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Abstract
Since the 1990s, the sociology of rationing has developed 
in explicit opposition to health economic and bioethi-
cal approaches to healthcare rationing. This implies a 
limited engagement with other disciplines and a limited 
impact on political debates. To bring the sociology of 
rationing into an interdisciplinary dialogue, it is impor-
tant to understand the disciplines' analytical differ-
ences and similarities. Based on a critical interpretive 
literature synthesis, this article examines four discipli-
nary perspectives on healthcare rationing and priority 
setting: (1) Health economics, which seeks to develop 
decision models to provide for more rational resource 
allocation; (2) Bioethics, which seeks to develop norma-
tive principles and procedures to facilitate a just allo-
cation of resources; (3) Health policy studies, which 
focus on issues of legitimacy and implementation of 
decision models; and lastly (4) Sociology, which anal-
yses the uncertainty of rationing and the resulting 
value conflicts and negotiations. The article provides an 
analytical overview and suggestions on how to advance 
the impact of sociological arguments in future ration-
ing debates: Firstly, we discuss how to develop the 
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INTRODUCTION: TOWARDS A CONTEMPORARY SOCIOLOGY OF 
RATIONING

The sociological literature on rationing arose in the 1990s in opposition to the political ideal of 
letting explicit priority setting inform rationing decisions. In the context of the introduction of 
the new model for the National Health Services (NHS) in England in 1991 and the introduction 
of the Oregon Health Plan in the United States in 1994, researchers with sociological and related 
disciplinary backgrounds raised several concerns about the dominant presentation of explicit 
priority setting as a viable solution to the problem of allocating finite healthcare resources (Light 
& Hughes, 2001). They argued, firstly, that while explicit priority setting ensured transparency 
and legitimacy concerning rationing decisions — rationing decisions that have always been 
made — they also introduced a particular way of thinking about and managing the distribution 
of care. This should not be seen as neutral, they argued (Joyce, 2001; Light & Hughes, 2001). 
Secondly, they problematised the widespread belief in the potential of explicit priority setting 
in ensuring the transparency of rationing decisions. To the sociological researchers, rationing 
was — and is — a messy affair (Hunter, 1995) due to the heterogeneity of patient populations, 
the imperfections of priority setting tools, and the uncertainty involved in medical decision-mak-
ing (Mechanic,  1997). They believed that although the reliance on national plans and health 
economic tools to deal with health care priorities was seductive, it could also be harmful (Grif-
fiths & Hughes, 1998; Hunter, 1995; Mechanic, 1997). Once a strong research programme, the 
sociology of rationing has yet to define its role in current debates. Political and scholarly debates 
in the 1990s mainly revolved around whether or not to introduce explicit priority setting schemes, 
such as the Oregon Health Plan. Contemporary discussions have moved beyond this question 
and explicit priority setting has, despite the criticisms, become more prevalent (Brousselle & 
Lessard, 2011; Cromwell et al., 2015). But if explicit priority setting is here to stay, what is the role 
for a sociological critique?

The establishment of national priority setting agencies in many Western countries, such as 
The National Institute for Health and Care Excellence (NICE) in England, testifies to the fact that 
explicit priority setting has become a reality (Brousselle & Lessard, 2011; Cromwell et al., 2015). 
The role of these agencies is to evaluate medicine and other medical technologies to inform 
reimbursement decisions and thereby provide for cost-effective use of healthcare resources. 
Scholars from different disciplines are currently discussing how to design such evaluation 
programs and otherwise inform resource allocation decisions: Health economists focus on the 
development and refinement of evaluation methods and decision models (cf. Hauck et al., 2004; 
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concepts and assumptions of the sociology of rationing. 
Secondly, we identify specific themes relevant for socio-
logical inquiry, including the recurring problem of how 
to translate administrative priority setting decisions into 
clinical practice.
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Peacock et al., 2010). Bioethicists consider which principles and deliberative procedures should 
underpin resource allocation (Cookson & Dolan, 2000; Daniels & Sabin, 2006 [1997]), and policy 
analysts discuss the institutional preconditions for obtaining public acceptability and successful 
implementation of rationing decisions (Angell et al., 2016; Pace et al., 2015; Weale et al., 2016). 
Economic and bioethical perspectives enjoy central positions in debates on priority setting and 
rationing, with their research agendas attuned to delivering prescriptive decision support. Socio-
logical perspectives have at present a less central position. We believe, however, that critical soci-
ological enquiries into rationing practices can contribute to contemporary debates by elucidating 
aspects of healthcare rationing that are often overlooked or sidestepped by other disciplines. 
The question is whether the sociology of rationing should maintain its oppositional approach 
to healthcare rationing also in the future, or whether it is time to integrate sociological insights 
prospectively into priority setting and rationing practices.

With this study, we outline the contours of the current debates on priority setting and ration-
ing, and discuss the potential contributions of a contemporary sociology of rationing. Through a 
critical interpretive literature synthesis (CIS) (Dixon-Woods et al., 2006), we outline four discipli-
nary perspectives on priority setting and rationing; health economy, bioethics, healthcare policy 
and sociology. Following a configurative logic of synthesis (Gough et al., 2012), we explicate and 
compare the preferred concepts and analytical assumptions of these perspectives. The article 
offers two contributions. First, we provide what we believe is the first analytical overview of 
different disciplinary perspectives on rationing and priority setting. The overview can be used 
as a brief introduction to the discussions and themes occupying different research traditions, 
and as a means of understanding and handling analytical discrepancies between the disciplines. 
Second, we provide suggestions on how the sociology of rationing could gain a stronger position 
in current and future debates on rationing and priority setting. These suggestions concern the 
analytical toolbox of the sociology of rationing, as well as the identification of themes and areas 
that could benefit from a critical, sociological inquiry.

METHODS

To scrutinise the conceptual basis of studies of rationing and priority setting in healthcare, we 
performed a comprehensive literature search and conducted a conceptual analysis, using the 
CIS approach, which reflects our interest in synthesising methodologically and epistemologically 
diverse studies. The CIS approach involves scrutiny of the conceptual basis of studies (Dixon-
Woods et  al.,  2006). The aim is to arrive at conceptualisations that ‘provide enlightenment 
through new ways of understanding’ a complex phenomenon (Gough et al., 2012, p. 3).

Search strategy and use of concepts

In terms of concepts, the research disciplines included here emphasise either priority setting or 
rationing. ‘Priority setting’ is typically used in economic and health policy studies to refer to the 
systematic approach used by policymakers to define what is more and less important (Lauerer 
et al., 2016). ‘Rationing’ is the concept used by most sociologists and bioethicists, reflecting an 
interest in the process of distributing resources across organisational and regulatory borders. We 
develop these analytical nuances of the different concepts in the literature synthesis. However, 
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in the search we treated the terms interchangeably. In the remainder of this article, we refer to 
priority setting and rationing as PSR for simplicity.

Rather than a quantitatively exhaustive search of all related studies (Gough et al., 2012, p. 3), 
our aim was to identify studies from various disciplines that could inform our understanding 
of the analytical differences and convergences among scholarly fields. We began by performing 
a scoping review in order to (1) ascertain the relevance of our study, that is, examine whether 
similar review articles had previously been made, and (2) inform the analytical construction of 
a sampling frame (Dixon-Woods et al., 2006) from which to identify various disciplines dealing 
with PSR.

For the scoping review, we searched the following databases: Academic Search Premier, 
Embase, Socindex, Medline and Econlit. Table 1 provides an overview of search parameters and 
keywords. For keywords with different possible endings we used truncated search terms (marked 
by the asterisk (*)) to bring up all versions of the word.

We specified that ‘review’ OR ‘literature study’ should figure in the title or abstract, and that 
the language should be English. A full-text reading of the 14 identified reviews revealed that no 
studies had previously attempted a cross-disciplinary analysis of the literature on PSR. For the 
main literature search, we re-used the search strategy described above, specifying the format 
to peer-reviewed articles and the period to 1990–2019. To achieve our purpose of providing an 
overview of different disciplinary approaches to PSR, we performed a handheld search to retrieve 
further studies from the traditions that had yielded few or dispersed results (including sociology). 
For the handheld search, we used reference lists in already-retrieved studies, overarching search 
phrases in Google.scholar (including ‘rationing’) and the related articles function. We retrieved 
701 articles through the database and the handheld searches. The total number of included arti-
cles from each discipline does not reflect the volume or impact of the discipline. Rather, the 
choice of inclusion was based upon our aspiration of understanding the conceptual bases of the 
disciplines. For the established and coherent discipline of economy, this required fewer studies 
than was the case for particularly sociology, where we needed a relatively high number of hand-
searched articles to gain a sufficiently thorough conceptual understanding of the discipline.

Screening of articles based on relevance and quality

We screened titles and abstracts, and included articles containing: (1) results from empirical stud-
ies on (human) health care PSR or (2) theoretical discussions about PSR of health care resources. 
Whether to, and how to, conduct an appraisal of the quality of studies in interpretive reviews 
is contested (for thorough discussions, see Walsh & Downe, 2006 or Dixon-Woods et al., 2006). 
We have included studies based on their conceptual relevance rather than their methodological 
rigour, and applied only a few broad quality criteria, namely that the aim and objectives were in 
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Search parameters a Keywords b

What Priori*, rank*, rationi*, resource allocat*, categoriz*

Where Health*, health, care, medic*, pharmaceutic*, treatment*, hospital*, drug*

Wh Decision mak*, policy mak*, administ*, govern*, regulat*, organi*

 aSeparated by the AND function.
 bSeparated by the OR function.

T A B L E  1   Search parameters and keywords



line with the analysis undertaken, and that key concepts were specified. In total, we excluded 
489 articles because they were duplicates, did not meet our content or quality criteria, were not 
retrievable, or not of the relevant format. Accordingly, we included 212 articles in the review (see 
Figure 1).

Synthesis

We categorised the studies into four disciplinary perspectives: Economics, bioethics, health policy 
and sociology. Our categorisation of the studies into the disciplinary perspectives was informed 
by the institutional affiliation or biographies of the authors of the original studies, the conception 
of priority setting or rationing advanced in the study, and its primary research agenda. While 
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there are disciplinary overlaps and other disciplines could have been emphasised (e.g. anthro-
pology), these categories allow us to identify and compare dominant approaches to PSR. The 
categories provide the foundation for an analytical overview rather than an all-encompassing 
representation of the different academic fields. For each category, we identified key works as 
publications with many citations, and/or publications representing what we found to epitomise 
the discipline's shared agenda and analytical approach in a particularly clear way.

LITERATURE SYNTHESIS: FOUR DISCIPLINARY PERSPECTIVES

The analytical findings for each perspective are condensed as ideal types in Table  2. Below 
we present the perspectives' analytical approach and research agenda, including their overall 
conception of PSR and their type of contributions.

HEALTH ECONOMIC PERSPECTIVE ON PSR

The overall aim of the studies we have categorised as health economic is to aid rational resource 
allocation. With the analytical starting point that healthcare demands will always exceed the 
available resources, PSR is analysed as situations that require decision-makers to make choices. 
The aim of the studies is to avoid ‘irrational’ choices and ‘sub-optimal’ spending patterns, by 
developing evaluation methods and decision models for explicit priority setting. This will ulti-
mately enhance the accountability of decision-makers to the communities they serve. Hence, 
the studies mainly use the term ‘priority setting’ and use this concept to refer to systematic 
approaches undertaken to specify the allocation of resources among competing services or treat-
ments based on explicit criteria and methods. Key studies include Cromwell et al. (2015), Nobre 
et al. (1999), Tsourapas and Frew (2011) and Hauck et al. (2004).

Health economic studies typically focus on the development and refinement of decision 
models that serve to systematically compare alternative investments. Based on studies of popu-
lation ‘preferences’, various decision criteria are ‘weighted’ to model their societal importance. 
The notion of preference derives from consumer studies that estimate the demand for particu-
lar goods or services. In relation to priority setting, preference studies are used to estimate the 
acceptability of particular decision criteria in a given population. Economic studies have tradi-
tionally focussed on maximising health gains, subject to budget constraints, through a certain 
distribution of resources (Brookes et al., 2015; Tsourapas & Frew, 2011; Wilkinson et al., 2016). 
Studies increasingly promote more multi-faceted approaches however, where ‘rational’ invest-
ments are not limited to the idea of cost-benefit maximisation. Many studies promote overarching 
models to guide decisions, such as multi-criteria decision analysis (MCDA) (Brookes et al., 2015; 
Cromwell et al., 2015; Nobre et al., 1999; Paolucci et al., 2017), and programme budgeting and 
marginal analysis (PBMA) (Cromwell et  al.,  2015; Mitton,  2003; Mitton et  al.,  2003; Peacock 
et al., 2010; Tsourapas & Frew, 2011; Wilson et al., 2009). Other studies apply ‘equity weights’ 
to traditional health economic outcome measures, such as quality-adjusted life-years (QALYs) 
(Norheim et al., 2014; Wilson et al., 2009).

While new decision criteria are explored and adopted in the economic decision-models, the 
understanding of ‘rational’ decision-making is still built upon the explicit modelling of decision 
criteria. Analytical attention is, in this way, centred upon methodological discussions related to the 
construction of outcome measures (e.g. Heller et al., 2006; Wilson et al., 2009) and the elicitation 
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Economics Bioethics Health policy Sociology

Conception of PSR A choice situation: 
Decision-
makers must 
make trade-
offs between 
alternatives

An ethical dilemma: 
Decision-makers 
must balance 
conflicting 
concerns

A political process: 
Decision-makers 
must manage 
the interests 
of multiple 
stakeholders 
and foster 
democratic 
participation

A social practice: 
Multiple actors 
engage in 
negotiations 
regarding the 
appropriateness 
of specific 
allocations

Main concern The accountability 
of formal 
decision-makers 
with budgetary 
responsibility: 
Political pressure 
may prompt 
irrational 
choices

The injustice 
of implicit 
rationing: 
Decisions may 
be biased and 
discriminatory

The stability of 
democratic 
institutions: 
Illegitimate 
decisions may 
prompt public 
resistance

The unintended 
effects of 
applying 
prescriptive 
models

PSR should take 
into account:

Preferences: Studies 
seek to elicit the 
inclinations of 
individuals to 
favour certain 
distributive 
outcomes and 
aggregate these 
preferences into 
decision weights

Philosophical 
positions: 
Studies seek 
to identify 
theoretical 
conceptions 
of equity, 
fairness etc. and 
operationalise 
these constructs 
into decision 
criteria and 
procedural 
principles

Attitudes: Studies 
seek to map 
the views of 
interest groups 
to provide an 
overview of 
attitudes to be 
acknowledged 
and balanced

Negotiability: 
Studies seek 
to expose 
uncertainty 
and identify 
strategies 
employed by 
groups of actors 
to demonstrate 
how decisions 
are made 
and work in 
practice

Research agenda Mainly prescriptive: 
Develop 
decision models 
and methods 
that provide 
for rational 
allocation of 
scarce resources

Mainly prescriptive: 
Develop 
principles that 
provide for fair 
allocation of 
scarce resources

Mainly descriptive: 
Develop insights 
about factors 
that impact 
the legitimacy 
and successful 
implementation 
of allocative 
decisions and 
models

Mainly descriptive 
and critical: 
Challenge 
beliefs in 
prescriptive 
decision models

Solutions suggested 
to improve PSR 
practices

Objective and 
accurate models 
that provide 
for transparent 
decision-making

More sophisticated 
theoretical 
conceptions

Participatory 
techniques 
that take into 
account the 
characteristics 
of the political 
context

Explicitation 
of the social 
dynamics that 
shape allocative 
practices

T A B L E  2   Ideal typical differences among disciplinary perspectives on PSR



of preferences from research panels that are meant to represent particular populations (e.g. adult 
citizens in a country) (Nobre et al., 1999; Peacock et al., 2010). Discussions, for instance, may be 
concerned with how to aggregate or model variability in preferences among various stakeholder 
groups (Brookes et al., 2015; Heller et al., 2006; Schwappach, 2005). The proposed solutions to the 
social conflicts associated with priority setting tend to be based on more precise methods. Some 
studies note an apparent paradox: The practical impact of economic -models for priority setting 
is still limited even though these models have become more widespread. To make sense of this 
paradox, it is suggested in these studies that decision-makers may have limited understanding 
of the methodology underpinning decision analysis (Brookes et al., 2015; Wilkinson et al., 2016), 
implying a need to make economic evaluation more attuned to decision-makers’ needs and local 
circumstances (Cromwell et al.,  2015; Lasry et al.,  2008; Peacock et al.,  2010). In this way, in 
order to overcome misalignments between models and practices, health economic studies tend 
to advocate adjustments of methods and models.

BIOETHICAL PERSPECTIVES ON PSR

Bioethical studies consider PSR to contain an inevitable dilemma on how to balance moral prin-
ciples in order to achieve a just allocation of resources (Scheunemann & White, 2011). Generally, 
bioethicists focus on the rationing of health care resources, and define this as decisions that limit 
an individual's access to potentially beneficial medical care as a means to conserve or allocate 
scarce resources. The bioethicist studies do not discuss whether to ration or not, but ‘how, by 
whom and to what degree’ (Teutsch & Rechel, 2012, p. 1). Central works include: Daniels and 
Sabin (2006 [1997]), Ubel (2000), Rosoff (2017a) and Peppercorn et al. (2014).

Bioethical studies are concerned with allocative justice. To them, implicit rationing consti-
tutes an equity problem as it may obscure potentially discriminatory principles, such as resource 
distribution through (in)ability to pay (Gruenewald, 2012; Maynard, 1999) or decisions reflecting 
a clinician's own individual bias (Oei, 2016). Implicit rationing also entails the risk of under-
mining the doctor/patient relationship, as it gives the doctor the role of a ‘double agent’ work-
ing in the interest of both the patient and the administration (​Lauridsen, 2009; Menzel, 1993; 
Oei, 2016). Some early studies argued in favour of implicit rationing conducted by individual 
clinicians, because they observed an unwillingness among political decision-makers to take 
responsibility for PSR decisions (Grimes, 1987). Others saw implicit rationing as a way of respect-
ing ‘professional ethics’ or individual assessments (Kleinert, 1998; Norheim, 1995; Rosenblatt 
& Harwitz, 1999). During the past two decades however, most studies agree that explicit deci-
sion-making about resource allocation is the way forward (Daniels & Sabin,  2008b; Laurid-
sen, 2009; Rosoff, 2017b; Ubel, 2000).

To inform explicit decision processes, bioethical studies seek to develop theoretically robust 
conceptions and criteria. Four overall philosophical positions are represented in bioethical stud-
ies. First, utilitarianism, which promotes the greatest good for the highest number (see, for exam-
ple, Elfenbein et  al.,  1994). Second, egalitarianism, which is a broad term used to define the 
pursuit of equality (Williams et al., 2012). Third, liberalism¸ which promotes the individual's right 
to self-determination (Zwart, 1993), and fourth, communitarianism, which promotes ‘commu-
nity values’ and places the community at the centre (Mooney, 1998). In discussions about the 
concrete principles used to set limits for access to resources, it is often argued that ‘need’, rather 
than, say, ‘age’, or ‘immigration status’ is a more legitimate distributive principle, because it is 
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clinically relevant and morally defensible (Rosoff, 2017a). The question of how to conceptualise 
and rank needs, however, is subject to debate (Hope et al., 2010; Maynard, 1999; Rosoff, 2017a).

Contending that consensus on allocative principles is unfeasible, many studies today subscribe 
to the idea of a fair process. The ‘accountability for reasonableness’ (or ‘A4R’) framework devel-
oped by Daniels and Sabin (2008b, 2008a) is supported by most bioethical studies in this review 
(though see Klonschinski's critique (2016)). The A4R framework provides four criteria against 
which the fairness of PSR processes can be measured: (1) Publicity, that is, that PSR decisions 
should be made accessible to the public, (2) relevance, that is, that PDR decisions should be influ-
enced by relevant evidence, (3) revision and appeal, that is, that mechanisms are in place to chal-
lenge and review PSR decisions and (4) regulation and enforcement, that is, that mechanisms are 
in place to enforce the three other conditions (Daniels & Sabin, 2008a, p. 45ff).

HEALTH POLICY PERSPECTIVES ON PSR

In the health policy perspective, PSR is considered a political process, the success of which 
depends on stakeholder attitudes and organisational implementation. The studies aim to bridge 
the gap between PSR principles and practice by examining how local adaptions and stakeholder 
involvement may improve the feasibility and democratic legitimacy of PSR processes. The studies 
often frame decision-makers as their audience, and provide knowledge that is both applicable 
or useful to actors working with PSR, as well as academics seeking to improve PSR models. A 
central idea is that by taking multiple stakeholder attitudes into account through participatory 
processes, it becomes possible to ‘move away from the normal pulling and hauling of compet-
ing political forces in procedures of policy consultation towards a more collectively orientated 
and  problem-orientated basis of decision-making’ (Weale et al., 2016, p. 12). The literature is 
characterised by having limited references to other studies. On democratic deliberation, key stud-
ies include Weale (2016), Weale et al. (2016), and Broqvist and Garpenby (2015). On the imple-
mentation of PSR models, key studies include Gibson et al. (2004) and Hall et al. (2016).

The health policy perspective includes three types of studies: (1) Evaluations and imple-
mentation analyses of particular models and approaches, such as PBMA or A4R, often coupled 
with practical guides for future users (e.g. Cornelissen et al., 2014; Mitton, 2003). These studies 
explain implementation problems through factors related to institutions, interests, organisations, 
management and resources (Barasa et al., 2017; Maluka, 2011; Teng et al., 2007). (2) Analyses 
of attitudes to PSR. Reflecting the idea that it is important to strike a balance among different 
views in order to ensure the legitimacy of rationing decisions (Rosen & Karlberg, 2002), these 
studies examine and compare the attitudes and expectations of different stakeholder groups 
(typically doctors, policymakers and citizens) to PSR and to different kinds of rationing crite-
ria, such as age, disease severity or social position (Aidem, 2017; Broqvist et  al.,  2018; Kuder 
& Roeder, 1995; Rogge & Kittel, 2016). Furthermore, they examine who is seen as acceptable 
decision-makers, for example, doctors or administrative gatekeepers (Broqvist & Garpenby, 2015; 
Kuder & Roeder, 1995). (3) Public and patient participation. These studies operate with the prem-
ise that traditional guidelines for process legitimacy do not sufficiently secure public legitimacy. 
Their solution is increased public participation. Participation is understood broadly as ‘taking 
part in the processes of formulation, passage and implementation of public policies’ (Weale 
et  al.,  2016,  p.  739), and includes a range of activities, ranging from providing citizens with 
formal roles in priority setting processes to open contestation of rationing decisions (Hunter 
et al., 2016).
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SOCIOLOGICAL PERSPECTIVES ON PSR

Sociological studies tend to use the term ‘rationing’ rather than ‘priority setting’, which reflects 
an interest in the socially contingent factors and implications of resource allocation rather than 
specific decision-models or frameworks for setting priorities. Rationing is understood as a situ-
ated negotiation shaped by multiple social factors. Many sociological studies problematise the 
assumptions of prescriptive decision models, documenting how they often give rise to new prob-
lems when applied in practice. Sociological contributions are typically defined in opposition to 
the prescriptive approaches characteristic of the economic and bioethical perspectives. Conse-
quently, the sociological literature does not form a collective conversation, but is fragmented and 
dispersed in comparison with the economic and bioethical literature. Central studies are primar-
ily from earlier decades, such as Light and Hughes (2001) and Mechanic (1997), with slightly 
newer contributions being Moreira (2011), Hedgecoe (2006) and Calnan et al. (2017).

Early studies positioned themselves in direct opposition to the agenda of explicating PSR 
decisions and decision processes, emphasising PSR's ‘susceptibility to political manipulation’ 
(Mechanic, 1997, p. 86). We are better off, they argued, ‘muddling through elegantly 1’ (ibid.). 
Today, many studies are concerned with what may be called the reductionist assumptions of 
prescriptive approaches to PSR, which allegedly fail to recognise the uncertainty and derived 
negotiable nature of rationing decisions, whether in regulatory or clinical settings. According 
to these studies, the prescriptive models run the risk of being inoperable in empirical situa-
tions or of having unintended implications for decision-makers and affected citizens (Chabrol 
et al., 2017; Garpenby & Nedlund, 2016; Kaufman, 2009; Light & Hughes, 2001; Moreira, 2011; 
Rhodes et al., 2019; Syrett, 2003).

There are three main types of sociological studies. The first challenges the very idea of 
explicit rationing. Light and Hughes (2001) question whether rationing is at all inevitable and 
argue that the project of rationing health care resources is built on fallacies associated with 
the idea ‘rational choice’ school of economic thought. These sociologogical studies intend to 
expose how rational choice arguments shape our definition and framing of societal problems 
and their solution (Joyce, 2001). Related to these studies are ones that demonstrate how social 
phenomena are co-constituted with rationing, including scarcity (Chabrol et  al.,  2017), disin-
vestment (Rooshenas et  al.,  2015), exceptionality (Hughes & Doheny,  2019), death (Timmer-
mans, 1999), life longevity (Kaufman, 2009) and patient deservingness (Hughes & Doheny, 2019; 
Rhodes et al., 2019; Vassy, 2001). The second type describes how social dynamics shape ration-
ing decisions, focussing on different aspects and levels of social dynamics, including national 
contexts (Gross, 1994; Stanton, 1999; Wells, 2003), organisational factors (Calnan et al.,  2017; 
Hughes & Griffiths,  1997; Prior,  2001; Sandberg et  al.,  2018) and doctors' professional judge-
ment (Gross, 1994; Hedgecoe, 2006; Klein et al., 1995). The third type analyses the steps taken 
by organisations or individuals to navigate through ‘the layers of complexity and uncertainty’ in 
making PSR decisions (Calnan et al., 2017; Hughes & Doheny, 2019; Sjögren, 2006; Sjögren, 2008; 
Syrett, 2007).

DISCUSSION: TOWARDS INTERDISCIPLINARY DIALOGUE

Having described the particularities of the four disciplinary approaches, we will now discuss how 
a sociological perspective could influence debates about PSR in the future. Firstly, by building 
a stronger and more coherent analytical approach to PSR, and secondly, by offering sociological 
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insights into the practice of PSR as a contribution to the prescriptive approaches that are currently 
dominant.

Refining the sociological perspective on PSR

The impact of sociological analyses of rationing may be currently impeded by their dispersion, 
and by their limited engagement with current studies from the popular approaches to PSR. 
To help the uptake of sociological insights by other disciplines, two related strategies could be 
pursued:

Firstly, sociologists could work to (re-)establish PSR as a sociological field of research by 
choosing and solidifying a shared vocabulary to analyse PSR processes and their outcomes, and 
by exchanging and strengthening arguments internally to foster an accumulation of insights. 
One theme that is relevant to stimulate this development is that of mechanisms or strategies 
used to deal with the complex and uncertain nature of rationing processes. This theme unites 
many sociological studies of PSR (e.g. Calnan et al., 2017; Hughes & Doheny, 2011; Hughes & 
Doheny, 2019, Hughes & Griffiths, 1997; Moreira, 2011; Sjögren, 2008). However, it has hitherto 
involved only limited shared theory-building. One identified strategy is to mobilise categories 
of ‘exceptionality’ to allow individual clinical judgements to ‘override managerial or political 
guidelines on allocation’ (Hughes & Doheny, 2019, p. 1601; Syrett, 2007, p. 55). Another strategy, 
‘stratification’, is pursued by regulators in negotiations over delineations of populations eligi-
ble for specific treatment (Wadmann & Hauge, 2021). The strategies vary in terms of whether 
they are used to ‘deal’ with complexity and/or to pursue political interests, but they share the 
assumption that the reality of rationing and priority setting is never settled, but involves ongoing 
dilemmas and value struggles. The conceptualisation and classification of these strategies begun 
by scholars such as Sjögren (2008) and Calnan et al.  (2017) could become a key element in a 
contemporary sociology of rationing.

While sociological studies have traditionally pursued post hoc, critical analyses of PSR, future 
contributions could explore the potential of integrating the knowledge built through this work 
in the ex ante process of developing and designing PSR models and systems. An example of 
such an attempt is provided by Moreira (2011), who develops an uncertainty-focussed concep-
tual model based on the idea that ‘accepting and fostering the exploration of uncertainty at the 
core of health care priority setting systems should provide those systems with increased social 
robustness’ (Moreira, 2011, p. 1333). Moreira's model provides a different solution to the para-
dox presented above; that the practical impact of economic models of priority setting remains 
limited, even though the models are becoming still more widespread. Where health economic 
studies problematise the gap between PSR ideals and practice and intend to close it by means of 
adjusting PSR models, Moreira sees this gap as a premise for political decision-making. Morei-
ra's argument is that uncertainty and inapplicability cannot be delimited by fine-tuning the PSR 
systems. Rather, he suggests that accepting and exploring the aspects of uncertainty can in fact 
increase the PSR systems' robustness (Moreira, 2011). Framing sociological insights as lessons for 
the future of PSR might lead to a strengthened and more distinct sociological conversation about 
PSR, which other disciplines could relate to, challenge, and learn from.

Secondly, the sociology of rationing could improve its position by updating its assumptions 
about the dominant approaches to PSR. During the past 20–30 years, the economic and bioethical 
literature has moved from idealistic modelling to more pragmatic and multi-facetted approaches 
recognising the various and often conflicting positions in PSR (e.g. Daniels & Sabin, 2006 [1997]; 
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Norheim et  al.,  2014). This development requires acknowledgement, and a more complex 
response, than that provided by many sociological studies so far. Further, it implies that the soci-
ological perspective is not nearly as far removed from the prescriptive approaches as in the 1990s, 
because these approaches increasingly recognise and attempt to deal with the uncertainties and 
political negotiations of PSR. In fact, there is a shared interest among the disciplinary perspec-
tives in understanding why PSR systems and principles often work differently than intended (e.g. 
Cleary et al., 2010; Cromwell et al., 2015), which constitutes a perfect occasion for a sociological 
response.

Sociological contributions to an interdisciplinary dialogue on PSR

With a strengthened perspective on PSR, the sociology of rationing could make several relevant 
contributions to an interdisciplinary dialogue. Firstly, sociological studies can grasp the dilemmas 
and implications of PSR that unfold in clinical practice. For example, sociologists can demon-
strate how and why rationing decisions based on cost-effectiveness considerations may lose 
legitimacy and practical applicability, when these decisions are translated from administrative 
settings into clinical practice where competing values may prevail (e.g. Hughes & Doheny, 2011; 
Wadmann & Hauge, 2021). In this way, a sociological argument could be that a good PSR decision 
is not only just, rational and democratic, it also needs to be applicable and legitimate in practical, 
clinical situations. In the same vein, a sociological contribution to the current focus on strength-
ening the viability of PSR models and decisions could be to explore the possibility of reciprocal 
exchange between clinical practice and priority setting. This could be by integrating a feedback 
loop in the decision-making process in order to evaluate the decision's practical applicability and 
consequences for clinical practice.

Secondly, sociological studies could explore the possibilities and challenges that arise when 
questions of access to treatment traverse regional and national borders. The decision-models 
developed by economists, bioethicists or political scientists are often designed for administra-
tive units with budgetary responsibility; typically nations, regions or hospitals. The challenges 
for local decision-makers, however, are increasingly influenced by global dynamics, such as 
changing regulatory standards for market approval of medical technologies (Salcher-Konrad 
et al., 2020), the market dynamics of Big Pharma, and the international organisation and mobi-
lisation of patient groups (Callon & Rabeharisoa, 2008; Epstein, 2008). As digital media enable 
information to travel faster and wider than ever, local rationing decisions may quickly reach a 
global audience, and international differences in access criteria for, or evaluations of, specific 
treatments can be exposed and used to challenge the legitimacy of local PSR decisions.

Thirdly, a sociological perspective could contribute to the development of new forms of 
patient and public involvement in PSR processes. The dominant perspectives on PSR operate 
with different reasons and means for including public viewpoints. Political scientists aim to 
ensure legitimacy by including population samples represented through, for instance, citizen 
panels (e.g. Schwappach, 2005). Economists measure citizen preferences in order to inform their 
models (e.g. Shah, 2009), while bioethicists often use patient case stories to support arguments 
for particular procedures or principles (e.g. Gruenewald, 2012). Increasingly, however, patients 
and patient organisations are not waiting to be included. They seek to gain influence by setting 
research agendas and otherwise engaging in knowledge production; something that Rabehari-
soa et al. (2014) call evidence-based activism. As the challenges of patient and public engage-
ment are well documented (Irwin et al., 2013; Steffensen et al., 2022), sociological studies could 
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investigate the motives and strategies of patients and publics who self-organise. This could foster 
social innovation and find new ways of taking the concerns of affected patient groups seriously.

CONCLUSION

The increasing reliance on explicit priority setting and rationing as solutions to the problem of 
how to distribute scarce healthcare resources underscores the relevance of interrogating and 
debating the assumptions and consequences of these solutions. Sociological studies have a strong 
tradition of critical inquiry into PSR systems and decisions, and an analytical lens attuned to 
observing the value negotiations involved in PSR practices. However, the sociological perspec-
tive has still only had limited impact on the current academic and political debates on PSR. 
To explore the potential of sociological arguments in a cross-disciplinary dialogue on PSR, we 
have conducted a critical, interpretive literature study and analysed the potential for revitalis-
ing a contemporary sociology of rationing. Our review provides an analytical overview of the 
assumptions and research agendas that characterise four disciplines engaged in PSR debates: 
economics, bioethics, health policy and sociology. On this basis, we argue that the sociology of 
rationing could advance its potential by establishing a shared conceptual vocabulary and an 
intra-disciplinary exchange of arguments. With its ability to grasp the contextual and processual 
aspects of PSR, the sociology of rationing could contribute to interdisciplinary debates and offer 
important observations on the viability of PSR systems and decisions. We point to three thematic 
opportunities: Firstly, the translation of administrative PSR decisions into clinical practice and 
treatment decisions for individual patients. Sociological studies could offer insights on the prob-
lems brought about by this process, and thereby provide a feedback loop to administrative PSR 
processes. Secondly, the challenges and opportunities that arise when questions of treatment 
access traverse national borders. The sociological perspective can bring forward the expanding 
repertoire of arguments available to stakeholders of PSR and analyse clashes between interna-
tional and local value parameters. Thirdly, the development of alternative approaches to patient 
and public involvement in PSR. Sociological studies have observed increasing public contestation 
of PSR decisions from patient movements and may translate this knowledge into lessons for 
future patient involvement in PSR systems.
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