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Background and Context 
As human beings, we all have things we both need and want.  As patients, we regularly present pro-
fessionals with a plethora of needs and wants.  One constant refrain about health care is that resources 
are limited.  Within this context of resource allocation, health professionals must make difficult deci-
sions about how to distinguish between and respond to human needs and wants.   
 
While working with a palliative care team in London, questions about whether or not health profes-
sionals can and do make distinctions between human needs and wants were raised.  This prompted 
research into the theory and practice of distinguishing needs from wants. One aim was to provide a 
more consistent means of weighing up and making decisions between needs and wants for profession-
als.  Such distinctions may also be helpful to Christians in the wider context of work and life.  
 
 
What do we mean by ‘health’? 
Fundamental to all interactions within health care is an understanding of what we mean by health.  
There is a key distinction between the basis of health and the basis for health.  The basis of health relates 
to the moral base for health and what makes health a value.  The basis for health focuses on what is 
needed to bring about or produce this value of health, which may entail both curative and preventative 
interventions.  
 
For Christians, a notion of health is closely linked to that of shalom.  Shalom can be translated as 
‘peace’ and includes wholeness, integrity and well-being.  It is ‘to live appropriately and to have har-
mony and balance in every aspect of one’s life and relationships.’  Shalom is achieved in the context of 
relationships and community and includes the whole of a person – body, mind and spirit.   
 
An understanding of shalom paints an ideal picture of what God wants for each of us which is linked 
to a maximum view of health and well-being.  In contrast, a minimum view of health solely focuses on 
the physical level, primarily the absence of disease or illness.   It is not only Christians who hold a 
maximal view of human health, the World Health Organisation states, ‘Health does not mean only the 
absence of disease but also optimum physical, mental and social well-being.’  
 
Whether we hold a minimal or maximal view of human health, questions are raised about what is 
needed to fulfil that view.  Addressing different needs and wants is required for a person both to have 
minimal health and well-being and to reach the ultimate aim of human flourishing.  Defining and iden-
tifying needs and wants is a crucial stage in addressing them. 
 
 
The Nature of Human Needs 
One way of categorising human needs is basic versus non-basic needs.  Basic needs are those things re-
quired for human beings to survive and function, such as food, water, air and shelter.  These focus on 
the universal physiological requirements of all people.  More specifically, Len Doyal and Ian Gough 
argue that that physical health, defined in a minimal sense as the absence of biological disease, and 



autonomy are the most basic human needs and must 
be satisfied to some degree for people to be able to par-
ticipate effectively in life.  Meeting basic needs is im-
portant because it prevents ‘serious harm’ to individu-
als. 
 
Non-basic needs are not required for basic physical 
survival, but contribute to our psychological, social 
and spiritual well-being.  Abraham Maslow argues 
there is a hierarchy of human needs (diagram 1) and 
that lower level needs must be satisfied before indi-
viduals can focus on higher level needs. 
Within this hierarchy, physiological and safety needs 
could be considered basic needs, as they are necessary 
for human beings to survive and avoid harm, both 
physical and psychological.  The third and fourth lev-
els involve our relationships and psychological well-
being and may be classified as non-basic needs.  Peo-
ple can survive and avoid harm without having these 
needs met, but optimum well-being will remain ellu-
sive without them.  The final level may focus more on 
individual’s wants and desires. (diagram 2)  Exploring 
and fulfilling these needs and wants is a key element 
in helping people to flourish and achieve shalom. 
 
The Nature of Human Wants  
The concept of want can imply a preference, desire or 
wish for something.  Human wants are related to indi-
vidual preferences and may or may not coincide with 
their needs.   
 
In health care and the rest of life, an individual may 
want something he/she does not need, like cosmetic 
surgery, and need something he/she does not want, 
like chemotherapy.  Alternatively, a person’s wants 
and needs may be the same, e.g. to be cured of his/her 
disease.  Individual wants and desires can differ from 
or overlap with needs. 
 
Like basic needs, some wants may be universal and 
objective, namely those things which all people desire 
to live a healthy and fulfilled life and to achieve sha-
lom, e.g. good health, well-being, happiness, content-
ment.  What these mean and how they are achieved for 
specific individuals will vary, but the overarching 
want or desire is the same.  Other wants are more sub-
jective, such as where a person wants to live or what 
type of food he/she prefers to eat, e.g. meat and two 
vegetables versus a curry.  Although some human 
wants are objective and universal, individual wants, 
preferences and desires can and do vary from person 
to person.   
 
It can be argued that different weight should be given 
to wants in contrast to basic needs because they are not 
necessary for survival.  Health professionals often fo-
cus on basic needs first, as they are often the most ur-
gent, and then take other needs and wants into ac-
count.  This may be part of a minimum view of health 

and the setting of priorities within limited resources.  
As Christians we may want to strive for a maximal 
view of health and flourishing.   
 
To achieve this we need to assess and make decisions 
regarding different wants and needs in health care, 
asking what rights and responsibilities are involved. 
 
Rights and Responsibilities 
Claims to human needs and wants may be based on 
rights.  Since October 2000, certain rights have been 
enshrined in British law through the ratification of the 
Human Rights Act 1998.  It is unclear whether patients 
can use these human rights to place demands on 
health professionals.  Article 2 states that patients have 
a ‘right to life’, while Article 3 gives them the right not 
to be subjected to ‘torture or to inhumane or degrading 
treatment or punishment.’  Having a ‘Do Not Resusci-
tate’ order could be seen as upholding Article 3 while 
denying the patient of his/her right to life.  The impli-
cations of human rights in health care, and whether or 
not professionals have specific responsibilities in rela-
tion to them, are not clear.  
 
In contrast, the responsibilities attached to legal rights 
are much clearer.  Legal rights serve as a minimum 
standard in society, below which none of us may fall.  
They protect people from harm, which is vital if indi-
viduals are to survive and function.  In this way, they 
are connected to basic needs.  In health care, legal 
rights enshrine the minimum legal protection and 
standards of treatment that each patient can expect 
from health professionals.  As Christians, we recognise 
that these minimum standards are vital in our fallen 
world as they restrain evil and harm and reinforce 
good.  
 
One of the dangers with the increasing appeal to rights 
in our society is that they can lead to demands.  If 
someone has a right to a particular treatment, then 
doctors and nurses have a responsibility to provide it.  
Patients are free to pressurise doctors and nurses for 
particular treatments, but professionals are not neces-
sarily obliged to meet any and every demand placed 
upon them.  They must weigh up the appropriateness 
of the request and the best response to it (within the 
context of limited resources).  A more helpful way of 
assessing such demands is not based on ‘rights’, but 
rather entitlements.   
 
The notion of entitlement offers help in deciding 
whether a particular need, want or demand places a 
corresponding duty on health professionals to meet it.  
In the UK, patients are entitled to access NHS services, 
which includes a good quality of care and appropriate 
treatment.  Patients may refuse treatment at any point 
and may request a second opinion.  They are entitled 
not to be intentionally harmed by their doctor (or other 
professionals).  Entitlement clarifies health care needs 



as a balance to rights claims and responsibilities. 
 
The Bible places greater emphasis on our duties and 
responsibilities rather than rights.  One important as-
pect of weighing up and assessing rights, entitlements, 
duties and responsibilities regarding human needs and 
wants is the notion of justice. 
 
 
Considerations of Justice 
One danger in making decisions between human needs 
and wants is that they will be unjust, e.g. one patient 
receives more or better treatment than another.  Justice 
as fairness, equality and equity provides objective stan-
dards for such decisions, particularly in light of re-
source allocation.  
 
Fairness 
 
Determining what is fair can be based on what an indi-
vidual deserves or merits.  In health care, how do we 
view people who live at risk lifestyles, such as smokers 
and bungee jumpers?  If health care resources were al-
located based on our lifestyles rather than need, then 
most of us would be a little anxious given our diet and 
level of exercise.  Fairness involves a standard of care 
for all patients which is not solely based on what they 
deserve or merit through lifestyle. Ultimately, justice as 
fairness requires that a universal and uniform standard 
of treatment be maintained for all people.  This means 
treatment of individuals and their needs and wants 
should be consistent and universalizable. 
 
Fairness requires a uniform and universal standard of 
consistency for assessing people’s needs and wants in 
health care.  
 
Equality 
 
Equality, like fairness, highlights a minimum standard 
below which treatment of people should not fall.  
Equality requires that similar cases are treated in simi-
lar ways and dissimilar cases are treated in dissimilar 
ways.  Inequality is where similar cases are treated in 
different ways.  Equality requires a minimum level of 
consistency in dealing with cases.  It aims to avoid dis-
crimination based on inappropriate grounds, e.g. age, 
race, sex, religious beliefs.   
 
Equity 
 
In contrast to equality and fairness, equity allows for 
differences in treating people.  Such differences are per-
mitted only for morally justified reasons.  Inequity ex-
ists where differences in care and treatment are not 
morally justified.  When treating people in health care, 
there is a distinction to be made between equal consid-
eration and identical treatment.  Equity allows for the 
most appropriate treatment of needs and wants to be 

applied. 
 
Within equity, there is recognition that treating people 
in exactly the same way may not always be appropri-
ate.  It allows a doctor or nurse to use his/her profes-
sional judgment about what the best treatment options 
are for an individual.  Equity does not permit the mini-
mum standards of equality and fairness to be compro-
mised, but it does allow for differences in treatment of 
patients for morally appropriate and justifiable reasons. 
 
Just treatment of different needs and wants should in-
volve fair, equal and equitable assessment of them and 
minimum standards of consistency between cases, 
while recognising that there may be morally justified 
reasons for treating people differently. 
 
 
A Christian Response 
The challenge of assessing and responding to human 
needs and wants is crystallised within health care, but 
is not the sole domain or responsibility of health pro-
fessionals.  As Christians, we are called to engage with 
people and their needs and want on many levels.  How 
should Christians respond to human needs and wants?  
 
We should recognise that all of us have needs, whether 
physical, mental, emotional or spiritual.  We should be 
prepared to meet the needs of others, even if it is at cost 
to ourselves.  The Good Samaritan responded to the 
needs of the man by the roadside and paid the costs 
himself.   
 
If we want people to flourish and have shalom, then we 
must focus on total well-being, health and wholeness.  
This means that physical, mental, emotional and spiri-
tual needs must be addressed.  We should guard 
against the tendency within health care to reduce peo-
ple to their physical bodies or disease.  This reduction-
ism ignores the multiple layers of needs we have and 
creates an imbalanced approach to treating people.   
 
As Christians, we have an opportunity to respond to 
needs in a more holistic way.  Jesus met physical needs 
when he fed the 5000 and through healing physical ail-
ments.  He also recognised people’s fundamental spiri-
tual need for forgiveness and a personal relationship 
with God.  We have an opportunity to recognise and 
help meet people’s spiritual needs and desires.  Yet, 
sometimes people do not want particular needs to be 
met.  They may refuse our help.  This poses a chal-
lenge, as we know all people need forgiveness and sal-
vation through Christ.  How we draw attention to 
spiritual needs, as well as how we respond to all kinds 
of needs, wants and desires, can be a witness to the 
world about the transforming power of the love of 
Christ.   
 
 



Questions for Reflection 
 What are the different needs and wants presented in this situation? 
 What duties and responsibilities do I have to meet them? 
 To what is this person entitled? 
 What is an appropriate Christian response? 
 What is the aim – minimum health or maximum well-being and shalom? 
 What resources are at my disposal and what is the best use of them? 
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