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Abstract
Some philosophers and segments of the public think age is relevant to healthcare priority-setting. One
argument for this is based in equity: “Old” patients have had either more of a relevant good than “young”
patients or enough of that good and so have weaker claims to treatment. This article first notes that some
discussions of age-based priority that focus in this way on old and young patients exhibit an ambiguity
between two claims: that patients classified as old should have a low priority, and that patients classified as
young should have high priority. The author next argues, drawing on a problem raised by Christine Overall,
that equity cannot justify giving “old” patients low priority, since there is wide variety in the total lifetime
experiences of older people, partly influenced by gender, race, class, and disability injustice. Finally, the
author suggests that there might be a limited role for age-based prioritization in the context of infant and
childhood death, since those who die in childhood are always and uncontroversially among the worst-off.
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Introduction

Some theorists andmembers of the public1 think age is a valid criterion for allocating health resources. A
common version of this view is “microageism,” the view that if medical professionals can extend the life
of either a “young” or “old” patient, they should prioritize the young patient. In addition, public health
spending can target health conditions that differentially affect various age groups, or it can prioritize
members of certain age groups for life-extending treatments. Although less commonly proposed, one
might think that if we should prioritize young over old patients inmicroageism, we should also prioritize
younger people at the level of public health. Call this “macroageism.”

There are two possible justifications for using age as a resource allocation criterion.2 The first is an
efficiency justification,3 also called (somewhat misleadingly) “utilitarian ageism.”4 In this view, we
should maximize the health benefit produced by a set of resources. Typically, extending the lives of
old patients will produce less total good than extending the lives of young patients. In some cases, such as
intensive care treatment, old patients have lower chances of benefitting from treatment. And even when
they do benefit, they will generally go on to live for less additional time, and with more health
complications, than young patients. Such justifications have been the subject of considerable opposi-
tion.5 My focus, however, is on a second justification, which appeals to equity and is sometimes called
“egalitarian ageism.”6 In this view, we should prioritize extending younger patients’ lives—through
microageism and/or macroageism—because this is fairer. From here on, then, when I talk about age-
based prioritization, I assume an equity justification.

The simplest version of an argument for age-based priority assumes the following principle:

Lifetimes Only: Distributive justice principles apply across people’s lifetimes, and not any other
times.
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For the purposes of this article—to argue against standard justifications of egalitarian ageism—I assume
that Lifetimes Only is true.7 If we care about equality, Lifetimes Only says that what we care about is
equality across people’s lives (e.g., that they have equally good lives or equal opportunity across their
lives). Two people’s lives can go equally well when taken as whole, even though they are never equal at
any point in time, or any stage of their lives. For example, a person whose life starts off very well and then
gets continuously worsemay have an equally good life to someonewhose life starts off very badly and gets
steadily better. Lifetimes Only says there is no justice-relevant inequality here. Assuming the truth of
Lifetimes Only strengthens the case for age-based priority compared with a view that also cares about
shorter periods. Even if old patients have weaker lifetime claims, the possibility of time-relative claims
complicates the question of overall priority. So, Lifetimes Only strengthens the case for the view that
I criticize.

The structure of the article is as follows. I first outline the argument for egalitarian ageism in more
detail. I then make a point that has been missed in the discussion of age-based prioritization. In
comparing the young and old, we are potentially conflating two separate ideas: that “old” people take
lower priority, and that “young” people take higher priority. As long as the categories of young and old
are not jointly exhaustive (e.g., if there is also a group of “mature adults” or the “middle aged”), then these
ideas are not equivalent.

I next turn to the main goal of the article, which is to argue that if we are going to adopt age-based
prioritization, the first formulation—old people have lower priority—is not justified on egalitarian
grounds. The second formulation—young people have higher priority—might be. The main reason for
this is a divergence, which increases with age, in individuals’ welfare, opportunity and other goods that
are relevant to justice. After outlining this argument and applying it to the question of giving lower
priority to the old, I consider how giving greater priority to the young may avoid this problem and then
briefly explore what a policy of giving priority to the young might look like. Finally, I consider two
objections.

Egalitarian Ageism

Young people have lived for less time than old people have. Thus, say egalitarian ageists, it is fair to
prioritize extending their lives. Note that this does not obviously apply to interventions that are not life-
extending. If a young patient will survive to old age no matter what we do, then failing to treat themmay
not create unfairness. From an egalitarian perspective, assuming the truth of LifetimesOnly, wewill want
to know how the rest of their life will turn out; it could be that even without treatment the young patient
will have a better life overall than the old patient. That is not to say that a similar argument could not be
developed for at least some health conditions, particularly those which are expected to have significant,
negative, lifelong effects. But I will stick in my discussion to interventions without which a patient will
likely die.

There are different ways we might understand the equity argument. The equity argument for age
priority might appeal to:

Equality: Extending old people’s lives increases inequality; extending young people’s lives decreases
inequality. So, we have an egalitarian reason to prefer extending young people’s lives over extending
old people’s lives.8

Priority: A person who dies young is noncomparatively worse off than a person who dies in old age.
So, claims to life-extending interventions are stronger for the young.

Sufficiency: There is some age-based threshold, which old people are above, and young people are
below, which marks the point at which people have lived long enough. Those who have lived long
enough have weaker claims to life-extending health interventions.9 The claims of those who have
not had enough life are not subject to such weakening.While some understand this view as focusing
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purely on the amount of time someone has lived, others have thicker accounts where completeness
means achieving certain distinctive kinds of good.

I return to these formulations below. In the next section, though, I show that age-based prioritization can
focus on one or both of the young and old, and that these focuses are not equivalent.

“Prioritize the Young” and “Deprioritize the Old” Are Not Equivalent

Views about age-based prioritization are sometimes arrived at by considering age groups across the
lifespan.10 But such claims are also sometimes arrived at, or formulated, by comparing what we might
think of as “young” and “old” individuals or groups. This includes empirical work on public attitudes to
age-based prioritization, which asks respondents to compare patients who are distant in age. For
instance, P.A. Lewis and M. Charny have respondents compare patients ages 5 and 70; 35 and 60;
and 2 and 8.11 Respondents overwhelmingly preferred age 5 patients (94%); strongly preferred age 35
patients (80%), and slightly preferred age 8 patients (21%, with 54% unanswered). Whereas most (74%)
found the first comparison easy, this dropped to 40% for the second comparison and 8% for the third.
Similarly, Jana Rogge and Bernhard Kittel compare patients of ages 30 and 7012; Daniel Eisenberg and
coauthors compare patients of ages 10 and 60.13 Erik Nord and coauthors suggest that support for age-
based prioritization comes from public preferences for “children and young adults over elderly people,”
and ask respondents to compare patients of age 20 with patients of ages 10, 60, or 80.14 Markku
Myllykangas and coauthors simply ask respondents to evaluate the comparative claims of “children and
young people” against “elderly people,”15 while Paul Dolan and coauthors found across several studies
that “age was clearly important but there was no real consensus about when age mattered for policy and
when it did not—except in the case of children versus adults.”16

Assume that we should use such evidence as a guide to the allocation of health resources. Compar-
isons of old and young patients would then give us the following claim:

Young-Old Priority: When deciding between “young” and “old” patients for life-extending inter-
ventions, equity requires that we prioritize young patients.

Drawing from the broadest definitions in the above-cited work, assume that “young” means “35 and
under,” while “old” means “60 and older”; narrower definitions of these groups would make my point
stronger. Even on these broad definitions, we are left with a third group, the “middle-aged”: those ages
36–59. Young-Old Priority does not tell us what to do when comparing young and middle-aged people,
or middle-aged and old people. For both comparisons, we get two possible views. For instance, an
advocate of Young-Old Priority might think we should always prioritize younger patients over older
patients, whatever their ages:

Young-Middle Priority: When deciding between “young” and “middle-aged” patients for life-
extending interventions, equity requires that we prioritize young patients.

Middle-Old Priority: When deciding between “middle-aged” and “old” patients for life-extending
interventions, equity requires that we prioritize middle-aged patients.

Of these three claims, one might accept all of them, reject all, or accept some subset. Not all subsets are
rational to accept. For instance, somemight say that while we should prioritize the young over the old, we
should avoid prioritizing the young over the middle-aged, or the middle-aged over the old, because
priority should be given only when there is “significant” inequality. But this generates a paradox if we
must choose one of a young, middle-aged, or old patient, since while the young patient should be
preferred over the old patient, the young patient gets no higher priority than the middle-aged patient,
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who in turn gets no higher priority than the old patient. Thus, those who accept Young-Old Priority
should accept at least one of Young-Middle Priority and Middle-Old Priority.

I therefore focus on two possible combinations of views, one of which is popular in the literature on
age-based prioritization, and the other of which is not. The first combination is to endorse Young-Old
Priority andMiddle-Old Priority, but to reject Young-Middle Priority. This is essentially the Fair Innings
view, and it can be summarized as:

Deprioritize the Old: Old patients take on a lower priority for life-extending health interventions
than patients of other age groups. Age is otherwise not relevant, at least for reasons of equity.

The second combination also accepts Young-Old Priority. However, it rejects Middle-Old Priority, and
endorses Young-Middle Priority, giving us:

Prioritize the Young: Young patients take on a higher priority for life-extending health interventions
than patients of other age groups. Age is otherwise not relevant, at least for reasons of equity.

It is obvious, but important, that these ideas are different. They are also easily conflated if we only
compare the claims of young and old patients. Finding public support for prioritizing a child over a
70-year-old is consistent with both views, and thus is not straightforwardly evidence for Deprioritize the
Old. Similarly, philosophical approaches which aim to pump our intuitions about cases to develop ethical
and policy proposals cannot solely appeal to cases that only compare young and old patients. Now, as
I have acknowledged above, there is plenty of work on age prioritization that does not do this; and such
work may support the conclusions about public opinion claimed by more limited comparisons. Still, a
preliminary conclusion of this article is that we need to take care in using data or philosophical thought
experiments which are ambiguous between whether respondents value prioritizing young patients,
deprioritizing old patients, or both (e.g., through a continuous prioritarian age-weighting such as in Greg
Bognar and Iwao Hirose’s discussion).17 If we want to test an age cutoff above which patients—classified
as “old”—get reduced priority, then the best way to test this is not by comparing such patients with
children or young adults, but rather with those just below the cutoff. If we want to test whether there is a
general, continuous preference for younger over older patients at all life stages, then we need to make
several comparisons. Finally, if the comparison made is between the unambiguously young and
unambiguously old, then what we get to conclude about public preferences is limited to this comparison,
that is, that people prioritize saving the young over the old.

From here on, I argue for a second conclusion. Even if the public prefer both Prioritize the Young and
Deprioritize the Old, this does not mean both of those policies are justified. In the next section, I draw on
work in feminist and anti-racist philosophy to argue that any viewwhich tells us toDeprioritize theOld is
not justified on egalitarian grounds. I will then suggest, however, that these arguments do not obviously
undermine prioritize the Young; thus, if any version of age-based prioritization is plausible, it is not a
version that looks to the end of life, but one which looks toward the beginning. I end by making some
suggestions for what youth priority might look like and considering some objections.

Deprioritize the Old Is Not Justified by Appeal to Lifetime Equity

Christine Overall has considered the idea of human enhancements targeting the aging process, and thus
potentially offering radical extensions to the human lifespan.18 Drawing on earlier work in feminist
philosophy,19 and echoing other discussions,20 Overall responds to the charge that such radical lifespan
extension would be unjust because it favors those who are already old. She notes that this critique makes
the error of assuming “that it can only be young people who have not yet had the opportunity to enjoy the
good of human life.”21 The reason this is an error is, in large part, because of various forms of injustice,
including but not limited to racism, sexism, and disability discrimination. Similarly, Ian Dey and Neil
Fraser22 ask whywe should look solely to age as amarker of those who are better off in lifetime terms, and
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not to other demographic facts such as gender, class, or disability status. More recently, Luis Cordeiro-
Rodrigues and Cornelius Ewuoso23 have suggested that using age in triage protocols is a form of “racism
without racists,” since such approaches systematically disadvantage black patients—although their
argument is framed as engaging with consequentialist views, they also discuss arguments that would
fall under “egalitarian” ageism.

My interest is not so much in Overall’s conclusions about radical life extension, but rather in the
general form of the argument she makes against this justice-based critique of extending the lives of the
old. It is an argument that can be generalized to think about age-related prioritization more generally.

Earlier in the article, I outlined several different interpretations of an equity justification for age-based
prioritization, based respectively on appeals to equality, priority, and sufficiency. Each interpretation
began with an empirical claim. For instance, the priority version claims that those who die young are
worse off than those who die old. The sufficiency version posits the existence of a threshold, in which old
people are above and young people (currently) below, that marks the point at which one has “lived long
enough.” The equality version claims that extending the lives of old people increases inequality, whereas
extending the lives of those who would otherwise die young decreases it.

The central problem, following Overall and others, is that these empirical claims are all false, at least
on many ways of understanding the terms “young” and “old.” They are false because for most adults
(I come to children in a moment), for any two ages we choose, there will be many people in the younger
age group who would have had better total lifetimes if they died today than many people in the older age
group. For instance, if I died today at the age of 34, I would not have had a worse lifetime overall than
some people aged 70 or older. Thus, if a health system had to choose between extendingmy life and some
randomly chosen 70-year-old, we cannot know whether saving the 70-year-old would increase inequal-
ity, and it might not be true that the younger patient (me) would be noncomparatively worse off in
lifetime terms than the older patient.

These observations hold almost whatever currency of justice we choose. There are 34-year-olds who
have had more total lifetime welfare than some much older people. They have had more opportunities
already, and they have enjoyed the use of a greater total amount of resources. On some obviousmeasures
of health, such as Quality-Adjusted Life Years (QALYs), a young person who has had very good health
may have enjoyed a greater total number of QALYs than a much older person with considerably worse
health.

The falsity of the sufficiency interpretation is different in structure. The sufficiency view claims that
there is some age at which people have had a complete life, or lived long enough. Consider first a
sufficiency view that sets its age threshold at a point where individuals have had a good enough lifetime
total of some currency of justice, such as welfare. Say that the chosen threshold is 70. The sufficientarian
who wants to endorse Deprioritize the Old faces a dilemma: is 70 the relevant threshold because of the
cumulative well-being of the best-off 70-year-olds, of the average, or of the worst-off? If it is the best-off
or the average, then there will be some, perhaps many, 70-year-olds who have not yet reached the
cumulative total that is supposed to ground a complete life. If it is the worst-off, then the best-off, and
many others, will have reached that threshold long before 70. Aside from the apparent arbitrariness of
choosing any particular age as the relevant threshold, no age marks a threshold where all, or even most,
people actually reach a particular level of well-being, opportunity, or resource use.

One potential currency of justice where old people invariably fare better than young people is age
itself: if the mere number of years lived were a currency of justice, then it is true by definition that old
people are better off than those who die young. But age itself is either not a currency of justice, or it is one
whose importance for justice is dwarfed by other considerations. The mere fact that someone has lived a
long time is not all that significant to their claims.

A second potential currency,24 which relatesmost obviously to certain kinds of “narrative” view about
a complete life (which I have classed above as sufficientarian), concerns the idea that there are certain
central human goods that can only be achieved at certain ages. Proponents of such a view have two
options. One option is to suggest certain age-specific goods that are common to all individuals.25 That
might include, for instance, seeing one’s grandchildren grow up, or enjoying some years of retirement
after a fulfilling career. However, these goods can come at significantly different ages, including ages at
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which one is not obviously “old.” Moreover, some people do not want these goods at all: if “watching
one’s grandchildren grow old” is a necessary component of a complete life, then the person who decides
not to have children will never have a complete life. Of course, we might fix this issue by saying that one
must have had the opportunity for such goods. But this is not obviously much better. Not everyone has
had these opportunities upon reaching old age; and this shift does not solve the problem of those who
fulfill these experiences much younger or much older than is typical.

An alternative option is to suggest a wide variety of possible components of a complete life and say that
the relevant components depend on the individual. At an extreme, we might say that a person is “old,”
and thus that their claims to life-extending care have lesser weight, when they have lived a complete life
by their own lights.26 But this is unhelpful for health policy: providers of life-extending care cannot go
round asking people whether they have lived a complete life by their own lights; and such an approach
would completely rule out age as a criterion for macroallocation: there is no particular age where we can
be sure that all or even most people will regard their life as complete. Thus, the fact that someone is old is
neither intrinsically relevant to justice, nor a good proxy for facts, which are intrinsically relevant.

The reasons for the disparities we see within age groups, and between the well-off young and badly-off
old, are various. Some old people have had lives of poor quality due to injustice, as Overall notes. Such
injustices may be personal; often they are structural. Perhaps the empirical claims about old and young
peoplemade in by the egalitarian, prioritarian, and sufficientarian versions of the equity argument would
be more plausible if we controlled for various demographic factors, such as economic class, race, gender
and disability status. But they are not true within any society, and certainly not at a global level, if we
ignore those factors.

However, others may have had bad lives in part due to their own choices. Greg Bognar (personal
communication) suggests that my argumentmay ignore this important fact. Perhaps so long as everyone
has a reasonable chance of living a good life, then the fact that some old people have had worse lives than
some young people does notmatter.27 If people end up badly off through their own choices, maybe this is
not unjust. This is a sufficientarian view with opportunity as its currency.

There are two points to make about this suggestion. First, it is not obvious that responsibility is
relevant to health justice to such a comprehensive degree. Second, even if the normative claim is true, the
antecedent of the conditional is false. It is not true that everyone has had a reasonable chance of living a
good life, and that we can typically explain failure to do so by individual choice.

This raises an important point about my argument. I am not claiming—at least, not here—that it is
necessarily unjust to use old age as a criterion in healthcare allocation. By necessarily unjust, I mean that
it would be unjust in all societies, in all realistic situations. My claim is more limited, though still fairly
strong: I claim that inmany contemporary societies, includingmy own society of the UK, such a policy is
unjust because of the actual injustice that many older people have faced. My interest in this article is in
actual policies that might be adopted. Thus, I conclude this section by reiterating that the policy
“Deprioritize the Old” is unjust, or at least not justified by reference to lifetime equity. This argument
also raises problems for views such as Norman Daniels’s Prudential Lifespan Account, which asks us to
see age-based interpersonal choices in the light of what we would choose intrapersonally across a
lifespan.28 Where people have very different qualities of life, opportunity, and so on, there are
considerable problems in translating intrapersonal prudence to interpersonal fairness.29

Amassing a significant number of life-years may be “supremely valuable,”30 but its value is primarily,
perhaps solely, instrumental. Since different individuals have significantly different opportunities and
outcomes in converting life years into other goods, I suggest that Deprioritize the Old cannot be justified
by reference to lifetime equity.

Prioritize the Young Might Be Just

The objection to Deprioritize the Old which is at the heart of my argument in the previous section relies
on an empirical claim of increasing divergence. In terms of total lifetime well-being, opportunity, and
resources enjoyed, the gap between the best- andworst-off in a particular generation grows as people age;
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thus, age is not the only, nor the most, relevant fact about people.31 Take QALYs as an example. Imagine
two people. One experiences good health, leaving them with an average of 0.95 QALYs per year. The
other experiences significant, but by nomeans the worst possible, health burdens for much of their life—
for simplicity, from birth—leaving themwith an average of 0.6 QALYs per year. After they have lived for
1 year, there is a disparity of .35 QALYs: the equivalent of around a third of a year of full health. At age
90, the disparity is 31.5 QALYs: the better-off person has enjoyed 85.5 QALYs across their life, while the
worse-off person has had only 54. Indeed, in lifetimeQALY terms, the better-off individual already had a
greater cumulative total at the age of 57 than the other individual will have across their whole life.
Although less formally measurable, the same is true of people who have different average levels of well-
being more generally, or who enjoy different levels of resources. Opportunity is perhaps less straight-
forwardly cumulative in nature: but it is often true that those who enjoy opportunities early on in life get
access to further opportunities, while those who faced disadvantages do not.

Aswell as this cumulative divergence in lives,many societies aremarked by significant inequality even
from birth. From a lifetime perspective, an infant from a privileged background who lives to old age is
much more likely to be among the best off in lifetime terms than an infant from a disadvantaged
background. Now, though, focus on a subset of individuals: thosewho face the possibility of death in their
infancy or childhood. From a cumulative lifetime perspective, someone who dies in infancy is among the
worst-off even if, had they survived and lived to old age, they would have been among the best off. If our
better-off individuals above had died at age 2, they would have accumulated only 1.9 QALYs across their
whole lifetime, far less than the individual who enjoys fewer QALYs per year, but lives far longer.

The person who dies very young is, in lifetime terms, very badly off in a way that is relevant to
prioritarians, and worse off than most others in the sense that egalitarians care about. On any plausible
view of lifetime sufficiency, those who die in infancy have not crossed the relevant threshold. The various
value disagreements that trouble axiologically substantive complete life views, the potential arbitrariness
that attaches to choosing a particular age as the threshold: these do not trouble the claim that those who
die very young have not had a sufficiently long life. So, whereas the issue of divergence creates a
significant problem for an age-based priority view that focuses on the old, it does not obviously do so for a
view focusing on the young.

It is worth briefly noting the distinction between Prioritize the Young and an alternative view,
proposed by Persad et al., the “complete lives system.”32 The complete lives system prioritizes allowing
people to live complete lives. As such, a key difference between it and Prioritize the Young is that it gives
priority to adolescents and young adults over infants, in part because the latter have “invested” in their
lives in a way that gives achieving a complete life greater value. Persad et al claim that the aim of their
system is to “achieve complete lives.”A superficial understanding of this is to see it as a qualified version
of a “headcount” sufficientarian approach, where what matters is getting people over the threshold of a
complete life. It is therefore worth noting a point raised byHirose and Bognar, that such a view gives only
tentative support to prioritizing younger patients (even adolescents and young adults). For instance,
assuming that a complete life is set at 70, a view which genuinely prioritized complete lives would prefer
to extend a 69-year-old’s life by 1 year than to extend a 20-year-old’s life by 49 years. This diverges from
both efficiency and equity-based reasons for age-related priority.33 I suspect that advocates of the
complete lives view would not in fact endorse this conclusion,34 and that it is really a form of egalitarian
ageism with more fine-grained categories than those I consider.

Thus, I make the following conditional claim. If age-based prioritization is justifiable, it is justifiable
only in the form of Prioritize the Young, not Deprioritize the Old. This is consistent with the view that
age-based prioritization is not justifiable at all.

The Content of “Youth Priority”

A policy of Prioritize the Young needs to stipulate at least two things: who counts as young, and in what
respects they should be prioritized over patients who are not young. I have suggested that the most
plausible role for age in health prioritization is as an easily judged variable that has no intrinsic moral
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value, but which imperfectly tracks facts that do have intrinsic moral value. At very young ages, there is a
further pragmatic convergence: on almost any view of lifetime fairness, those who die in infancy or early
childhood had a very strong claim to have their lives extended. As we get older, this pragmatic overlap
weakens. A very well-off 20-year-old may have already reached a point where they are no longer the
victim of a serious lifetime well-being inequality if they were to die, but will likely have failed to reach
lifetime sufficiency on a view where a complete life requires certain age-specific goods or opportunities.
Additionally, at 20, people’s lives have had quite some time to nonculpably diverge in quality, so that
without a significant investigation into the nature of someone’s life so far (an investigation that is
pragmatically beyond any health system) we cannot be sure that the patient in front of us has crossed a
relevant threshold.

Thus, as we look at increasingly older “young” patients, we face two kinds of uncertainty: normative
uncertainty about what the correct view of fairness is and empirical uncertainty about the status of a
particular patient or patient group within that view of fairness. This speaks in favor of adopting a fairly
low threshold for classifying patients as “young.” In doing so, we must recognize that some who are
thereby classified as “not young” would have qualified for prioritization if we had more information.
Those who fall on the wrong side of the prioritization threshold in this case are treated like the rest of the
adult population; this differs from those who aremiscategorized inDeprioritize the Old. Still, I grant that
this is an ethical strike against what seems to be the most plausible version of Prioritize the Young.

Assume, then, that we can arrive at a suitable threshold for determining who counts as “young.”What
does Prioritize the Young imply in practice? I suggested at the start of the article that there are at least two
levels at which such a principle may operate: the microlevel and the macrolevel. At the macrolevel,
Prioritize the Young would suggest giving what would otherwise be disproportionate funding to
conditions that predominantly threaten the lives of the young (even prior to considering the relative
effectiveness of such treatments) and disproportionately targeting funding for life-saving interventions
that can benefit all patients to young populations.

What about the microlevel? Much empirical work on attitudes toward age considers scenarios where
we can save only one of two patients who differ in age only. Such scenarios are not all that realistic as
representative of real-life decision making. Still, Prioritize the Young would suggest that we should give
additional weight to the fact that someone is young, but otherwise be indifferent between saving the lives
of patients who differ in age only. Perhaps more realistic would be to consider age as one factor among
many in cases of triage—such as admission to ICU during emergency situations wheremore patients can
benefit from intensive care than can be admitted—or on waiting lists.35

Objections

I finish this article by considering two objections.

The Scope of Justification

The first objection concerns the structure of my response to various ways of understanding Deprioritize
the Old. I suggested, for instance, that a view that stipulates certain goods as components of a complete
life is not plausible because not everyone who reaches old age will have achieved, or had opportunity to
achieve, those goods. However, one might object that if my interest is in real-world health systems, it is
unreasonable to insist on a standard that is 100% accurate. No way of prioritizing health interventions
could meet this criterion. What we need, one might say, is to build our health care prioritization around
reasonably reliable indicators.

According to this objection, although not all old people have lived complete lives (or have met some
alternative criterion of justice), the proportion who have done so is large enough that a health system,
which categorizes all old adults as having lived complete lives will be more just than one which does not.
Some individuals who have not yet lived a complete life will be unjustly treated as though they have. But it
is, so this objection says, inevitable that any allocation system will make regrettable errors. The aim is to
minimize them.
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This objection is not equally plausible as a defense of microageism and macroageism. It is more
plausible that macrolevel decisions, such as those taken by governments or large public health bodies,
cannot take account of every morally relevant feature of each individual36; rather, those making such
macrolevel decisions need to come up with rules that are better than plausible alternatives. This is not to
say that the objection has no force at the microlevel. Even microlevel decisions cannot take every detail
into account; it might still be good for those operating in emergency triage, for example, to have generic
rules that they can apply easily, and which will tend to produce fairer results than alternatives. Still, other
kinds of microlevel decisions seem more amenable to consideration of other facts, and to recognize that
although an individual fits into a particular category (such as “old”), they do not fit the normatively
typical stereotype of that category. Thus, even if the objection works, it has some limits on its scope.

However, the objection faces a broader issue. While it is true that no method of allocating health
resources can expect to avoid moral error, it is of greater importance to avoid what John Harris has
influentially termed “double jeopardy,” or the compounding of injustice.37 In other words, those who
lose out on a policy like “Deprioritize the Old” include those who have already borne the brunt of social
injustice across their lives. While it is impossible to avoid all miscategorization, it is of particular
importance to avoid miscategorization that compounds injustice. Thus, I suggest that even though no
allocation principle can achieve perfect justice, Deprioritize theOld is likely tomake things overall worse,
not better.

The Most Disadvantaged Do Not Make It

Govind Persad and Steven Joffe38 defend age-based prioritization against the kind of argument I have
made by noting that similar injustices also affect how long people live. Their argument is focused on
access to ventilators during the COVID-19 pandemic, butmight be generalized.39 For instance, they note
that “78% of US COVID-19 decedents younger than 21 were minorities,” and that “Disparities in
COVID-19 deaths in the UK similarly appear to intensify at younger ages.” They explain that this is
because the most disadvantaged are unlikely to have survived to old age. Thus, we should endorse both
Prioritize the Young and Deprioritize the Old, because failure to do so will result in more premature
deaths, which will disproportionately affect those who have been unjustly disadvantaged.

It is worth noting that Persad and Joffe are responding to an argument from Dave Archard, who is
explicitly arguing for the claim that it is “wrong to prioritize younger patients with COVID-19.”40 The
argument I have given offers some limited support for the Persad-Joffe position, since it suggests that it
may be acceptable to prioritize young patients. That age-based priority should aim, as Persad and Joffe
suggest, to mitigate “life-shortening disadvantage” is consistent with a focus on the young rather than on
the old, or with a lifelong prioritization of younger over older patients.

Archard suggests that some deserve to live more than others due to their choices, suggesting that “it
matters what kind of life has been led and might still be led.” I think Persad and Joffe are right to reject
such an appeal to personal responsibility in emergency situations such as ventilator allocation. But it is
worth noting that Archard’s phrasing heremight be interpreted differently: although Persad and Joffe are
right to say that one serious effect of unjust disadvantage is its “life-shortening” effect, we should also be
concerned with life-worsening disadvantage, which affects even those who make it to old age. This is the
sense in which it “matters what kind of life has been led.” Even if those whomake it to old age are not the
very worst-off (since the very worst-off disproportionately die in their youth) it is possible to live to be
elderly and be very badly off.41 How serious this is will depend in part on what needs an age-based
prioritization society refuses to treat; but premature death is not the only injustice worth considering.

Conclusion

Age-based prioritization—which in practice is often interpreted as giving lower priority to patients and
patient groups classified as old—often draws on considerations of lifetime fairness. I have aimed to show,
first, that it is important to distinguish between different ways of classifying a population by age, and not
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to assume that all forms of age-based prioritization are equivalent. Second, I have argued that if we are to
give a role to age in allocating health-related resources, that role should be focused on giving greater
priority to young patients, rather than lower priority to old patients. This second argument is impor-
tantly conditional; it may be that, all things considered, it is better to avoid fairness-based arguments for
age-based priority altogether.
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