highly arbitrary and morally loaded, but also that it reinforces the oversimplified and incorrect 

picture that has made people less willing to pay for other’s health care – thereby crumbling 

solidarity instead of preserving it – and that it will be unjust, based on a wrong assumption 
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about the ‘offenders’ of making high medical costs, and ineffective, as it does not contain 

costs nor improve people’s health. 

For those who still need some extra arguments why attributive responsibility ascriptions in 

health care, like premium differentiation, are not a good idea, I will discuss in the next chapter 

the adverse effects of measures stressing people’s ‘guilt’.  
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Chapter 6 

Possible adverse effects of attributive responsibility ascription  
 
6.1 Introduction  

In the previous chapter, I have asked the question whether we should hold people responsible 

for their health. I have assessed the reasons to answer ‘yes’ to that question. In this chapter, I 

want to assess why one might not want to hold people responsible for their health. I will 

discuss some possible adverse effects that holding people responsible for their health in an 

attributive way, might have. These would make measures like premium differentiation 

undesirable, even if there would be good justifications for it. These alleged adverse effects are 

partly based on speculation and I might be empirically proven wrong when attributive 

responsibility ascriptions would become common in the future. However, introducing an 

element of guilt in health care practice does also seem to change more fundamental aspects of 

providing care, in an undesirable way.  

 

6.2 ‘Healthism’, stigmatization and victim blaming 

‘Healthism’ is a term that Ten Have et al. use for the increasing preoccupation with health and 

the influence of terms as ‘healthy’ and ‘unhealthy’ in modern society.87 Health has become 

increasingly important for many people, for some health is even the most important value in 

their lives. Health is generally thought of as being intrinsically good. According to ethicist 

Callahan however, cited by Houtepen and Ter Meulen, health is only an instrumental value 

and can never be an absolute or intrinsic value: “we are healthy in order to achieve other 

things in our life. We do not live in order to be healthy.” 88 ‘Healthy’ and ‘unhealthy’ are in 

essence descriptive and not normative terms. Thinking of health as intrinsically good, 

however, can lead to a shift in the meaning of these terms. ‘Healthy’ is taken to mean ‘right’ 

and ‘unhealthy’ is taken to mean ‘wrong’. This  modern trend to define a good life primarily 

in terms of a healthy life, is of course questionable as such, since it ignores other values that 

may make life worth living for, but in combination with the strong emphasis on personal 

responsibility for health, that measures such as premium differentiation will bring about, it 

might have highly undesirable consequences. An emphasis on individual responsibility for 

health will reinforce the negative moral connotation that a bad health already has.  

                                                 
87 Ten Have et al., op. cit., 119. 
88 Houtepen and Ter Meulen, op. cit., 359. 
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Minkler writes: “the renewed emphasis on individual responsibility for health has been 

accompanied by the re-emergence of a Victorian era notion that healthy old age is a just 

reward for a life of self-control and right living”.89 She quotes Levin who writes: “Good 

health has become a marketplace for the public display of the secular faith in the power of the 

will.”90 This mentality is likely to affect the attitude towards people who are sick. Where 

those people used to evoke feelings of sympathy, they might now be looked at with 

disapproval and suspicion. The danger of such a mentality is that ‘being ill’ will too easily be 

redefined as ‘being guilty’. Health problems might even be seen as ‘deserved’. It goes without 

saying that society will not become a nicer place when people withhold their sympathy for 

sick fellow citizens unless and until it is established that those who are sick could not have 

stayed healthy by acting more prudently. An overemphasis on the individual’s responsibility 

for the state of one’s body or health may also inadvertently contribute to a stigmatizing 

attitude towards people who have problems with their health, like the disabled or chronically 

ill people. Minkler writes: “Within such a vision, where is there a place for the 85-year-old 

man with a respiratory ailment or the obese and severely arthritic elderly woman in a 

wheelchair?”91 Moreover, a strong emphasis on personal responsibility will be at the expense 

of attention for other determinants of health, like socioeconomic factors, and the attention for 

the share in responsibility that other parties like business or the government might have.92 

Such an attitude can result easily in blaming the victim.93 

 

6.3 The doctor- patient relationship and the access to health care endangered  

If society believes that people should be held responsible for their health in an attributive way, 

and wants to attach consequences to certain behaviour, it might expect doctors or other health 

care workers to play a role in this. The doctor might be pictured as the person that should 

form the ethical verdict, that should determine the ‘penalty’, or that should deliver  the 

required information, so others can form the verdict and determine the ‘penalty’ (think of 

                                                 
89 Minkler, op. cit., 128. 
90 Minkler, op. cit., 128. 
91 Minkler, op. cit., 128. 
92 A strong emphasis on individual responsibility may result in other parties being let off the hook (not 
necessarily though). In chapter Three I wrote about how the environment tempts people to live unhealthily, for 
example by unhealthy food that is everywhere available and infrastructure that does not encourage one to walk 
or ride a bike. Whether business and/or the government can be morally blamed for this is an interesting question. 
In case we would want to blame those parties morally, we must argue that they are either somewhere in the chain 
of factual causes or that they have failed to take the substantial responsibility, they apparently have been 
assigned, for people’s health. Both arguments are interesting to discuss, but fall outside the scope of this thesis, 
since this thesis only adresses the attributive responsibility individuals have for their health related behaviour.  
93 M.H.N. Schermer, “Ethische aspecten van gezondheid en gedrag,” in Gezondheid en Gedrag, Raad voor de 
Volksgezondheid en Zorg (Zoetermeer: Raad voor de Volksgezondheid en Zorg, 2002), 102. 
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doctors who would inform insurance companies about the state of someone’s health so the 

insurance company can determine the height of the premium). Medical practice, however, is 

not the proper place to assess guilt, to blame people or to disclose information about people’s 

health. People should not need to fear the indignation of the doctor or be afraid that the doctor 

will ‘report’ them to their insurance company. That would severely endanger the doctor-

patient relationship and the access to health care.   

Despite the fact that patients are increasingly empowered and emancipated today, the doctor-

patient relation is still an asymmetrical relation. A patient is sick and vulnerable and is 

depending on the doctor and his knowledge and skills for a solution to his problems. Moral 

criticism on a patient or his behaviour will make the relationship even more asymmetrical 

than it already is. Criticism will not help a doctor maintain a trustworthy relationship, which is 

often a necessary condition for treatment to be successful. Patients that fear moral blame from 

their doctor might be less open about their problems, which won’t be beneficial to finding the 

correct diagnosis and treatment. Moral disapproval from the doctor might even cause patients 

to delay their visit or refrain from seeing a doctor at all. In this way thresholds are created for 

people to go to a doctor and access to health care will be endangered. Notions of guilt and 

moral blame are therefore definitely unwanted in the consulting room of the doctor.94 

Moreover, for holding people responsible in an attributive sense, information about the state 

of one’s health is needed. This will be mostly private information that is only known by the 

patient itself and the medical personnel directly involved in its treatment. Medical staff has 

professional confidentiality. It would limit the access to health care if this confidentiality 

would be compromised for the purpose of responsibility ascription. In fact, it would be 

against the law for doctors to share confidential information. 

Van de Vathorst and Alvarez-Dardet are also sceptical about the role of the doctor in this 

matter.95 They write:  

Never should doctors let themselves be used to pass a verdict on behalf of society, 

which may not approve of some lifestyles. If society wishes to punish those whose 

lifestyle it does not approve of, this should be done under no less strict rules than in 

criminal justice: the rules should be set in advance, and be known publicly, the 

principle of fair hearing should apply, and we shouldn’t combine the judge, the 

                                                 
94 That is not to say that the doctor should not give lifestyle advices, only that he should avoid attaching a moral 
judgement to this. 
95 S. van de Vathorst and C. Alvarez-Dardet, “Doctors as judges: the verdict on responsibility for health,” 
Journal of Epidemiology and Community Health 54 (2000): 163. 
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prosecutor and the executioner in one person. Doctors do not deserve to be cast in 

such roles.  

 

6.4 The essence of providing care altered 

As I already wrote in chapter Five, providing care to others who are in need of help is 

essentially an act of humanitarian solidarity. We provide health care to those who are in need 

of care, because we are concerned about their fate. If we would introduce a notion of guilt into 

health care practice, this core of providing care would change. Medical need will no longer be 

the sole criterion to provide help; medical help will become conditional.  

Wikler writes about this: 

One ground for the resistance of physicians to basing treatment decisions on 

assessments of personal responsibility is the prospect that the very useful and virtuous 

first instinct of the doctor or nurse, that of sympathy and care for the suffering patient, 

might be attenuated – put on an unstable hold, as it were – until the verdict of fault 

comes in. All of us gain if and when doctors think of patients as patients.96 

 

6.5 Conclusion 

Measures that hold people responsible for their own health can have adverse effects on the 

way society treats its sick and needy. An overemphasis on health and people’s own share in 

that health can change society’s attitude towards those who are sick. They might be looked at 

with moral disapproval and suspicion. Such an attitude can inadvertently lead to stigmatizing 

those who have problems with their health and to the blaming of victims. Especially doctors 

and other health care workers should not take over this attitude and blame people on behalf of 

society. This would be harmful for the relationship between patient and professional and it 

would endanger the access to health care. Moreover, measures that hold people responsible 

for their health would introduce an element of guilt into health care practice. This changes the 

core of providing care to people. Society would let go of the noble principle that in providing 

care medical need is the only criterion that counts.  

 

                                                 
96 Wikler, op. cit., 51. 
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Chapter 7 

Conclusions 

 

This thesis was written as a critique on the vision underlying the opinion that unhealthily 

living people can and should be held responsible for their behaviour, for example by means of 

premium differentiation on the basis of lifestyle. I have unravelled the notion of responsibility 

and I have explained why premium differentiation is a measure that holds people responsible 

for their behaviour in an attributive sense.  

To hold people rightfully responsible in this way, three conditions have to be met. Someone 

has to know what he is doing, someone has to be free in his choice to conduct an ethically 

wrong action and his intention matters to some degree. I have assessed if those conditions are 

met in case of unhealthy behaviour and I have concluded that they are not met fully in most 

instances. With premium differentiation people are accused of having knowingly chosen to 

increase the risk of making medical costs by living unhealthily. I have explained why it is not 

reasonable to expect everybody to know what they are doing, in the sense that one would 

really know in what way one’s behaviour will lead to medical problems and costs. I have also 

explained why people most of the time will not be totally free in their ‘choice’ to live 

unhealthily. This leads to the conclusion that in most instances it will not be fair to punish 

people for their health related behaviour, since they have not chosen knowingly and freely to 

act in a way that could lead to medical costs, and they certainly did not do that with that 

purpose.  

I have argued that in case people did choose knowingly and freely (still without bad intention 

though) to act risky or unhealthily, premium differentiation will still be a bad idea. Premium 

differentiation will not be feasible in a non arbitrary and morally neutral way. Therefore, it 

will undermine one of the most important pillars of our democracy; the ideal that everybody 

should have the opportunity to live life according to one’s own convictions.  

I have argued that a liberal vision on society as a contract of rational autonomous individuals 

with reciprocal rights and duties, results in a cold and limited notion of solidarity, which is not 

beneficial for the already declining willingness to pay for other’s health care needs. A 

measure like premium differentiation stresses people’s own share in their need for health care, 

while instead a nuanced story needs to be told about the relation between health and 

behaviour. A measure like premium differentiation will only reinforce the oversimplified and 

morally loaded picture that people have based the withdrawal of their support on.  
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I have also argued that premium differentiation would be unjust according to Rawls’ criteria, 

because the people behind the veil of ignorance would probably not want to enforce a duty on 

everyone to avoid behaving in a way that could lead to medical costs on penalty of exclusion 

from ‘solidarity’ arrangements and high costs, having all the knowledge about social 

organization, human nature and the unequal positions people can have. I have explained why 

premium differentiation will be an ineffective tool to improve people’s health or to reduce 

medical expenses and I showed that – if it would be about the money – people’s ethical 

indignation is pointed at the wrong people. People that live healthily are eventually the ones 

whose behaviour leads to the highest medical costs.  

Furthermore, an overemphasis on health and people’s responsibility for that health might 

change society’s attitude towards people that have health problems, and can lead to 

stigmatization and victim blaming. An assessment of guilt into medical practice will endanger 

a trustworthy relationship between patient and professional and will endanger the access to 

health care. Moreover, the essence of providing care to people who are in need will be altered. 

This leads to the final conclusion that there are no good reasons to support premium 

differentiation, only reasons against it. It is unfair, unfeasible, arbitrary, morally loaded, 

unjust, ineffective and it can – from a moral point of view – have undesirable effects on the 

way society treats its sick and needy. If we can not feel compassion any longer with people 

who are sick, regardless of the causes of their misery, our society will become a little colder, a 

little less humane.  

 

That responsibility for health in an attributive sense is a bad idea, is not to say it would be a 

bad thing to encourage and help people to live more healthily. How substantial 

responsibilities for health should be best divided amongst individuals, government, social 

organisations and business is an other interesting discussion, that regrettably fell outside the 

scope of this thesis. But I can give a small foretaste of my vision on health promotion, that 

will need to be backed up with arguments elsewhere. I do not see much harm in making ‘a 

healthy choice the easiest choice’. Many people could do with a helping hand. We should 

watch out for too much paternalism though. More generally, I think an overemphasis on 

health should be avoided. Health should not be regarded as end in itself, but as an 

instrumental value to achieve a good quality of life. Quality of life should be the essential 

term in health care, that is what it should be about. Moreover, there is great savings potential 

in health care if doctors would not routinely exert themselves to the outmost in respect to 

medical treatments, but if they, together with the patient, would come to a careful 
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consideration about what serves the patients’ quality of life best. This may mean not starting 

(invasive) treatments in some cases. That is a more fruitful way to achieve reduction of health 

care expenditures, of which I do not dispute the necessity, than punishing people for their 

unhealthy or risky behaviour.
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