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ABSTRACT
Health has an important role in the achievement of a good quality of
life. Many public policies intended to enhance individual and
population health. Amartya Sen’s Capability Approach (CA) offers
a framework to assess well-being, as well as interventions seeking
to increase it. There are, however, important practical challenges
that must be faced before applying CA to concrete situations,
such as health. One of these challenges is defining whether it is
functioning or a capability that is the feature to be assessed.
Moreover, some aspects of freedom that are relevant for CA are
frequently neglected, such as agency. These aspects must be
considered when performing a health assessment using the CA as
a framework. A health assessment using the CA as a framework
should include indicators based on the achieved dimension
(health functioning), resources and conversion factors (health
capability), and freedom to achieve (agency).

ARTICLE HISTORY
Received 10 April 2017
Accepted 16 September 2019

KEYWORDS
Health evaluation; outcome
assessment; process
assessment; public policy;
ethics

Introduction

Health is a central feature for achieving a high quality of life. Health assessment has been a
major concern for researchers and scholars, and there is a huge amount of literature on the
theoretical and technical aspects of this challenge. Amartya Sen’s Capability Approach
(CA) offers a framework to assess human well-being (Anand, Hunter, & Smith, 2005),
including health, which has been extensively used in the analysis of public policies and
in academic research.

This paper reflects on the assessment of health from a CA perspective, including the
distinction between health as a functioning and health as a capability, and the role of
agency in this important dimension of human well-being. Firstly, a brief account of the
CA and the advantages of using this approach in the context of health are given. Then,
the practical challenges of assessing health within the CA approach are discussed and
the conceptual shortcomings originated by these proposals. Lastly, the concept of
agency is proposed as complementary to capabilities and functionings in order to
address some of the difficulties of using the CA in the health context.
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The Capability Approach

The Capability Approach (CA) was developed in 1979 by the Nobel Prize winner Amartya
Sen (1979). Since its inception, this approach has received increasing attention by disci-
plines as varied as economics, political philosophy and political sciences. Sen proposed
that human development is not only a matter of achieving and sustaining high rates of
economic growth or utilities but also to expand what people are able to do and be –
what might be called “real freedoms”. CA considers “a person being able to do certain
basic things” (Sen, 1979, p. 218) as the end, and resources and utilities as only means
to this end. Furthermore, the CA makes a sharp distinction between achieved function-
ings, capabilities and resources. Within the CA approach, functionings are the ways of
being and doing that a given person has, such as being literate or working (a doing),
while capabilities are the bundle of possibilities that a person may transform into an
actual functioning (Sen, 1988).

According to this approach, resources and conversion factors can help or impede the
ability to transform capabilities into functionings (Robeyns, 2005). For example, the capa-
bility to transport oneself to a health care centre can be positively affected by the possession
of a bike, a resource. In this example, the ability to ride bikes is a personal conversion factor;
the social acceptability of riding the bike is a social conversion factor; finally, the quality of
the roads is an environmental conversion factor. Moreover, some functionings could be
deemed as personal conversion factors for other capabilities. For example, enjoying good
health (a functioning) enhances the capability of mobility, acting as a personal conversion
factor. The interaction between conversion factors, resources, and achieved functionings
show the complex relationships that underlie capabilities and functionings (Figure 1).

Figure 1. Relationship between capabilities and functionings.
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The concepts of functioning, capability, resources and conversion factors have been
analysed theoretically, but they have also been used in practice to develop measurement
tools aiming at assessing individual and collective well-being. Many frameworks take
into account resources and material goods in the assessment of people’s living conditions,
some approaches reaching the point of almost equalizing the Gross Domestic Product
(GDP) with the population’s level of well-being. Other frameworks consider human
basic needs, basic liberties and/or primary goods as proxies to assess welfare, but the
specificity of the CA is that it is the only approach that takes personal variability into
account as it acknowledges that individuals may differ in their ability to transform
resources into actual well-being. It could be said that while other theories highlight the
importance of opportunities, the CA is concerned with genuine opportunities, as under
some circumstances, an option is only theoretically attainable for a given individual
(Wolff & de-Shalit, 2007). One of the most famous practical applications of the CA is
the Human Development Index (HDI) developed by the UNDP.

Health in CA

The CA is a framework that delves into the interactions between resources, capabilities
and functionings, acknowledging that individuals with different preferences, needs and
conversion factors may require personalized support and tailored resource use to
achieve valuable goals (Robeyns, 2005). It is said that the CA “is deeply concerned with
the effects of… unequal opportunity, and concentrates on personal capacities and inter-
personal ties…” (Latham, 2012, p. 127). This particular sensitivity to personal variability
makes this approach a very compelling framework to apply in the case of health, as people
with particular conditions may achieve the same health functioning as others, but demand
a more intensive use of health services. For example, a healthy child requires regular
check-ups, some prevention interventions (such as vaccines) and eventual health care
interventions to stay healthy, but a child suffering from some metabolic diseases may
enjoy a similar quality of life, but at the expense of significant healthcare resources.
Hence, the CA seems to be a reasonable framework to address health issues.

There are some theoretical issues still to be defined in CA when assessing health, such as
the fact that health has an objective (observable) dimension, but also a subjective (percei-
vable) dimension. As Sen points out (Sen, 2002), the observable dimension is almost
always taken into account when assessing health, but the self-perceived character of
health should not be neglected. In any case, health is generally deemed a fundamental
feature for human well-being, and is often considered one of the basic capabilities, a cat-
egory reserved for “abilities to satisfy certain elementary and crucially important function-
ings up to certain level” (Sen, 1992, p. 45).

There are also important practical issues to be resolved when assessing capabilities and
functionings (Robeyns, 2005). This is also the case for health, which can be regarded as a
capability (the effective opportunity of achieving a given level of health) or as a functioning
(the achieved level of health). There is still no consensus among the CA scholars whether
the assessment has to be performed on the capability dimension or the functioning dimen-
sion. Moreover, the way to operationalize both, health functioning and health capability,
has not been defined so far. This is why it has been claimed that “one problem with the
capability approach is that of identifying suitable empirical measures which can be used
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in its support with the result that its relevance has been questioned” (Anand, Hunter, et al.,
2005, p. 13)

Health as a functioning

When assessing health, analysing concrete functioning instead of the corresponding capa-
bility has many advantages. Firstly, functionings are easier to appraise because they are
achieved features with actual characteristics, and not potential conditions. Nutritional
state, for example, can be roughly measured using cheap and available techniques (anthro-
pometry) or simple laboratory tests; on the other hand, the capability of being well nour-
ished requires an estimation of the availability of and access to food, which in turn are
related to economic, social and cultural characteristics (such as time to eat and feeding pri-
orities). Secondly, it has been argued that people tend to have the same preferences regard-
ing the most basic personal needs, such as health. If all people have the same priorities
regarding these needs and the same effective opportunities to meet them, the distribution
of achievements will be similar, and it would follow that assessing real conditions (function-
ings) will be a sensible and feasible task. Lastly, under the assumption that health is a necess-
ary condition for flourishing and lack of health is deemed a corrosive disadvantage (Wolff&
de-Shalit, 2007), the functioning of being healthy should be considered a desirable outcome.

In the CA literature much research analyses health as a functioning. Several proxies for
health have been proposed in terms of the absolute absence of health, such as mortality
rate, infant mortality rate and under-five mortality rate (Hausman, Asada, & Hedemann,
2002; McGuire, 2010). Other constructs like morbidity indexes, disability-free life expect-
ancy and health expectancy are focused on the relative absence of health (Hausman et al.,
2002). There are also indicators based on the impact of health on quality of life, e.g.
quality-adjusted life years or QALY. Finally, studies in the CA literature have treated
health as functioning in order to describe its effect on subjective well-being (Anand,
Santos, & Smith, 2007).

Assessing the functioning has the advantage of accuracy and comparability, and also
the fact that it allows for the appraisal of interactions between health and other capabilities,
but the disadvantage of overlooking personal variability and personal preferences. More-
over, the myriad existing indicators to measure and assess health impose the challenge of
selecting and weighting the relevant indices to obtain a comprehensive evaluation of
people’s health. Without such a task, these indicators may lead to incomplete results or
be difficult to interpret.

Health as a capability

A frequently used argument for focusing on capabilities instead of functionings is that
functionings only take outcomes into account, which can neglect the opportunities that
people have to achieve these assumed goals (Ruger, 2010). How should the “genuine
opportunity” of achieving good health be appraised?

Health status depends on personal factors, such as individual predisposition and life-
style, health care, and the social determinants of health, or “the conditions in which
people live their daily lives and the structural influence on these conditions that ultimately
reflect the distribution of power and resources” (World Health Organization, 2012, p. 9).
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Among the most commonly cited social determinants of health are structural determi-
nants, such as political institutions, and intermediate determinants, such as income, edu-
cational level, housing, neighbourhood, and working conditions (World Health
Organization, 2012). These determinants have been organized in many different
models, aiming at identifying links between social determinants and health inequalities
(Borrel, Malmusi, & Muntaner, 2017). These models range from linear in shape
(Mosley & Chen, 1984) to more organic and complex in structure (House & Williams,
2003; Kim & Saada, 2013), including those taking into account geographical and temporal
variables (Marmot, 2010). The similarities between the concepts of the social determinants
of health and the aforementioned social and environmental conversion factors lead to the
idea that through the analysis of the social determinants of health is possible to assess
health as a capability (Hall, Taylor, & Barnes, 2013).

Assessing health based exclusively on its determinants may yield complex conclusions.
Paradigm for the analysis may vary in different scenarios and the data and conclusions
from one study are not necessarily applicable to other contexts. For example, female illit-
eracy is associated to the infant mortality rate in low-income countries, but this association
does not occur in high-income countries (Schell, Reilly, Rosling, Peterson, & Ekström,
2007). Moreover, the social determinants of health literature focus on health inequalities
among social groups and not necessarily in how social categories affect health at an indi-
vidual level. It has been claimed “the causal mechanisms linking social rank to poor health
are not always well specified” (Hall et al., 2013, p. S178). This is a very relevant issue for CA
literature, especially when normative claims are based on empirical data. Hence “without a
solid understanding of causality, we will not be able to say with confidence what causes
capabilities to go up or down, flourish or fail” (Venkatapuram, 2011, p. 238). Furthermore,
the meaning of health capability itself (and its connection to social determinants of health)
has not properly been defined so far, making the normative analysis even more proble-
matic (Mitchell, Roberts, Barton, & Coast, 2017).

Assessing health using the CA framework: a missing dimension

As was commented beforehand, a major challenge of applying the CA approach to specific
situations, including health, is that there is no consensus about whether the functioning or
the capability should be examined (Robeyns, 2005). Making this definition is not an easy
task since both approaches have shortcomings and advantages. It has been claimed that
“in its present state the capabilities approach does not have the tools to make it easily oper-
ational” (Venkatapuram, 2011, p. 238). In fact, both health functioning and health capa-
bility are important components in the assessment of health in a comprehensive way, and
no single indicator can provide a full picture of health (Powers & Faden, 2006).

There is, however, an often-missing component of CA, which is an explicit inspection
of people’s abilities and attitudes towards transforming their capabilities into functionings.

Health agency

Let us consider that periodic check-ups for infants reduce child mortality, and a public
policy that increases the availability of heath care practitioners to provide this service is
implemented. It could be said that the capability dimension was increased by this

GLOBAL BIOETHICS 23



public policy, but if there are cultural barriers and parents do not attend health care facili-
ties, the functioning dimension would remain unchanged. Making regular infant check-
ups compulsory would most likely increase health functioning assessed in terms of
child mortality, but would limit families’ freedom and their capacity to make decisions
regarding health care.

There is another feature of the CA thatmust be highlighted, and which is frequently neg-
lected in empirical assessments. This approach focuses on people’s capabilities to function
in order to increase their opportunities to “live the kind of life that they have a reason to
value” (Robeyns, 2005, p. 94). The fact that people should value their own achievements
expands the scope of well-being beyond functionings, resources and opportunities, encom-
passing people’s attitudes and ability to pursue and achieve goals (Sen, 1999). People, then,
should not only enjoy valuable features, such as good health but also value the goal and be
involved in the process of bringing about this goal. Agency understood as “the ability to act
on behalf of what you value and have a reason to value” (Ibrahim&Alkire, 2007, p. 383) is a
concept which may be used to address this dimension of well-being. Someone with this
ability– to act onbehalf ofwhat he/she values–would be an agent.Hence, CAacknowledges
that inputs and outcomes cannot be the sole dimension of well-being, but the process that
brings about achievement must be analysed as well. Ruger echoes this issue when she pro-
poses an approach to health capability which includes health agency, i.e. “individuals’ ability
to achieve health goals they value and act as agents of their own health” (Ruger, 2010, p. 42).
Freedom to achieve is at the core ofCA and any operationalization of health should consider
it as a relevant feature. Assessing only objective outcomes and designing interventions
merely based on functionings may incur the risk of paternalism, as these outcomes can
be brought about by means of indoctrination, nagging and even coercion (Ruger, 2010).

The link between agency, capabilities and functionings is an issue of forgoing discus-
sion. For some authors, “resources and agency together constitute what Sen refers to as
capabilities” (Kabeer, 1999, p. 438), making agency a component of capabilities; others
have identified agency with two capabilities from the well-known Martha Nussbaum’s
list, namely practical reason and affiliation (Nussbaum, 2000). The complexity of this
issue lies in the different nature of these concepts: capability and functioning refer to par-
ticular ways of being and doing, either as achieved characteristics (functioning) or as a
potential feature (capability); agency, on the other hand, is a specific mode of acting
which presupposes some degrees of valuing and reasoning. For instance, being literate
is a way of being, hence a functioning; if a person values this skill and employs it for
the sake of something she values, reading would be an agentive performed action.

Since agency is a way of doing, it is indeed functioning, and the freedom to deploy this
specific way of acting would be the capability of agency. Then, is agency a component of
capabilities (Kabeer, 1999) or a functioning in itself (Nussbaum, 2000)? There is no con-
tradiction between these accounts, since “some ends are simultaneously also means to
other ends (e.g. the capability of being in good health is an end in itself, but also a
means to the capability to work)” (Robeyns, 2005, p. 95). In other words, capabilities
often require another functioning to exist. For example, the functioning of good health
enhances the capability of mobility, as was commented beforehand.

Agency is a relevant element for assessing health using CA as a framework, and can
feasibly be measured using Self-Determination Theory (SDT) (Deci, 1971), as was pro-
posed by Alkire (2005). This theory allows for the assessment of agency using validated
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empirical surveys across different dimensions, such as education, healthcare, work and
housing and different cultural contexts. Some surveys have already followed this sugges-
tion and used agency to study capabilities and functionings (International Food Policy
Research Institute, 2012; Pallai & Alkire, 2007). Agency is then a measurable concept.
Since it informs the ability to act according to personal values, it accounts for the
missing dimension when assessing health within CA.1 Moreover, by means of agency, it
is possible to integrate some accounts of the subjective dimension of health, to which
Sen referred when making the distinction between objective and subjective dimensions
of health (Sen, 2002).

This account of agency has been introduced in biomedical ethics (López, Trachsel, &
Biller-Andorno, 2016) and it has consequences at collective and individual levels. Public
health policies should consider agency not only during the assessment stage but also
during design and implementation. This is a reasonable alternative, which might decrease
the risk of developing well-intended, but paternalistic policies, in which patients are
“passive recipients of interventions designed to meet this goal” (Levine, 2013, p. 55). It
has to be admitted that people’s agency may vary according to their personal circum-
stances. Public policies should enhance people’s agency as much as possible, but there
are cases when individuals cannot exercise an adequate level of agency. Then, it would
be possible to implement more directive policies, aiming at the protection of vulnerable
people. At an individual level, this task would foster the so-called patient-centred care
(Levine, 2013) and the support for self-management (Entwistle, Cribb, & Owens, 2018).
At a collective level, it should be considered that creating public policies using the CA
as a framework “emphasizes deliberatively derived public policy for human flourishing
and reasoned consensus to evaluate arrangements for improving human functioning”
(Ruger, 2006, p. 157). A reasonable requisite to fulfil agency demands at the collective
level is a popular deliberation process which includes all the stakeholders.

Conclusion

This account has some implications regarding assessment and interventions in health
using the CA as a framework. There are sound arguments to assess health as a functioning
and very valid arguments to evaluate health as functioning. Nevertheless, any attempt to
assess health based on only one of these dimensions may provide a partial account. Hence,
a health assessment from the CA perspective should include indicators based on the
achieved dimension (health functioning), and resources and conversion factors (health
capability). However, as freedom to achieve is an important constituent of CA, including
attitudes, aims, values and involvement, and any attempt to assess health using CA as a
framework should take into account some measurement of this factor (agency).

An appropriate health indicator reflecting the population’s achieved health status could
be under-5 mortality since it is mostly related to living conditions (McGuire, 2010). Exam-
ining the social determinants of health, such as education, housing, employment and/or
economic inequalities, may help to provide a better picture of resources, social and
environmental conversion factors. Even though it may be claimed that agency is
difficult to assess, some empirical tools derived from Self-Determination Theory have
been identified and successfully used to examine agency in real scenarios, making this
challenge a feasible task.
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Note

1. More comprehensive interpretations of the social determinants of a health framework, such
as Nancy Krieger’s work (32), acknowledge that social factors affect people’s ability to exert
control over their lives; then, the social determinants of health are more than mere resources
and opportunities. Under this interpretation, agency would not be a necessary construct as it
would be shaped by the aforementioned social factors. There is an important distinction,
however, that must be highlighted: while the social determinants of health examine social
factors from a group perspective, the agency concept focuses on individuals’ internal
ability to exert control over their lives; agency may be affected by external factors, but it
gives room to interindividual variability across social groups.
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