g_\ {k/ ; Needs Examination, Evaluation and Dissemination E

Federaal Ken or de Gezondheidszorg
Cth IdEprtdS s de Santé

KCE REPORT 427 Belgian Health Care Knowl dg Centre
NEED

AN ETHICAL ANALYSIS OF THE NEED FRAME-
WORK: EXPLORING THE MORAL RELEVANCE
AND RELATIVE ETHICAL URGENCY OF ITS CRI-
TERIA

CHRISTINA FISCHER ECHANOVE, IRINA CLEEMPUT, CHARLINE MAERTENS DE NOORDHOUT,
CHRISTOF MANDRY

2026 www.kce.fgov.be

be



COLOPHON

Title:
Authors:

Senior supervisor:

External validators:

Acknowledgements:

Reported interests KCE
members:

Reported interests:

Financial support:

Al Disclaimer:

Layout:

Disclaimer:

Publication date:
Project number:

Domain:

An ethical analysis of the NEED framework: exploring the moral relevance and
relative ethical urgency of its criteria

Christina Fischer Echanove (University Frankfurt), Irina Cleemput (KCE), Char-
line Maertens de Noordhout (KCE), Christof Mandry (University Frankfurt)

Irina Cleemput (KCE)

Magdalena Eitenberger (University of Vienna), Marcus Duwell (Technical Uni-
versity of Darmstadt), Yvonne Denier (KU Leuven)

Rani Claerman (former Sciensano), Robby De Pauw (Sciensano), Laurence
Kohn (KCE), Caroline Obyn (KCE), Julie Paradis (KCE), Claudia Schénborn
(KCE)

KCE is a federal institution funded by RIZIV / INAMI, by the FOD Volksgezond-
heid, Veiligheid van de Voedselketen en Leefmilieu/ SPF Santé publique,
Sécurité de la Chaine alimentaire et Environnement, and by the FOD Sociale
Zekerheid / SPF Sécurité Sociale. KCE'’s mission is to advise policymakers on
decisions relating to health care and health insurance on the basis of scientific
and objective research. It is expected to identify and shed light on the best
possible solutions, in the context of an accessible, high-quality health care sys-
tem with due regard for growing demand and budgetary constraints. KCE has
no interest in companies (commercial or non-commercial, i.e. hospitals and
universities), associations (e.g. professional associations, unions), individuals
or organisations (e.g. lobby groups) that could be positively or negatively af-
fected (financially or in any other way) by the implementation of the recommen-
dations. All experts involved in the writing of the report or the peer-review pro-
cess completed a declaration of interest form. Information on potential conflicts
of interest is published in the colophon of this report. All members of the KCE
Expert Team make yearly declarations of interest and further details of these
are available upon request.

None declared

The NEED project is financially supported by Belspo, under grant number
RT/23/NEED

In the development of this work, the authors used Microsoft Copilot 365 to im-
prove parts of the text written by researchers, by enhancing the clarity and im-
proving the English formulation.

Ine Verhulst

e The external experts were consulted about a (preliminary) version of
the scientific report. Their comments were discussed during meet-
ings. They did not co-author the scientific report and did not neces-
sarily agree with its content.

e Subsequently, a (final) version was submitted to the validators. The
validation of the report results from a consensus or a voting process
between the validators. The validators did not co-author the scien-
tific report and did not necessarily all three agree with its content.

e Finally, this report has been approved by common assent by the Ex-
ecutive Board.

e Only the KCE is responsible for errors or omissions that could per-
sist. The policy recommendations are also under the full responsi-
bility of the KCE.

20 October 2026
2023-80-16

NEEDs Examination, Evaluation and Dissemination (NEED)



MeSH:

NLM Classification:
Language:

Format:

Legal depot:

ISSN:

Copyright:

How to refer to this docu-
ment?

Unmet needs, needs assessment, prioritisation
W84.3

English

Adobe® PDF™ (A4)

D/2026/10.273/60

2466-6459

KCE reports are published under a “by/nc/nd” Creative Commons Licence
http://kce.fgov.be/content/about-copyrights-for-kce-publications.

Fischer Echanove C, Cleemput I, Maertens de Noordhout C, Mandry C. An
ethical analysis of the NEED framework: exploring the moral relevance and
relative ethical urgency of its criteria. NEED. Brussels: Belgian Health Care
Knowledge Centre (KCE). 2026. KCE Reports 427.
https://doi.org/10.57598/R427C.

This document is available on the website of the Belgian Health Care
Knowledge Centre.


http://kce.fgov.be/content/about-copyrights-for-kce-publications
https://doi.org/10.57598/R427C

Ethical analysis of the NEED framework KCE Report 427

B TABLE OF CONTENTS

LIST OF FIGURES ... et e s e ssmeseme s e e s s e s s e e s e e s sessaessesenseeneesnnesanesameseneseneesnsesneenas 2
IS 0 T 7 = 0 s 2
LIST OF ABBREVIATIONS.........oiiiiiieeiieeeec e eeeeesessseesseessmessseseseseseseseanseesnesamesenssensesnsesssesssesas 3
LT 0 2SR 3
| SCIENTIFIC REPORT ......ooiiiiitiiirirt s sms s s s s s 6
1 BACKGROUND........ccctiiiiieiie s s s s s s s s s s s s s s n e n e same s s 6
1.1 (00 N 1 1 = SRR 6
1.2 UNMET HEALTH-RELATED NEEDS AND THE NEED ASSESSMENT FRAMEWORK..7
2 OBUECTIVES ..ottt s s s s s s s e s n s s s 9
3 L I 10 R 10
4 DESCRIPTION OF THE THEORIES..........ccooereiereceeeeeee e e s s 12
4.1 JOHN RAWLS’ THEORY OF JUSTICE .....oiiiiiiieiiee e 12
4.2 MARTHA NUSSBAUM'’'S CAPABILITIES APPROACH .....cccoiiiiiiiiiieeecee e 12
43 ALAN GEWIRTH’S PRINCIPLE OF GENERIC CONSISTENCY ....ccooiiieiiiiieiieeieeee 13
5 SELECTED ETHICAL PERSPECTIVES ON THE NEED FRAMEWORK ............cccu.... 14
5.1 JOHN RAWLS .ttt b bttt ettt eb e b e nae e e anne s 14
5.1.1 Health CONAItION ......ooiiiiii e 14
51.2 Patient dimenSION ..........iiii 14
5.1.3  S0oCIety diIMENSION .....uiiiiiiiiiiiceeee e e e e e e e e e 15
514 FULUrE diMENSION ....oiiiiiiii e 15
5.1.5 EQUItY diIMENSION ...eoiiiiiiii e 15
5.1.6  Aspect of PrioritiSatioN ..........cccuviiiiiii i 15
5.2 MARTHA NUSSBAUM ...ttt bttt 16
5.2.1 Health CONAItION ......ooiiiii e 16
522 Patient diMeNSION ..........ooi i 16
5.2.3  SOCIety diIMENSION .....uuiiiiiiiiiicieeeee et e e e e 16
524 FULUrE diMENSION ....oiiiiiiii e 16
5.2.5 EQUItY diIMENSION ...eiiiiiiiie e 17
5.2.6  Aspect of prioritiSatioN ..........cccuviiiiiii i 17
5.3 ALAN GEWIRTH. ..ottt e et e e e e e e naeesneeeneeenneenneeaneeans 17
5.3.1 Health CONAItION ......ooiiiie e 17
5.3.2 Patient dimenSION ..........ooi i 17
5.3.3  S0CIety diIMENSION .....uuiiiiiiiiiicieeee et e e e 18

534 FULUrE dIMENSION . ... e e e e e e e e 18



KCE Report 427 Ethical analysis of the NEED framework

5.3.5 EQUItY dIMENSION ...eiiiiiiiii e 18
5.3.6  Aspect of prioritiSatioN ...........ccuviiiiiii i 18
5.4 RATIONALE FOR SELECTING GEWIRTH'S APPROACH ........ccccoiiiiiiiieiie e 19
6 APPLICATION OF GEWIRTH’S THEORY TO THE NEED FRAMEWORK 2025........... 19
6.1 TRANSLATING GEWIRTH’'S FRAMEWORK INTO GUIDING QUESTIONS................... 19
6.1.1 Patient dimenSION ..........oooiii e 20
6.1.2  Society dIMENSION ........eiiiiiiii e 21
6.2 ETHICAL INTERPRETATION OF THE NEED CRITERIA USING GEWIRTH’S
FRAMEWORK ...ttt b ettt ettt ebe e nneennee e 22
6.2.1 Patient dimenSION ..........ooo i 23
6.2.2  Society dIMENSION .....c.uiiiiiiiii e 35
7 DISCUSSION......coiciiiitii s s s s s e n s s n s 43
8 CONCLUSION ..ottt s s s s s n s e s mesme s e s e e e e nn e 45
| REFERENGCES .......... et se e s m e s me s s me e e e e s n e e ne e ne s eme e enis 46
| F o o 1 | RS 48
Y o o 1 48

LIST OF FIGURES

Figure 1 — The Health-Related Needs CONCEPL.........cocuiiiiiiiiiiiiie e 7
Figure 2 — The structure of the NEED assessment framework ............cccccoviiieiiiiieiiiiee e 9

Figure 3 — Patient dimension: Health criteria classification according to Gewirth’s ethical framework

Figure 4 — Patient dimension: Healthcare criteria classification according to Gewirth’s ethical
L1 E= 100154 PP P PP PPPRR 31

Figure 7 — Society dimension: Healthcare criteria classification according to Gewirth’s ethical
L1 E= 10015 o] 4 PP PPPPPPPPRT 39

Figure 8 — Society dimension: Healthcare criteria classification according to Gewirth’s ethical
FRAMEWOTK. ...ttt ettt e et e bt e e et e e e e e 42



3 Ethical analysis of the NEED framework KCE Report 427

LIST OF TABLES

Table 1 — Classification of the NEED criterion of the NEED assessment framework 2025 ........... 48

LIST OF ABBREVIATIONS

ABBREVIATION DEFINITION
CD Crohn’s Disease
NEED Needs Examination, Evaluation and Dissemination
PGC Principle of Generic Consistency
R&D Research and Development
YLL Years of Life Lost
GLOSSARY
Term Definition
John Rawls

Veil of ignorance / Original position

Primary goods

Natural primary goods

Social primary goods

Fairness

A hypothetical condition proposed by Rawls ensuring fairness in
the selection of principles of justice from behind a veil of ignorance.
Because they do not know their future social status or personal
characteristics, decisions are made without bias or self-interest,
allowing the selected principles to be regarded as fair and accepta-
ble to all.

Goods that individuals are presumed to want, since they contribute
to carry out their objectives in life, whatever they may be. They are
divided into two categories of primary goods, i.e., natural and so-
cial primary goods.

Qualities or assets that individuals are born with or develop natu-
rally such as intelligence, imagination, health or speed.

Goods that are directly influenced by the design of social institu-
tions and are essential for individuals to function and thrive in so-
ciety, such as rights (e.g., civil and political rights), liberties, in-
come and wealth, social bases of self-respect.

According to Rawls, the principles of justice are chosen in the orig-
inal position, where individuals deliberate behind the veil of igno-
rance. In this hypothetical situation, individuals are unaware of
their personal characteristics or social status, ensuring that
choices are made without bias or self-interest. The veil of igno-
rance is thus intended to ensure the impartiality and general ac-
ceptability of the selected principles of justice.
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Equity

First principle = principle of equal

liberty

Second principle = difference prin-
ciple

Martha Nussbaum

Capabilities

Alan Gewirth
Agency

Agent

Institutional duty-bearers

Prospective agent

s

According to Rawls, equity is addressed within the second princi-
ple, known as the difference principle (see definition below). While
inequalities may exist, they are only justifiable if they improve the
situation of the least advantaged, ensuring a fair distribution of re-
sources and opportunities.

The principle highlights the importance of individual autonomy and
equal access to freedom in a just society. Each person has a right
to equal basic liberties, which should be compatible with a similar
scheme of liberty for all. These liberties must be secured by all
citizens.

This principle aims to balance fairness with practical socio-eco-
nomic arrangements. It comes into practice after the first principle,
preferring fair equality of opportunity. Social and economic ine-
qualities are acceptable only if they improve the situation of the
least advantaged members of society to the greatest extent.

Nussbaum distinguishes between capabilities, which refer to the
real opportunities individuals have to achieve valuable ways of be-
ing and doing, and functioning, which refer to the actual states of
being and doing they realise. Capabilities may be available or se-
cured to varying degrees. Capabilities are considered to support
constructing a normative conception of social justice. This is only
possible by specifying a definite set of the most important capabil-
ities, which need to be protected to allow individuals to achieve a
fulfilled life. Once they are defined and embedded in a normative
structure, they can be claimed as necessary to achieve a fulfilled
life.

The capacity of a person to act voluntarily and purposively, that is,
to pursue purposes or goals that the person regards as good. In
Gewirth’s theory, agency is the starting point of moral reasoning
because all agents necessarily require certain conditions for suc-
cessful realisation of their agency. .

A person who is capable of voluntary and purposive action. In the
context of the NEED framework, patients, informal caregivers,
healthcare professionals, and other affected persons may be con-
sidered agents insofar as their freedom and well-being are rele-
vant to their ability to act.

Institutions are not agents in the same sense as persons, but they
may bear duties to secure, protect, or promote the conditions of
agency. In the NEED context, healthcare systems and public insti-
tutions are ethically relevant because their decisions can affect
persons’ freedom and well-being.

A person whose present or future agency is morally relevant, even
if their current ability to act is limited, developing, or dependent on
others. This may include persons with severe iliness, disability,
cognitive impairment, or children in a paediatric context.



Ethical analysis of the NEED framework KCE Report 427

Dialectically necessary method

Principle of Generic Consistency
(PGC)

Generic rights/goods

Basic goods

Non-subtractive goods

Additive goods

Method for the justification of a moral principle from the first person
perspective of agents.

Step 1: Identify the essential and universal characteristics of
agency, such as purposive action and voluntariness.

Step 2: Based on these characteristics, agents are logically re-
quired to recognize certain rights and corresponding duties as
conditions of action. These recognitions give rise to a normative
structure governing agency.

Step 3: This reasoning culminates in the Principle of Generic Con-
sistency, according to which agents must acknowledge that the
same generic rights they claim for themselves must also be ac-
corded to all other agents, thereby universalizing those rights.

The Principle of Generic Consistency is a fundamental moral rule
that explains why rights and duties apply to everyone. Gewirth ar-
gues that anyone who wants to act freely and purposefully must
accept certain basic rights. If we accept these rights for ourselves,
we must also accept that others have the same rights. The PGC
ensures that our actions are morally fair and respectful of others,
because it requires us to treat everyone consistently.

In Gewirth’s theory, generic goods are the necessary conditions of
agency. They consist primarily of freedom and well-being. Free-
dom refers to the agent’s ability to control and direct their own ac-
tions without undue constraint. Well-being refers to the basic con-
ditions and capacities required to act purposively, including phys-
ical and mental health, bodily integrity, and other conditions nec-
essary for pursuing one’s purposes. Because all agents require
these goods, Gewirth argues that they must be recognised as ge-
neric rights.

Basic goods are the minimal conditions necessary for agency it-
self. They include not only survival-related goods such as life, bod-
ily integrity, food, shelter, and basic healthcare, but also elemen-
tary physical and mental functioning without which purposive ac-
tion is seriously undermined. In the NEED context, unmet needs
qualify as basic goods when they threaten the fundamental condi-
tions required for persons to act at all.

Non-subtractive goods are conditions that protect persons from
losing already secured levels of freedom and well-being. They pre-
serve agency by preventing deterioration, exclusion, dependency,
or avoidable loss of functioning. In the NEED context, they include
needs whose fulfilment helps patients or other affected persons
maintain their ability to act and participate.

Additive goods are conditions that enhance or expand persons’
freedom and well-being beyond the preservation of existing
agency. They support the further development of capacities, op-
portunities, autonomy, participation, and quality of life. In the
NEED context, they include needs whose fulfiiment strengthens
persons’ ability to pursue purposes and improve their well-being.
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B SCIENTIFIC REPORT
1 BACKGROUND

KEY POINTS

e The NEED initiative aims to guide health policy, research and innovation towards unmet health-
related needs identified from patient and societal perspectives.

e The NEED assessment framework covers health, healthcare and social needs across patient,
society, future and transversal equity dimensions.

e lIts selection and organisation of domains, dimensions, criteria and indicators raise normative
questions about what counts as a relevant need and how different needs should be assessed
and prioritised.

e Examining these normative foundations and ethical implications can strengthen the
transparency and ethical justification of future decisions informed by NEED.

1.1 Context

The Needs Examination, Evaluation and Dissemination (NEED) project? was launched at the end of
2022 and aims to develop and apply a structured methodology for assessing health-related unmet
needs from the perspectives of both patients affected by specific conditions and society. The initiative
was established in response to the observation that health innovation is often predominantly supply-
driven, with research and development efforts tending to focus on areas with the greatest commercial
potential rather than on those addressing the most pressing unmet needs of patients and society. Its
objective is to identify areas requiring improvement and to highlight those most crucial for guiding
health policy and research and development (R&D).! By doing so, the project seeks to draw attention
to unmet needs that might otherwise be overlooked, whether due to a lack of (financial) interest, in-
sufficient data or knowledge, the absence of viable solutions, or because they affect “invisible” popu-
lations. The NEED project represents a critical effort to direct investments toward areas of greatest
need and to make the health system more patient-oriented.

The NEED assessment framework constitutes the methodological core of the NEED project. It pro-
vides a structured approach for assessing unmet health-related needs across different health condi-
tions and support decision-making in health policy, research prioritisation and innovation (see section
1.2). Since its initial development, the framework has been refined through Belgian and European
expert consensus and complemented by a standardised research protocol? and a practical toolbox® to
facilitate its implementation across different health conditions. Although the framework was developed
through a systematic literature review and informed by expert input (notably using the Delphi method),
its purpose is not purely descriptive. By identifying unmet health-related needs and informing decisions
about which needs warrant attention in health policy, research and innovation, the framework neces-
sarily involves normative questions about what counts as a relevant need and how different needs
should be assessed and prioritised. Its specific design choices concerning domains, dimensions, cri-
teria and indicators therefore also have ethical implications. 4

Before the NEED framework is further developed for use in practical decision-making, its normative
foundations and implications should therefore be examined explicitly. Such an ethical analysis can

a Needs Examination, Evaluation and Dissemination: https://health-needs.eu/index.php/en/ (last access:
25" June 2026).
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clarify the values and normative considerations reflected in the framework’s overall architecture, in-
cluding the selection and organisation of domains and dimensions, as well as its criteria and indicators.
This is important both for transparency and for the ethical justification of future decisions informed by
the NEED framework.

The present report therefore examines the normative foundations and ethical implications of the NEED
framework. It seeks to clarify why unmet health-related needs matter morally, how differences in their
relative ethical urgency can be understood, and what this implies for the interpretation and future use
of the framework. For this purpose, a normative ethical approach is selected and applied to the NEED
framework and to empirical NEED case studies. The rationale for this theoretical choice and the in-
sights it provides are set out in the following chapters.

1.2 Unmet health-related needs and the NEED assessment framework

Because there is no consensus understanding of “unmet needs,” and because existing definitions did
not capture the full scope of the NEED project, the research team developed an operational concept
grounded in a comprehensive perspective on health. The terminology adopted was unmet health-
related needs. In this context, the term encompasses both the needs of individuals affected by the
health condition and broader societal needs arising from the condition’s impacts on groups not directly
affected (i.e., externalities).” To identify and measure these unmet health-related needs, the project
therefore adopted a systematic approach through the development of a dedicated framework. Figure
1 illustrates different types of health-related needs, which constitute part of the conceptual foundation
of the NEED framework.

The NEED assessment framework is organised into several interconnected components. It is de-
signed to assess unmet health-related needs associated with a given health condition. For each health
condition, unmet needs are examined across three domains (health, healthcare, and social needs)
and from four complementary dimensions (patient, society, future, and equity). Within each domain
and dimension, the framework defines a set of criteria and corresponding indicators that provide a
structured basis for assessing unmet health-related needs. The following sections briefly introduce
these different components.

Figure 1 — The Health-Related Needs Concept

/Health-related needﬁ

Healthcare needs

Medical needs

Social needs

A >
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All of the defined needs of Figure 1 are addressed with the framework. Within this project, these needs
represent a certain domain, which can be affected when having a certain health condition. The scope
of each is as follows:

e Health needs: are needs for better health (e.g. in case of iliness, disability, or injury).

e Healthcare needs: are needs for healthcare services in a large sense, including medical
treatments but also preventive measures, diagnostic procedures, case management services,
nursing services, etc."

o Medical needs (included in healthcare needs): most often refer to therapeutic needs or needs
for medical treatment. Medical need is often used for the need for a medicinal treatment and
therapeutic need was introduced to refer to the need of a treatment in general (can be
pharmaceutical or other type of treatment -surgery, physiotherapy etc)."

e Social needs: are needs that are neither health needs nor healthcare needs. In the NEED
framework, this category covers both individual-level needs, such as social support or workplace
accommodations, and broader societal-level needs, such as addressing the environmental impact
of healthcare.’

The different domains of need as described above can be viewed from different perspectives, called
‘dimensions’ in the NEED framework as they represent different dimensions to health needs,
healthcare needs and social needs: the patient, society, future and (transversal) equity dimension."

For instance, the dimensions focus on:

e Patient: identifying unmet health-related needs of individuals affected by the health condition,
such as improving health-related quality of life, autonomy, access to effective treatments and
social life."

e Society: identifying the externalities of health condition that affect society as a whole, beyond
individual patient needs. For instance collective or common needs, such as the transmissibility of
diseases, economic burden and environmental impact of healthcare practices.’

e Future: identifying the anticipated impact of a health condition on patients and society in the
future. It highlights the relevance of tackling health conditions by considering future burden of
disease and economic costs.’

e Equity: highlighting the absence of unfair and avoidable differences in health, healthcare and
social needs among population groups which are classified by socioeconomic, demographic or
geographic aspects. Therefore, the dimension of equity is transversal and applies across patient,
societal and future needs.’

Figure 2 provides an overview of the overall architecture of the NEED assessment framework and
illustrates how health condition (health issue), domains and dimensions are related to to one another.
Together, the dimensions, domains, criteria, and indicators constitute the structure of the NEED frame-
work, enabling comprehensive data collection and the systematic generation of health-related evi-
dence.
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Figure 2 — The structure of the NEED assessment framework

Health
needs

Healthcare
needs

Patients

Health

Issue

Social needs

From Maertens de Noordhout et al.(2024)"

As noted above, the framework has not yet integrated an explicit ethical perspective. Ethical reflection
can strengthen the NEED project by making the normative assumptions underlying its domains, di-
mensions, criteria, and operational definitions more explicit and transparent. This is important because
the framework does not merely describe unmet health-related needs; it also supports judgments about
which needs should receive greater attention in health policy and research and development.

2 OBJECTIVES

This report aims to examine the normative foundations of the NEED framework and its ethical impli-
cations. It makes explicit the normative assumptions underlying the framework and analyses how un-
met health-related needs can be interpreted in terms of their moral relevance. To this end, the report
considers a limited selection of ethical theories in order to make the theoretical choice transparent and
to identify a normative approach that is particularly well suited to articulating the ethical implications of
the NEED framework. The aim is not to establish a general hierarchy between ethical theories, but to
show how the selected approach contributes to understanding why particular unmet needs matter
morally and how differences in their relative ethical urgency can be interpreted.

The research questions are:

1. How can a transparent, limited consideration of selected ethical theories inform the choice of a
normative approach for analysing the ethical implications of the NEED framework?

2. How does the selected approach help to interpret the moral relevance and relative ethical urgency
of the needs, criteria, and indicators included in the NEED framework?

3. How can these ethically interpreted NEED criteria be applied to the empirical findings of selected
NEED case studies in order to explore their relevance for future decision-making?
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3 METHODS

KEY POINTS

e A theory-based approach in normative and applied ethics was used, drawing on a review of
philosophical literature and iterative interdisciplinary discussion with the co-authors.

e A limited, purposive selection of ethical theories — Rawls’ theory of justice, Nussbaum’s capabil-
ities approach and Gewirth’s Principle of Generic Consistency — was considered to make the
theoretical choice explicit and transparent.

e Gewirth’s approach was selected for its agency-based justification of freedom and well-being
and its differentiation of generic goods according to their necessity for agency.

e Guiding questions were developed to interpret the moral relevance and relative ethical urgency
of NEED criteria and applied to empirical findings from the Crohn’s disease and malignant mel-
anoma case studies.

A theory-based approach was chosen to analyse the ethical implications of the NEED framework and
the concept of “unmet health-related needs” on which it is based. The aim is to clarify the normative
assumptions underlying the framework and to identify an ethical theory that can support a coherent
interpretation of why particular unmet needs matter morally. The analysis is intended to provide an
explicit normative basis for the interpretation and future use of the NEED framework in decision-mak-

ing.

This report is situated in normative and applied ethics.% ® It does not judge the NEED framework ex-
ternally as morally right or wrong, but examines how its underlying assumptions, categories, and cri-
teria can be ethically interpreted and justified. The NEED initiative, a research program aimed at de-
veloping and applying the NEED framework for identifying and assessing unmet health-related needs,
has a normative structure because it aims to identify unmet health-related needs in order to guide
health policy, research and development, and possible future decision-making. Applying a normative
ethical framework is therefore appropriate because the initiative implicitly raises questions about moral
relevance, justification, and priority.

Given this context, the focus lies on normative theories that explicitly address the justification of moral
claims. Justification in normative ethics involves providing morally grounded reasons for why certain
actions, norms or priorities should be accepted.” Normative ethical analysis requires moral claims and
priorities to be supported by reasons that can be made explicit and critically assessed rather than
merely asserted. In this general sense, the requirement of justification serves here as a methodological
standard of rational ethical argumentation.®

A limited selection of ethical theories was considered in order to make the theoretical choice un-der-
lying the present analysis explicit and transparent. The selection was purposive rather than ex-haus-
tive. Rawls’ theory of justice, Nussbaum’s capabilities approach, and Gewirth’s Principle of Generic
Consistency were included because each provides a substantive normative account of conditions or
goods relevant to persons’ lives and offers a distinct way of justifying corresponding moral claims. At
the same time, their different justificatory structures provide useful reference points for examining what
kind of normative framework is particularly helpful for interpreting unmet health-related needs.

Gewirth’s approach was considered a particularly promising option from the outset because of its
agency-based justification of freedom and well-being and its differentiation of generic goods according
to their necessity for agency. Rawls and Nussbaum were therefore not included as competing theories
in a comprehensive philosophical comparison, but as two prominent normative reference approaches
against which the rationale and implications of this theoretical choice could be clarified.
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Other approaches in health ethics and political philosophy, including Daniels’ work on justice and
health, Tronto’s ethics of care, and Dworkin’s work on equality, could illuminate additional aspects of
unmet health-related needs. A comprehensive review of these debates lies beyond the scope of this
policy-oriented ethical analysis. Their exclusion should therefore not be understood as a judgement
about their theoretical relevance.®12

The selected theories are three influential normative approaches that provide complementary per-
spectives on justice, rights, and human well-being and have been widely applied or discussed in
health-related contexts. These were selected because they share a normative perspective, address
human rights, and are widely applied in political and health-related contexts.'® At the same time, they
differ in their reasoning, allowing for meaningful reflections. Methodologically, the three approaches
also differ in how they justify their normative claims. Rawls seeks coherence between considered
moral judgements, principles of justice, and relevant background assumptions, using the original po-
sition and the veil of ignorance to represent fair conditions for choosing principles of justice. Nuss-
baum’s capabilities approach draws on substantive ideas about the conditions of a life compatible with
human dignity, while also developing these within a framework of political liberalism. Gewirth, by con-
trast, seeks to derive normative commitments from the standpoint of agency itself, arguing that a con-
sistent understanding of oneself as an agent entails claims to the generic conditions of freedom and
well-being.

Each theory also includes a concept of goods: Rawls’ primary goods, Nussbaum’s capabilities, and
Gewirth’s generic goods (freedom and well-being). These concepts provide a useful link to the NEED
initiative, particularly in addressing unmet health-related needs.

In sum, the theories were chosen for their normative focus, practical relevance, and comparability on
a conceptual level. The limited consideration of these three approaches thus serves to clarify and
make transparent the theoretical choice made for the present analysis. It is not intended as a compre-
hensive philosophical comparison or as a general ranking of the theories. Rather, it examines what
each approach highlights in relation to unmet health-related needs and why Gewirth’s framework was
selected for the subsequent analysis of their moral relevance and relative ethical urgency.

On this basis, the analysis proceeded in two further steps. The ethical analysis was conducted by the
first author (CF) through a review of philosophical literature. The interpretation and application of the
selected theories to the NEED framework were subsequently discussed and refined iteratively with
the co-authors. This interdisciplinary process brought together expertise in the assessment of unmet
health-related needs and evidence-based policy (CMdN and IC) and expertise in (applied) social eth-
ics in healthcare (CM), thereby strengthening the conceptual consistency of the analysis.

Following the selection of Gewirth’s approach, its central distinctions were operationalised for the
analysis of the NEED framework. A set of guiding questions was developed to examine how individual
NEED criteria relate to basic, non-subtractive, and additive goods and, thereby, to differences in their
moral relevance and relative ethical urgency. Each theoretical question was subsequently reformu-
lated into a practical analytical question incorporating relevant elements of the NEED framework.
These guiding questions provide a structured heuristic for the ethical interpretation of the NEED crite-
ria; they are not intended as a decision algorithm or prioritisation rule.™

In a further step, the guiding questions and the resulting ethical interpretation of the NEED criteria
were applied to empirical findings from two previously conducted NEED case studies on Crohn’s dis-
ease and malignant melanoma. This served to explore how the normative analysis can inform the
interpretation of empirical NEED findings and thereby contribute to future decision-making.' 1® The
Crohn’s disease study surveyed Belgian adults diagnosed at least two months prior, allowing proxy
responses when necessary. In total, 150 participants completed the survey and 20 were interviewed,
supported by a literature review.'® The malignant melanoma study applied the same criteria and meth-
odology, including 37 participants; 9 of whom were interviewed, alongside a literature review.'6
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The development of a formal decision-support tool or prioritisation algorithm lies beyond the scope of
the present report. The case-study applications should therefore be understood as an exploratory
assessment of the practical relevance and applicability of the ethical analysis.

The present analysis applies to the current adult NEED framework. Specific questions arising in pae-
diatric contexts or in populations with substantially limited or absent current agential capacities require
additional normative consideration and are addressed as limitations and areas for further development
in the Discussion.

4 DESCRIPTION OF THE THEORIES

KEY POINTS

e Rawls’ theory of justice emphasises equal basic liberties, fair equality of opportunity and the
fair distribution of social primary goods, allowing social and economic inequalities only if they
benefit the least advantaged.

e Nussbaum’s capabilities approach focuses on what persons are effectively able to do and be.
Political institutions should secure central capabilities for all persons at least up to a threshold
level compatible with human dignity.

e Gewirth’s Principle of Generic Consistency grounds moral rights in agency. Freedom and well-
being are necessary conditions of voluntary and purposive action; agents must recognise the
corresponding generic rights of all other actual or prospective agents.

e Gewirth distinguishes basic goods, the minimal conditions necessary for agency; non-
subtractive goods, which protect already secured levels of freedom and well-being; and additive
goods, which enhance or expand capacities, opportunities and well-being.

4.1 John Rawls’ Theory of Justice

John Rawls, in A Theory of Justice (1971), develops the concept of “justice as fairness”, arguing that
a just society is based on principles that rely on a justification that test whether those principles could
be chosen under a veil of ignorance. In this hypothetical situation, individuals do not know their social
status, abilities, or beliefs, which ensures impartial and fair decision-making.

A key component of his theory is the concept of primary goods, which are necessary for individuals
to pursue their life plans. These include natural primary goods (e.g., health, intelligence) and social
primary goods (e.g., rights, liberties, income, and self-respect), with self-respect considered especially
important.

Rawls defines justice through two principles. The first guarantees equal basic liberties for all individu-
als. The second, known as the difference principle, allows social and economic inequalities only if they
benefit the least advantaged members of society and if opportunities are equally accessible to all.
Together, these principles aim to ensure a fair and just distribution of rights and resources.'-19

4.2 Martha Nussbaum’s Capabilities Approach

Martha Nussbaum’s capabilities approach, building on the work of Amartya Sen, focuses on what
individuals are effectively able to do and be, rather than on the distribution of resources alone. It
provides a normative framework for assessing justice, particularly in practical and policy-related con-
texts.?0

Central to her theory is a list of ten core capabilities: life; bodily health; bodily integrity; senses,
imagination, and thought; emotions; practical reason; affiliation; other species; play; and control over
one’s environment, including both political and material aspects. These capabilities are considered
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essential for a life worthy of human dignity. Nussbaum argues that political institutions should secure
them for all persons at least up to a threshold level.

A key aspect of the approach is the idea of combined capabilities, which link internal abilities (e.g.,
health and skills) with external conditions (e.g., institutions and social support). This highlights that
real freedom depends on both personal capacities and enabling environments.

Overall, the capabilities approach offers a practical and normative framework for evaluating justice,
particularly relevant for addressing unmet health-related needs, as it emphasises individuals’ real op-
portunities for well-being.?°

4.3 Alan Gewirth’s Principle of Generic Consistency

Alan Gewirth’s theory, developed in Reason and Morality, seeks to justify moral rights and obligations
from the standpoint of agency. For Gewirth, persons are agents insofar as they act voluntarily and
purposively in pursuit of purposes, they regard as good. Such agency necessarily depends on two
generic conditions: freedom and well-being. Freedom refers to the agent’s ability to control and direct
their own action, while well-being refers to the basic conditions and capacities required to act at all
and to pursue purposes over time. From this starting point, Gewirth argues that agents must claim
rights to freedom and well-being for themselves and, by consistency, must recognise the same
generic rights of all other actual or prospective agents.

This reasoning leads to his core principle, the Principle of Generic Consistency (PGC), which states
that individuals must act in accordance with the generic rights of all agents. Gewirth derives this
through a dialectically necessary method: first, agents recognise from the standpoint of their own pur-
posive agency that freedom and well-being are necessary conditions of acting in pursuit of their pur-
poses; second, they must regard these conditions as goods to which they have claims; and third,
consistency requires them to acknowledge the corresponding generic rights of all other actual or pro-
spective agents. The PGC thus links the conditions of individual agency to universal rights and corre-
sponding duties. Because these rights concern the protection of the generic conditions of agency, they
also have implications for social and institutional arrangements: institutions are ethically relevant in-
sofar as their structures and capacities secure, protect, or undermine persons’ freedom and well-be-
ing.

A central element of this account is the concept of generic goods, which specify the conditions pro-
tected by generic rights. Gewirth distinguishes between basic, non-subtractive, and additive goods.
Basic goods are the minimal conditions without which purposive action is not possible or is seriously
undermined. Non-subtractive goods protect agents from losing already secured levels of freedom
and well-being. Additive goods enhance or expand agents’ capacities, opportunities, and well-being.
Rather than constituting an exhaustive or rigid classification of needs, these categories function as a
heuristic for distinguishing different degrees of necessity for agency and provide a basis for evaluating
the ethical significance of unmet needs. Their application is context-sensitive: the significance of a
particular need for agency may vary, for example, according to the severity of a health condition or its
social and economic consequences. This distinction is particularly useful for the NEED framework
because it allows unmet health-related needs to be assessed according to how directly they affect the
conditions of agency.

For the purposes of the NEED framework, this account provides a way of interpreting unmet health-
related needs according to the degree to which they affect the conditions of agency. It thereby con-
nects the empirical identification of unmet needs with questions of their moral relevance, relative eth-
ical urgency, and the corresponding responsibilities of institutions.'*
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5 SELECTED ETHICAL PERSPECTIVES ON THE NEED
FRAMEWORK

KEY POINTS

e Rawls clarifies institutional responsibilities for fairness and protection of the least advantaged;
Nussbaum highlights people’s real opportunities for health, autonomy and participation.

e These perspectives illuminate key dimensions of NEED but require further specification to
assess the relative ethical urgency of particular unmet needs.

e Gewirth links unmet needs to rights and corresponding goods, distinguishing their ethical
urgency according to how strongly they affect the conditions of agency.

e His approach connects patient needs with societal responsibilities and supports equitable
responses to differences in the severity of unmet needs.

e Gewirth was selected for this specific analytical contribution; the choice implies neither
theoretical superiority nor an automatic ranking of needs.

This section considers how the selected ethical approaches illuminate key aspects of the NEED frame-
work and the moral relevance of unmet health-related needs. The purpose is not to compare or rank
the theories as philosophical accounts, but to make transparent the different normative perspectives
they offer and to clarify the rationale for using Gewirth’s approach in the subsequent analysis of moral
relevance and relative ethical urgency.

The assessment is based on the core aspects of the framework identified in section 1.2. The health
condition (health issue) serves as the entry point of the NEED framework, while the dimensions of
patient, society, future, and equity represent its key analytical components. The patient dimension
focuses on identifying unmet needs at the individual level, whereas the society dimension addresses
collective implications of a disease and the role of institutions. The future dimension highlights inter-
generational responsibility, and the equity dimension, defined as reducing unjust and avoidable dis-
parities, cuts across all others. Finally, the analysis also considers questions of relative ethical urgency
and prioritisation. Although the current NEED framework is not designed to produce a hierarchy of
needs, such questions become relevant in view of its potential future use in decision-making under
conditions of limited resources.

5.1 John Rawls

5.1.1 Health condition

Rawls’ theory of justice is concerned primarily with the basic structure of society and the principles
that should govern fair social institutions. Health is not excluded from this perspective, but Rawls does
not develop differences in health status or health-related needs as a specific object of distributive
justice in the same way as social primary goods. His approach is deliberately cautious in this respect,
since individual health needs are highly variable and difficult to incorporate into a general theory of
justice. For the NEED framework, Rawls therefore offers an important perspective on fairness and
institutional justice, but a less direct basis for differentiating the moral relevance and relative urgency
of specific unmet health-related needs.
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5.1.2 Patient dimension

Rawls’ theory approaches the patient dimension primarily through questions of justice in the basic
structure of society and the fair distribution of social primary goods. This perspective is relevant for
considering whether institutions provide persons with fair opportunities, rights, and access to re-
sources. However, it does not focus on the detailed assessment of how particular health conditions
affect individual experiences, autonomy, quality of life, or specific healthcare needs. For the purposes
of the NEED framework, Rawls therefore provides an important institutional and distributive perspec-
tive, while the ethical differentiation of concrete patient-level unmet needs requires additional concep-
tual specification.

5.1.3 Society dimension

Rawls’ theory is particularly relevant to the society dimension insofar as it focuses on the basic struc-
ture of society and on the role of institutions in securing fair terms of social cooperation. This makes it
useful for reflecting on the institutional responsibilities of healthcare systems and on the fair distribution
of resources, opportunities, and burdens. However, the NEED society dimension also includes more
specific health-related externalities, such as disease burden, economic consequences, environmental
impact, and effects on groups beyond the individual patient. Rawls’ framework can illuminate the in-
stitutional justice dimension of these issues, while the more specific classification of such unmet
health-related needs and the assessment of their relative urgency require additional normative speci-
fication.

5.1.4 Future dimension

Rawls does address future-oriented justice through his account of just savings, which concerns what
each generation owes to future generations in order to maintain just institutions over time. This makes
his theory relevant to the future dimension of the NEED framework, especially regarding sustainability
and long-term responsibility. However, this perspective remains at a relatively general level and does
not by itself provide a specific criterion for assessing the relative moral weight of present and future
unmet health-related needs in concrete healthcare contexts. For the purposes of the NEED frame-
work, additional normative specification is therefore required to assess how such needs affect condi-
tions that are ethically relevant across time and generations.?!

5.1.5 Equity dimension

The equity dimension is partially reflected in Rawls’ difference principle, which gives special concern
to the least advantaged. Rawls therefore provides an important background justification for using evi-
dence on unmet needs to identify populations who are worse off. However, the difference principle
remains at a relatively general level and does not by itself specify how particular health-related unmet
needs should be morally interpreted, classified, or weighted. Rawls therefore provides an important
normative perspective on equity, while the assessment of the moral relevance and relative urgency of
specific unmet needs requires further specification.®

5.1.6 Aspect of prioritisation

Rawls’ framework contains important resources for prioritisation, especially through the priority of
basic liberties, fair equality of opportunity, and the difference principle. These principles are highly
relevant for assessing the fairness of institutional arrangements. However, they do not translate di-
rectly into a fine-grained classification of health-related needs within the NEED framework. In particu-
lar, Rawls does not provide a specific hierarchy for distinguishing needs according to their immediate
relevance for survival, health, autonomy, well-being, or agency. Rawls thus provides important princi-
ples for assessing fairness in institutional arrangements, while the fine-grained classification and pri-
oritisation of specific unmet health-related needs requires an additional normative framework.
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Overall, Rawls’ theory offers an important perspective on institutional justice, fairness, and the distri-
bution of social primary goods. For the purposes of the NEED framework, however, the interpretation
and relative weighting of specific unmet health-related needs requires further normative specification.

5.2 Martha Nussbaum

5.2.1 Health condition

Nussbaum’s capabilities approach offers an inclusive and highly relevant perspective for health-re-
lated questions, as several of her central capabilities — especially life, bodily health, bodily integrity,
practical reason, affiliation, and control over one’s environment — are directly affected by illness and
disability. The approach is therefore well suited to showing why health matters not merely as a re-
source, but as a condition for what persons are effectively able to do and be. However, Nussbaum
does not develop a healthcare-specific account of how different health-related needs should be clas-
sified according to their urgency. For the purposes of the NEED framework, the capabilities approach
thus helps identify morally important dimensions of health and well-being, while distinguishing between
different types and levels of unmet health-related needs according to their relative urgency requires
additinal normative specification..

5.2.2 Patient dimension

Nussbaum’s approach is particularly strong with regard to the patient dimension. By asking what per-
sons are actually able to do and be, it captures dimensions of illness that go beyond the distribution
of healthcare goods alone, including autonomy, bodily integrity, social participation, emotional well-
being, and the ability to pursue one’s life plans. This makes the capabilities approach highly relevant
for a patient-centred understanding of unmet health-related needs. However, its strength lies mainly
in identifying broad dimensions of human flourishing rather than in classifying unmet needs according
to their relative urgency. For the NEED framework, which aims to support transparent assessment
and possible prioritisation, the translation of these dimensions into an assessment of the relative eth-
ical urgency of particular unmet needs requires further specification.

5.2.3 Society dimension

Nussbaum’s approach also recognises the importance of institutions and social conditions, since ca-
pabilities can only be secured through appropriate political, legal, economic, and social arrangements.
In this sense, the capabilities approach is relevant to the society dimension of the NEED framework.
Nevertheless, its primary evaluative focus remains the capabilities of individual persons. Broader so-
cietal effects, such as collective disease burden, economic consequences, environmental impact, or
externalities affecting groups beyond the individual patient, are therefore not as directly addressed as
in frameworks designed specifically for institutional or public-health prioritisation. The approach can
illuminate why social arrangements matter for persons’ opportunities, but it provides less guidance for
classifying societal unmet needs within the NEED framework.??

5.2.4 Future dimension

The capabilities approach can be extended to future-oriented concerns, insofar as institutions should
secure the conditions under which persons can develop and sustain central capabilities over time.
This makes the approach relevant to prevention, long-term well-being, and the future consequences
of health conditions. However, Nussbaum’s framework does not provide a specific method for weigh-
ing present and future unmet health-related needs against one another in healthcare policy. Its contri-
bution to the future dimension is therefore important, but less operational than what is required for the
present classification exercise.?2
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5.2.5 Equity dimension

Equity is a central concern of Nussbaum’s approach, since all persons should be secured at least a
threshold level of central capabilities. This makes the approach highly relevant for analysing avoidable
disadvantage, exclusion, and unequal opportunities for health and well-being. It also resonates with
the NEED framework’s concern for unfair and avoidable differences between population groups. How-
ever, the capabilities approach does not by itself provide a detailed procedure for determining how
different health-related inequalities should be weighted when resources are limited or when several
capabilities are affected simultaneously. Its relevance to equity is therefore substantial, but its opera-
tional guidance for prioritisation within the NEED framework remains limited.

5.2.6 Aspect of prioritisation

A key consideration for the present purpose is that Nussbaum’s approach deliberately does not es-
tablish a fixed hierarchy among the central capabilities or prescribe a precise decision rule for resolving
trade-offs between them.. This is consistent with the internal logic of the approach, since the capabil-
ities describe several irreducible dimensions of a life worthy of human dignity. However, this becomes
challenging in healthcare contexts, where policy decisions often require transparent prioritisation
among different types of unmet needs, different patient groups, and different forms of burden. The
capabilities approach can show that many dimensions matter morally, but it provides less guidance
on how they might be prioritised within a concrete assessment framework.22

Overall, Nussbaum’s capabilities approach offers a rich normative perspective on unmet health-re-
lated needs by highlighting what persons are effectively able to do and be and by capturing important
dimensions of health, well-being, autonomy, participation, and human flourishing. For the specific pur-
poses of the NEED framework, the differentiation of particular unmet needs according to their relative
ethical urgency requires additional normative specification.

5.3 Alan Gewirth

Gewirth’s approach interprets health-related needs in relation to the conditions required for agency,
especially freedom and well-being. In applying this framework to NEED, the persons affected by a
health condition are discussed in their role as patients, while the underlying moral claims are grounded
more generally in their status as actual or prospective agents. This allows health-related impairments
to be assessed according to how they affect the conditions necessary for purposive action.'

5.3.1 Health condition

Gewirth’s theory is highly compatible with the health-condition aspect of the NEED framework because
it does not make moral standing dependent on a person’s current level of health or functional ability.
Rather, it asks which conditions are necessary for actual or prospective agency. lliness, disability,
pain, psychological distress, dependency, or lack of access to care can all be ethically relevant insofar
as they restrict freedom or well-being as conditions of purposive action. This allows unmet health-
related needs to be interpreted in terms of how they restrict or undermine the conditions of agency,
thereby providing a normative perspective directly relevant to the NEED assessment.

5.3.2 Patient dimension

Gewirth’s theory offers a clear normative perspective on the patient dimension by grounding the moral
significance of patients’ unmet needs in the conditions of agency. Patients are not only recipients of
care, but persons whose freedom, well-being, and ability to pursue purposes may be affected by ill-
ness and by the organisation of healthcare. A Gewirthian perspective therefore supports the patient-
centred orientation of the NEED framework: unmet needs matter ethically when they impair the con-
ditions under which patients can act, decide, participate, and maintain or develop their lives.
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5.3.3 Society dimension

Gewirth’s theory starts from individual agency, but the generic rights to freedom and well-being entail
corresponding duties that extend to social and institutional arrangements. Because the generic rights
to freedom and well-being generate corresponding duties, institutions and social arrangements be-
come ethically relevant as structures that can secure, protect, or undermine the conditions of agency.
Accordingly, a central implication of the theory is that institutions should be organised so that they
have the capacity to protect and support the generic conditions of agency. Their normative assess-
ment must therefore also take account of the resources, organisational arrangements, and policies
required to fulfil these responsibilities effectively. This makes the theory applicable to the society di-
mension of the NEED framework, provided that societal effects are interpreted in relation to their im-
pact on persons’ agency — including patients, informal caregivers, affected groups, and the wider pop-
ulation. In this way, Gewirth supports a connection between individual entitlements and institutional
responsibilities.

5.3.4 Future dimension

Gewirth does not develop a separate theory of intergenerational justice. Nevertheless, his framework
can support future-oriented ethical reasoning insofar as present decisions affect the future conditions
of agency for actual, prospective, or future persons. This is relevant to the NEED framework because
health policy, prevention, innovation, and resource allocation can shape whether persons will have
access to the conditions required for freedom and well-being over time. This provides a normative
basis for considering future-oriented effects insofar as present decisions shape the conditions of
agency for future persons.

5.3.5 Equity dimension

Equity is strongly supported by the Principle of Generic Consistency, which requires that the generic
rights of all agents be recognised equally. At the same time, equal moral status does not imply identical
treatment in all cases. Since persons may be differently affected in their freedom and well-being,
Gewirth’s theory allows differentiated responses according to the seriousness of the threat to agency.
For the NEED framework’s transversal equity dimension, this provides a way of combining equal moral
concern with differentiated attention to the seriousness of threats to agency.

5.3.6 Aspect of prioritisation

For the present analysis, Gewirth’s distinction between basic, non-subtractive, and additive goods
provides a structured normative orientation for assessing relative ethical urgency. By distinguishing
between basic, non-subtractive, and additive goods, it makes it possible to assess needs according
to how directly they affect the conditions of agency. Basic goods concern the minimal conditions with-
out which purposive action is not possible; non-subtractive goods protect persons from losing already
secured conditions of agency; and additive goods enhance persons’ opportunities to pursue and de-
velop their purposes. This does not produce an automatic ranking in every case, but it provides a
transparent ethical rationale for assessing the relative urgency of unmet health-related needs. Im-
portantly, this prioritisation follows from Gewirth’s rights-based account of agency and should not be
understood as an automatic ranking. The relative importance of particular goods must also be consid-
ered in relation to the capacity of institutions and society to secure the conditions of agency over time.
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5.4 Rationale for selecting Gewirth’s approach

The preceding analysis shows that Rawls, Nussbaum, and Gewirth each illuminate important norma-
tive aspects of the NEED framework. Rawls offers a strong perspective on institutional justice and fair
social cooperation, while Nussbaum’s capabilities approach highlights what persons are effectively
able to do and be and draws attention to the conditions of a life compatible with human dignity. These
perspectives remain highly relevant to the ethical interpretation of unmet health-related needs.

For the specific analytical purpose of the present report, however, Gewirth’'s approach provides a
particularly useful normative structure. lts relevance lies not simply in the distinction between basic,
non-subtractive, and additive goods, but in the way these distinctions are embedded in an agency-
based justification of moral rights. Freedom and well-being are understood as generic conditions of
purposive action; differences in their necessity for agency can therefore be used heuristically to inter-
pret the moral significance and relative urgency of unmet needs. Because these generic rights entail
corresponding duties, the approach also provides a link between individual unmet needs and institu-
tional responsibilities for securing the conditions of agency.

The choice of Gewirth should therefore be understood as a transparent theoretical option for the spe-
cific purposes of this policy-oriented analysis, rather than as the outcome of a general ranking of eth-
ical theories. Rawlsian, capability-based, and other approaches may illuminate additional dimensions
of unmet health-related needs, but the subsequent analysis uses Gewirth because its conceptual
structure allows the NEED criteria to be related systematically to agency, moral claims, relative ethical
urgency, and corresponding institutional responsibilities.

6 APPLICATION OF GEWIRTH’S THEORY TO THE NEED
FRAMEWORK 2025

KEY POINTS

e Health criteria primarily concern basic goods, as severe impairments in physical and mental
health can undermine the minimal conditions required for purposive agency.

e Healthcare criteria may concern basic, non-subtractive or additive goods, depending on
whether they secure, protect or expand the conditions of agency.

e Social criteria predominantly concern non-subtractive and additive goods, but may concern
basic goods where social or material deprivation threatens health, access to care or the minimal
conditions of agency.

¢ In the patient dimension, the link to agency is usually direct. In the society dimension, criteria
also capture indirect or aggregated effects on persons’ freedom and well-being and the
institutional conditions required to protect them.

e Classification is heuristic and context-sensitive, as illustrated by the Crohn’s disease and
malignant melanoma case studies. Categories may overlap and do not provide an automatic
ranking or decision rule.

6.1 Translating Gewirth’s framework into guiding questions

Gewirth’s framework is translated into the NEED analysis by asking how particular unmet health-re-
lated needs affect the conditions of agency, especially freedom and well-being. The distinction be-
tween basic, non-subtractive, and additive goods is used as a heuristic for this purpose. It does not
assign needs mechanically to fixed categories but helps to distinguish different ways and degrees in
which unmet needs may threaten, preserve, or enhance the conditions of purposive action.
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This classification is therefore context sensitive. The ethical significance of a NEED criterion depends
not only on its general description, but also on the empirical circumstances in which it occurs, including
the severity of a condition, its consequences for functioning and participation, and its social or eco-
nomic effects. The findings from the Crohn’s disease and melanoma case studies are used below to
illustrate how empirical evidence can inform such normative interpretation. The empirical findings do
not themselves determine the ethical classification; rather, they provide the context needed to assess
how strongly a particular unmet need affects freedom and well-being as conditions of agency. Empir-
ical disease-specific evidence may affect the interpretation of how strongly a given criterion bears on
agency, without changing the normative meaning of the categories themselves.

The distinction between the three types of goods should also not be understood as implying that only
basic goods are ethically important. Basic goods concern conditions without which agency is impos-
sible or seriously undermined and may therefore carry particular urgency. Non-subtractive goods are
ethically significant because they protect already secured levels of agency, while additive goods matter
because they expand persons’ opportunities, participation, and well-being. The relative ethical ur-
gency of a need therefore depends on its concrete impact on agency and cannot be inferred from the
category alone. The distinction should not be read as a simple resource-allocation sequence in which
basic goods are always to be satisfied first and other goods become ethically relevant only thereafter.

On this basis, the theoretical distinctions are reformulated into guiding questions for the analysis of
the NEED criteria. These questions are intended to support a transparent and structured ethical inter-
pretation rather than to provide an automatic ranking or decision rule. They also need to be considered
in relation to the responsibilities and capacities of institutions to protect and support the conditions of
agency.'

6.1.1 Patient dimension

6.1.1.1 Basic goods

From Gewirth’s perspective, the primary concern is whether persons possess the minimal conditions
required for purposive agency. Basic goods are therefore not limited to biological survival, although
survival is their most fundamental instance. They also include conditions such as bodily integrity, ele-
mentary physical and mental functioning, and the basic forms of well-being without which persons
cannot pursue any purposes at all. When such goods are seriously threatened, persons have the
strongest moral claim to their protection. This leads to the first question, which, according to Gewirth’s
theory, can read as follows: “Which needs are to be met so that persons can act as purposive agents
at all?” The important aspects which are included focus on the agency itself.

This theoretical question forms the basis for a more practical one that aligns with the NEED framework
and reflects key elements of Gewirth’s theory. Given that the NEED framework identifies unmet needs,
the question should target significant impairments (or deficiencies), such as basic goods like health.
Basic health needs include the conditions required for survival, bodily integrity, and the ability to act
as a purposive agent. These needs encompass essential physical health (such as adequate nutrition,
shelter, and freedom from life-threatening illness), mental health (including cognitive and emotional
functioning), and broader aspects of well-being necessary for pursuing one’s goals, such as minimal
social conditions and autonomy. '

Accordingly, the question can be formulated as the following: To what extent does the NEED crite-
rion concern fundamental conditions of agency, such as survival, bodily integrity, physical and
mental functioning, or basic autonomy? This formulation is consistent with Gewirth’s view that
moral agency depends on the ability to act voluntarily toward self-chosen purposes, and that the im-
pairment of fundamental needs undermines this capacity.
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6.1.1.2 Non-subtractive goods

Non-subtractive goods are those that protect persons from losing already secured conditions of
agency. They do not necessarily create new capacities, but they prevent deterioration in freedom,
health, autonomy, or well-being. The guiding question is therefore: Which needs must be met to pre-
vent persons from losing their existing ability to act freely and pursue their purposes?

When translating this into a practical question for the NEED framework, it is important to clarify the
aspect of “ability to act,” as this concept can vary across contexts. In Gewirth’s theory, the ability to
act meaningfully depends on both freedom and well-being (as discussed in section 3.1.3). By contrast,
the NEED framework often operationalises “autonomy” in more concrete terms, such as physical or
mobility-related capabilities. For instance, instruments like the EQ-5D-5L assess dimensions of daily
activities including mobility, selfcare, usual activities, pain/discomfort and anxiety/depression).23

Therefore, the practical question should explicitly reflect the aspects of the “ability to act” that are
relevant for moral agency, while also accounting for the preservation of basic goods and the support
of well-being over time.

Accordingly, the practical question becomes: Does the fulfilment of the NEED criterion protect
patients from losing their ability to act freely, including their autonomy and physical, mental
and social health, and thereby support the maintenance of their well-being?

6.1.1.3 Additive goods

Additive goods are those that enhance or expand persons’ opportunities for agency beyond the preser-
vation of already secured capacities. This does not necessarily imply an improvement in health status.
Rather, additive goods may increase autonomy, participation, available options, or other conditions
that enable persons to pursue purposes they value. The guiding question is therefore: Which needs
must be met to expand persons’ opportunities for purposive action and participation?

In practice, this means asking whether fulfilling a NEED criterion creates additional possibilities for
patients to act, decide, participate, or pursue valued purposes, even where the underlying health con-
dition itself cannot be improved.

The practical question can therefore be formulated as follows: Does fulfilment of the NEED criterion
expand patients’ opportunities for purposive action, autonomy, participation, or the pursuit of valued
purposes?

This distinguishes additive from non-subtractive goods: non-subtractive goods primarily protect al-
ready secured conditions of agency, whereas additive goods open up or strengthen additional possi-
bilities for agency.

6.1.2 Society dimension

The society dimension requires a different approach from the patient dimension when applying
Gewirth’s theory. In the NEED framework, the society dimension refers to externalities and broader
effects of health conditions beyond the individual patient, such as transmissibility, economic burden,
environmental impact, and effects on other persons or groups. Such effects may operate indirectly,
for example when a high disease burden leads to productivity losses, increased costs, or pressure on
healthcare capacity, thereby reducing the resources and institutional conditions available to protect
persons’ freedom and well-being. From a Gewirthian perspective, these factors should not be under-
stood as needs of society in the same sense in which persons have needs. Rather, they are ethically
relevant insofar as they indicate how health conditions and institutional responses may affect the free-
dom and well-being of persons as agents. The guiding questions below therefore use societal indica-
tors to assess whether agency-related goods are threatened, preserved, or enhanced at population
level.14
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6.1.2.1 Basic goods

At the societal level, Gewirth emphasises the importance of institutional arrangements that secure
access to the conditions necessary for agency. The theoretical question can be formulated as follows:
Which societal or institutional conditions are necessary to ensure all individuals have secure access
to the basic conditions of agency, such as survival, bodily integrity and primary healthcare?

The corresponding practical question is: To what extent do societal indicators show that these
basic conditions of agency are threatened at population level, or that institutions need to re-
spond in order to protect them? This aligns with the NEED framework by focusing on severe im-
pairments at the population level.

These questions reflect key elements of Gewirth’s theory by addressing the conditions under which a
population may lose its ability to act due to severe impacts of a health condition.

6.1.2.2 Non-subtractive goods

From the perspective of Gewirth's theory, the theoretical question can be formulated as follows: How
can institutions and social structures protect individuals from losing their already secured conditions
of agency, for example by preventing avoidable illness, vulnerability, exclusion, catastrophic health
loss, or loss of access to care?

The practical question then becomes: Does the way institutions meet these needs protect peo-
ple’s ability to act freely and autonomously, for example, by safeguarding physical, mental,
and social health, so that individuals do not regress below the threshold of secure agency?

6.1.2.3 Additive goods

The theoretical question for additive goods is: In what ways can institutions and social arrangements
expand persons’ opportunities for purposive action, for example through prevention, innovation, edu-
cation, or equitable access to supportive conditions?

At the societal level, additive goods concern institutional arrangements that create or expand oppor-
tunities for agency beyond the preservation of already secured conditions. This may include improving
access to prevention or innovation, strengthening participation, or creating more equitable conditions
for persons to pursue valued purposes.

Accordingly, the practical question can be formulated as follows: Does addressing the identified
societal-level concern expand persons’ opportunities for agency, participation, or access to
supportive conditions, while contributing to sustainable and equitable healthcare arrange-
ments?

In conclusion, both the patient and society dimensions can be analysed through Gewirth’s distinction
between basic, non-subtractive, and additive goods, but the interpretive route differs. In the patient
dimension, the link to agency is usually direct. In the society dimension, societal indicators and insti-
tutional responsibilities show how health conditions and system-level effects may influence persons’
freedom and well-being at population level. The practical questions related to the three types of goods
are therefore aligned in that they all focus on agency and well-being, while recognising that societal
criteria often indicate indirect or aggregated effects.> 16
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6.2 Ethical interpretation of the NEED criteria using Gewirth’s framework

The following section applies the guiding questions developed above to the individual criteria of the
NEED framework. The aim is to interpret their normative significance by examining how each criterion
relates to the conditions of agency and to basic, non-subtractive, or additive goods. The classification
is heuristic and context-sensitive: the same criterion may acquire different ethical significance depend-
ing on the nature and severity of the unmet need and on the empirical context in which it occurs.
Where relevant, findings from the Crohn’s disease and melanoma case studies are used to illustrate
and inform this interpretation.

6.2.1 Patient dimension

6.2.1.1 Health domain

Within the patient dimension, the health domain focuses on the burden of disease, including pain,
suffering, and reductions in well-being and quality of life.! In Gewirth’s framework, health is essential
for agency and therefore constitutes a basic good. The key question is whether all criteria within this
domain can be classified as such.

IMPACT ON LIFE EXPECTANCY

This criterion measures years of life lost (YLL) due to a condition." It directly relates to survival and the
capacity for purposive action, as reduced life expectancy limits the conditions necessary for autonomy.
Although YLL is calculated retrospectively, it reflects a real loss of opportunities for action. Therefore,
this criterion qualifies as a basic good.

In Crohn’s disease (CD), mortality is generally low and mainly linked to complications or comorbidities,
with no specific Belgian mortality data available.'® While CD significantly affects quality of life, it rarely
threatens survival. As a result, this criterion is not applicable to CD and not a relative urgency of need.

In contrast, malignant melanoma poses a substantial mortality burden. In Belgium, YLL was estimated
at 73 per 100 000 inhabitants in 2019, indicating a direct impact on survival.'® Here, the criterion is
highly relevant and demands priority, as it directly concerns the preservation of life.

The NEED criterion “Impact on life expectancy” must be classified as a basic good, since it directly
concerns primary health needs such as survival and safety.

IMPACT ON GENERAL HEALTH-RELATED QUALITY OF LIFE

This criterion captures the overall need to improve health-related quality of life and is measured
through Years Lived with Disability and the EQ-5D-5L score.! The EQ-5D-5L assesses five dimen-
sions: mobility, self-care, usual activities, pain/discomfort, and anxiety/depression, thereby reflecting
both physical and mental health.

Because these dimensions directly affect patients’ ability to act as purposive agents, the criterion
aligns with Gewirth’s concept of basic goods. Impairments in quality of life limit autonomy and func-
tioning, making this criterion ethically significant.

Empirical data support the above reasoning. In Crohn’s disease, patients report a substantial impact
on daily functioning and overall well-being. 55% of patients experienced difficulties with daily activities,
46% reported pain or discomfort, 35% mobility problems, 30% anxiety or depression, and 11% diffi-
culties with self-care. These figures highlight that Crohn’s disease affects not only physical health but
also mental and social dimensions, significantly restricting patients’ capacity to act as purposive
agents in everyday life.

In malignant melanoma, the impact on quality of life is also considerable, though the distribution of
reported problems differs slightly: 46% of patients suffered from anxiety or depression, 32% from pain
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or discomfort, 27% from difficulties with daily activities, 19% from mobility problems and 14% from
difficulties with self-care indicating a strong psychological burden.

Thus, in both conditions, reduced quality of life directly affects physical and mental well-being, justify-
ing its classification as a basic good.

IMPACT ON PHYSICAL AND PSYCHOLOGICAL HEALTH

This criterion focuses more specifically on changes in physical symptoms (such as pain, discomfort,
and functional limitations) and psychological conditions (including anxiety, depression, and stress),
drawing on EQ-5D-5L data.! While analytically distinct, these dimensions remain closely intercon-
nected and together shape patients’ overall health status.

Physical impairments can directly threaten safety, bodily integrity, and the ability to carry out basic
activities, thereby affecting survival-related needs. Psychological symptoms, in turn, can influence
mental stability, decision-making, and coping capacity, and may also have indirect effects on social
participation and relationships. Their ethical significance depends on the severity and duration of these
impairments and on how strongly they restrict basic functioning. Both dimensions are therefore es-
sential for maintaining agency.

Evidence from the case studies reinforces this. In Crohn’s disease, patients report a high burden of
physical symptoms (87% of respondents experienced more than four physical symptoms, including
diarrhea, fatigue, cramps, and stool urgency) alongside frequent psychological distress (72% reported
at least one symptom such as stress, anxiety or depression), both of which significantly affect daily
functioning. Similarly, melanoma patients experience a combination of physical symptoms and notable
levels of anxiety and depression (fatigue/exhaustion (30%) and swollen or painful lymph nodes (22%),
while nearly half (49%) reported psychological symptoms such as anxiety (30%), depression (24%)
and stress (22%), indicating that both aspects contribute to the overall disease burden.

In sum, both theoretical reasoning and empirical evidence show that impairments in physical and psy-
chological health can directly undermine patients’ ability to act as purposive agents. These criteria
should therefore be classified as basic goods, as they are fundamental to maintaining safety, func-
tioning, and overall well-being.

IMPACT ON AUTONOMY

This criterion is assessed through changes in mobility, self-care, and usual activities, based on EQ-
5D-5L data collected via surveys or interviews.! Within the NEED framework, it captures autonomy in
a practical sense, while in Gewirth’s theory autonomy refers more broadly to the freedom and well-
being required for purposive action. This broader understanding underscores its moral relevance, as
limitations in autonomy directly affect agency.

The classification of this criterion depends on the severity of impairment. Significant restrictions in
mobility, self-care, or daily activities can threaten basic health needs, including survival and physical
and mental integrity, and thus qualify as a basic good. Less severe limitations, while still restricting
freedom and well-being, may instead correspond to non-subtractive goods The distinction between
basic and non-subtractive goods therefore depends not only on whether limitations in mobility, self-
care, and usual activities are present, but also on their severity and their impact on patients’ independ-
ence. Empirical findings can help illustrate how different levels of impairment may translate into differ-
ent degrees of autonomy loss and thus inform the classification of this criterion within the NEED frame-
work.

Empirical findings illustrate this distinction. In Crohn’s disease, substantial declines in “no problems”
responses across all three dimensions indicate pronounced limitations in independence and daily
functioning.'® In malignant melanoma, smaller but still notable proportions of patients report difficulties
in usual activities, mobility, and self-care: mobility was affected in 18.9% of respondents, and self-care
in 13.5%. Although these proportions are lower than for Crohn’s disease, they indicate that autonomy-
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related difficulties are still present for a subset of patients. From a Gewirthian perspective, such diffi-
culties are ethically relevant insofar as they restrict patients’ ability to act independently and carry out
everyday activities.'®

Overall, the evidence shows that restrictions in these domains can significantly limit patients’ ability to
act purposively. Whether the criterion constitutes a basic or non-subtractive good depends on the
extent to which autonomy, and ultimately safety and survival, is compromised. This highlights the
importance of combining theoretical reasoning with empirical data in the classification process.

IMPACT ON SEXUAL AND REPRODUCTIVE HEALTH

This criterion assesses how a health condition affects sexual and reproductive functioning, based on
patient-reported data.* From a Gewirthian perspective, it relates primarily to physical and mental
health. While it may not directly threaten survival, impairments in this domain can substantially affect
well-being and, consequently, the capacity for purposive action. This supports its classification as a
basic good.

This criterion was not yet included, when the two studies, Crohn’s disease and Malignant Melanoma
study, were conducted. Thus, as there is no evidence, there is no data available for this indicator.

CONCLUSION ON THE HEALTH DOMAIN

In conclusion, the health domain cannot be classified as a basic good without further conceptual clar-
ification (see Figure 3). The analysis of the NEED criteria associated with this domain demonstrates
that a critical discussion is required before such classification can be made. In this case, however, all
health-related criteria have ultimately been identified as basic goods. This is because — depending
on the severity — impairments in these areas can directly undermine physical and mental health, and
thereby the capacity for agency, which is central in Gewirth’s ethical framework. Accordingly, these
criteria require particular attention in contexts of unmet health needs, as addressing them is essential
for preserving both patient well-being and moral agency.



Figure 3 — Patient dimension: Health criteria classification according to Gewirth’s ethical
framework

6.2.1.2 Healthcare domain

In the NEED framework, five criteria represent the healthcare domain (see section 1.2). As with the
health domain, each criterion will be examined in terms of its classification, with particular attention to
the role played by the indicators.

TREATMENT EFFECTIVENESS

The criterion “treatment effectiveness” assesses how well the current standard of care performs,
based on expert evaluation ranging from “not effective” to “very effective”.*

Its classification depends on the extent to which ineffective treatment threatens patients’ health and
agency. When no effective alternative exists and the impact of the disease on basic health needs is
high, ineffective treatment can directly endanger physical and mental health and potentially survival
thereby qualifying as a basic good. In such cases, unmet treatment needs undermine the conditions
required for purposive action, providing strong moral justification for prioritising this criterion.

However, treatment effectiveness may also align with non-subtractive goods. While treatment itself
may be essential for recovery, its degree of effectiveness can function more as a safeguard, helping
patients maintain their existing level of health and agency rather than restoring it. The classification
therefore depends on how strongly treatment outcomes influence the patient’s ability to act.

Empirical findings illustrate this variability. In Crohn’s disease, limited treatment effectiveness contrib-
utes to persistent symptoms that impair quality of life, psychological well-being, and social participa-
tion."s In addition, treatments may involve significant risks, such as infections or hepatotoxicity, further
restricting patients’ capacity for action. Here, ineffective or burdensome treatment can directly under-
mine basic health needs, suggesting classification as a basic good or, in less severe cases, a non-
subtractive good.
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In malignant melanoma, classification varies by disease stage. Treatment is considered very effective
in early stages but only moderately effective in advanced cases.'® For early-stage melanoma, treat-
ment effectiveness may function as a non-subtractive good, maintaining health and autonomy. In ad-
vanced melanoma, however, it directly affects survival and thus qualifies as a basic good.

Overall, this criterion highlights the contextual nature of classification: its ethical status shifts de-
pending on disease severity and treatment impact.

BURDEN OF TREATMENT

The criterion “burden of treatment” captures the physical, psychological, and practical demands asso-
ciated with treatment, including side effects. It is measured through patient-reported levels of burden,
ranging from moderate to extreme.*

From a Gewirthian perspective, its classification depends on the degree to which treatment burden
affects health and agency. When the burden severely compromises physical or mental health, it can
threaten basic needs and thus qualify as a basic good. In such cases, treatment itself becomes a
barrier to maintaining health and agency.

More commonly, however, this criterion aligns with non-subtractive goods. Reducing treatment bur-
den helps preserve patients’ existing capacity to act by preventing further deterioration in well-being,
rather than creating new capabilities. For this reason, it is less convincing to classify it as an additive
good, as its primary function is protective rather than enhancing.

Evidence from the case studies supports this interpretation. In Crohn’s disease, treatments are asso-
ciated with significant risks, including infections and long-term side effects (e.g. hepatotoxicity).'s
These burdens can impair health and highlight unmet needs, with classification depending on their
severity.

Similarly, in malignant melanoma, patients report substantial side effects such as fatigue (reported by
56% of participants undergoing treatment) and joint pain, which can significantly affect daily function-
ing.'® Even less frequent side effects may have a strong impact on well-being and autonomy.

In sum, the burden of treatment should be understood primarily as a non-subtractive good, though in
cases of severe impact it may rise to the level of a basic good. Its classification ultimately depends on
the extent to which it undermines health and the patient’s ability to act.

QUALITY OF CARE

The NEED criterion “Quality of care” captures the need to improve care delivery through five indicators:
coordination and continuity of care, information received, patient involvement in treatment decisions,
diagnostic timing, and implementation of secondary prevention strategies.' Because these indicators
affect patients in different ways, the classification cannot be made at the level of the overall criterion
but must be assessed individually.

A. Coordination and continuity of care

This indicator assesses how well care is organised and coordinated, based on patient-reported expe-
riences. 4 While this does not directly determine survival or primary health outcomes, it plays an im-
portant supporting role. Well-coordinated care enables effective treatment and helps maintain patients’
physical, mental, and social well-being.

From a Gewirthian perspective, this suggests classification as a non-subtractive good. It does not
itself constitute a primary health need, but it protects patients from losing their ability to act freely by
supporting autonomy and stability in care. At the same time, coordination can also enhance patients’
ability to act, for example, by reducing uncertainty and improving access to appropriate services, giving
it an additional, though secondary, additive dimension.

Findings from both case studies support this interpretation. In Crohn’s disease, patients report dissat-
isfaction with fragmented care and a lack of holistic, multidisciplinary approaches.'
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Similarly, melanoma patients emphasise the importance of integrated care and accessible follow-up.'®
These shortcomings do not directly threaten survival, but they weaken the structures that sustain au-
tonomy and well-being.

B. Received information

This indicator measures whether patients receive clear, sufficient, and understandable information
from healthcare professionals.# Although it is ethically important, it does not directly affect primary
health needs such as survival or physical and mental health. Treatment is generally provided regard-
less of the level of information received.

For this reason, it cannot be classified as a basic good. It also only indirectly protects agency, making
its classification as a non-subtractive good less convincing. Instead, it aligns more clearly with additive
goods. Access to high-quality information strengthens patients’ autonomy, enables informed decision-
making, and reduces uncertainty. In doing so, it enhances their capacity for purposive action and
contributes to the further development of well-being.

Empirical findings support this classification. In both Crohn’s disease and melanoma, most patients
report receiving clear and sufficient information, indicating that this factor primarily improves rather
than safeguards agency.®

C. Involvement in treatment decisions

This indicator reflects the extent to which patients feel involved in decisions about their treatment. 4
Although it does not directly influence survival or the delivery of treatment, it is ethically significant
because it relates to patients’ right to participate in decisions affecting their own health.

Limited involvement restricts autonomy and, consequently, the ability to act purposively. Therefore,
this indicator is best classified as a non-subtractive good: it protects patients from losing their ca-
pacity for free and autonomous action and supports the maintenance of well-being. While involvement
may also have some additive aspects, its primary function is protective rather than enhancing.

Evidence from both studies reinforces this view. In the Crohn’s disease study, a considerable propor-
tion of patients expressed a desire for greater involvement in decision-making.s

Similar concerns are reported in melanoma.'® These findings show that insufficient involvement con-
strains agency, even if it does not directly affect physical health.

D. Diagnostic timing

This indicator measures the time between the first medical consultation and diagnosis.! Its ethical
relevance depends strongly on context. Diagnostic timing is not itself a basic or non-subtractive good;
rather, it indicates whether agency-related goods may be threatened or protected through timely di-
agnosis. When delayed diagnosis leads to significant deterioration in health, loss of treatment oppor-
tunities, or reduced survival chances, the affected goods may qualify as basic goods. In less severe
cases, timely diagnosis functions as a way of protecting non-subtractive goods by preventing avoida-
ble harm and preserving patients’ ability to act. The ethical assessment should also consider whether
shorter diagnostic delays are reasonably achievable given the available medical knowledge, evidence,
guidelines, and organisational resources.

This indicator was not included in the Crohn’s disease and malignant melanoma studies at the time of
investigation. Therefore, no case-specific classification can be made for these two examples, although
diagnostic timing remains conceptually relevant as an indicator of potential threats to basic or non-
subtractive goods.
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E. Implementation of effective secondary prevention strategies

This indicator assesses the extent to which effective secondary prevention strategies are imple-
mented, such as interventions aimed at preventing complications, alleviating symptoms, and main-
taining health.! These strategies are designed to protect patients from further deterioration rather than
to create new capacities.

Accordingly, they align most closely with non-subtractive goods. They help preserve physical, men-
tal, and social health, thereby maintaining patients’ ability to act. Since they do not directly determine
survival, they cannot be classified as basic goods.

As with diagnostic timing, this indicator was not included in the case studies.
F. Conclusion

Overall, the criterion “quality of care” cannot be assigned to a single category of goods. Its indicators
fulfil different ethical functions: some primarily protect existing health and agency (non-subtractive
goods), others enhance autonomy (additive goods), and in certain contexts may even relate to basic
goods.

This highlights the complexity of the classification process. Rather than applying a uniform label, each
indicator must be evaluated in relation to the specific health condition and its impact on patient agency
(see Figure 4).

ACCESSIBILITY

The criterion “accessibility” is assessed through two indicators: treatment availability and foregone
care. Both address whether patients can actually obtain the care they need, though from different
perspectives.

A. Treatment availability

This indicator evaluates whether treatments are financially and logistically accessible. Availability is-
sues may arise when treatments are not authorised, not commercialised, too expensive, not reim-
bursed, or subject to shortages. Data are based on expert assessments of the extent to which treat-
ment is available to the patient population.*

From a Gewirthian perspective, treatment itself can be considered a basic good, as it is essential for
maintaining physical and mental health and, in many cases, survival. Consequently, when treatment
is unavailable, primary health needs are directly threatened. For this reason, the indicator “treatment
availability” should generally be classified as a basic good. This also provides a strong moral justifica-
tion for its inclusion in the NEED framework.

In the Crohn’s disease study, no data were available for this indicator, and therefore no empirical
classification can be drawn.'® In contrast, the malignant melanoma study reports supply shortages
and high treatment costs, which limit access for some patients.'® These barriers directly endanger
health and support the classification of this indicator as a basic good.

B. Forgone care

The second indicator refers to situations in which patients do not receive care despite a perceived
need. This may result from financial barriers, long waiting times, or practical obstacles such as
transport difficulties.

The ethical relevance of this indicator depends less on the type of barrier and more on the conse-
quences of missed care. Foregone care is not itself a basic or non-subtractive good; rather, it indicates
whether agency-related goods may be threatened because access to needed care is not secured. If
foregone care involves essential treatment, fundamental conditions of agency — such as bodily integ-
rity, basic physical or mental functioning, or access to necessary care — may be put at risk, and the
affected goods may qualify as basic goods. If the unmet care concerns less urgent or supportive
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interventions, the affected goods are more appropriately interpreted as non-subtractive, as they pri-
marily concern the preservation of already secured agency and well-being.

In Crohn’s disease study, 13.3% of patients reported not receiving needed care, with the most com-
mon reasons being long waiting times, lack of competent staff, and insufficient information.'® These
barriers highlight unmet needs that may, depending on severity, threaten access to essential treat-
ment.

In the melanoma study, most patients reported receiving the care they needed, suggesting that fore-
gone care is less central in this context. This points toward a classification as a non-subtractive good,
since access issues mainly concern the preservation of already secured agency and well-being. How-
ever, the reported shortage of dermatologists and resulting waiting times indicate that, in certain cases,
access to essential treatment may still be compromised. In such situations, the affected goods may
concern basic goods.

C. Conclusion

The criterion “accessibility” cannot be assigned to a single category of goods. Its classification
depends on the extent to which restricted access affects primary health needs and patient agency.
When access to essential treatment is compromised, it constitutes a basic good; when it primarily
affects comfort or continuity of care, it aligns with non-subtractive goods.

In all cases, accessibility remains a fundamental condition for agency. Without access to care, patients
cannot maintain their health or act purposively, which justifies its central role within the NEED frame-
work (see Figure 4).

SCIENTIFIC RESEARCH

The final criterion within the healthcare domain is “scientific research,” which is assessed through
identified research gaps across areas such as pathophysiology, diagnosis, biomarkers, treatment, and
prevention.*

From a Gewirthian perspective, this criterion can be classified either as a non-subtractive or an
additive good, depending on the context. When little or no research exists for a disease, particularly
in the absence of effective treatment, scientific research becomes essential for developing interven-
tions that maintain or restore patients’ capacity to act. In such cases, it aligns with non-subtractive
goods, as it could potentially protect against the loss of health and agency.

In contrast, when effective treatments are already available, further research primarily serves to im-
prove or expand existing options. Here, it enhances patients’ opportunities and well-being beyond the
current level, which corresponds to an additive good.

This criterion was not included in Crohn’s disease and malignant melanoma studies, and therefore no
empirical evidence is available to support its classification in these contexts.
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Figure 4 — Patient dimension: Healthcare criteria classification according to Gewirth’s ethical
framework
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6.2.1.3 Social domain

The “Social” domain constitutes the third dimension of the NEED framework, alongside health and
healthcare (see section 1.2). It captures health-related needs arising from the impact of a condition on
patients’ social lives, including social participation, education, employment, and financial conse-
quences.* In this report, the social domain should be distinguished from the society dimension. The
social domain refers to needs affecting patients’ social lives, education, work, and financial situation,
whereas the society dimension concerns broader effects of a health condition beyond the individual
patient, including externalities and impacts on other persons or groups.

From a Gewirthian perspective, these needs are ethically relevant because social and material condi-
tions can affect persons’ freedom and well-being as conditions of agency. Social needs should there-
fore not be understood as merely secondary or external to health-related needs. Rather, they may
protect, restrict, or enhance the conditions under which persons can act purposively and pursue their
lives.

In many cases, the social domain will primarily correspond to non-subtractive goods, because social
support, employment, education, and financial stability help persons maintain already secured levels
of agency and prevent deterioration in autonomy, participation, and well-being. In other cases, social
needs may also have additive characteristics, insofar as they expand opportunities, strengthen partic-
ipation, and enhance quality of life. In severe cases, however, social needs may also acquire the
status of basic goods, for example when financial hardship, social isolation, lack of support, or loss of
housing threatens access to care, physical or mental health, or the minimal conditions of agency. For
these reasons, the social domain is morally relevant within the NEED framework, as it contributes to
both the protection and development of agency, particularly in terms of freedom and well-being.

However, this preliminary classification requires further specification. A more precise assessment de-
pends on the analysis of the four underlying criteria, which provide a detailed basis for evaluating its
impact. The following analysis therefore classifies the social-domain criteria not by assuming that so-
cial needs are always less urgent than health or healthcare needs, but by asking how each criterion
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affects agency: whether it threatens the minimal conditions of agency, prevents deterioration, or en-
hances persons’ opportunities for purposive action.

IMPACT ON SOCIAL LIFE

The first criterion within the social domain, “impact on social life,” captures needs related to social
support and social connection. These are assessed through two indicators that provide the basis for
classification.

A. Social support needs

The first indicator, “social support needs,” measures the proportion of patients who report unmet needs
for support in at least one area.* Social support does not usually affect survival directly. However, it
can be crucial for maintaining well-being, autonomy, access to care, and the ability to manage every-
day life with illness. A lack of support can limit social participation and reduce patients’ capacity for
purposive action. In severe cases, especially where patients depend on others for care, orientation,
administration, mobility, or daily activities, unmet social support needs may even threaten basic con-
ditions of agency. In most cases, however, this indicator is best understood as a non-subtractive
good, because it protects patients from losing already secured levels of autonomy, participation, and
well-being.

At the same time, social support may also have additive aspects. Depending on the context, it can
strengthen autonomy and enhance overall well-being beyond its maintenance, thereby expanding pa-
tients’ opportunities for action.

Findings from the Crohn’s disease study illustrate this. Over half of respondents (54%) reported unmet
needs for social support, particularly regarding peer exchange, administrative assistance, and help
with daily activities.’® These forms of support do not directly affect survival, but they contribute to
maintaining, and in some cases enhancing, patients’ ability to function and engage in daily life.

In the malignant melanoma study, most participants (64.9%) reported no additional support needs,
although a notable proportion still indicated a lack of opportunities to connect with other patients. '
This suggests that, in this context, social support functions more as an additive good, enhancing well-
being rather than safeguarding it.

B. Social connections needs

The second indicator, “social connection needs,” assesses the extent to which a health condition af-
fects relationships with partners, family, and friends.# Social connection needs should also be under-
stood primarily as non-subtractive goods. Relationships with partners, family, friends, and peers can
help sustain mental health, identity, resilience, and participation. When these relationships are seri-
ously disrupted, patients may experience isolation or loss of support that restricts their freedom and
well-being. In many cases, social connections also have additive aspects, because they enrich pa-
tients’ lives and expand opportunities for participation. Their classification therefore depends on the
severity and consequences of the disruption.

IMPACT ON EDUCATION

The criterion “impact on education” assesses the extent to which a health condition disrupts a patient’s
educational trajectory, for example through time lost in schooling or reduced study participation.’

The classification of this criterion depends on the role education plays in the person’s life course.
Education often has additive characteristics, because it contributes to the development of skills, au-
tonomy, future opportunities, and broader participation. However, it may also function as a non-sub-
tractive good when iliness disrupts an already ongoing educational trajectory and thereby risks long-
term loss of opportunity, independence, or social participation. It should therefore not be understood
only as an enhancement of well-being, but also as a condition that may protect future agency.
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No empirical data from Crohn’s disease or malignant melanoma studies are available for this criterion.
Nevertheless, its impact should not be underestimated, as disruptions in education may have long-
term consequences. Future research should therefore examine this criterion more closely across dif-
ferent health conditions.

IMPACT ON WORK

The criterion “impact on work” addresses how a health condition affects employment, measured
through changes in working capacity or employment status after diagnosis.*

Work is not only a source of income, but also a central context for autonomy, social participation,
recognition, and future planning. Loss of employment or reduced working capacity can therefore sig-
nificantly restrict a patient’s freedom and ability to act. In Gewirthian terms, this criterion is best under-
stood primarily as a non-subtractive good, because it concerns the preservation of already secured
conditions of agency. At the same time, work may also have additive aspects when employment
enhances participation, self-realisation, and quality of life. In severe cases, where loss of work leads
to poverty, loss of housing, or inability to access necessary care, the consequences may also affect
basic goods.

Empirical findings support this classification. In the Crohn’s disease study, a large proportion of previ-
ously employed patients reported work incapacity, and many did not return to work.> Similarly, in
malignant melanoma, reduced working ability was observed, particularly in more advanced stages,
with disease symptoms and treatment side effects cited as key factors.'®

These results show that the impact on work can substantially limit patients’ autonomy and capacity for
action. ldentifying and addressing this unmet need is therefore essential for maintaining well-being
and supporting agency.

FINANCIAL CONSEQUENCES

The criterion “Financial consequences” captures the financial impact of a health condition on patients
and is assessed through three indicators. From a Gewirthian perspective, financial consequences are
ethically relevant not simply because they impose costs, but because they may restrict the material
conditions under which persons can maintain health, access care, exercise autonomy, and pursue
purposes over time. High treatment-related costs can place patients under significant financial strain,
potentially restricting their ability to act and, in extreme cases, preventing access to necessary care.
This may ultimately lead to a loss of agency if essential treatment is unaffordable.’

Importantly, the severity of this impact depends not only on the health condition but also on the pa-
tient’s financial situation. The NEED framework addresses this through its equity dimension, recog-
nising that similar costs can have very different consequences depending on individual resources.
Consequently, classification depends on severity: when financial consequences threaten access to
essential needs such as treatment, housing, or nutrition, they qualify as a basic good; when they
primarily restrict autonomy and well-being without endangering survival, they are better understood
as non-subtractive goods.

A. Average out-of-pocket healthcare costs per patient

The first indicator, “Average out-of-pocket healthcare costs per patient,” measures yearly healthcare
expenses not covered by insurance.* When such costs prevent access to necessary treatment, they
directly threaten physical and mental health and must be classified as a basic good. However, when
costs remain manageable but burdensome, they primarily affect well-being and autonomy, supporting
classification as a non-subtractive good. For example, in Crohn’s disease, while essential treatments
are largely reimbursed, additional expenses (e.g., supplements or complementary care) accumulate
over time and can strain financial stability.'® Similarly, melanoma patients reported financial burdens
linked to non-reimbursed paramedical consultations such as with an osteopath indicating constraints
on agency without necessarily threatening survival.®



B. Perceived financial difficulties related to the health condition

This indicator reflects patients’ subjective experience of financial strain.* Severe hardship, such as
inability to afford basic living expenses, directly threatens survival and should therefore be classified
as a basic good. In less extreme cases, it limits autonomy and well-being and thus corresponds to a
non-subtractive good. Although no empirical data from the Crohn’s or melanoma studies are available
for this indicator, its classification clearly depends on the degree of financial impact.

C. Non-healthcare costs

This indicator includes indirect expenses such as transport, accommodation, or household adjust-
ments.* While not medical in nature, these costs can accumulate significantly. If they compromise
patients’ ability to meet essential needs, they must be considered a basic good; otherwise, they func-
tion as non-subtractive goods by limiting autonomy without threatening survival. Evidence from
Crohn’s disease highlights recurring expenses (e.g., household support or hygiene-related costs),
while melanoma patients reported burdens such as parking fees and non-reimbursed supportive ser-
vices.15 16

D. Conclusion

Overall, “Financial consequences” cannot be assigned to a single category. Its classification de-
pends on the extent to which financial strain affects patients’ ability to secure essential needs
and maintain agency. Severe financial hardship justifies classification as a basic good, whereas less
critical burdens align with non-subtractive goods. This variability underscores the importance of incor-
porating equity into the NEED framework, ensuring that both medical and socio-economic differences
are reflected in the assessment of unmet needs (see Figure 5).

Figure 5 — Patient dimension : Social criteria classification according to Gewirth’s ethical
framework

*Mainly additive, potentially non-subtractive depending on context
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CONCLUSION

The initial classification of the patient dimension within the NEED framework highlights its inherent
complexity. While some criteria could be classified relatively straightforwardly (e.g., impact on life ex-
pectancy), most required careful ethical reflection and comparison across multiple indicators. Overlaps
between needs, as well as influencing factors such as patients’ socioeconomic situations, further com-
plicated the process, an important consideration for future analyses (see Figure 5).

Overall, the social domain should not be treated as ethically peripheral within the NEED framework.
Although many social-domain criteria do not directly concern survival, they are closely connected to
the freedom and well-being required for agency. Social support, social relationships, education, work,
and financial stability can prevent deterioration in agency, expand opportunities for participation, and,
in severe cases, protect the minimal conditions of agency itself. For this reason, the social domain is
best understood as predominantly non-subtractive and additive, while allowing for classification as
basic where social or material deprivation seriously threatens health, care access, or the fundamental
conditions of purposive action. The analysis also confirms that overlaps between categories are una-
voidable, reflecting the multifaceted nature of unmet health-related needs. In this context, the case
studies on Crohn’s disease and malignant melanoma were particularly useful, as they grounded the
theoretical discussion in empirical evidence and illustrated how classifications operate in practice.

This preliminary classification offers an initial ethical structuring of the patient dimension. The next
step is to extend the analysis to the societal dimension and compare both perspectives. Such a com-
parison is expected to generate further insights into prioritisation and highlight differences between
individual and collective levels. Ultimately, this will contribute to a more comprehensive understanding
of the NEED framework and support ethically grounded decision-making in the context of unmet
health-related needs.

6.2.2 Society dimension

As previously mentioned, the society dimension must be approached differently from the patient di-
mension. The society NEED criteria within the NEED framework operate at a collective level rather
than an individual level and are not intended to be interpreted as needs of individual patients. This
makes the direct application of the guiding questions, originally developed for individual agency, more
challenging. Nevertheless, this explorative study applies these questions, grounded in the theory of
Alan Gewirth, to assess the ethical relevance of societal NEED criteria.

Within the society dimension, informal caregivers should not be understood merely as part of the ex-
ternal or economic burden of a health condition. They are also affected persons whose own freedom,
well-being, and agency may be shaped by caregiving responsibilities. From a Gewirthian perspective,
this is ethically relevant because caregiving can restrict the conditions under which caregivers them-
selves are able to act purposively, maintain health, participate socially, pursue education or work, and
plan their lives. This is particularly important for young caregivers, whose caregiving responsibilities
may interfere with education, personal development, social participation, and later professional oppor-
tunities, thereby affecting both present and future agency.

6.2.2.1 Health domain

FREQUENCY & TRANSMISSIBILITY

Within the NEED framework, “frequency” and “transmissibility” are assessed jointly, as they cannot be
meaningfully interpreted in isolation.# Frequency refers to the prevalence or incidence of a condition,
while transmissibility captures the extent to which a disease spreads between individuals. Together,
these criteria indicate the societal burden of disease: conditions that are both widespread and highly
transmissible may severely affect public health and societal functioning.
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From a Gewirthian perspective, frequency and transmissibility do not themselves constitute goods in
the sense of basic, non-subtractive, or additive goods. They are epidemiological indicators that de-
scribe the scale and spread of a health condition at population level. Their ethical relevance is there-
fore indirect: they help to assess how many persons may be affected, how seriously agency-related
goods may be endangered, and whether institutional or public-health responses are required to protect
freedom and well-being.

Their ethical relevance therefore depends on the extent to which frequency and transmissibility in-
crease risks to the conditions of agency across the population. Where such risks affect large numbers
of persons or place substantial pressure on healthcare systems, institutional and public-health re-
sponses may be required to protect freedom, well-being, and access to care.

Accordingly, frequency and transmissibility should not be classified as basic goods in themselves.
Rather, they indicate the potential scale and urgency of threats to agency-related goods. When a
condition is highly frequent or highly transmissible, it may place many persons’ basic goods — such as
life, bodily integrity, physical and mental health, or access to care — at risk. In addition, such conditions
may put pressure on healthcare resources, which can indirectly affect other patients’ access to nec-
essary care. Their ethical significance therefore lies in their role as indicators of the extent to which
basic or non-subtractive goods may be endangered at population level. Empirical findings illustrate
this reasoning. In the case of Crohn’s disease, prevalence varies geographically and is particularly
high in industrialised regions such as Northern Europe. In Belgium, the Global Burden of Disease
study (2019) estimated a prevalence between 153.4 and 199.8 cases per 100 000 inhabitants.'® While
Crohn’s disease is not transmissible, its relatively high frequency reflects a substantial societal burden.
In Gewirthian terms, the relevance of this frequency does not lie in frequency itself being a good, but
in the fact that a comparatively large number of persons may experience restrictions in freedom, well-
being, and agency as a result of the condition. Frequency therefore helps assess the scale of unmet
health-related needs.

For malignant melanoma, the age-standardised incidence in Belgium was 31 cases per 100 000 in-
habitants in 2020, with a prevalence of over 26 000 individuals.'® For malignant melanoma, the ethical
relevance of frequency must be interpreted together with severity, mortality risk, and the availability of
effective prevention and treatment. Its impact on agency arises primarily from the physical and psy-
chological burden on affected individuals and, in severe cases, from threats to life and bodily integrity.
Frequency therefore helps indicate the population-level scale of these agency-related risks, while
transmissibility is not applicable because melanoma is non-communicable.

In sum, frequency and transmissibility do not directly concern individual agency and should not be
classified as goods in themselves. Their importance lies in showing the population-level scale and
spread of health conditions that may threaten persons’ freedom, well-being, and agency. They are
therefore ethically relevant indicators for assessing the urgency of public-health and institutional re-
sponses, especially when widespread or transmissible conditions place basic or non-subtractive
goods at risk. This becomes particularly clear in the case of highly transmissible diseases or pandem-
ics, where the epidemiological characteristics of a condition may signal large-scale threats to life,
health, access to care, and the functioning of healthcare institutions.

BURDEN OF INFORMAL CAREGIVERS  HEALTH

The NEED criterion “burden of informal caregivers’ health” captures the impact of caregiving on the
physical and psychological well-being of informal caregivers.* 4

Although this criterion is situated within the society dimension because it concerns an impact of a
disease on the broader community, informal caregivers should also be considered as affected agents
in their own right. Their physical and psychological well-being is ethically relevant not only because
caregiving enables patient care, but because caregivers themselves require freedom and well-being
as conditions of agency. From a Gewirthian perspective, sustained caregiving burdens may therefore
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constitute unmet health-related needs when they undermine caregivers’ capacity to act purposively,
maintain health, participate socially, and pursue their own life plans.

Furthermore, informal caregiving often compensates for limitations in formal healthcare systems.
When institutional support is insufficient, caregivers may experience increased physical and psycho-
logical strain. In Gewirth’s terms, institutions have a duty to secure the conditions necessary for
agency. If this duty is not fulfilled, caregivers’ autonomy, health, and overall well-being may be com-
promised, potentially pushing them below the threshold required for purposive action. For this reason,
the criterion should at least be classified as a non-subtractive good, as it concerns the protection
and maintenance of caregivers’ existing agency. In severe cases, where caregiving threatens physical
or mental health to such an extent that the basic conditions of agency are undermined, aspects of this
criterion may also acquire the status of a basic good.

Empirical findings support this classification. In Crohn’s disease, caregivers report substantial psycho-
logical burden: 41% experience stress, 73% fear for the patient’s future, and 55% perceive the patient
as dependent on them.' These findings indicate that caregiving responsibilities can significantly affect
caregivers’ well-being and, consequently, their capacity for action.

Similar patterns emerge in malignant melanoma, where informal caregivers are the primary providers
of support and often experience negative effects on their psychological and general well-being 6.
Although further research is needed to quantify these impacts, existing evidence suggests that care-
giving can impose a substantial burden.

In sum, the “burden of informal caregivers’ health” is most appropriately classified as a non-subtrac-
tive good. When unmet, it undermines caregivers’ autonomy and well-being, highlighting the need for
institutional recognition and support to preserve their capacity for purposeful action (see Figure 6).

Figure 6 — Society dimension: Health criteria classification according to Gewirth’s ethical
framework

Frequency

Basic good

Transmissibility

Non-subtractive

good Additive good

Burden of informal caregivers’
health



KCE Report 427 Ethical analysis of the NEED framework 38

6.2.2.2 Healthcare domain

The healthcare domain within the societal dimension comprises two NEED criteria that address distinct
unmet needs with potentially significant societal implications.

VALUE FOR MONEY OF STANDARD OF CARE

The NEED criterion “Value for money of standard of care” aims to identify inefficiencies within
healthcare systems that generate unmet needs from a societal perspective.” By highlighting such
inefficiencies, this criterion contributes to identifying innovative solutions to address existing efficiency
gaps. Its indicator, “Healthcare costs per unit of health gain”, is operationalised through a dual data
collection process: healthcare costs are assessed using database analyses combined with targeted
literature reviews, while health gains are measured via the indicator “Treatment effectiveness of stand-
ard of care” (see section 1.2).4

From a Gewirthian perspective, “value for money of standard of care” should not be classified as a
good in itself. Gewirth’s theory does not include a separate category of opportunity costs. Rather, it is
a system-level indicator of whether healthcare resources are used in a way that supports the protection
and promotion of agency-related goods. His theory compromises relevant aspects which make it pos-
sible to apply to a financial dimension. Inefficient resource use may create opportunity costs when
resources allocated to interventions with low added value are no longer available for other patients
whose freedom, well-being, or access to necessary care could be affected. In this sense, the criterion
is ethically relevant indirectly, through the institutional responsibility to secure the conditions of agency.
It will usually point to non-subtractive goods, insofar as improving value for money helps preserve
access to care and prevent deterioration, but it may also have additive significance where efficiency
gains expand opportunities or improve population well-being. Empirical findings support this classifi-
cation by showing that the criterion primarily affects the macroscopic level rather than individual pa-
tients directly. For instance, the estimated costs related to melanoma in Belgium were already sub-
stantial (€40.1 million in 2014) and are expected to rise with the introduction of new, costly therapies.'®
This underlines the economic relevance of the criterion while illustrating the challenge of relating sys-
tem-level efficiency considerations to Gewirth’s rights-based framework, in which institutional respon-
sibilities are ultimately justified by their role in protecting the conditions of agency for all agents(see
Figure 7).

PREVENTABILITY

The NEED criterion “preventability” is relevant to the society dimension because it concerns the extent
to which disease occurrence or disease burden can be avoided or mitigated through preventive
measures. From a Gewirthian perspective, its ethical relevance lies in the possibility of protecting
persons’ physical, mental, and social health, and thereby safeguarding the conditions of agency.

Within the NEED framework, preventability refers to the possibility of averting specific health condi-
tions through primary prevention whenever possible.! It is applied at a macroscopic level because
preventive strategies often concern populations rather than individual patients alone. However, pre-
ventability should not be classified as a basic, non-subtractive, or additive good in itself. It is an epi-
demiological and public-health feature indicating whether disease occurrence or burden can be
avoided or mitigated through available preventive measures. From a Gewirthian perspective, it is eth-
ically relevant insofar as preventive action can protect or promote persons’ freedom and well-being by
reducing avoidable threats to agency-related goods.

Preventive strategies may concern non-subtractive goods when they help persons maintain already
secured conditions of agency by preventing avoidable deterioration in health, autonomy, or participa-
tion. They may also have additive significance when they expand opportunities for healthier lives,
strengthen capacities for action, or improve population health and well-being. In severe cases, pre-
ventive measures may also protect basic goods, for example when they avert serious threats to life,
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bodily integrity, or elementary physical and mental functioning. The classification therefore applies to
the goods protected or promoted by prevention, not to preventability as such.

Empirical evidence supports the relevance of this criterion. Within the Crohn’s disease study, several
preventable dietary and lifestyle factors associated with disease risk were identified, although further
research remains necessary.'® These findings indicate that primary prevention may help maintain or
improve health and thereby support the conditions of purposive agency.

Similarly, primary prevention through UV protection has been shown to be a cost-effective and viable
strategy in melanoma prevention.'® Such strategies can enable individuals and populations to pre-
serve or improve health and thereby protect or enhance agency-related goods. This supports the eth-
ical relevance of preventability as a NEED criterion, while making clear that the moral classification
concerns the goods affected by preventive action rather than preventability itself (see Figure 7).

Figure 7 — Society dimension: Healthcare criteria classification according to Gewirth’s ethical
framework

Basic good

Non-subtractive

good Additive good

6.2.2.3 Social domain

In the context of the society dimension, four criteria aim at evaluation the unmet social needs, some
of them are also evaluated within future dimensions.

PRODUCTIVITY LOSSES

The criterion “productivity losses” is measured through indicators capturing the costs of work absen-
teeism, presenteeism, and early exit from the labour market among patients and informal caregivers.
These losses are expressed as average annual productivity costs per patient and aim to identify the
economic impact of health conditions at societal level." Data are collected through database analyses,
literature reviews, and patient surveys.*

Productivity losses are inherently relevant at the societal level, as their consequences extend beyond
affected individuals. Reduced work capacity and absenteeism lower economic output and increase
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costs for employers and public authorities. While absence allowances function as transfer payments
— shifting resources within society rather than reducing total wealth — remaining productivity losses
constitute a genuine economic burden.

From Gewirth’s perspective, productivity losses are ethically relevant not only because they create
economic costs for society, but also because they may indicate restrictions on the agency of patients
and informal caregivers. Work is linked to income, social participation, independence, recognition, and
future planning. When iliness or caregiving responsibilities lead to absenteeism, presenteeism, re-
duced working capacity, or early exit from the labour market, the persons affected may lose important
conditions for maintaining freedom and well-being. The societal perspective is therefore justified, but
it should remain connected to the agency of the individuals whose working lives are disrupted.

In many cases, productivity losses point to non-subtractive goods, because reducing them helps
preserve already secured conditions of agency. However, where loss of work or income leads to pov-
erty, loss of housing, inability to access care, or long-term exclusion from education or employment,
the consequences may also affect basic goods. Empirical evidence illustrates this relevance. In the
context of CD, productivity losses are substantial, as patients are often diagnosed during their most
productive years, leading to unemployment and reduced work capacity. Informal caregivers are simi-
larly affected due to care responsibilities.'® In Europe, average indirect costs related to productivity
losses are estimated at €1,900 per patient per year, although figures vary by country.'® These findings
demonstrate how disease can impair individuals’ agency, both directly and indirectly.

Similarly, productivity losses due to premature mortality from malignant melanoma in Belgium are
estimated between €29.3 and €59.4 million.'® While these figures describe economic losses at societal
level, their ethical relevance derives from the underlying loss of persons’ life, health, agency, and
working capacity. Consequently, productivity losses represent a NEED criterion that warrants particu-
lar attention within Gewirth’s ethical framework provided that they are interpreted as indicators of pos-
sible restrictions on agency-related goods rather than as goods themselves.

ENVIRONMENTAL IMPACT OF STANDARD OF CARE

As previously noted, some NEED criteria operate across multiple dimensions. The “environmental
impact of standard of care” could also be examined within the future dimension; however, since this
dimension is outside the scope of this report, the analysis remains focused on the societal level while
acknowledging this limitation.

The NEED framework defines this criterion as identifying the need for a more environmentally sus-
tainable standard of care, including greenhouse gas emissions, hazardous waste, and the use of nat-
ural resources and raw materials." Data are collected through in-depth literature reviews. Addressing
this criterion may contribute to biodiversity protection, ecological balance, and the reduction of long-
term health risks associated with environmental degradation and climate change.

The ethical interpretation of this criterion is complex because environmental impacts arise through
global production chains, regulatory structures, and effects extending across populations and gener-
ations. Gewirth’s agency-based framework can capture such impacts insofar as they affect the condi-
tions of freedom and well-being of present and future persons, but a comprehensive analysis of these
transnational and intergenerational dimensions would require further normative elaboration beyond
the scope of this report.

Within the scope of the present analysis, the criterion can primarily be interpreted as having non-
subtractive significance. Environmentally sustainable healthcare practices can reduce health risks and
long-term vulnerabilities associated with environmental degradation and thereby help protect already
secured conditions of agency. Responsibility for reducing the environmental impact of necessary
healthcare lies primarily at the level of healthcare systems, providers, manufacturers, regulators, and
other actors able to shape standards of care. Patients should not be expected to forgo medically ap-
propriate treatment in order to compensate for environmental burdens arising from the design and
organisation of healthcare.
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The criterion may also have additive aspects where innovation in sustainable healthcare creates
additional possibilities for providing effective care while reducing environmental harm and preserving
resources for future healthcare needs.

Overall, the environmental impact of standard care combines non-subtractive and potentially additive
dimensions. Gewirth’s framework therefore provides a basis for interpreting its ethical relevance
through its effects on the conditions of agency, while its transnational and intergenerational implica-
tions require further analysis beyond the scope of the present report.

The complexity of this criterion is reflected in the CD study, where no systematic evidence on environ-
mental impact was identified.'® Nevertheless, patients reported that frequent hospital visits and ongo-
ing monitoring may generate environmental impacts through travel-related emissions, which vary ac-
cording to transportation modes and distances. These findings do not indicate a direct impairment of
patients’ agency and therefore do not currently warrant heightened ethical concern from Gewirth’s
perspective. However, they underscore the need for further research.

A similar situation applies to malignant melanoma. Although some evidence exists, it remains limited.
Available research highlights the need for further investigation into the environmental impact of mela-
noma care, such as the release of chemotherapy residues into wastewater and natural environ-
ments.’® As with CD, the current evidence base is insufficient to support a comprehensive ethical
assessment using Gewirth’s framework.

BURDEN ON INFORMAL CAREGIVERS" SOCIAL LIFE

The “Burden of informal caregiver’s social life” identifies the impact on informal caregiver’s social life.*
Compared with the criterion “Burden on informal caregivers’ health”, this criterion focuses on the im-
pact of caregiving on social life. At first sight, such effects may seem less directly connected to basic
goods than physical or psychological health burdens. However, from a Gewirthian perspective, social
life is not ethically peripheral. Social relationships, participation, and opportunities for personal devel-
opment can be important conditions for maintaining freedom and well-being. Severe restrictions in
caregivers’ social lives may therefore undermine agency, especially when they lead to isolation, psy-
chological strain, loss of support, or long-term limitations in education, work, and personal develop-
ment. This point is particularly relevant for young caregivers, for whom caregiving responsibilities may
interfere with schooling, peer relationships, identity formation, and later professional opportunities. In
such cases, the burden is not merely a temporary limitation of social life but may affect the develop-
ment of future agency. The criterion may therefore be classified primarily as a non-subtractive good,
because institutional support can help prevent caregivers from losing already secured levels of
agency, social participation, and well-being. At the same time, it may also have additive aspects, since
a supportive social life can strengthen resilience, autonomy, and flourishing. In severe cases, particu-
larly where social isolation or developmental disruption threatens mental health or future agency, as-
pects of the criterion may approach the level of basic goods (see Figure 8).

This criterion was not yet included in the NEED framework at the time of conducting the two studies
of Crohn’s disease and Malignant Melanoma. Hence, no information is available regarding this crite-
rion.



Figure 8 — Society dimension: Healthcare criteria classification according to Gewirth’s ethical
framework

To conclude, the classification of the societal dimension has provided important insights into the NEED
criteria from a socio-ethical perspective. The analysis has highlighted the complexity of this dimension

in relation to Gewirth’s theory, showing that certain criteria require the consideration of additional as-
pects before a final classification can be made.

CONCLUSION

It has become evident that many criteria can be interpreted simultaneously as both non-subtractive
and additive goods, depending on the perspective adopted and the line of reasoning followed. This
exercise has also demonstrated both the value and the challenges of applying Gewirth’s theory to the
societal dimension, as the guiding questions are not always straightforward to operationalise.

Nevertheless, the discussions generated through this process have proven highly instructive. They
have not only revealed where the classification of societal needs is most complex, but also clarified
which elements of Gewirth’s framework are most relevant in this context. In this way, the analysis of
the societal dimension has deepened the overall understanding of the NEED framework and laid the
groundwork for broader conclusions in the final part of this study.

A particularly important insight concerns informal caregivers, who should be regarded not only as part
of the societal consequences of iliness but also as affected agents whose own freedom, well-being,
and future opportunities may be impaired by caregiving responsibilities.

This is especially relevant where caregiving burdens fall on children, adolescents, or other persons
whose education, social development, employment prospects, or long-term agency may be compro-
mised.
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7 DISCUSSION

This project sought to clarify the normative assumptions and ethical implications of the NEED frame-
work by examining how the concept of unmet health-related needs can be interpreted through a co-
herent normative approach. The analysis makes explicit why unmet needs are not merely descriptive
gaps in health or healthcare but can have different moral significance depending on how they affect
the freedom and well-being required for agency. Gewirth’s framework proved particularly useful for
this purpose because it links conditions of agency to rights and corresponding responsibilities and
provides a structured way of distinguishing differences in the relative ethical urgency of unmet needs.

The distinction between basic, non-subtractive, and additive goods provides a normative orientation
for assessing relative ethical urgency, but it should not be understood as a mechanical hierarchy or
resource-allocation sequence. Needs affecting basic goods generally warrant particular moral atten-
tion because they concern conditions necessary for agency. However, non-subtractive and additive
goods remain ethically significant, and their weight depends on the severity, context, and conse-
quences of the unmet need. In particular, the distinction does not presuppose a trajectory of continu-
ous health improvement. For persons living with chronic conditions, preserving existing capacities and
preventing deterioration may itself constitute a highly significant non-subtractive good, while additive
goods may concern expanded opportunities for autonomy, participation, or valued activities even
where the underlying health condition cannot be improved.

The analysis does not replace the empirical and methodological functions of the NEED framework.
Rather, the two levels are complementary. Empirical evidence identifies the nature, scale, severity,
and consequences of unmet needs, while normative analysis clarifies why and to what extent these
findings matter ethically. The application to Crohn’s disease and malignant melanoma illustrates how
empirical findings can inform a context-sensitive ethical interpretation without themselves determining
the normative classification. Further applications of the NEED framework will provide opportunities to
refine and test this interaction between empirical assessment and ethical interpretation.™

The agency-based character of Gewirth’s framework also raises questions about its application to
persons whose current agential capacities are absent, diminished, or not yet fully developed. This
challenge is not specific to Gewirth but arises across a range of bioethical approaches that seek to
ground moral claims in autonomy, agency, interests, or capabilities. Gewirth’s account contains re-
sources for addressing actual and prospective agency, but applications to populations such as young
children, persons with severe cognitive impairments, or individuals who are unconscious require
further normative specification.

This issue is particularly relevant as the NEED framework is extended to paediatric populations.
Rather than transferring the present classifications directly, a paediatric application should therefore
undertake a context-sensitive ethical reassessment that considers developing agency, dependency,
vulnerability, and the role of parents and other caregivers.

A further issue concerns environmental and intergenerational effects. The analysis showed that
Gewirth’s agency-based framework can capture environmental impacts insofar as they affect the con-
ditions of freedom and well-being of present and future persons. However, the transnational, cumula-
tive, and intergenerational character of environmental harms requires additional normative elabora-
tion. Future work on the NEED framework could therefore explore more systematically how environ-
mental sustainability, future health needs, and institutional responsibilities should be incorporated into
the ethical assessment.™

STRENGTHS, LIMITATIONS AND DIRECTIONS FOR FURTHER DEVELOPMENT

A principal strength of the analysis is that it provides an explicit normative interpretation of the NEED
criteria rather than treating prioritisation as a purely technical or empirical exercise. Gewirth’s distinc-
tion between different degrees of necessity for agency offers a structured heuristic for identifying why



KCE Report 427 Ethical analysis of the NEED framework 44

some unmet needs may carry greater ethical urgency than others, while retaining the need for context-
sensitive judgement.

A second strength is the connection between individual rights and institutional responsibilities. Alt-
hough Gewirth’s argument begins from individual agency, the generic rights to freedom and well-being
entail corresponding duties and therefore direct attention to the capacity of institutions to secure the
conditions of agency. This is particularly relevant to the society dimension of NEED, where economic,
epidemiological, organisational, and environmental indicators acquire ethical significance through their
effects on persons and on the institutional conditions required to protect their agency?°.

This perspective also helps to avoid framing individual needs and system-level considerations as nec-
essarily competing ethical claims. Institutional capacity, resource sustainability, and system-level ef-
fects matter ethically precisely because they affect the conditions under which the rights and agency
of persons can be protected over time.'4 2425

The present analysis also has several limitations. First, the theoretical approach was selected purpo-
sively rather than through an exhaustive review of ethical theories. Rawlsian and capability-based
approaches were considered as normative reference points, while Gewirth’s framework was chosen
because its conceptual structure was particularly useful for the specific analytical task of interpreting
the moral relevance and relative ethical urgency of unmet health-related needs. The analysis should
therefore be understood as a task-specific theoretical option rather than as a general judgement about
the superiority of one ethical theory over others.26. 27

Second, the translation of Gewirth’s concepts into guiding questions and the classification of individual
NEED criteria necessarily involve interpretative judgement. The distinction between basic, non-sub-
tractive, and additive goods functions as a heuristic rather than as a fixed taxonomy or decision rule.
As the analysis has shown, the ethical significance of a criterion may vary with severity, context, and
the way in which freedom and well-being as conditions of agency are affected. This context-sensitivity
limits the possibility of fully standardised classification but is also inherent to the ethical assessment
of unmet health-related needs.

Third, the empirical application of the analysis was limited to two case studies, Crohn’s disease and
malignant melanoma. These examples were sufficient to illustrate how empirical findings can inform
the ethical interpretation of NEED criteria, but they do not establish the robustness or generalisability
of the classification across disease areas. Further applications to a broader range of conditions and
populations are therefore needed to assess how consistently the guiding questions can be used and
where additional normative specification may be required.

The present analysis primarily addresses the substantive question of why unmet needs matter morally
and how differences in their ethical urgency can be interpreted. It does not provide a complete account
of fair decision-making procedures. Procedural approaches such as Accountability for Reasonable-
ness may therefore offer a complementary perspective by addressing transparency, relevance of rea-
sons, opportunities for revision, and enforcement in priority-setting processes. Future work could ex-
amine more systematically how such procedural requirements interact with the substantive normative
orientation developed here.
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8 CONCLUSION

This report examined the normative foundations and ethical implications of the NEED framework by
making explicit the moral significance of unmet health-related needs and interpreting them through
Gewirth’s rights-based theory of agency. The central ethical insight is that unmet health-related needs
matter not merely as descriptive gaps in health or healthcare, but because they may threaten, restrict,
preserve, or expand the freedom and well-being required for agency. Ethical analysis thereby com-
plements the empirical and methodological dimensions of the NEED initiative by clarifying why partic-
ular needs matter morally and why differences in their relative ethical urgency may be relevant.

Gewirth’s framework was used as the primary normative approach because its agency-based struc-
ture and distinction between basic, non-subtractive, and additive goods provide a structured heuristic
for interpreting differences in the moral relevance and relative ethical urgency of unmet needs. This
theoretical choice should be understood as task-specific rather than as implying the general superiority
of Gewirth’s approach over alternative ethical theories.

The ethical interpretation of NEED criteria developed in this study provides a structured normative
orientation that may inform future priority-setting, healthcare innovation, and policy development with-
out replacing empirical evidence or fair decision-making procedures. Further work should examine the
applicability of the approach across a broader range of conditions and populations, including paediatric
contexts, and explore how procedural, environmental, and intergenerational considerations can be
integrated into future developments of the NEED framework.
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Table 1 — Classification of the NEED criterion of the NEED assessment framework 2025

Patient Dimension
Health
Impact on life expec-

tancy

Impact on general
health-related quality
of life

Impact on physical
health

Impact on psychologi-
cal health

Years of life lost (per death)

EQ-5D-5L average score

Years of life lived with disability
(per case)

Experienced burden of physical
symptoms related to the health
condition

Pain/discomfort before disease vs
today

Experienced burden of psycholog-
ical symptoms related to the health
condition

Anxiety/depression before disease
vs today

Basic good

Basic good

Basic good

Basic good

Basic good

Basic good

Basic good

The Years of life lost (per death) can be classified as basic goods,
since it has a direct impact on the safety and survival of patients.

e Direct impact on safety and survival.

¢ Direct impact on physical, mental and social health.

e This criterion is to be considered as a basic good. The impair-
ment of capacity can reach a totality in which patients are inca-
pable of action.

e Direct impact on safety and survival and physical health

e This criterion is to be considered a basic good. The impairment
of capacity can reach a totality in which patients are incapable
of action.

For example, patients suffering from depression are not only

physically impaired (leaving the bed) but can also be verbally
impaired (too tired to speak or act).
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Impact on sexual and
reproductive health

Impact on autonomy

Healthcare

Treatment effective-
ness

Burden of treatment

Impact on sexual health
Impact on reproductive health

Mobility before disease vs today

Self-care before disease vs today

Usual activities before disease vs
today

Effectiveness of current overall
treatment (standard of care)

Experienced burden of treatment

Experienced burden of treatment
side-effects

Basic good
Basic good

Basic good

Basic good

Basic good

Non-subtractive good

Additive good

Basic/Non-subtractive good

Direct impact on survival and safety
e Direct impact on physical and mental health

e According to Gewirth, it is of highest priority to be able to act at
all. This means that the criterion of autonomy is a basic good,
since it is essential for people to be able to act. This can include
physical autonomy but also verbal autonomy and of thoughts.

e Direct impact on autonomy

Depending on the effectiveness of treatment, the patients extent of
action can vary. It is categorized as non-subtractive, the effective-
ness of the treatment is essential to maintain the capacity of action
still existing.

¢ Not simple to classify
e Depends on the health condition and patient
¢ |s there already existing treatment or not?

e |If the treatment is not effective, does it then become a basic
good? Because then it could be seen as a “non-existing treat-
ment” again

Treatment is a basic good, which is essential for the goal of being
able to act. Hence, the burden is an effect of the treatment, which
means that of course it is more difficult to go through the treatment,
but it will still be conducted.

Basic good:

e If burden is very high, then direct impact on safety or survival
can occur

Non-subtractive good:



KCE Report 427

Quality of care

Non-subtractive/Addi-
tive good

Accessibility

Coordination and continuity of care

Received information

Involvement in treatment decisions

Diagnostic timing

Implementation of effective sec-
ondary prevention strategies

Treatment availability

Ethical analysis of the NEED framework

Non-subtractive good

Additive good

Non-subtractive/ Additive good

Basic/Non-subtractive good

Non-subtractive good

Non-subtractive good

Treatment is a mitigating intervention, that aims to support the
basic good of health

Protects patients from losing their ability to act freely

-Maintains and supports their well-being to pursue their pur-
poses

Impact on maintenance and support of well-being
Impact on protection of acting freely

Coordination and continuity of care is necessary for successful
treatment

Treatment will be done in any case. No difference whether infor-
mation was received or not.

No direct impact on health
No impact on maintaining the status of well-being

Has an impact on enhancement and development of well-being
and free ability of action

Transparency and involvement of the patient is ethically consid-
ered as a number one priority (autonomy of the patient)

This indicator measures an essential part of the treatment — re-
garding the patient

Basic good: depending on the disease diagnostic timing can
have a direct impact on safety or survival.

Non-subtractive good: For some diseases diagnostic timing has
no direct impact on health

It can protect patients from losing their ability to act freely
It can maintain and support well-being
It does support and maintain well-being

It protects patients from losing their ability to act freely and thus
their autonomy, physical and mental health

Accessibility to healthcare remains essential, for receiving treat-
ments or healthcare in general, that ensures the capability to act.

50
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Corron————Jndeaor—————— Joooa ———————— Joomen

The accessibility is needed to maintain the existing capacity to act
and ensure it doesn’t get worse

Foregone care Additive good No direct impact on health (to be considered: whether it concerns
foregone treatment, in this case it could be considered non-sub-
tractive)

Scientific Research Research gaps Non-subtractive/ Additive good The criterion of scientific research can be seen as a non-subtrac-

tive good but also as an additive one. For instance, if there is a lack
of research on a specific disease for which there is no treatment
existing, then it would be considered a non-subtractive good, be-
cause the patients need to have a treatment to maintain or increase
their capacity to act. On the other hand, if there are already existing
treatments for disease the research would be to expand the exist-
ing treatment and thus expand the possibility of action of patients.

Social

Impact on social life Social support needs Non-subtractive good e Since social life is plays a crucial role for the well-being of pa-
tients it can have an impact on the status of health. Therefore, it
is classified as a second order good.

e The social support and connection needs can be impaired by a
person’s illness. This leads to a limitation of agency, which can
Social connection needs Non-subtractive/Additive good negatively impact a patient’s freedom and well-being.

Impact on education Impact on education Non-subtractive/Additive good Gewirth would categorise education as an additive good, since it is
not essential for the capacity of action, but it can expand the exist-
ing capacity of action. Depending on the context, it may also be a
non-subtractive good.

Impact on work Changes in working time Non-subtractive good Since work is a financial resource, it is classified as a non-subtrac-
tive good. The impact of a disease on work can lead to unemploy-
ment and thus negatively influence the action of a patient

Financial conse- Average out-of-pocket healthcare Non-subtractive/Additive Financial consequences can occur when having medical treat-
quences costs per patient ments which are very costly. These prices can lead to financial dif-
ficulties, which can lead to incapacity of action. Moreover, it can be
argued that patients may not be able to pay a treatment, which
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Corron————Jndeaor—————— Joooa ———————— Joomew

means, they cannot be treated and thus they would lose their ca-
pacity to act.

Society dimension
Health

Frequency

Transmissibility

Burden on informal
caregivers’ health

Healthcare

Value for money of
standard of care

Preventability

Perceived financial difficulties re-
lated to the health condition

Non-healthcare costs per patient

Prevalence or incidence

Contagiousness

Impact on informal

health

caregivers’

Healthcare costs per unit of health
gain

Implementation of effective pri-
mary prevention strategies

Basic/Non-subtractive good

Basic/Non-subtractive good

Indicator of potential threats to
basic/non-subtractive goods.

Indicator of potential threats to
basic/non-subtractive goods.

Basic/Non-subtractive good

Non-subtractive/Additive good

Non-subtractive/Additive good

Aggregation of patients affected by a specific health condition can

lead to significant societal effects.
Moral justification to consider this indicator

-Whenever institutional action is required to safeguard the
health of large parts of the population

-Both indicators must be addressed to secure conditions neces-
sary for autonomy and societal well-being

Informal caregivers are affected agents whose physical and psy-
chological health may be impaired when care responsibilities
compensate for insufficient formal support.

This can undermine their freedom, well-being, and capacity for
purposive action.

In severe cases, caregiver health burdens may threaten basic
conditions of agency.

Classification into two goods:

Risk of undermining secured agency, through reduced access
to care and unsustainable health systems

Can expand opportunities and improve overall well-being when
aggregated among individuals

Classification into two goods:

Can prevent individuals from getting sick, thereby preventing di-
rect impairments of agency (physical, mental and social health)
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Corron————Jndeaor—————— Jooa ———————— Joomom

e Can strengthen and expand individuals health and agency

Class
Productivity losses Costs related to work absentee- Non-subtractive good In aggregation productivity losses can indirectly affect individuals,
ism, presenteeism, or/and early la- by for example paying higher taxes.
bor force exits of patients This can have an impact on the individuals well-being and their
Costs related to work absentee- freedom, such as their agency.
ism, presenteeism or/and early la-
bor force exits of informal caregiv-
ers
Environmental impact Greenhouse gas emissions related  Non-subtractive/Additive good Challenging classification because of external global influences
of standard of care to the standard of care and regulatory frameworks concerning greenhouse gas emissions
and natural resource use.
Hazardous waste related to stand- o ) ) o
ard of care ¢ Institutions are required to address environmental sustainability
to safeguard physical, mental and social health, to ensure
Use of natural resources and raw agency
materials related to standard of e Promoting sustainable healthcare practices enhances individu-
Sl als capacity for action and fostering cooperation towards a
shared purpose
Burden on informal Impact on informal caregivers’ so- Non-subtractive/Additive good Caregiving responsibilities can restrict caregivers’ social participa-
caregivers’ social life cial life Basic in severe cases tion, relationships, education, work, and personal development.

This is particularly important for young caregivers, whose present
and future agency may be affected. Institutional support may help
prevent deterioration in caregivers’ agency and well-being.
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