e e A, i

Philosophy
and Medical
Welfare

ROYAL INSTITUTE OF PHILOSOPHY LECTURE SERIES: 23
SUPPLEMENT TO PHILOSOPHY 1988

EDITED BY

J. M. Bell and Susan Mendus

CAMBRIDGE UNIVERSITY PRESS

CAMBRIDGE NEW YORK
NEW ROCHELLE MELBOURNE SYDNEY



A A7l
2he e A b # Ko .

Sgﬁ Published by the Press Syndicate of the University of Cambridge
The Pitt Building, Trumpington Street, Cambridge, CB2 1RP
1 88 32 East 57th Street, New York, NY 10022, USA.

10 Stamford Street, Oakleigh, Melbourne 3166, Australia
© The Royal Institute of Philosophy 1988

Library of Congress catalogue card number: 88-17059

British Library Cataloguing in Publication Data

Philosophy and medical welfare: supplement
to philosophy 1988
1. Public health services. Ethical aspects.
I. Bell, J. M. II. Mendus, Susan
ITI. Philosophy
174'.2

ISBN 0-521-36856-1

/

Library of Congress Cataloguing in Publication Data

Philosophy and medical welfare/edited by J. M. Bell and Susan Mendus.
p. cm.—(Royal Institute of Philosophy lecture series; 23) i
Papers originally presented at a conference at the University of York in

Sept. 1987.

“Supplement to Philosophy 1988.”
ISBN 0-521-36856-1
1. Social Medicine—Congresses. 2. Philosophy—Congresses.

I. Bell, J. M. (John Martin), 1944— . II. Mendus, Susan. _

III. Philosophy. 1988 (Supplement) IV. Series: Royal Institute of Philoso

phy lectures; v. 23.

RA418.P48 1988

88-17059
362.1—dc19 CIP

ISBN 0 521 36856-1 (pbk.)

Printed and bound by
Adlard & Son Limited .
Leatherhead, Surrey, and Letchworth, Hertfordshire

Contents

Preface
List of Contributors

A Death of One’s Own
MARTIN HOLLIS

Heroic Measures and False Hopes
ROBERT E. GOODIN

Quality of Life and Resource Allocation
MICHAEL LOCKWOOD

Good, Fairness and QALYs
JOHN BROOME

More and Better Justice
JOHN HARRIS

How Much is Due to Health Care Providers?
ALBERT WEALE

Ethics and Efficiency in the Provision of Health Care
ALAN WILLIAMS

Index of Names

Index of Subjects

vii

17

33

57

75

97

111

127
129

iii



Preface

The papers contained in this volume originated in contributions to the
Royal Institute of Philosophy Conference on ‘Philosophy and Medical
Welfare’ held at the University of York in September 1987.

Participants at the Conference included doctors, nurses, administra-
tors, scientists and others working in the field of health care, as well as
academics from the disciplines of economics, politics and philosophy.

Our thanks to the Royal Institute of Philosophy for financial support
both for the Conference and with the making of this volume; and to Mrs
Janet Yates who prepared the typsecript for publication.
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Susan Mendus
Department of Philosophy
University of York
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A Death of One’s Own

MARTIN HOLLIS

The wish to have a death of one’s own is growing ever rarer. Only a while yet
and it will be just as rare to have a death of one’s own as it is already to have a
life of one’s own.
Rainer Maria Rilke
Rilke’s remark conjures up an officious array of well-meaning persons
bent on completing our orderly passage from cradle to grave. They tidy
our files cosily about us, inject us with extreme unction and slide us into
the warm embrace of the undertaker. At the forefront of the array
stands the doctor, part mechanic and part priest. His main task 1s to
repair the living with resources whose effective and impartial allocation
is a chief topic of medical ethics. But his role 1s not that of an impartial
allocator: his patients want his partisan support. This builds a moral
tension into a role played out where system meets patient, and one
made instructively plain in the care of the dying. The system no doubt
prefers death to be cheap and orderly but this thought may not move
someone like Rilke wanting a death of his own. The doctor is then
caught between his general duty to patients at large and his particular
duty to the patient in front of him, a tension tautened for a Hippocratic
promoter of health and life by a patient in search of an exit.

To put flesh on the theme, let us start with an awkward case for the
doctor. George 1s an old man, a widower, in hospital after a stroke.
Although fairly well recovered, he is still fragile and has poor balance.
But he is clear-headed, especially about his wish to go home. He says
firmly that he could manage on his own; and so he probably could, if he
had enough support. Otherwise there is a real danger of his falling,
fracturing a leg and being unable to summon help. There is a risk of
hypothermia. He may easily become dirty, unkempt, emaciated and
dehydrated, since it is not plain that he can dress, toilet and feed himself
for long. He may not manage to comply with his medication. He might
perhaps even become a risk to others by leaving his fire unattended or
causing a gas explosion. None of this would be worrying, if there was a
supporting cast. But his house is not suited to his condition. His only
relative 1s his daughter, living elsewhere, with her own job and family
and not willing to take George on. His neighbours are unfriendly.
Social Services can offer something—perhaps a home help, meals on
wheels, a laundry service, day care, an alarm service. But this does not
truly cover nights and weekends and, anyway, George is liable not to
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eat the meals and not to accept the day care. Meanwhile the advice from
social services is that he should stay in hospital. It is good advice for the
furthpr reason that there will be no second chance. Often one can allow
a patient a try at looking after himself, knowing that he can be scooped
up and returned to hospital, if necessary. But George is too fragile and
too alone for this to be a promising option. Yet he is in no doubt that he
wants to go hqme and denies that he needs any of the missing support.
This situation was described to me by an experienced GP as one
commonly encountered and ethically difficult.! He added two ques-
tions. qu much self-determination should George be allowed, given
that his insight is poor? How much responsibility does the doctor
shoulfier, if he colludes with George’s wishes? Both questions sound
easy, 1f'0ne begins by disputing their assumption that they can be posed
pglmarll.y.from ghe doctor’s point of view. Orso I supposed, until I tried
; e familiar philosophical tactic of challenging the assumptions and
ound that the stlll’watc.:rs run awkwardly deep. In what follows, I shall
?}[l):l(li with C;eorgeg point of view and try to extract a line which gives
o doc (;)r clear guidance. Having duly failed, I shall then address the
,ension between system and patient as claimants on the doctor’s
iir::t:tgilrlty, before finally reverting to George’s own wishes for his life or
be'lellg \frgst q}lestx(;ln was how much self-determination George should
fold. dos » gtven that his insight is poor. As a preliminary, the story, as
that’he hasnot guarantee that George’s insight is poor at all. It could be
e he b ;1 pretty shrewd idea tha.t he will not last long on his own but
e C{; Xm)t nts to go home to c’he. Being also shrewd enough to know that
o convef:ipectlthe dpctgr $ co-operation on those terms, he takes on
berwos ;9(1113 patient’s role in a well-tried dramatic dialogue
o N confident patient and concerned doctor. It is both polite and
p:t:g(l:tt}(: of{ler the do.ctor. clean hands by persuading him that the
?he e :: t e dfltermlpatlon to cope. It is both polite and politic for
b on((:) cho l111de in what is, after all, not exactly the doctor’s
o o e fj as been offered enough to satisfy any later enquiry
b beei cgon ge. : (rilder the s1’1rface of the conventional dialogue another
ond ne ui ed. George’s questions about his true condition, asked
! » have been answered and advice o G has

rejected the advice, absolving th vate and oublio roe
sibility. 1 ) ving the doctor of private and public respon-

. ray. t(l).nour hag been satisfied on both sides.

decenzsl? bt lSlPOSSlblllty‘ as a way of ushering one what one might call a
eralism. Traditionally the doctor’s role js attended with more

' i .
would like to thank Dr Brian Cole warmly both for this starting point and

for help in seein i .
g What might be done with it phi i
to Albert Weale for comments on an e;rli::rp(il:;?zophically. famalsograteful
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paternalism than a liberal doctor may relish. The liberal reminds us
that today’s doctor is no longer God and should not play God. He is the
patient’s servant, not his master. If George really did want to live out a
full, self-sufficient life and was suffering from illusions, brought on
perhaps by resentment at the humiliations of hospital routine, then the
doctor might have a duty to be obstructive. But a good servant accepts
his master’s wishes and, in so far as George is weary of the world, the
doctor is not his judge. Doubts about George’a autonomy, a liberal
would say, should be resolved in George’s favour and a discreet way
found of avoiding scandal. George’s insight is not outrageously poor
and there is a chance that it is not poor at all.

The crux for this liberal line does not depend on whether the doctor
has a formal power to keep George in hospital or is merely giving
authoritative advice which he can make prevail. Whichever kind of
authority it is, he should use it to uphold George’s genuine wishes. This
directive applies broadly even where George is under some illusion
about his likely power to cope but is not exactly brimming with the will
to live. The doctor’s moral responsibility is to be supportive when he
can, and in loco parentis only when he must.

We can distinguish two routes to this result. One starts by thinking of
patients as bodies and of doctors as mechanics. George has, so to speak,
brought his rickety old Ford to the garage with a big end gone and been
told, that, although pretty clapped out, it would do a few thousand
more miles, if left in for further repairs. Some garages are gleaming
hi-tech affairs, which strip the car down in a flash and will not give it
back until the bemused owner has signed an open cheque for whatever
the garage sees fit to do. The medical equivalent of these motoring pits
are hospital wards ruled by lordly consultants with acolytes, who strip
away the patient’s identity and turn him into an object before pretend-
ing to consult him on the technology of his health. But there are liberal
garages too. There the owner is given an assessment before the disman-
tling starts and, even if nudged with a spot of advice, is left to make the
decision. What makes this traditionally liberal is less its general view
that, as J. S. Mill put it, there is a circle round each individual human
being, which it is not the job of government or anyone else to invade,
and more its particular presumption (also to be found in Mill) that a
person is a mind, who owns a physical machine whose disposal is up to
the owner.

The liberal line becomes trickier, if, as has become fashionable of
late, one reverts to the ancient view that patients are not bodies but
persons, and adds that a person is not a mind lodged in a body like a pilot
in a vessel or motorist in a car. This subverts the idea that the doctor is
just a mechanic and hence subverts one neat way of denying that the
doctor is God. The other liberal route to granting the patient’s auto-
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nomy thus starts from an idea of respect for persons. For all its greater
current plausibility, it is stonier, however, and I am not sure that it gets
there. Here are some of the complications.

George’s chances of coping on his own seemed at first to depend
merely on the support available for his rickety physical machine. But, if
George is thought of as a person, we shall have to notice that psychologi-
cal and social factors matter too. To discuss the social factors would
take me too far afield. So let me just say that George’s chances of
recovering manageably from a stroke may vary with his class, gender
income and previous occupation, and that strokes may belong in 'c;
mysterious category, along with, for example, cot deaths and
schlzoph}'enla, where it looks as if social factors may even be causal.
Meanwhile there is the obvious social point that he would get on better
if he had friendly neighbours. In brief, the likely health of persons
cannot be assessed in social isolation.

More directly relevant are the psychological factors. George’s
chaqces deRend on his state of mind—his desires, beliefs and strength
of Wlll—Wth}.l the doctor who treats George as a person must take into
account. An instant complication is that the doctor’s diagnosis or
prognosis can affect George’s chances. For an extreme case reflect on
the common tale that in cultures which believe in witchcraft the
l;pov;ledge that’he has been cursed is enough to make a man curl up and
d ;l:nczs(;})?orge§ ca;se there is an obvious risk that, in establishing his
e imprmsz:r}‘:'w% , Fhﬁ doctor will upset his precarious balance and
beral orove | hls 1l?sng t at the expense of his health. In general the
chall not g at lr}mwledge is z.xlways a Good Thing and, in general, I
brue bepiep b ;ti] l(ljt even a llberal admits some exceptions, where
unaware e 2 ian' 1cailp. For Instance the skater may be better off
crossing & ceaks gte 1sht in, the tightrope walker unaware that he is
George may e (flh,ists:lfszlod;:ird :nawarz tha(; the ground is mined.
\ i L his self- nce and a doctor, who believes in
‘m%’,ﬁ";%!geggigs msllght’ may b? something of a l;ealth risk.
beliefs. Haris 'tml::s ess quirky In relation to desires, as opposed to
belplocs he o cga r1l orne 1n on him just how lonely, friendless and

ser10usl311) damage George.’s will to'live. The doctor
¥s S0 to speak, hidden camera and one-way
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newly defined wish to go home to die. To put it too starkly, no doubt,
respect for persons threatens sometimes to mean killing them off.

It is rapidly becoming unclear whether we are concerned with
George’s wants or George’s interests. Which of the two is indicated by
the maxim that patients should be treated as persons? The easier
answer is the economist’s: let there be consumer sovereignty for
George’s wants. If he still wants to go home after becoming clear about
the risks, then the doctor has no business to obstruct him further. A
merit of the answer is that it avoids having to tangle with the awkward
concept of interests. Who can say that it is in George’s interest to drift
on into an institutionalized decline rather than to shorten his loneliness
by returning home? The doctor is to probe the difference between
considered and unconsidered wants. Having established what George
truly wants, he need not worry about whether the preferred outcome is
in George’s interests. Autonomy, in other words, goes with considered
wants, not real interests. This is the liberal attitude which I had in mind
for the initial question of how much self-determination George should
be allowed. The doctor is not to set up as an authority on the riddle of
existence: on that each patient is his own sovereign consumer.

The suggestion, generalized, is that the doctor’s role should be
patient-centred, with patients sovereign and doctors their servants. A
death of one’s own is the ultimate in consumer choice. When
generalized thus, however, this version of liberalism runs into
difficulty. I shall try to show first that patient-centredness is not a clear
guide to action and then that, even when it is, it may not be a good
guide.

A Scottish doctor recently landed himself in trouble by adopting a
novel approach to the problem of when to stop treating senile patients
who catch something lethal like pneumonia. He began taking instruc-
tions from his patients at an earlier age, when they were old and
thinking about getting older. He asked them what they would wish
done, if they became senile and the problem arose. Many replied firmly
that they would wish to be allowed to die in those circumstances, and
wrote it down as a, so to speak, penultimate will and testament. The
doctor reasoned that, since one cannot consult patients with senile
dementia, the next best thing is to consult their former selves. The
British Medical Association, however, would have none of this. The
responsibility for a senile patient, it said, is and must remain the
doctor’s. He should consult relatives but the presumption must remain
that patients wish to live and that doctors are there for the purpose. The
patient’s younger self cannot be an authoritative voice.

The BMA was, I think, rather careful not to say too much. There are
some discreet conventions about the withholding of treatment for
patients where prospect of a fair quality of life is gone beyond recall,

5



Martin Hollis

:}:‘g [t):t(n ::l 't\lq‘\f (.::sc:()tl;ft nglz 0}:1 this score. Itg objection was to involvi
pibatent self. It has to be an objection on behalf not\",of'k
patient's wants but of his interests. It is no good arguing that the senil
patient would want to live on, if able to consider the matter rationally,
since the problem anses only when the patient cannot consider the
matter ratxopally. The objection has to be that the patient’s earlier
utterance mis-states the patient’s later interests. The Scottish doctor
might seem to have the stronger ground, if one believes that a patient:
centred approach is to be one governed by the patient’s wants, sincebe
at least has an earlier statement of a want to go by. But one suspectsthat
even he is not acting on the mere fact of a want expressed but on hisowt
belief that death has become in the patient’s interests.
Thus prompted, we should notice that the classic liberal spokesma
onthe sovereignty of the individual words the case in terms of interests:
The argument of Mill’s On Liberty is that it is in our interests tobe left-:
to pursue our own good in our own way (so long as we do not interfere
with the liberty of others). In The Principles of Political Economy he
maintains that individuals are the best judges of their own interests. .
This at once raises a question about whether individuals’ wanfs are’
sovereign, when they conflict with their interests. Mill gives 8 clear
answer—No. In On Liberty he insists that the only liberty worth the
name 1s that of pursuing our own good in our own way and argues that
neither legal nor physical force may be used to compel or obstruct this
pursuit. But he has no scruples about applying social pressuret0 ensuré
thaF we use the liberty to achieve the individuality and autonomy,
which he holds to be in our interests, whatever our foolish wishes to the
contrary. In the Principles (Book V, Chapter 11) he considers seven
exceptions to the general maxim that individuals are the best jucg® 0
their own interests and bids government take action in €ac ‘
make sure that what is done is truly in individual’s interests. Among
them are cases where the individuals concerned are not mature an sarie
adults in full possession of their faculties, and where an individu
attempts ‘to decide irrevocably now what will be in his interest at some
future time’. The Scottish doctor can still invoke Mill against the £ a
bu_t only by arguing that the senile patient’s younger self remains ¢
reliable guide to the snterests of someone who has ceased t0 be a sa1
adult in possession of his faculties and whose ‘own good' s 0 die. hat
) D eath is, in general, an awkward case for a liberal debate 3b0.ut v(v)ses
1s 1n someone’s interests. If death is the end of a person, then 1t c.u
his profit and loss account, making it hard to maintain that he Wi

better off, if he no longer exists. Even the thought that his life .WOUI ile

i ward with sentt

in the red, were he around to live it, becomes awk

dementia.. On the other hand, if death is not the end, then who fully
how to adjust the profit and loss account for another world? Yeta 5
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patient-centred approach would need a view on these enigmas. Perhaps
that is why the Exit Society, which advocates euthanasia and helps
people in search of a death of their own, cannot persuade the medical
profession that doctors should be as obliging about death as about life.
It is worth noting, however, that societies vary. In Holland, for ins-
tance, exits seem to be very much easier to come by—a fact worth
noting not only because more old people are living on to a stage where
life is a burden but also because AIDS will soon be reaping the young in
numbers too large to be furtive about.

At any rate, my point is that a patient-centred approach cannot avoid
tangling with questions of interests as soon as patients start wanting
what is bad for their health. This is not to say that good health is always
an overriding interest—doctors are sometimes asked to support people
doing dangerous or exhausting tasks which shorten their lives. But no
doctor is required to help masochists suffer more pain in the name of
consumer sovereignty. The most libertarian version of a liberal-
inspired patient-centredness on offer is one which gives the patient the
benefit of the doubt when it is not clear that his wants are in his
interests.

Patient-centredness is thus not the enemy of paternalism that one
might suppose. It invites us to decide in the patient’s interests but
leaves the doctor often the better judge of them. All the same, I imagine
that sympathies still lie with George, old, lonely, uncared for and
wanting release. The first question was how much self-determination
he should be allowed, given that his insight is poor. Treating George as
a person will, I imagine, be held to imply only that the doctor should
make sure that his insight is not so poor as to frustrate his clear interests.
So far, presumably, George goes home.

But I have almost commanded this answer by asking about a single
patient and exploiting the obvious attractions of patient-centredness as
a guide to medicine. The other question was how much responsibility
the doctor shoulders, if he colludes with George’s wishes. A natural
thought is that, if the answer to the first question is to give George the
decision, then the doctor must be morally in the clear for the purposes
of the second. But, on reflection, it is not so simple. Even a patient-
centred approach saddles the doctor with moral responsibilities which
are not exhausted by serving George’s interests. I open my case by
asking which patient is to be at the centre of a patient-centred approach.

It is time that the doctor had a name too. Resisting a revealing
temptation to call him Dr Smith, I shall christen him Henry. (In what
follows Henry is a hospital doctor overseeing George’s treatment and
discharge. But, since the moral relationship which I want to discussis a
professional yet personal one better typified by a GP, he can be thought
of as George’s GP also. This elasticity, I trust, will not spoil the
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argument.) It is a trick of the example to suggest that Henry is involved
only as George’s medical adviser and that only Henry is involved in the
de01§10n. Henry has other patients beside George and belongs to a
medical profession most of whose patients are not Henry’s. Equally I
blan'ked out other people concerned with George, notably the social
services department, but they are still in the wings and they too have
other chent.s and commitments. None of this matters to George, seek-
ing the patlept-ceptred solution which fits in with his wishes, but it is
bound to weigh with Henry. Morally speaking, collusion will not be an
isolated act.

George is occupying a hospital bed. There are other people waiting
for bec’ls and George does not really need one. At first sight this is not
Hen_ry s problem, partly because it is not his fault that there is a lack of
outside support to keep George going and more generally because
ordma;y hospital doctors and GPs are not responsible for the overall
allocat}on of resources. But this is too formal a way of looking at a
l(ioctor s responsibilities. If Henry is an experienced and respected GP,
he has a de facto power to call up social service support or to secure

ospital beds, while his credit remains good. His credit is staked on
every case and depends on his not staking it too casually. He can
mortgage it for any one patient but, if his fellow professionals do not
agree that the case merited the resources by comparison with other
cases, 1t will be that much harder for Henry to secure help for his next
patient. Hence Henry’s considered pronouncement on George may
ha\{e costs and benefits to Henry’s other patients. To serve all his
patients he needs a good reputation among those who allocate resources
which cannot meet all claims by all doctors. George, let us assume
simply wants the best result for himself. Henry aims more widely at thé
beisl for all his patients. These aims can conflict. ’
b aoazoc\;gl;’?enry 18 not solely the champion of his own patients. He
o doctor’ tc}:)ncerr;( for all the sick, shared with fellow doctors and
ing ambiaaity et }\;Vor Qf promoting health. That opens up an interest-
g li ! 0}\’V : € notion of patient-centred care. Should each doctor
own parish)s Or pﬁtleln(;:s (and, more broadly, each professional for his
s the good .of al? oul eac?h behave as a member of a group whose aim
resalt. Juot oo Hefat,lerll:)sd These alternatives do not yield the same
what is best. for G;})'rs o fl(:r cent effort on George’s behalf may do
Henry's 100 g¢ at the expense of Henry’s other patients, so
PET cent commitment to his own patient b h
expense of other patients. Similar] a powerful y ot
tor or health team can get more t¥1’anp onorti consultant, admlnlstr?}-
own parish if their o aar proportional resources for the;r
ambionon o 03 parish is what‘ counts. Patient-centredness is
piguous on the point. Offhand one is inclined to hat th
patient receives should depend not on who he e he Tven e b
e 18, where he lives or who
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his doctor is, but on what he needs. That suggests a sort of Kantian
universality, bidding us look on all cases evenly from some central
vantage point. On the other hand, the obvious universal Kantian
imperative to each doctor or carer is ‘Do your best for your patients’ and
this comes with the tempting utilitarian thought that since each doctor
has a personal bond with his own patients and each professional with his
own patch, the total amount of good care resulting will be greater.

If Henry is an experienced, effective doctor who knows how to work
the system better than most, then equality of patients’ need seems to
mean that he should not do his best for his patients. To block this odd
conclusion, we might try envisaging the care network as a system of
checks and balances. Henry is to do his best for his own patients but
other professionals, with their rather different concerns, do their best
to stop him getting away with unfair allocations. That offers a promis-
ing rationale for the division of caring labour, given an ideal allocation
of resources (including professional skills). If the doctor can count on
social work support but only when his request for it is reasonable in
relation to other requests, then we perhaps have something like a2 game
where each player can go flat out in the knowledge that enforced rules of
fair play will stop him and others gaining unjust advantages. The best
efforts of each in his own parish can then sum to the best which the
system can deliver as a whole.

But this is to take a very idealized view of the social world about us. In
George’s case, it supposes that the social service department has proper
resources, so that it can support George at no cost to its other more
desperate clients, if the request for support is reasonable. In practice
social service departments are sure to be stretched thinner than this.
Being under-resourced and, most unfairly, the target of political suspi-
cion or hostility, they can do a job which will withstand public scrutiny
in case of disaster and official enquiry only if they take on less cases than
ideally would be for the best. As I presented George’s story, social
services were offering some support but probably not enough to keep
him going in earnest. Although this may have reflected their view that,
given the lack of family and friends, he should stay in hospital, it may
also have been because they could not spare the resources for major
support, given the other claims on them. At any rate let us suppose it so
and ask how that affects Henry’s ethical responsibilities.

The general puzzle is one of professional duty in a world of imperfect
compliance. It is not one of legal obligation, since Henry can see to it
that his back is covered whatever he does. He can steer George either
back home or back into his hospital bed and cover himself by the
wording of his professional judgment. Ethically, however, we still want
to know how much responsibility is his if he steers George home,
knowing that the social work support really available is not really
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enough. It is not his responsibility to provide enough support to free
George’s hospital bed with a clear conscience. But he has a moral
decision to make and he is answerable for it in a way which George is not
and which is not trumped by George’s wish to go home. He might
consider, for instance, encouraging George to go home partly because
this is one way of putting pressure on those who allocate the budget to
social services. This would be for the future benefit of others in need
but hardly for the present benefit of George. This sort of consideration
is endemic in the ethics of professional roles when played out among
roles which mesh imperfectly, and it is one on which patient-centred-
ness gives no guidance.
_ A final ambiguity about ‘patient-centred’ is found by asking whether
it means ‘answerable to the patient’. The initial reaction is probably that
it does. The doctor—patient relationship is usually deemed one-to-one,
in that it is a confidential relation of trust between a doctor and a patient
with a right to his undivided commitment. But a couple of examples
will show that there is more to it. In the days before syphilis was curable
and Wassermann tests required before marriage, a New York doctor
diagnosed syphilis in a patient and advised telling his fiancée. The
patient refused. Recently (although it may be just a new urban legend)
a London doctor diagnosed AIDS in a patient, who demanded utter
confldentl_ahty, and was presented a few months later with the man’s
unsuspecting wife, radiantly pregnant. Both women happened also to
be patients of the respective doctors but this point only focuses the
ambiguity about which patient to centre upon. The broader question is
whether even a patient-centred practice is not answerable to a wider
tribunal. The doctor is not like a priest upholding the secrecy of the
confessmn_al in the face of enquiries by the temporal authorities. He is
an agent licensed by that state, akin less to a priest than to a social
worke_r who 1s explicitly the state’s appointee, wielding its authority
even in seemingly personal relations with clients. The doctor is
f:}fxﬁzbcl)i to the community at large and, although it is relevant
1 not syphlhs and AIDS are legally notifiable diseases, his
professpr}a‘l conscience is not fully absolved by this test. How much
¥}slpon31b1!xty c_loses Henry shoulder if he colludes with George’s wishes?
I: ﬁ;l:zt;);; énbcor::gi,etcla :hhow nll:ml'] responsibility to whom?
centred. 0 the off y » - hope, that if we try for something patient-
thore ,hl e tf‘ ect that the doctor’s duty is to his patient, the idea 1s
the im%neﬁiirtn 1guous. Even concentrating on the particular patient of
t ¢ case we find that the duty is to serve the patient’s
Interests as a person rather than his declared ts for hi D hyei 1
machine. Liberal notions of auton 1 o patient’ S
benefit of the doub ) omy leave the patient’s wishes the
~nehit of the doubt as a guide to his interests but de th h
his insight is clearly lacking. M i fontocentn e em WP
y g. Meanwhile patient-centredness cannot be
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construed thus one-to-one. Henry is answerable for more people than
George and to more people than George. He is responsible at least for
his other patients; perhaps, as a member of the caring professions for
the overall welfare of those in need of care. Equally he is responsible not
only to George and other patients but also to fellow professionals and
ultimately the community at large. As soon as resources are short or
roles mesh imperfectly, Henry’s best efforts for George have a price
paid elsewhere. ‘Patient-centred’ starts with George but cannot mean
simply ‘George-centred’ and gives no guidance on where to stop.
George is still inescapably Henry’s patient. So far I have turned a
simple plea by an old and lonely widower for a death of his own into an
intricate set of questions about Henry’s duties. That is rough on George
but, all the same, I propose to say a bit more about professional
integrity as a factor in medical ethics before returning to death as a
proper exercise of consumer sovereignty.

This difficult notion comes with some philosophical baggage which
needs to be unloaded. Integrity, as a general moral concept, 1s com-
monly invoked as an objection to consequentialist ethics: even if it
would save the Health Service a pile of money to let George die off
quietly, Henry should refuse to be party to such base calculation. This
admonition may be made from either of two points of view. One
belongs to the kind of deontological or duty-based ethics which opposes
principle to consequence and bids us do right and damn the conse-
quences. From this point of view the Hippocratic oath is a sort of
categorical medical imperative which forbids doctors all compromise
with lack of resources or any other obstacle to the patient’s good health.
Integrity demands acting on pure principle with the moral consistency
of a rhinoceros. My short comment is that principle and consequence
cannot be so starkly opposed. On the one hand utilitarians are applying
a principle when they adopt whatever solution makes for the greater
welfare of the greater number. On the other there are always questions
or whether a principle is appropriate to a situation and of how it is to be
applied—questions which demand care for results. Hence integrity
does not provide independent leverage on what is right or best to do. It
demands only that, having identified the right or best thing to do, the
agent goes ahead and does it.

The other common use of integrity is to appeal against all systematic
ethics, whether of principle or of consequence. The locus classicus 1s
the existentialist idea of authenticity which forbids the agent to accept
any general guidance in advance of a situation, on pain of ‘bad faith’.
Sartre’s Existentialism and Humanism insists that an authentic moral
agent recognizes that he chooses even his feelings or conscience; and a
scarcely less radical rejection of all guides to moral choice can be found
in Peter Winch’s essay on ‘Moral Integrity’. My equally short comment
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is that we can agree in refusing to let the doctor hide behind an
unexamined conscience but cannot possibly construe professional
integrity as carte blanche for a professional to do whatever he finds
most ‘authentic’ at the moment of choice.

That leaves two unmistakable tensions involved in the notion of
professional integrity, both concerned with the relation of self to role.
One has to do with conflicts between a doctor’s personal beliefs and the
demands of his office. The other has to do with the degree for which he
is personally responsible, when the duties of his role are overriden by
other pressures.

Cases where personal belief can conflict with official duty are easy to
find. The Catholic doctor’s patients may include a woman in search of
an abortion. If he personally regards abortion as murder and the
abetting of abortion as the abetting of murder, how helpful does his role
order him to be and how helpful should he therefore be? There are
terminal patients in great pain who want only to die. Is a doctor who,
personally, believes in euthanasia professionally bound to resist their
death? There are ways of muting such conflicts. If he will not deal in
abortions, no doubt he can refer the patient to a doctor who will. Witha
terminal patient he need not strive officiously to keep alive. But, even
when muted, conflicts remain. In some authorities most doctors are
anti-abortion. Does that imply a duty on each of them to pocket their
consciences? Letting patients die is not always distinct from killing
them. If one supposes that justice calls for similar treatment in any part
of the country and from any doctor, can we countenance any luck of the
draw in death?

The dilemmas of professional integrity are distinct both from perso-
nal dilemmas (shall T betray my country or my friend?) and from
professional dilemmas (shall Henry improve George’s insight at the
expense of his health?) They cross the line between personal and
EFOfessmr'lal. Presumab}y no one thinks that the doctor should hang up
alllst lf(())rr;:;l:vrl‘lciz ;}?;gd with his hat and obey all possible orders by the

s out his stethoscope. In that case he might as well

take the job of medical assistant to a team of torturers.
seem so much a

Should he ever ¢
why?

angi]vetl :?z};t})i?t oi the atlllswer 1s that private conscience is not infallible
bigotry. A doc{l;s another term for personal convictions, not safe from
ViSitors'from hisl‘l{nley not eject patients from his surgery as he might
their race, sex, r 1'lv-l ng room. He cannot refuse them on grounds of
neutrilt ) Ny n:)te llgllon or politics. But, on the other hand, total moral
Drofess: y ; what we ask of doctors. We expect them to uphold a

onal code, whose rationale is their special situation in relation to

. But integrity can
personal notion that the opposite view is tempting.
ompromise his private conscience and, if so, when and
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a broader ethic of concern for others. The broader ethic cannot be
wholly bland and its special application to medicine is bound to conflict
from time to time with what a doctor personally thinks right. Mismatch
can occur in both directions. For example official guidance for doctors
on abortion, on severely handicapped infants, on patients long com-
atose and on the incurably senile can strike some as too strict and others
as too lax. Then there will be tension because we need the doctor’s
personal moral commitment but not too much of it.

The same goes for the other kind of tension, when scarcity of
resources interferes with the doctor’s duty. The National Health Ser-
vice had hoped originally to avoid this difficulty by giving doctors a free
hand in prescribing what they thought best. But it is clear by now that
the medical task is expanding, not shrinking, and cannot possibly be
fully resourced. Two typical ways of applying the cork are to limit the
doctors’ efforts (for instance by restricting the list of prescribable drugs
or by letting queues form) and to put decisions about allocation in non-
medical hands (as with the rationing of kidney machines by committees
of citizens). However it is done, doctors are then asked to acquiesce in
what they may think a betrayal of their calling. They may wonder
whether they are absolved from guilt, when their patients die of treat-
able renal failure, by the undoubted fact that they did not decide the
allocation between health and roadbuilding.

What makes such tensions morally distinctive, in my view, is that the
ethics of role are a tertium quid in the dispute between agent-neutral
ethics and agent-relative ethics. An agent-neutral ethics is one of the
golden rule, Kantian or even utilitarian kind, which holds that an action
is right for me if and only if it would be right for anyone so placed. An
agent-relative ethics maintains that each of us is morally peculiar, for
instance because we are each morally constituted by some personal
project which informs our lives, and hence that different people should
behave differently in the same situation. It is not an easy dispute to
umpire because both sides nuance their positions. Just as the golden
rule on car parking need not be ‘No parking’ but ‘No parking on yellow
lines’ or ‘on Saturdays’ or ‘by lorries’, so there can presumably be
imperatives addressed to doctors. Conversely agent-relative theories
tend to be surprisingly systematic about the claims of those near and
dear to us, like family, friends, neighbours and compatriots. That
makes it correspondingly unclear that the dilemmas of self and role are
truly a tertium quid. All the same a doctor’s dilemma seems to me
resistant to both pulls. In the universalizing direction, there is no
problem where doctors merely have a special duty to do what people at
large are permitted to do. But what if they sometimes have a duty to kill
patients when the universal rule is ‘thou shalt not kill’? In the par-
ticularizing direction, there would be no problem if doctors could
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express themselves in their practice in whatever way suited their own
project in life. But this is absolutely not what we intend by a licence to
practise medicine. To become a doctor is to accept a code which may be
doctor-relative but is certainly not relative to the individual doctor.
There is a tertium quid as soon as we think of role in general terms and
self in particular terms, thus creating a threat of incommensurability.

The shoe pinches harder for some professions than others. For
example, social workers are professionally expected to make personal
friends with their clients so as to wield their statutory authority in a
fully informed way. This injects an ambiguity, bordering on 2
duplicity, into a role which would not work as well without it. In their
assessment of whether a child is at risk of abuse and needs removingtoa

place of safety, they have to mortgage their personal judgment, in the -

knowledge that it is not possible to remove in total all the children for
whom there is 2 genuine risk. Yet the system would not work, and more
ch_11dren would be abused and killed, if social workers refused to live
with this constant threat to their integrity. Doctors are less exposed,
because they are protected by the white coat of clinical judgment. Butit
18 not a coat of infallibility and what it covers is often not solely a
scientific assessment. Here too the role involves special duties and
hence moral decisions in a professional capacity, whose ethical basis is
obscure.

But if I shuffle the paper much longer George will simply die of old
age. Sf’ let us draw the threads together, answer the question about
Henry’s responsibility, if he colludes with George, and lets the poor
fellow go home at last. I have been offering an oblique comment on a
natural approach to medical ethics, which goes, so to speak, top down.
One starts with a broad aim for the system, like maximizing welfare
subject to constraints of justice, and tries to translate it into policies for
allpcathg resources and applying them to individual patients. I do not
think tbl§ is a false approach and I have not tried to belittle the problems
it identifies, which are typically to do with scarcity of resources and the
need to weigh the claims of medicine against other priorities. My
comment is that, however well one works things out top down, there 18
whmehmu}able moral friction where top down meets bottom up.
whif:‘}'xengocl:)?; (I)?;i::sdir():zilgtnht" the doctor has moral choices to make
care s to be jodged ool :qs can reduce to routine. Since a system of
about it from boson y at its point of delivery, it is crucial to think

p as well as from top down.

img::t?;(liz?;lzzsivd ]ulstl;e and wglfare are, in the main, impersonal,
take a particular ersal. alatxents, in the main, expect their doctors to
Kant and Bentha personal and partial interest in them. Caught with

ntham on his bookshelf, Hippocrates in his waiting room

and the ombudsman on the telephone, the doctor finds his role under-
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scripted, his ethics ambiguous and his integrity prone to disintegrate.
The doctor—patient relationship is more than a bricolage of morally
untidy choices but less than a systematic application of moral philoso-
phy. It can be guided by an ethics of resource allocation but there is an
endemic friction where system meets patient. Medicine has more to it
than applying decision theory to diseases.

How much responsibility does the doctor shoulder if he colludes with
George’s wishes? What he should do no doubt varies with George’s
insight but the doctor’s responsibility is constant. To collude with very
poor insight is to act on the proposition that George is better off dead.
To collude with very good insight is to endorse George’s choice to die.
To collude with hazy insight is to stand aside by letting doubt demand
the benefit of doubt. Whichever it is, Henry has made a choice and
staked his integrity on it. I imagine that most doctors will think it best to
let George go and will find this responsibility easiest to shoulder.
Indeed, I think that they must, as more people live longer into a fragile
and confused old age. But responsibility is not here lessened on the
ground that letting die is not killing. Having learnt to postpone death,
we have set ourselves problems of when to cut short the losses of an
extended life. We have a collective responsibility for what Henry
decides but Henry is responsible for his decision. Although he can
cover his back by recording a clinical judgment that George’s insight
and prospects were adequate, he knows that there is more to the moral
question than clinical judgment.

At any rate, George goes home. He remains on his doctor’s con-
science as he is carried out a month later to a forgotten grave. But so he
would have done also, languishing on in a hospital bed. Without hoping
to make it easier to see in the twilight, let me end with a patient-centred
prayer, also from Rilke:

O Herr, gib jedem seinen eignen Tod,
Das Sterben, das aus jedem Leben geht,
Darin er Liebe hatte, Sinn und Not.

Even when a death of one’s own is a poor consumer choice, it is a proper
exercise of human dignity.
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Heroic Measures and False Hopes

ROBERT E. GOODIN

The precise application of the term ‘heroic measures’ in the discourse of
medicine and medical ethics is somewhat uncertain. What counts and
what does not is, at the margins, a perpetually contentious issue.
Basically, though, we can say that the term refers to the deployment of
unusual (rare, experimental, expensive, non-standard) technologies or
treatment regimes, or of ordinary technologies or treatment regimes
beyond their usual limits.

Most of the examples ordinarily offered concern care for the ter-
minally ill—a heart-lung machine being hooked up to someone who is
(virtually) brain-dead, and so on. Such cases constitute poor para-
digms, though. Philosophically, special and especially difficult com-
plications are posed by cases concerning the proper treatment of people
who would otherwise (and who may, anyway) cease to be.

Those may constitute the limiting cases of heroic treatments. Here,
however, I shall focus on other kinds of cases where such complications
are absent. Among these are extraordinary measures for creating life (12
vitro fertilization and suchlike) and extraordinary measures for improv-
ing the quality of the lives of the handicapped (e.g. the electrical
stimulation of paraplegics’ muscles to simulate walking'). The conclu-
sions that I reach in analysing those cases may be applied, mutatis
mutandis, to the dying—although exactly what the ‘mutatis mutandis’
clause might require in that very special case may well prove to be
enormously difficult question.

What I shall be doing here is offering considerations that militate
against deployment of such heroic measures. I do not presume that
these considerations will always prove conclusive: far from it. But in
the delicate balancing that is always required in the sort of desperate
circumstances that characteristically occasion heroic measures, these
considerations should always at least be weighed. And they may well,
from time to time—and, in certain classes of cases, may even charac-
teristically—tip that balance.

I

It seems distinctly odd to be arguing against heroic measures. Heroism
is something we ordinarily regard as exceptionally good. But the term

1 T have in mind here the sorts of experiments reported in Time 13 December

1982.
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‘exceptionally’ good is telling. From the point of view of the person
performing the acts of heroism, such acts are exceptional in the sense of
being above and beyond the call of duty—where, as on Urmson’s
analysis, the limits of duty are set at what can reasonably be expected of
competent moral agents.” Correlatively, from the point of view of the
beneficiary of heroic interventions, such acts are also exceptional in the
sense of being rare events, since ‘what can reasonably be expected’
evokes (for moralists, as for lawyers) a sense of the ‘normal’ that has a
certain frequentist tinge about it.

Thg sense of the ‘heroic’ that is carried over from this standard
analysis of heroism into the analysis of heroic therapeutic interventions
retains an air of the extraordinary and the exceptional. But in that
application, the notion of the ‘heroic’ is broadened somewhat.

Tl_lere are, in fact, two senses in which medical treatment might
qualify as ‘heroic measures’. The first is the same sense as that in which
heroes themselves are rare: i.e. the requisite performances are made
only_occasmnally. A second sense in which medical treatments might
qualify as ‘heroic’ is that it is only the exceptional patient who will, if
given the treatment, actually derive any benefit from it. One in 2
hundl.-ed, or one in a thousand patients might benefit from some
experimental cancer cure if it were administered equally to all of them,
suppose. That, too, would count as a ‘heroic’ form of treatment.

Whichever the sense in which the treatment is heroic or exceptional,

however, it is always presumed to be exceptionally good. It is that
presumption of goodness which I next turn to query.

II

H .

frsfr(:ltchmea§ures are presumed always to be good: certainly, at least

presume th;lt of view of tl}e recipient; and by virture of that, at least
ptively from the point of view of society at large. Think of the

cas ) ; .

Cea(;eoi otlifv(tiergnnally ill. }\lNlthout the heroic treatment, they would
- Assuming that the treatment in vi 1 ith

whatever probability, e o e g I

however small i i Vi
them, then it is at least ) a life that is worth living for

from their point of view better that they should

receive the treatment than not. Any ¢ e
t. ife 1s be
: iy Any chance of a good life 1s better than

. There is nothing special about the termi
ame easy presumption of the desirabil
grounded on the same sort of logic for t

minally ill in this regard. The
ity of heroic measures can be
hose who are not terminally ill.

2J. O. Urmson, ‘Saints
y a d H ] . .
Melden (ed.) (Seattle: Univer;sity erossa,sEssays in Moral Philosophy, A. 1

hington Press, 1958), 198-216.
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Suppose the paraplegic’s life is worth living; it is not as rich or varied as
that of the able-bodied, perhaps, but it is better than nothing. Still, a
life with some mobility is, presumably, better than a life spent entirely
in a wheelchair; and any chance of a better life is better than no chance
of 2 better life. So heroic measures to enable the cripple to ‘walk’ are
presumably good, just so long as the treatment does not entail any
downside risk of something even worse than the cripple’s present
paraplegia (e.g. quadraplegia).

In practice, of course, heroic measures sometimes do offer precisely
that: a lottery that has, as its possible outcomes, either a life that 1s very
much better than the one presently being enjoyed or one that is very
much worse.? In cases such as that, heroic measures are neither pre-
sumptively good nor presumptively bad. To decide whether they are
good or bad, in any particular case of this sort, we must consider the
relevant probabilities, the values attached to each possible outcome,
and the value or disvalue associated with risk-taking per se.

Those, however, are considerations that I would like to bracket out
for purposes of this discussion. For present purposes, let us suppose
that heroic measures pose no downside risk whatsoever. In what
follows, I shall be supposing that heroic measures will either make the
recipients of such treatments better off or else they will leave them no
worse off than they would have been in the absence of the treatment.

III

Even after all that has been bracketed out, there still is, I shall argue, a
sense in which heroic measures in medicine may leave their recipients
worse off. This is through engendering ‘false hopes’.* It may be good
(albeit above and beyond the call of duty) for us to be heroes. But it is
wrong for others to expect heroic performances from us; and it is wrong
for us to lead people on in this respect, causing them to expect more
heroism than is actually afoot. If the expectation follows inevitably
from the performance, then that is an argument against the perfor-
mance itself. Such is the structure of my argument here.

Heroic measures have been described above as ‘unusual’. They are
heroic either because they are not often undertaken, or else because

3 In discussion of ‘death with dignity’, perhaps this is precisely what is at
issue: living like that is worse than not living at all.

+ My argument against holding out hopes of heroic medical interventions
thus parallels arguments against holding out hopes of miracles: even if
miraculous cures do sometimes happen, we do a disservice to those who are
afflicted to hold out any real hope that each of them will be cured in this way.
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they do not often work to produce the desired effects. In medical

applications, especially, these two aspects of heroism are often con-
nected: measures that usually do no good are not usually undertaken, -
precisely because usually they would not work anyway.® Certainly not

al! cases fit that mould, and I shall return later to discuss cases where
failure to undertake heroic measures cannot be thus justified. For now,
however, let us focus upon cases where that analysis is accurate. For
those cases, at least, we may legitimately equate ‘heroic measures’ with
‘low-probability-of-success treatments’.

In analysing what might be wrong about offering people low-pro-
bability treatments, it is important to recall that people are offered such
treatments. People are not forced to accept such treatments; they are
not given the treatments unless they, or someone acting as their agent,
consent to it. Now, we regularly let people take risks. Some of them
carry a very real possibility of undesirable outcomes; some of those
undesirable outcomes entail serious damage to their health or other
vital interests. Still, we are perfectly comfortable in letting people
engage in those risky ventures, just so long as we are sure that certain
basic preconditions are met (their consent is present, it is fully volun-
tary, well-informed, reflects their settled preferences, etc.). Why, then
shoulq we have any qualms about letting people take risks (even very
bad—i.e. low-probability—ones) of improving their health, especially
where ex hypothesi the treatment could only improve their health and

II:CVCII‘ worsen it? That, on its face, seems to present something of a
uzzle.

My resolution of that puzzle will focus on the role that offering k

people low-probability treatments plays in engendering in them (or

;hose who care about them) false hopes, and on the way that such false
opes in turn undermine people’s welfare.

v

g;ﬂ?:;&:{lnxlg tof my own argument as to why this is true, let me
conclusions Itn'e rmlll]lf more familiar method of arguing for similar
subject to all 1 well known that people’s probability judgments are

! 0 all sorts of unwarranted influences. Building on those

ht be thought that what is wrong with

ilaml‘iar Propositions, it mig

er NI S

oic medical interventions is that they lead people to imagine that the
higher than it actually is.

probability of success is far

5 (S . 9. . N
tandard practice’ is defined in that way, at least for purposes of defining

malpractice and med; i
of the Decision No:czt‘:)nle’gj)ll%ince_see George P. Fletcher, ‘Legal Aspects

Association 203 (1968), 65-68. g Life’, Journal of the American Medical
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The phenomenon on view here is that of ‘wishful thinking’. The
people we are talking about here are in need of medical assistance; no
treatment is particularly promising, so we have to resort to long shots.
In such circumstances, proposing to people certain ‘heroic’ measures
activates within them a well-known psychological mechanism whereby
the wish, rather than the evidence, becomes the father to the belief.
They very much hope that the heroic measure will work; and, hoping
that it will, they come to believe that it will.®

This is to say that the problem with false hopes engendered by heroic
medical treatments lies in the false beliefs people have about their
probability of success. Desperate people will just not believe that the
probabilities of success of the treatment are as low as they have every
reason to believe that they are. Or, even if in some sense they cog-
nitively accept the proposition, they will not be able to bring themselves
to act upon it. Their actions, and perhaps their beliefs as well, will be
irrational in this respect.’

Two special features of the case of heroic medical interventions make
this particularly plausible. More straightforwardly, such treatments are
typically offered only to people who are desperate; and desperate
people are known for clutching at straws. Less straightforwardly, but
perhaps just as importantly, there is a large body of psychometric
evidence that people have trouble assimilating and acting rationally
upon propositions about low-probability events. They employ a variety
of heuristics—wholly unjustifiable, on any statistical grounds—that
lead them to overweigh some probabilities and underweigh others in
their decisions.? Perhaps the most important such mental shortcut in
the present context is the so-called ‘availability heuristic’. The dramatic
being more memorable than the mundane, people tend to overestimate
the probability of the former events relative to that of the latter. Thus,
people overestimate the probability of dying from snakebite, and
underestimate the probability of dying from heart attacks. By the same
token, perhaps, patients offered low-probability treatments will seize
upon the rare successes as the more ‘available’ (1.e. more memorable)
mental model, and overestimate the frequence of miraculous cures
relative to that of mundane failures. Either way—or both ways—people

6 Bernard Williams, ‘Deciding to Believe’, Problems of the Self (Cambridge
University Press, 1973), 136-151, David Pears, Motivated Irrationality
(Oxford: Clarendon Press, 1984).

7 Sometimes, of course, hope is itself therapeutic, i.e. a patient’s belief inthe
likely success of the treatment causes it to succeed. There, it is not only
pragmatically but epistemically rational to believe the treatment will succeed,
for believing will make it so.

8 Daniel Kahneman, Paul Slovic and Amos Tversky (eds), fudgment Under
Uncertainty (Cambridge University Press, 1982).
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are likely to have false beliefs regarding the probability of success of
heroic medical interventions.

But mis-estimating frequencies or probabilities, in and of itself, does
not always matter. Usually, false beliefs have harmful conse-
quences—at least on average, over the long haul, etc.’ In the circum-
stances here envisaged, however, it is hard to see how they can. Ex
hypothesi, the treatment in view can only make people better off than
they would otherwise have been or leave them in precisely the same
state as they would otherwise have been. ‘Otherwise have been’ should
be understood to embrace the alternative courses of treatment that they
might have undertaken, as well as the course that the disease would
have taken if left untreated.!”

The upshot of those assumptions made for the purposes of the
present argument is that pursuing the long-shot strategy 1s a ‘strictly
dominant’ strategy. That is, it is no worse than any other strategy one

might pursue in any possible state of the world, and it is better than any_

other strategy in at least some possible state of the world. Where 2
strictly dominant strategy of this sort is available, it is a uniquely
rational course to pursue. For that judgment to be true, it does not
matter how dominant it is—how many states of the world there are n
which it is actually better rather than merely at least as good as other
strategies, or how likely those preferred states of the world are to occur.
And.since probabilities are of no consequence in cases of strictly
dominant strategies, neither are false beliefs about probabilities.

In short, the penalty that we ordinarily pay for acting in reliance on
false beliefs about probabilities is here waived. That is true by virtue of
the. assumption that heroic medical interventions can only make the
recipient better off than he would otherwise have been or leave him
exactly as he would otherwise have been. While that assumption 1s not
always warranted, the most interesting cases of heroic interventions
occur when it is; and I shall for the purposes of the present exercise
persist in focusing upon those cases exclusively.

A4

I}I}l the prev@o_us argument, harm was done to people by their beliefs that
the probability that heroic measures would succeed was higher than it

9 . . . .

‘TheT }? clzrlxi)rfr?'r thzed in, e.g., George A. Akerlof and William T. Dickens,
. 1¢ Lonsequences of Cogniti i ) . c

Re]‘;new 72 (1982), 305q_3 lg.es of Cognitive Dissonance’, American Economt
¢ would hardly have been good practice for doctors to have offered a low-

robabilj . " . .
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actually was. The fatal flaw in that argument was that that turns out not
to be a harm at all, because in the circumstances here postulated
people’s choices are unaffected by their probability judgments, dis-
torted or otherwise. The harm that I shall next be considering derives
simply from holding out any hope at all to desperate people. When we
propose to someone some heroic measure or another to alleviate the
problem, we are thereby holding out some hope—some possibility—of
success. That in itself harms people I shall now argue. The harm that
comes to people, on this argument, derives from the distortion in their
life plans that is produced by the introduction of successful treatment
even as a mere possibility. That, rather than any exaggerated notions
they may harbour as to its chances of success, is the real source of their
injury.

What is wrong with false hopes is that they lead people to pursue
illusory goals. Those goals are illusory, first, because they are (proba-
bly) unattainable. That, in turn, makes them illusory in a second sense
as well. The very goodness of the goal is itself an illusion; and that is
true for reasons connected, somehow, to the unattainability of the goal.
It turns out to be not merely foolish but positively harmful, in some way
or another, to pursue goals that are unattainable.

There are basically two ways of going about analysing what 1s wrong
with (probably) unattainable goals. One appeals to standards that are
external to the agent himself; the other appeals to standards that are
somehow internal to the agent himself. Appeal to external standards
would be more powerful, if only those standards could somehow be
validated. But that, of course, is a tricky business. Internal standards
are less contentious and, motivationally at least, no less compelling.
The bulk of my argument will therefore be couched in those terms,
after only a brief nod in the direction of the sorts of external standards
which might be employed in this connection.

The external standard to which arguments against false hopes might
appeal is just a variation on the classic stoical argument that people
should (for the sake of their own happiness, or peace of mind) revise
their desires in light of what they can realistically expect to get. This
principle requires only a little revision in the present context. The point
of the stoics is couched in terms of possibilities: people ought not desire
that which is impossible. What 1s at issue with heroic therapeutic
interventions is improbable, not impossible, goals. But the basic stoic
point retains its force there, too: people will only make themselves
miserable pursuing goals that are probably beyond their reach, or
devoting more effort (or attaching greater hopes) to goals than their
objective probabilities of attainment truly warrant.

(Although I have called this an appeal to ‘external’ standards, it is
worth noting that even the stoics appeal to certain internal features of a
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person’s own preferences. They say that a person would be happier ifhe

were to forsake the pursuit of impossible goals: that is why he should -

forsake them. But in that case, it is the person’s own preference to
pursue goals that are possible that is producing the results; it is not
some external standard saying that it is good for him to restrict himself
in this way, whether he wants to do so or not. I say this not in criticism

of the stoic argument on this point, which I find perfectly sensible, but
rather in criticism of the supposition that we can get very far witha.

genuinely external standard in these areas at all.)

Whether or not we can appeal to external standards for these pur-
poses, it is clear that we can make a very powerful appeal indeed to
u}te.rnal standards. And this strong sort of internal appeal must be
distinguished from the relatively weak form of appeal that addresses
only those who explicitly want to be realistic from the start. Some
people do, others do not. Any argument that is hinged on brute facts
about people’s first-order preferences in this way would be powerfully
compromised by their variable first-order preferences in this matter.

The more powerful form of internal appeal turns instead upon
reasons people have for regarding heroic measures as prima facie
ugdegrable, whether or not they actually do. These are reasons that are
still, in some sense, internal to people’s own existing preferences. But
they are reasons that lie beneath the surface level of their first-order
preference themselves. !

'The key to this argument is just this. Life plans are complex things
virllth various interactions between the particular projects that compt 1s¢
: er}rll. Heroic 11121tervgntions, if successful, would make a big difference

o those plans.'? Their success would require a comprehensive revision

1 .
P i e e el R
undeniable psychological fact ih ss promising. We might point t0 t o
it is clear that the gical fact that people generally adapt to circumstances: 1
at least 1ot 1o, inz ;:anp(.)t have something, they usually come not to want 1t, Of
happily, to doli)n w(i)tr}:t ; they resign themselves perfectly well, if not perfectly
meta-pr’eferencegt b out it. But we cannot infer from this that people have 2
improbable it is notar'n to do without the therapy in view, for while the cure1s
tendency toward wi lmpOss.lbl.e, In these circumstances the PSyChOIOglcal
y ard wishful thinking has as much claim to represent people’s

deeper preferen i
ce orde -
oneself to one’s fate. ring as does the psychological tendency to resign

2 We would not call them ‘heroic’ if t

would have no hey did not. But semantics aside, W€

unless the changgr:‘;:‘ﬁfif%rt taking an action with such low chances of success -
make a big difference tg> make would be substantial. All heroic measures
‘heroic’, in the sens %bu't not all that makes a big difference is necessarily |

€ Ot being rare or unusual. Hay fever injections for serious .
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of those plans, not just some marginal adjustments. If a cripple could
walk, his life would change completely; if a childless couple had
children, their lives would change completely; and so on.

Thus, people with the prospect of heroic interventions find them-
selves at a fork in their lives. Depending on how things turn out, they
will want to pursue very different life plans. These are typically incom-
patible alternatives: they must pursue either one or the other, and
cannot hedge their bets by pursuing a little of both. And typically
choices between such alternatives are substantially irreversible: once
having set out down one path, it is costly if not impossible to go back to
the fork again and start out down the other instead.” In any case, even
where hedging and backtracking might be possible, there is a good
reason to avoid it : a life of equivocation and false starts is a less good hife
than is one characterized by more coherence and consistency.'*

The upshot is that people facing the prospect of a heroic intervention
must hold all their other plans in abeyance pending the outcome of

sufferers might be an example. The objections here lodged against heroic
measures are usually waived in the case of such non-heroic measures precisely
because, being not uncommon, they usually do not interrupt people’s life plans
in the same way as heroic measures do. But if it should happen that, despite
their being not uncommon, these non-heroic measures nonetheless did
somehow cause people to get stuck at a fork in their lives, then the same
objections would apply.

i3 Economists appreciate that, in an uncertain world, it is valuable to have
options; and irreversible choices, because they foreclose options, carry a
special penalty in those terms. See, e.g., Kenneth J. Arrow and Anthony C.
Fisher, 'Environmental Preservation, Uncertainty and Irreversibility’, Quar-
terly Yournal of Economics 88 (1974), 312-319. Again, this penalty is not an
infinitely large one, so it may well be right that we should often pursue
irreversible courses of action despite this consideration that always militates
against them. Of course, heroic measures themselves are often option-preserv-
ing strategies, on the part of doctors presented with, e.g., a comatose patient
brought into the casualty ward; and once hooked up to life-preserving equip-
ment, it may be hard to get a patient unhooked. But insofar as they can
anticipate that the latter proposition is going to be true, doctors are wrong
about the former position. That is, if they are going to be locked into continu-
ing treatment, once started, then starting treatment forecloses options just as
much as not starting it.

14 Robert Nozick, Philosophical Explanations (Cambridge, Mass. : Harvard
University Press, 1981), 403-450; Richard Wollheim, The Thread of Life
(Cambridge University Press, 1984). Those arguments characteristically
appeal, in the first instance, to external standards of ‘the good’, it is true. But
those standards will prove sufficiently compelling in terms of a sufficiently
large portion of possible life plans that most people will embrace them as
internal standards for judging the success of their own lives, as well.
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those mtef‘ventions.IS The final step in the argument against heroic
measures is to say that that waiting is itself costly to people. It may
‘entall actu_al out-of-pocket expenses. But at the very least, it will entail
opportunity costs’: there are various other projects that people could
pe pursuing, but are not pursuing, pending the outcome of the heroic
intervention.

Of.course, the price of waiting is a price that people would only too
happlly pay if the interventions turn out ultimately to succeed. My
point is just that it is a price that people have to pay for heroic
interventions, whether they succeed or fail.

The structure of my argument in section IV above, in replying to the
probfib.llstlc form of criticism of heroic interventions, was to say that
h_ermc interventions as here construed constitute no-lose propositions:
either they leave you better off than you would otherwise have been or
else they leave you exactly as you would otherwise have been.

The structure of my argument in this section is to say that, because

zl;at tl‘ottery 1s not played out ip§tantaneously, heroic interventions
nsuitute alway s-costly propositions: succeed or fail, they always
entail interruption to your life choices pending their outcomes. How
great thos? costs might be varies.’® Whether those costs are worth
paying varies. It is no part of my claim that heroic medical interventions

2{(& alwaifls, onnet, disadvantageous.!’ My claim is merely that there are
ways these costs to be weighed in the balance.

15 Th . .
the hergzz (::lﬂy alternat.wes are to proceed on the improbable assumption that
reversing thozzsl;:e.s will succeed (in which case they will face great costs in
proceed on the ¢ Olcels. when they fail, if they can reverse them at all), or else to
il Face aren more likely assumption that they will fail (in which case they
be reversed at (;Slls 1an lc'ieversmg those choices should they succeed, if they can
reversed). » and enormous regret at their choices if they cannot be
16 Tt varies . .
to play th em;;r:eosng Ot}}er thmgS, with the time it takes for those uncertainties
corner, then peo lgflti-f fthere is always ‘one more possibility’ just around the
ples life choices may be suspended virtually indefinitely. If

there are few possibiliti
. 1bil i : . )
slight. P ties and quick resolutions, the interference might be

" That is t
bearing on th?s il?::’islios;e no grounds .for supposing that the various factors
tion. The only moderat ‘;arylsySt‘ematlcally with one another, in either direc-
heroic interventions ; €y plausible argument along these lines I can see for
DS 1S to say that the less difference it will make to your life the

less paralysing it wi
X g 1t will be on : )
hedging and backtracking is }rr::r;f;;:sriiﬁ l‘(’“mng . But that is not to say that
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(As I said at the outset of this paper, the terminally ill constitute a
special case. Now we can see why. According to the conventional
wisdom, anyway, the terminally ill can have no alternative plans to hold
in abeyance pending the outcome of heroic interventions, and in this
way are radically unlike others who might be offered such interven-
tions: if the intervention fails the terminally ill die, whereas if IVF fails
the couple carries on their very different life without children. Of
course, this conventional wisdom misconstrues the situation of the
terminally ill. They will typically. want to make plans—
euphemistically, to ‘arrange their affairs—even if it is only to die well.
And in any case, the life choices of their families and friends will be held
in abeyance pending the outcome of the terminally ill patient’s treat-
ment, even if he himself has no plans that are being held in abeyance.
More generally, taking the terminally ill thus misconstrued as the
paradigm case for heroic interventions quite wrongly implies that those
offered heroic medical interventions typically have no choice—or at
least no acceptable choice—but to hope that the long shot succeeds.
Even as regards the terminally ill that is not true, as advocates of
hospices and holistic medicine rightly argue against advocates of
aggressive surgery. It is all the more untrue as regards childless couples
or paraplegics, who really do have possibilities for perfectly reasonable
lives even without heroic interventions.)

The argument developed so far constitutes a case for an individual’s
rejecting heroic measures in his own case, on the grounds that they
entail costs in excess of their probable benefits.'s But we can build on
that proposition to come to a case for rejecting certain whole classes of
heroic measures quite generally, as a matter of public policy rather than
merely personal choice.

The bridging proposition required here is much like the psychologi-
cal proposition developed in section I'V above. Wishful thinking being
what it is, people will, if offered the prospect of a heroic medical
treatment, imagine that the treatment has a better chance of success
than it really does. In consequence, they will weigh the probable
benefits of the treatment too heavily, relative to its costs; and they will
make what, by their own standards of value, is the objectively wrong

18 More formally, heroic measures should be rejected if the opportunity costs
of waiting to see how they turn out exceed the utility of success, discounted by
its improbability, less the utility of the best alternative life available absent the
heroic measure. Ideally, this is a calculation that rational individuals should
perform for themselves, in deciding whether to seek or forswear heroic
measures. But the well-established psychological dynamic of ‘responsibility
avoidance’ may prevent them from acting rationally in this regard, and thus
constitute yet another reason for public policies against heroic measures (see
Kahneman, Slovic and Tversky, op. cit., for the psychometric evidence).
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choice. In section IV, their mis-estimates of probabilities did not
matter, because heroic measures were seen as costless. Having here
come to see how errors of this sort can be costly, making mistakes about
probabll}tles can indeed cause harm. Here, there is a very real penalty
to be paid from making the wrong choice, and that is what mistaken
probability assessments trick people into doing.

Roughly speaking, the broad classes of heroic medical interventions
that might be less attractive in that light would be ones displaying either
(or both) of the following characteristics. One is that the ultimate
(s)utcon.le of the treatment regime will not become apparent for quite
‘:;ni:dtx}rlne. The other is that those 'who. would receive the treatments

uld have reasonly good alternative life choices available to them,

even in the absence of the treatment. The former consideration speaks

to questions of costs of holdin: ;
: . other plans in n
time while the conse g p abeyance for a very long

quences of the treatment play th 1 t; the

| : ) play themselves out;
t?)ttttlalrospetaﬁ(s to questions of _beneflts of the treatment regime, COmPafed
e hsieh at }\:vould be realized even if that treatment were withheld.
gher the costs or the lower the benefits of a treatment regime

characteristicall L reg
people at all. 2 y are, the more wary we ought to be of offering 1t to

VI

None of thi : .
interventg)l:]ss Coplsltltt}tes an ronclad argument against heroic medical
» €1ther in general or as applied to particular treatments or

¥ ‘Good life choi i
ood oices available to them’
our objective and their sub
In terms of efficiency,

1able is intentionally equivocal, as between
Jective assessment of those options. There is a case,

who simply refuse to for allocating scarce or heroic treatments to paraplegics
reconcile themselves to life in a wheelchair as a subjec-

tively unacce )
ing tie virtuorl)lt::}}e, :lternatwe. But that is inequitable, in the sense of penaliz-
come to terms with their condition; and we may, for that

reason, prefer t i :
well off I:I)’Cople :rten:;isrohfg’non the basis of an objective assessment of how
? Also involved in such responding to their subjective assessments.

an interruption to people’sc 2]lil\(:ulatlllons i the considergtion of just how much o
they can get on with a lar €s the prospect of heroic treatment might be. If
uncertainty—or if the cge part of their lives, even pending resolution of the
upon how it turns ouir t}? tm;ke contingent plans for the future, depending
uncertainty has PlaYed’ its:lf o ot have to be implemented until after the
celled. The two condition the pen the costs would once again be can-

$ in .
the text are more appropriate to the concerns of
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particular patients. At most, I can only claim to have shown that thereis
always a price to be paid for such interventions, and that there ought
therefore to be a presumption against rather than in favour of such
interventions. But this presumption, like all presumptions, is emi-
nently rebuttable. Any given person may suppose the price worth
paying. And say what we will about the general propensity among
people toward wishful thinking, any given individual may be seeing
matters perfectly clearly in so judging.

All that to one side, however, there is yet another way in which heroic
medical interventions might be justified, notwithstanding all the argu-
ments lodged against them above. Suppose that heroic measures
involve treatments with a low probability of success, as suggested
above. But further suppose that the probabilities of success improve
with each successive trial; i.e. doctors learn from their experience. And
suppose, finally, that that is the only way that the doctors can learn
what they need to know in order to perfect the treatment.

The heroic medical interventions might be justified in roughly the
same way that we justify using the terminally ill as subjects for trials of
long-shot cancer cures. Someone has to be the guinea-pig. Giving these
patients the treatment engenders in them false hopes; but someone has
to be given false hopes in order that subsequent patients can have a real
hope.

We are naturally—and quite rightly—queasy about using the ter-
minally ill in these ways, necessary though that may be. We build in
various safeguards, and impose various conditions, before this can be
done to them. Surely we ought to hedge heroic medical interventions,
thus rationalized, with similar constraints?* Perhaps the most central
of these, for present purposes, is the requirement that we have some
reason (analogous to promising results from animal experiments, in the
case of cancer cures) for supposing that the heroic intervention might
do some good, even for the present patients who are basically acting as
guinea-pigs. That is just to say, it may be an unfortunate necessity to
engender in people largely false hopes, but it is never permissible to
engender in them hopes that are entirely false.

2 ‘Informed consent’ is certainly among them—though here, as with many
medical experiments, informing people that the treatment probably will not
work may well compromise the success of the experiment. Just as a scien-
tifically sound drug trial may require giving peopleina control group placebos
without telling them, so too might we have scientific grounds for withholding
information about the realistic chances of success with heroic interventions.
How these scientific considerations are traded off for ethical ones is, of course,
anotoriously difficult problem. It is not, however, one unique to the cases Iam
here considering.
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Furthermore, the arguments of this essay militate against the prema-
ture reporting of the results of such experiments to the public at large.
The tabloids often carry reports of some new ‘miracle’ cure for some
deadly disease. Upon closer inspection, it often turns out that these
cures are a very long way off, still. Such announcements often come just
as the cures have been approved for some very preliminary stage of (e.g-
rodent) testing; anyone currently suffering the condition they purport
to cure will be long dead before the cure is approved, even on an
experimental basis, for human use. Such reporting is simply irrespons-
ible, raising the hopes of readers suffering from such conditions utterly
without justification. So my arguments about the costs of engendering

false hopes have implications for the reporting as well as the conduct of
these sorts of experiments.

VII

In any case, this experimentalist rationale for heroic interventions
cannot justify all such activities. Often the probabilities do not get
better' In successive trials, and cannot be expected to do so. This is
especially true if the low probability reflects something analogous to
what I have called the ‘lack of heroes’ in section I above, rather than
merely the nefficacy of heroic efforts. Suppose the reason that 2
t;it?tlim reglrlne has a low probability of success derives from the fact
health sse::,is tyle of treatment that. is grossly underfunded within the
spent the lecsz as a whole. Assuming that the more we have already
heroic intervexf:'e are now prepared to spend on the treatment, oné
success) of the r110n reSduces the. funding (and hence prpbablllty of
that much chea ext.h 0, assuming subsequent interventions are not
case would undger than the first, any one heroic intervention 1n th}S
future. That is nmtnm; rather than assist treatment of similar cases 10
taken; it is only 20’ sz c?;:r:e’hto say that they should not be under-
pr%x\ing logic. y that they cannot be justified on this pump-
for }rlzgitchlsl’ezsfl‘:rrgsleftlmﬁ)llcation follows: if the health service goes in
similarly situated T’hzls ould buy enough to go around to everyon¢
has been given a c.ertain (t)lg 1 of this proposition is simple. If one person
condition might reasonab?atment’ then anyone else suffering the sameé
will be given the same treztregafd it as being at least possible that he
this way create, if not exactlmem' HerolC: measures for one person 11
Y an expectation, at least a hope of similar

treatment amon .
g all others in th. e : ;
as they are false (meaning, i € same condition. Those hopes, insofar -

be forthcomi . n this context, insofar as treatment will not -
Ing) entail costs of the sort that I have here been discussing- -
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Heroic treatments are costly, too, of course. Which cost should, in
any given case, predominate in the social calculus is an open question. I
am perfectly prepared to believe that, at some point well before
everyone in need has been treated, we may rightly decide that incurring
the cost of false hopes is to be preferred to increasingly costly treatment
of patients with increasingly unpromising prognoses. Still, here again,
the costs of engendering false hopes always have to be weighed in the
balance. This serves as one more consideration arguing in favour of a
more rather than less generous funding for the health services, and for a
more rather than less equal distribution of such benefits as they can
afford to provide.

If we have decided that heroic measures are to be undertaken on
behalf of less than the whole population that might benefit from them,
then at the very least we ought to be frank about how many people we
are prepared to treat in this way. That, in turn, has implications for how
many people ought to be allowed to join the queue for treatment. If it is
clear (whether as a matter of policy, or for any other reason) that we will
be able to perform only ten heart-lung transplants per year, for the
foreseeable future, then it is simply irresponsible to let several hundred
people join the queue for such treatment. By allowing them to join the
queue at all, we hold out to them some possibility of treatment, even if
by telling most of them that they are far down the queue we indicate
that the probability of their being treated is slight. The mere possibility
of treatment engenders false hopes, with the costs that I have here been
discussing.

Notice, finally, that it is the promise of treatment, rather than treat-
ment per se, that generates false hopes. The paraplegic hopes that
technology will soon develop to enable him to walk. The IVF patient
hopes that it works next time. And so on.

Some heroic medical interventions entail such promises for the
future. Others do not. Imagine the case of a stagnant technology, with
no prospect in either the short or even medium term of any
breakthroughs. Suppose further that a single application of this ‘heroic’
technology will decisively determine the results that any given patient
might expect from it; if it does not work the first time, there is no point
trying it another time. Suppose further that all patients who could
possibly benefit from such treatment are given it immediately upon
being identified, so there is no waiting involved. Then application of
these ‘heroic’ technologies would resolve uncertainties rather than
engendering them, and would be immune to the criticisms lodged
against them in section V above.

Needless to say, most technologies are not like that. In the real world
there are—and probably always will be—queues. With most treat-
ments, no single trial is conclusive for any given case—if only because
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the medics might have misapplied the technology or misread the
results. And most technologies develop in unpredictable ways at
unpredictable rates—we can never be sure that the technology 1s stag-
nant, and useless for a person in the future if it is proven to be useless for
him now.

With respect to queues and mistakes, we might be inclined to express
the pious hope that they be eliminated. If they are, those objectives to
this strategy for rescuing heroic medical interventions from the criti-
cisms here lodged against them would drop away. But no one can wish
an end to breakthroughs in technologies that enhance the quality of
people’s lives. So even in the real world, some of my criticisms of heroic
medical interventions for raising false hopes will retain their force.

Again, nothing I have said should be taken as a conclusive argument
against medical innovation. My argument is merely that there is always
a price to be paid, in terms of the false hopes it engenders and the harm

that they do to people. But that may be a price that we should be
prepared to pay.?

» .
I'am grateful to audiences at the

comments on earlier versions of this essay.
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Quality of Life and Resource
Allocation

MICHAEL LOCKWOOD

A new word has recently entered the British medical vocabulary. What
it stands for is neither a disease nor a cure. At least, it is not a cure for a
disease in the medical sense. But it could, perhaps, be thought of as an
intended cure for a medicosociological disease: namely that of
haphazard or otherwise ethically inappropriate allocation of scarce
medical resources. What I have in mind is the term ‘QALY’, which isan
acronym standing for quality adjusted life year. Just what this means
and what it is intended to do I shall explain in due course. Let me first,
however, set the scene.

I

Problems of resource allocation within medicine arise at a number of
different levels. First, one might ask how much of a society’s resources
should be devoted to health care at all, as opposed to housing, say, or
defence. (For what it may be worth, the United States is usually said to
devote 10 per cent of its gross national product to health care—though
some authors claim that the true figure is substantially higher. By
contrast, most Western European countries devote about 7 or 8 per
cent, whereas Britain devotes only 5.6 per cent. It is widely held,
however, that Britain’s relatively low figure is largely compensated for
by substantially greater cost efficiency, as compared with other coun-
tries. Perhaps; certainly this argument is regularly parz}ded by the
British Government whenever it is suggested that the National Health
Service is underfunded!) Given some overall allocation of resources to
health care in general, one can then ask how these resources should be
distributed amongst various different sorts of health care .expendlt'u.re:
for example, primary versus hospital care, or preventive m-edlcme
versus care of the already ill. Then, within such broader categories, one
can ask how one should distribute between different spemgl;zatlons:
cardiac versus obstetric units, say, in the case of hospital medicine. And
both within and across specializations, one can ask what should be the
relative funds allocated for different forms of treatment: kidney trans-
plants versus renal dialysis, hip replacement operations versus coron-

ary by-pass surgery, cervical smears versus primary geriatric nursing
care.
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It 1s customary to lump together questions of all these different sorts
as problems of macroallocation. Microallocation questions, by
contrast, arise when decisions have already been made about matters of
the kinds just instanced. One has, let us suppose, more patients who
stand to benefit by a certain form of treatment than it is possible, given
limited resources, to give the treatment to. And the question is: who
then gets it? What sorts of criteria should one then appeal to? What
selection procedures should one adopt? This problem assumes a special
poignancy, of course, when the treatment in question is one without
which patients will die. The dramatic potential of such decisions has
been widely exploited in fiction, from Bernard Shaw’s The Doctor’s
Dilemma (1911)' to James Balfour’s (1969) short story ‘The Junior
Physician and the Court of Final Appeal? and a 1966 Dr Kildare series,
in which a lay panel is established by Dr Gillespie to decide which of a
number of clinically eligible patients should be chosen for a limited
number of places on a newly installed artificial kidney machine. (The
model for Dr Gillespie’s committee appears to have been the so-called
‘God Committee’ of the Seattle Artificial Kidney Center, which from
1961 to 1967 sat in judgment over patients suffering from end-stage
renal failure).’

Now a natural response to allocation problems, both at macro and
micro levels, is to say simply : one should put one’s resources where they
w1‘ll do the most good. Well, yes, perhaps one should. But that then
raises the further question: what does one mean by ‘the most good’?
One kind of good, arguably the most important kind of good, that
health care may achieve is the saving of lives, or more precisely (if less
optimistically) postponing death. So one measure—albeit a very crude
and one-sided measure—of the good that health care does would be the
ov.erall extension of live expectancy that it generates: years of life
ga}ne_d. Some writers have argued that we should give a very high
priority to this aim of maximizing aggregate years of life gained; and
that, moreover, this aim morally requires an allocation of resou’rces
both within and outside medicine, that is radically at odds with thé

present allocation pattern in developed countries

Donald Gould in 1975: So argued Dr
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importance of threats to health in terms of the loss of life-years they
cause. Calculations are based upon the assumption that all who
survive their first perilous year ought then to live on to the age of 70
(any extra years are a bonus). In Denmark, for example, there are
50,000 deaths a year, but only 20,000 among citizens in the 1-70
bracket. These.are the ones that count. The annual number of life-
years lost in this group totals 264,000. Of these, 80,000 are lost
because of accidents and suicides, 40,000 because of coronary heart
disease, and 20,000 are due to lung disease. On the basis of these
figures, a large proportion of the ‘health’ budget ought to be spent on
preventing accidents and suicides and a lesser but still substantial
amount on attempting to prevent and cure heart and lung disease.
Much less would be spent on cancer, which is predominantly a
disease of the latter half of life, and which therefore contributes
relatively little to the total sum of life-years lost. Little would go
towards providing kidney machines, and even less towards treating
haemophiliacs. No money at all would be available for trying to
prolong the life of a sick old man of 82.*

There are several things that might be said in response to this passage.
First, it is unclear why Gould thinks that justice, as well as efficiency,
calls for these methods of medical accounting. What is involved in
being just, in such contexts, is a question to which we shall return in
due course. Secondly, Gould is here concentrating on quantity of life
lived to the exclusion of its quality. Most of what is done in the name of
health care is directed towards the alleviation of pain, discomfort and
disability, rather than the extension of life, but is surely no less valuable
on that account. Moreover, things which rank equal in terms of the
threat to life that they pose, may well rank unequal in terms of their
effect on the quality of life, or in terms of the typical quality of the lives
that they threaten to cut short; both sorts of consideration are surely
relevant to the question of the relative priority to be given to their
prevention or cure.

Thus, judgments about which of several forms of health care expen-
diture does the most good calls, in general, for one to balance against
each other the life-enhancing and the life-extending aspects of health
care: quality and quantity of life have somehow to be rendered
mutually commensurable. This is where QALYs come in. I quote from
Alan Williams, of the University of York, who has done most to develop
this approach:

* Donald Gould, ‘Some Lives Cost Too Dear’, New Statesman November
(1975), quoted in Jonathan Glover, Causing Death and Saving Lives (Har-
mondsworth: Penguin Books, 1977), 220-221.
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The essence of a QALY is that it takes a year of healthy life expec-
tancy to be worth 1, but regards a year of unhealthy life expectancy as
worth less than 1. Its precise value is lower the worse the quality of
life of the unhealthy person (which is what the ‘quality adjusted’ bitis
all about). If being dead is worth zero, it is, in principle, possible for

a QALY to be negative, i.e. for the quality of someone’s life to be
judged worse than being dead.

The general idea is that a beneficial health care activity is one that
generates a positive amount of QALYs, and that an efficient health
care activity 1s one where the cost per QALY is as low as it can be. A
high priority health care activity is one where the cost-per-QALY is
low, and a low priority activity is one where cost-per-QALY is high’

The assumption here is that there is some rational way of trading off

length of life against quality of life, so that one could say, for example,”

that three years of life with some specified degree of discomfort, loss of
mobility or whatever was worth two years of normal life. Such trade-
offs are, of course, often inescapable in medical practice. Take, for
example, a patient suffering from laryngial carcinoma, where the
chmce of treatments is between laryngectomy, which is i;lcompatible
w1tl_1 normal speech, but has a 60 per cent five-year survival rate, and
radlotherapy, which preserves normal speech but has only a 30—4b per
cent ffve-year survival rate. Here, presumably, the ethically appropri-
ate thing for the doctor to do is put the choice to the patient—both on
the grounds of autonomy and on the grounds that the patient is proba-
bly better able to judge, in terms of his own values and way of lifep what
sort of impact on the quality of his own life the inability to ‘speak
normally is likely to have. (For what it is worth, nearly all aticI:)nts
faced with this particular choice, in fact opt for surgery )pBut thé
resource of passing the decision back to the individual atient i

unayanlable in microallocation cases, where different patientsp -
peting for the same resource, and would both choose to be treatarc; ‘orin
macroallocation cases, where again we are dealing with deift:e(;l;rl:;

patients, this time mainly future pat; . i
fundin gt y patients, and with questions of overall

What economists who favour

* Alan Williams,
July (1985), 3.
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which they would hope to improve upon in time.) There is, of course,
an inescapable element of arbitrariness here, both in the choice of
factors to be taken into account and in the relative weightings that are

“attached to them, which, as already pointed out, would differ markedly

from patient to patient. (Immobility, for example, is likely to prove far
more irksome to the athlete than to the philosopher.) But the factors
and their associated weightings are mostly so chosen as to reflect the
feelings and considered judgments which the average or representative
patient is likely to evince in practice, when faced with various forms of
disability or discomfort, either in prospect or, better, having actually
experienced them. On this basis, a given form of treatment is assigned a
QALY value, corresponding to the number of QALYs such a patient
can look forward to with the treatment minus the number of QALYs
the patient can look forward to if untreated. One then calculates what
each QALY gained by these means actually costs.

Whatever philosophical reservations one might have about such an
exercise (and I will turn to these in due course), it has yielded some
interesting, indeed surprising, results. In Britain there is (or certainly
was in the recent past) a widespread feeling that heart transplants
represent a wasteful use of medical resources, that the benefits yielded
are simply not sufficiently great to justify the cost. But on the other
hand, people who say this will usually argue that not enough funds are,
in Britain, allocated to long-term renal dialysis. It is widely regarded as
ascandal that a treatment that is so effective in extending life should not
be made universally available. Williams, evaluating these and other

‘forms of treatment using the notion of a QALY, has come to a very

different conclusion. Williams assigns to heart transplantation a QALY
value of 4.5 (the point, neglected by most critics of heart transplants,
being that their effect, when successful, on the quality of life is drama-
tic), whereas home and hospital dialysis receive QALY values of 6and 5
respectively (the neglected point here being that, for most people, long-
term dialysis represents a considerable ordeal).” Nevertheless, dialysis,
so far, comes out somewhat ahead of heart transplants. But now the cost
per patient of long-term dialysis is considerably greater than that of a
heart transplant. So the cost per QALY i1s only £5,000 in the. case gf
heart transplants, as compared to £11,000 and £14,000 respectively, in
the case of home and hospital dialysis.®

6 P. Kind, R. Rosser and A. Williams, ‘Valuation of quality of life: Some
Psychometric Evidence’, in M. W. Jones-Lee, The Value of Life and Safety
(Amsterdam: Elsevier/North-Holland, 1982). .. .

7 Alan Williams, ‘Economics of Coronary Bypass Grafting’, British Medical
.7011}7;1;](1 291 (3 August 1985), 328.

id.
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Actually, all three figures turned out to be very high as compared
with, say, hip replacement or heart valve replacement and pacemaker
1mplan?at10n, whereas Williams assesses the costs per QALY gained as,
respectively, £750, £900 and £700;° in these latter operations one gets
far.rpore QALYs for one’s money. In most parts of Britain there are
waiting lists for all these operations; in the case of hip replacement
operations the average waiting list under the National Health Service is
three years (and in some areas is as high as five years)—it is not in the
least unusual for people to die before they reach the head of the queue!
Someor}e who believed that macroallocation in health care should be
determined wholly on the basis of directing funds to where they can
generate the maximum number of QALYs might well conclude from
these flg}lres that given a fixed health care budget, it would be rationally
appropriate actually to transfer funds from such relatively high cost-
per-QALY, albeit life-saving, forms of treatment as renal dialysis, to
such things as hip-replacement operations, right up to the point at
which the waiting lists had been eliminated—even if this meant provid-

ing no long-term dialysis at all! A pretty startli . i
less radical than Gould’s. pretty startling conclusion, hardly

II

Appealing to QALYs in a macroallocation context, despite the fact
that, as we have just seen, it is likely to result in recommendations
wildly at odds with present practice, tends to raise fewer hackles than its
application to problems of microallocation. Indeed, the advocates of
this approach themselves tend to talk less about microallocation than
macroallocation. But the approach has clear implications for micro-
allocation too. .It implies, for example, that life-saving treatment
shpuld, other things being equal, go to those who, with the treatment
will have a longer life expectancy; thus, generally speaking, it wili
favour younger over older patients. This is in line with actuga,l li
within the British National Health Service with regard to renal dj Pio ICY
most centres operate an effective 65-year cut-off. [t also implies lta;ths lslf
.

there appeared, on other i
; ' grounds, to be nothin
rival candidates for some life-sav;n E 1o choose between two

from a condition, whether or no

) g ) hen on

T ¢ becameab :
British Medical Associar: Aime a bone of contention at the
April 1986, ssociation Annual Scientific Meeting at Oxford in

° Ibid.
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[S]ay two people needed lifesaving treatment and there were the
resources to treat only one, say one was young and fit and the other
was older with arthritis, who should get the treatment? If QALYs
were used the younger patient would inevitably and always get the
treatment but was that fair?'

The economist, Professor Alan Maynard, a champion of the QALY
approach, defended such a policy; the philosopher John Harris
attacked it, arguing that it was indefensibly discriminatory, and advo-
cated instead the use of a lottery in such cases.

These health-care economists have, it appears, rediscovered
utilitarianism. Indeed the QALY approach has a pleasantly nostalgic

air, for those familiar with Jeremy Bentham’s ‘felicific calculus’." Most

of the philosophical doubts one might have about the QALY approach
would be particular instances of familiar charges that have been laid
against utilitarianism. It should be emphasized, however, that the use
of QALYs does not commit one to classical or eudaimonic utilitaria-
nism: that is to say, there is no suggestion that the good is to be equated
with happiness. If we adopt a terminology recently advocated by
Amartya Sen, "2 the QALY approach to allocation 1s, strictly speaking,
welfarist rather than utilitarian—welfarism being the doctrine that we
should so act as to maximize aggregate benefit. Classical utilitarianism
is thus a particular form of welfarism, characterized by its equation pf
benefit with happiness. The concept of a QALY is, of course, commit-
ted to no such equation. Indeed, it is in one sense only a framework,
requiring to be fleshed out by some substantive conception of what
contributes to or detracts from the intrinsic value or worthwhileness.of
alife, and to what degree—a conception, that is, of what it is about a l{fe
that determines of how much benefit it is to the person whose l.ife it is.
To this extent, the concept is highly permissive: one can, as it Were,
plug in whatever conception of value one personally favours. The
quality of life indices that are used in practice, as I indicated earlier,
seem to be grounded in people’s actual expressed values, preferences
and attitudes. Is this because people are supposed, by and large, to be
their own best judges of the degree to which various things do or would
contribute to or detract from the value of their lives? Or is it because,
whether they are the best judges or not, it is thought democratically
proper that resource allocation reflect, as far as possible, people’s actual

1 Tessa Richards and Linda Beecham, ‘The BMA in Oxford’, British
Medical Journal 292 (26 April 1986), 1119-1120. o

"' Jeremy Bentham, The Principles of Morals and Legislation (1789), Chs.

1z See Amartya Sen, ‘Utilitarianism and Welfarism’, Journal of Philosophy
76 (September 1979).
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preferences—a kind of oblique appeal to personal autonomy? It is
unclear, though it perhaps does not much matter for practical pur-
poses. My own view is that there are actually three ways in which
people’s preferences are of moral relevance here. First, what people
here and now want is something that ought to be given weight (though
not necessarily decisive weight) in the name of a principle of collective
or individual self-determination. Secondly, it is, other things being
equal, in people’s interests that their preferences are satisfied; to that
extent the degree to which people’s actual circumstances are consonant
with their preferences is one of the things, but by no means the only
thing, that should be taken into account in making an overall assess-
ment of the quality of someone’s life. And finally, people have what
philosophers call ‘privileged access’ to their own lives; they know,
better than anyone else can, just what it is like to be them. To that
extent, their own judgments about conditions they have actually
experienced, whilst far from infallible (especially where what it is that
detracts from the quality of their lives is itself something that may affect
their judgement, or, where relevant, memory), nevertheless have great
authority.

Supposing that one were clear about what it was that one was trying
to measure, there would still, of course, be room for considerable
scepticism about the extent to which it was possible to measure it. From
a certain point of view, the idea of putting a yardstick up against a life,
whether real or hypothetical, and reading off some numerical value
representing its quality or degree of worthwhileness, may seem simply
preposterous. On the one hand, one might reasonably doubt whether
the moral universe was so constituted that there was a fact of the matter
as to just how many years of life under circumstanc
in value to one year of life under circumstances
comparing within or across lives. And even assuming that there were
uniquely correct answers to such questions, one might reasonably
doubt whether there was any reliable method of divining them. (Inter-

personal comparisons have, historically, been the subject of particular
scepticism here, on both these grounds)

But one must be careful here.

es A were equivalent
B, whether one were

It would be a mistake to suppose that

the validity or usefulness of the QALY approach hinged either on there

‘to determme, a precise answer to the
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be narrower if they were judging for themselves than if they were
judging for others. Now the point of the QALY approach is to help
determine how resources should be allocated, especially as a matter of
general policy. And for that purpose, it may be important to know
whether renal dialysis, say, represents a better use of National Health
Service funds than coronary bypass surgery; but it is probably not
nearly so important, if important at all, to know just how much better.
Suppose, then, one were to make the experiment of varying the numeri-
cal values one put into the equation, within the limits of what would
strike one as intuitively reasonable. In many cases one would find that
that made no difference to the ordinal conclusions that one ended up
with, that is to say conclusions as to what was better thgn what. Such
conclusions would then have the feature that economists sometimes
describe as robustness—invariance with respect to adjustments of the
input values, within the range of one’s uncertainty. Thus, only a very
radical scepticism, according to which one could not even, with any
confidence, set numerical limits in such comparisons, would have the
effect of rendering the QALY approach wholly useless. And §uch
wholesale scepticism would, I should have thought, be very difficult
convincingly to sustain.

III

Any sane moral theory is bound, it seems to me, to incorporate a
welfarist element: other things being equal, it should be regardedha}s
morally preferable to confer greater aggregate benefit than less. Tolt i
extent, it seems to me that QALY calculations, or something equivalent
to them, should certainly be regarded as highly germane to the re§03{-
tion of allocation problems within medicine. And, as | haYe just 1(111 -
cated, the fact that any assignment of precise QALY valugs is bpun ) }lln
practice, to involve a degree of arbitrariness need not invalidate the
qualitative conclusions that emerge, to the extent that the latter prove
-robust. But of course, it is one thing to say that we Ifarist .COHSlderat:;-mS
deserve to be given weight (great weight, even) n decisions regar éng
allocation, quite another to say that they should invariably be regarde
as decisive.

The intuition from which we started was that medical resources

should be allocated in such a way that they do th.e most good. Blcllt lt‘tl}?

far from clear that ‘the most good’, here, should simply be equat‘i d “-’: .

‘the greatest aggregate benefit’. And even if one thought it shou ld,l; li
__far from clear that allocation according to QALYs is what wou'c bes

Promote aggregate benefit, given that there are many things rfelevz(l)rlllt ntto
aggregate benefit that QALY calculations leave totally out of acc .
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If one reflects on what actually goes to determine the overall quality of
one’s life, one will find that this is dependent on many things that are
likely to be overlooked in the rather crude quality of life indices used by
the health care economists. This will include one’s material and social
circumstances: where one lives, what sort of job one has, if any,
whether one lives alone or has a family—to what extent, in particula}r )
one possesses those things that Rawls refers to as the ‘social and material
bases of self-respect’. But it will also include a host of less tangib}e'
things, some of them closely bound up with the latter. These W%ll
include, for example, one’s temperament and psychological make-up in
general, the character of one’s relationships with others, the extent to
which has a sense of security and of consonance between what one fef:ls
onself to be and what one finds oneself doing, and also a sense of being
in command of one’s life and of being free to pursue one’s chosen
projects, but neither effortlessly nor with too much fruitless struggle,
and quite generally, the degree of stress, boredom and frustration, or
satisfaction and fulfilment that is involved in day-to-day living.

There there is social worth: a calculation confined to QALYs leaves

out of account the effects that deciding to treat this person rather than
that might have on the lives of others—something that greatly exercises
the doctors, Sir Patrick Cullen and Sir Colenso Ridgeon, in Shaw’s
play.

The situation is that Ridgeon has found a cure for tuberculosis, but
only has the time, staff and laboratory facilities to take on one more
patient. T'wo patients then present themselves. The one, Louis
Dubedat, is an artist of genius but morally totally unscrupulous: he
borrows money under false pretences which he never returns, and
worse, turns out to be a bigamist. The other, Blenkinsop, is an
impoversished doctor, hardworking and morally upright, but possess-
ing no great skill or expertise. The following conversation ensues:

SIR PATRICK : Well, Mr. Saviour of Lives: which isit to be? that honest
decent man Blenkinsop,

e or that rotten blackguard of an artist,

eh?

RIDGEON: It’s not an easy case to Jjudge, is it?
decent man; but is he any use? Dubedat’s a
he’s a genuine source of pretty and pleasant and good things.

SIR PATRICK : What will he be a source of for th
his, when she finds him out?

RIDGEON: That’s true. Her life will be a hell.

SIR PATRICK : And tell me this. §
you: either to go through lif
the men and women good,

Blenkinsop’s an honest
rotten blackguard; but
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uppose you had this choice put before -
€ and find all the pictures bad but all

. or to go though life and find all the
pictures good and all the men and women rotten. Which would |
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you choose? . . . To meit’s a plain choice between man and a lot of
pictures. . ;
RIDGEON: It’s easier to replace a dead man than a good picture.

Social worth will be highly sensitive to such considerations as whether
one has dependants and, if so, how one’s death would affect thg quality
of their lives, how important is the job one does, and how easy it would
be to find someone else to do it comparably well. _

There are economic considerations too. Some health care economists
have advocated taking into account pfospective earnings, on the
grounds that if taxpayers’ money is being used to pay for a glveI}
treatment its real cost (or real cost per QALY) will be less in the case o
those patients treatment of whom will make the greatest positive impact
on their net future contribution to government funds, and thus on the
government’s capacity to fund health care and welfare p’rogram}ines
generally. The economic cost, to the state, of someone’s deat q:
continued incapacitation also enters under this headmg. I have ?en i
argued on this basis that, given a cardiac patient Wlth dep%n l?'ms’
incapacitated to the point of being unable to work, it may, a }tl : m%s
being considered, actually be less costly for the state to pay for him t0
have a heart transplant (assuming this to be the only suitable treatmen C)1
than to allow him to die or continue living in a severely incapacitate
state. (The point here is that if the transplant enables someone to :et;:;r;
to work and support his family, then both he and they will cct:)ase OAlan
charge upon the state.) Such considerations may cast d({u t on :
Williams’ conclusion, based on QALY calculations, that Heart P;rarllsh
plantation does not seem to be a serious contender [for National Healt
Service funds]’.

Save, perhe]lps, for the most intangible, all the broader tylie: (())f
welfarist consideration just surveyed have entered (in onel‘(f:en r ¢
another) into decisions as to whom to select for some scarce 1‘e-sziv d%
procedure. So also have a number of other considerations having to
rather with some notion of desert (which will be sensitive to wha:1 Orilz
has done for society in the past, rather than wh_at. one 18 lxkelg to % n
the future). The Seattle ‘God Committee’ (offlclally, the Admissic
and Policies Committee of the Seattle Artificial Kidney Center) is a
case in point: .

In selecting those to receive treatment, the Commlttze . n d :x(l)trsl

sidered . . . age, sex, marital status, qqd number of el}f)rmance,

income, net worth, psychological stability, and past per

and future potential.’s

" The Doctor’s Dilemma, op. cit., 84-85.
4 Alan Williams, op. cit., 328.
8 Calebresi and Bobbit, op. cit., 233 n.
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Even from a welfarist perspective, however, it is far from clear that it is,
all things considered, desirable that decisions about who sbould
receive, e.g. renal dialysis, be made on this kind of basis. Consistent
application of the broader sorts of criteria, especially the economic
ones, is likely, in practice, to generate a heavy bias in favour of the white
middle class, in a way that is potentially socially divisive.

(Actually, one finds just such a bias in the majority of British renal
dialysis units. It is, for example, a fact in Britain, and a disturbing fact,

that very few blacks receive renal dialysis, even though it is unlikely that

racial discrimination, as such, has much to do with it—simply that tl}e
criteria employed tend de facto to exclude blacks. It seems unlikely, 1n
fact, that this class/race/income bias has much to do even with doctors
applying the kind of generalized quality of life considerations we have

een surveying. What seems to be happening is that doctors prefer to
give dialysis to those that their past experience suggests are most likely
to do well on it. And statistically, educated middle class professionals
are likely to do better than, say, unskilled labourers. They are, for
example, likely to adhere more closely to the doctor’s dietary and other
instructions, and they tend to cope better with the psychological stress
of being attached to a machine for a period of several hours two or three
days a week.)

To the extent that such criteria are employed in a discretionary way
at a microallocation level, a different kind of Worry arises: is it really
desirable that doctors should be allowed to sit in judgment on people’s
lives in the way that application of such a broad range of criteria
implies? Do we want them to have that kind of power? Do we, in fact,
want anyone to have that kind of power, even (or perhaps especially)
the sort of predominantly lay panel set up in Seattle?'® This sort of
doubt may well be extended to QALY considerations too, if it is a
matter of deciding, at a microallocation level, which of two rival conten-

ders for some treatment is to get it. But the fact that QALYs are
estimated mainly on the basis of

(the negative impact of whij
evidence that doctors tend

4
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But I mention all these other sorts of welfarist consideration mair_lly to
put them to one side. For what I really want to focus on here is the
philosophically more fundamental objection that can be levelled against
the QALY approach: namely that, prg:c1sely because it 1s
uncompromisingly welfarist, it is in principle liable to result in forms of
allocation that are unjust or unfair. .

I shall not attempt here to define justice or unfairness. (All of the
well-known philosophical theories of justice seem to me to be subject to
decisive objections; and yet I have no alternative Fheory to offer.)
Intuitively, however, justice has something to do with equghty, and
something also to do with giving appropriate weight to certain sorts of
moral claim. From a commonsense point of view, the fact that_A could
confer some benefit, X, on B does not, as such, give B any clanmﬁupon
A.Onlyifitisa particular kind of benefit, and A hasa partlcu!ar kind of
responsibility for B, does it follow that A is even prima facie morally
obliged to confer X upon B, or, consequently, that his rqfus;ﬂ to do S0
constitutes any kind of injustice towards B. Now, continuing in this
rather abstract vein, the claim that any patient would plau51bl){ l?e
thought to have on the health services (or on the state, in so far as it in
turn is responsible for the health of its citizens) is a function not so

much of the amount of benefit that the health services are in a position

to confer, as of the person’s health needs in relation to the services’
capacity effectively to meet those needs. _
ne€ reason, then, why the QALY approach can strike one as
ttively unjust is that the principle ‘To each according to what will
generate the most QALYS’ is potentially in conflict with the principle
To each according to his need’. A patient suffering from end-stage
renal failure may be said to need dialysis or a kidney transplant, justasa
Patient with an arthritic hip needs a hip replacement. But the first
Patient’s need is clearly the greater. Following David Wiggins,'® one
€an think of the degree to which a person, P, needs something, X, as a
function of the degree to which his lack of X compromises P’s capacity
to .ﬂourish as a human being (‘flourishing’ now being, in Bl‘ltls,h
phllosophiCal circles, the most favoured translation of Arist.otle s
eudaimoniq), Someone, then, who will die without some particular
treatr.nent needs it in the strongest possible sense; for one cagnot
Ourish at all if ope is dead. Other things being equal, one would think,
:he,greater thf: need the weightier the claim on avail'able resources. But
ne QALY arithmetic is inherently insensitive to differences in degree

intu

BTy e . ‘ .
0 blc)t?zl.d Wiggins, ‘Claims of Need’, in Ted Honderich (ed.), Morality and

"y (London: Routledge & Kegan Paul, 1984), 149-202.
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_of need, except in so far as they happen to correlate with the degree of
benefit per unit cost that treatment can confer. It attaches just as much
~ value to the QALY generated by treating those in a state of lesser iéed
‘as it does to those generated by treating those in a state of greater need—
Indeed, it is arguable that some forms of medical treatment, whilst
they confer a genuine benefit, do not minister to any need, as such, at
all. I have in mind, for example, cosmetic surgery designed to remove
normal wrinkles from the faces of middle-aged ladies. A model or an
actress might, to be sure, need such an operation if she was to flourish,
if the wrinkles compromised her ability to find employment (and so
might a woman who was neurotically obsessed with her looks, if the
operation could remove the obsession). But for the rest, the wrinkles do
not compromise their capacity to flourish; it is merely that, with the
operation, they may be enabled to flourish at a higher level. Such
operations are, in short, a luxury. Suppose, then, as seems to me
entirely possible, that some health care economist were able to show
that facelifts, say, generated even more QALYs per unit cost than do
hip-replacement operations. Would anyone really think that was suffi-

cient reason for switching resources from hip replacements towards

such cosmetic surgery?

Surely not. And if not, then by the same token it is far from clear that
the QALY calculations cited by Williams constitute a sufficient reason
for transferring resources from renal dialysis to hip replacements. One
could plausibly argue that someone who will die, if he or she doesn'’t
receive a certain form of treatment, has an intrinsically much stronger
claim on available resources than someone whose life 1s not at stake,
even if there is a sense in which greater aggregate benefit could be
achieved by neglecting those whose life was threatened in favour of
those suffering from reduced mobility or discomfort. And if so, then
the greater moral weight that attaches to the claim could be held to

outweigh the greater cost of the life-saving treatment per unit QALY
generated.

Another respect in which allocation according t.
in modes of allocation which would intuiti 8 o ALYs can result

tend, in certain circumstances, to favour those who are (from a health
point ofv:ew) al.ready relatively fortunate over those who are less
fortugz}te. Thls,_ indeed, was the force of the example cited earlier
where 1t was pointed out that the logic of QALY would work to the’
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arthritic patient is significantly impaired by his arthritis, but that thetl;e
is no reason to suppose that it will in any way affect the chances of the
dialysis proving successful. Assume, further, that both patients have ;n
equally intense wish to go on living. Under these c1rcumstances,ht e
QALY approach says: give the dialysis to the patient who does notd ave
arthritis. For every extra year of life we give him will correspond to a
higher QALY value than a year given to the other. ‘

There is a clear sense in which this is inequitable, for what it amounts
tois taking the fact that someone is already unfortunate, in one resliect,
as a reason for visiting further misfortunes upon him (or at least

‘denying him benefits). One might reasonably ask whether it wz;ls cgnS}s:
tent with natural justice to allocate life-saving resources on the basis:

‘From him who hath not shall be taken away even that which he hath’,
namely his life. ] .
In si,lch cases as this, I find myself in agreement Wlth Johr_l Harr}s ]
assertion that allocation by QALYs ‘amounts to unjust dlscnmlna}t;lon
between individuals’. On the other hand, if doctors are faced wit ta
choice of treating either of two patients, who are in an equivalent Stifl e
of need, it does not seem to me unjust to choose to treat the patient for
whom the treatment is more likely to prove successful. Nor does 1t seeI:l
to me unjust to prefer to treat the patient who can be tregtgd atless COZ )
whether at the level of microallocation or macroallocation. Harrls,h.y
contrast, finds this an objectionable feature of the QALY approach:

If a ‘high priority health care activity is one where tki ;‘Oisst;i,elrl’
QALY is low and a low priority is one wher.e_COSt'pe.r Q lativgl
then people who just happen to have cqndltlons which arei1 rehal ex};
cheap to treat are always to be given priority over those w OTh' psvill
to have conditions which are relatively expensive to t.reaé. t;S e to
inevitably involve not only a systematic pattern of dls'ahva;tigular
particular groups of patients, or to people afflicted wit fp ence for
diseases or conditions, but perhaps also a systematic pre e; s. We
the survival of some kinds of patients at the expense ofllot)V ege;-tain
usually think that justice requires that we (.10 noé a loto become
sections of the community or certain types 1(9)f individua

the victims of systematic disadvantage . . .

This line of reasoning seems to me fallacious. The pr1nclpalhbasxsh(t)fo];1 :;
dealing in a health care context is, surely, that people aret Ou%'onal to
having a claim on available health care resources that 1s prop(')ge:rati ons
their degree of need. (In the absence, that is, of other const

. : er
* John Harris, ‘Rationing Life: Quality or Justice (uélP'Ubg;i}le?\)/I,efggg,

Presented to the British Medical Association Annual Scien

Oxford, 10-12 April 1986, p. 9.
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bearing upon what is just or fair.) From this point of v_iew, if two
patients (whether suffering from the same or different diseases) are
equally in need of treatment, then they have the same claim on available
resources. In the context of finite resources, this implies that if the
resources required to treat them effectively are the same, neither hasa
better claim to being treated than the other (again, in the absence of
other considerations). But if the resources required to treat the one are
greater than those required to treat the other, it is perfectly compatible
with recognizing that they have an equal claim on resources to say that
the patient whose treatment requires a lesser expenditure of resources
should be treated to the exclusion of the other.

Putting it schematically, suppose that the two patients, Andrew apd
Brian, in virtue of their health needs, were both thought to have a claim
on medical resources of weight W, and that effective treatment_of
Andrew would call for an expenditure of resources X, whereas effective
treatment of Brian would call for an expenditure of resources Y, where
Y isless than X. (Any claim on resources is, after all, clearly going to be
contingent on their effectiveness in ministering to the need that
grounds the claim.) It is then entirely consistent with recognizing that
they both have a prior claim of weight W to say that Brian should be
treated in preference to Andrew. For what that implies is that, in the
circumstances, a claim of weight W carries with it an entitlement to a0
expenditure of resources Y (conditional upon its being effective), but
not to the larger expenditure of resources X. And that is surely perfectly
reasonable. Indeed, to devote a disproportionate amount of one’s
health care resources to the treatment of people in a given state of need,
when a lesser expenditure would enable one effectively to treat more
people in an equivalent or greater state of need, would itself, from this
point of view, be a violation of the principle that the claim on resources
is proportional to need.

I do not, incidentally, think it is true, absolutely in general, that
‘justice requires that we do not allow certain sections of the ¢
to become the victims of systematic disa
Justice would require, absurdly,
people to get better jobs. What just
discriminate between people on t
sex being obvious cases in point.

ommunity
dvantage’. If it were true, then
that we not allow, say, more able
1ce actually requires is that we do not
he basis of unjust criteria—race and

pttodo;

. ead to quite the o
perfectly just. This is not to den !

luck if someone finds himself suffering from

48

posite conclusion, that it i
¥, of course, that it is thoroughly bad
a condition the treatment

K
=
£

Quality of Life and Resource Allocation

for which is just too expensive to constitute a justifiab.le .useiof limited
health care resources. But bad luck is not, 1pso facto, injustice.

I alluded, in passing, to ‘other considerations’ that might be thought
relevant to justice. Given two people who are equally in need of a given
form of treatment, some would think it morally appropriate to take into
account the fact that one of them has, through irresponsible behaviour,
brought his condition upon himself. An exz}mple which fgatux.'ezcg ina
recent television programme on the allocation of renal dialysis® was
that of a patient suffering from renal failure consequent upon drug
abuse (though it should have been pointed out, on this programme,
that a history of drug abuse may, for purely medical reasons, ca;xlse
difficulties when it comes to dialysis). For my own part, I am somew ;t
sceptical about the claim that justice requires that one should (;
sensitive to this kind of consideration. And this is because I am sceptica
about free will. I am personally inclined to t.hipk thgt, in an 1mpprtgnt
sense, we are all of us victims of our genetic inheritance, Ubeﬂll(g"ég
and so forth, and that it is not true that people who bring certain kinds
of health care need on themselves—e.g. by driving dangerO}ISI}}’l’ ()erri
eating, smoking or abusing drugs or alcohol—i—really could, lél‘t e 12&:1
analysis, have acted any differently. (That said, I han: hea; ltl al.rglsl "
that there might be good welfarist reasons.for accordlpg the (; ?;lmfact
such people on-health care resources a relatively low prllorltg, i : :m o
were to be widely publicized and could act as an eff.ectlvehjletsermeone
such irresponsible behaviour. But I doub‘t whether it would. }? eone
who is undeterred by the prospect of seriously damaging hlel ez ooy
hardly likely, in my opinion, to be deterred by the prospect of les n
ideal health care thereafter. An alternative and more promising Erds
posal might be to give people some kind of tax mcgntn;«la ts(zlv:ance
healthy living—say, in a British context, by making Natlon}zll tnomeone
Payments depend in some degree on doctor’s reports, so tf‘a dshimself
who was overweight or who smoked, for exan}ple, W‘_)Uld n difficult
paying more. But such a scheme might prove, in practice, very di
to administer satisfactorily. i )

A second point on whic};l )I find myself in disagreement ;)\(lth ll;lltzl;rxiz
concerns the relevance of age to allocation questions. Harris rr;ar o
that it is ageist to take the fact that one of two r'1va1 contgn(}ilgrs : v,
dialysis, say, is younger as a reason for preferring to treat him, agllel t(;
here, meaning wilful discrimination on the basis of age, par

. isi 84.
% In the Doctor’s Dilemma series, Granada Television, 19 i hi
% Harris, op. cit., 8. This line of thought is develqped at gl:ate-rll{i)rtlgttl:(;;e g
The Value of Life: An Introduction to Medical Ethics (London:
Kegan Paul, 1985), Ch. 5.
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racism, sexism and, most recently, speciesism (taking the fact.that an
animal does not belong to the human species as a reason for saying that
its suffering, say, matters less than equivalent suffering in the case of a
human being). Now it goes without saying that some ways of taking
someone’s age into account, whether in a health care context or
elsewhere, would be unjust. But I do not think it is unjust to allocate
life-extending treatment on the basis that the younger one is, the
weightier, other things being equal, is one’s claim upon available
resources.

The reason I say thisis that I am impressed, as Harris is not, by what
is commonly referred to as the ‘fair innings argument’. The thought
here, which seems to me absolutely correct, is that an older person
seeking dialysis, for example, has already by definition lived for longer
than a younger person. To treat the older person, letting the younger
person die, would thus be inherently inequitable in terms of years of life
lived: the younger person would get no more years than the relatively
few he has already had, whereas the older person, who has already had
more than the younger person, will get several years more.

Of course, this argument only works if one takes seriously the iden-
tity of persons over time. If one does not, then one can mount a counter-
argument parallel to that which led us to the conclusion that it is
inequitable to take the fact that someone has a
contraindication, in a situation of scarcity,
extending treatment. ‘It is bad enough
argue. “To cite that as a reason for denying life-saving measures is to
take the fact that one is already unfortunate in one respect as a reason for
imposing yet a further misfortune, namely death. How can that be fair?’
Well, quite easily; it is fair, inasmuch as the person referred to has
already had a reasonably long life, longer, anyway, than that of rival
contenders for the treatment. Fairness must be assessed on the basis of
someone’s life as a whole, unless one thinks of each ‘time-slice’ of a

rthritis, for example, asa
to providing him with life-
being old’, someone might

might well be disposed to find great merit in the ’

the fair innings argument that I have just cited.)

I mentioned earlier the fact that, fro
would be appropriate to take into consid
dependants, and if so how many and of w

taken into account in 2 QALY calculatio

m a welfarist perspective, it
€ration whether a patient had
hat age—something that is not
n. How does this criterion look

Z Derek Parfi i
- erek Parfit, Reasons ang Persons (Oxford Umversity Press, 1984), Part
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from the standpoint of justice? Well it depends, 1t seems to.melz, gn dtl_le
precise grounds on which the interests of glependapts are inc uh e 1111
the equation. The central principle qf justice that is operative. erei,
have been suggesting, is that one’s claim on resources 1s proport.lolna to
one’s need (in the absence of other factors). Now such a principle not
only permits but actually requires one to take dependants into accq;mt,
to the extent that these dependants themselves have a stake in the hfe o;
health of the patient that itself amounts to a need, in the stronge sense o
that term. What one must ask, then, is whether the death or continued
ill-health of the patient compromises the capacity of these dependants
to flourish as human beings. If it does, then the health care needs of the
patient are, in an extended sense, their health care needs too, and
should be taken into account as such. Under such circumstances one
may favour a mother with young children over a single person in an
equivalent state of need, not because she herself has a greater claim on
health care resources than does the single person, but bpcagse he;r
children have, in virtue of their own need of the mother, claims in their
own right—claims which can only be satisfied (or at least which can
best be satisfied) through treating her. ' .
Both here and as regards whether one should take age into account, it
therefore seems to me that welfarist considerations, on the one hand,
and considerations having to do with justice, on the qther, will tend to
converge on the same conclusion. (QALY calculat10n§, as we have
Seen, tend statistically to favour the young for life-extending treatment,
on grounds of life expectancy, quality of life, as gauge:d In terms qf
distress and disability, and also, in the case of renal dialysis, on‘the basis
of the prospects for an eventual transplant.) Here the conglusmns may
be ‘robust’ in a new, wider sense: they may be invariant with respect to
variations in one’s moral assumptions, whether upcompromlslngly
welfarist or highly sensitive to considerations of justice. o
But I see no particular reason to suppose that in general one will find
any such convergence between justice and welfare (though 'th.ere are
Many PhilOSOphers who argue that our intuitions about wha? is just are
tkely in practice to converge with what welfarism would enjoin, when
we take sufficiently many factors into account in our welfarist galcula-
tions, or, like Richard Hare, that our intuitions about what is just are
Intuitions that it js, by and large, best from a welfarist point of view for
People to have and act upon).? What then, since I have argued that any

Sane mora] theory must include a welfarist element, should happen

", Hare’s theor igi in R. M. Hare, ‘Ethical Theory
C Y was originally put forward in R. M. Hare, :
and Utxlltarianism’, in H.gD. Lye\liris (ed.), Contemporary Moral thlqsophy 4
ondon: Allen and Unwin, 1976); it is developed in greater detail in his
oral Thinking (Oxford University Press, 1981).
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when justice and welfare come into conflict with each other, as I have
argued that they do, in many QALY calculations? To give a wholly
general answer to this question is as difficult as giving a theory of justice
in the first place. But, at the level of moral phenomenology, it wou}d
seem that, over a considerable middle range of cases, where t_he cost i
welfarist terms of giving priority to considerations of justice is not that
enormous, we think it morally appropriate to favour justice. Ir}deeq,
one could view justice as constraining one’s pursuit of welfarist aims: it
is morally legitimate, indeed laudable, to aim for greater aggregate
benefit, provided one acts justly in the pursuit of that aim. ‘

One logical mechanism whereby justice can thus constrain welfarism
may be via Joseph Raz’s interesting concept of exclusionary reasons.
An exclusionary reason is a reason for 7ot taking something else as a
reason. For example, justice gives the judge in a court of law a reason
for not taking as a reason for giving a lenient sentence the fact that the
accused is an old friend. Indeed, the image of justice as standmg
blindfold is a perfect symbolic embodiment of this notion of exclusion-
ary reasons. Now in the context of the allocation of scarce lifesaving
therapy, our earlier arguments might suggest that justice should be
blind, for example, to the patient’s quality of life, in respects that have
nothing to do with the likely effectiveness of the treatment or the
patient’s wish to go on living.

This notion of justice as constraining welfarism constitutes the ele-
ment of truth in John Rawls’ claim that justice should be given what he
calls lexical priority over other values, such as efficiency,? by which he
means that the demands of justice have to be met before one starts
discriminating amongst different policies or courses of action on other
grounds: any policy or course of action which violates justice i
excluded at the outset. But that, whilst it may be the right way to look at

matters in a middle range of cases, becomes grossly implausible if
insisted upon right across the board. It is

William Watson, ‘Fiat justitia et ruant coe]
the heavens fall) or with the Emperor
pereat mundyi’ (Let justice be done, tho

' (Let justice be done though
Ferdinand I, ‘Fiat justitia, et
ugh the world perish). Whilst

nt, on welfarist grounds.
have been saying,

cel to take such factors into account
gst policies or coy

moral fanaticism to say, with

And of course one ought,

rses of action which are none of
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values in which welfare is one amongst a number of elements, which
will also include justice, autonomy, and no doubt other things too. We
should not let enthusiasm for QALY blind us to these other values, nor
let the fact that unconstrained maximization of QALYs may be arecipe
for injustice blind us to the crucial importance of the welfarist con-
siderations that QALY calculations embody. The allocation of scarce
medical resources is an area where rationality is sorely called for, where
we urgently need to examine our priorities in the light of argument and
evidence of their relative efficacy. As a contribution to this task—but

only as a contribution, not the last word on allocation matters—QALYs
are greatly to be welcomed.

Postscript 1987%

Since writing this article, I have come to think (partly as a result of
Some very stimulating conversations with John Broome) that what I say
Inresponse to John Harris’s claims needs to be amended. Harris, as we
ave seen, argues that a policy of thoroughgoing QALY maximization
Sageist, and to that extent unjust. My response in the text was to argue
that this is not unjust, and that, from the standpoint of justice, we
ought, other things being equal, to favour younger patients in the
allocation of scarce life-saving resources. What I should now argue is
that Harris is mistaken in thinking that the QALY approach is ageist.
FO{ it is not true that QALY maximization involves discriminating
3gainst older patients as such; what it discriminates against are those
with relatively low life expectancy, given that that they receive the
treatment. The situation is parallel to that of selecting amongst appli-
cants for a job that calls for a high degree of physical strength. In such
Circumstances, men would be most likely to be chosen in preference to
Women; but that would not be sexist, provided that weaker men were
Rot chosen in preference to demonstratively stronger women. Clearly,
the QALY approach is not committed to selecting younger people in
Prefergnce to older people that demonstrably have a higher post-treat-
ment !lfe ¢xpectancy. But that very fact now seems to me to be an
:Ele?t‘on to unconstrained QALY maximization. For if , as L have been
nagr;l;ngf’ thp fair Innings argument is sound, then one (_)ught, in _the
savi of fairness, to prefer a younger over an qlder patient, for life-
18 treatment, even if the post-treatment life-expectancy of the

Younger patient is o greater than that of the older patient. As I now see

i

5 The

! recedi .. . . Sta-
phys,queg deeMmg text appears originally in French in the Revue de Méta

_ i i h
n added for ‘;Ifflle, No. 3/1987, 307-328. The postscript which follows has

this volume.
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it, what is objectionable, here, about unconstrained QALY maximiza-
tion, is not that it involves discriminating on the basis of age, but, on t}_le
contrary, that it fails to take age into account in circumstances where, in
fairness, it ought to do so. It fails to be ageist when it should be, rather
than being ageist when it should not.

The second point involves Harris’s claim that it is unfair, when faced
with limited resources, to favour patients that can be treated at less cost.
In the article I argued that this was not unfair to the patients who
needed relatively costly treatment; but merely a case of bad luck. Now,
however, I am inclined to think that this is, after all, unfair, but th_a@ to
treat a smaller number of people at greater cost, at the expense of failing
totreat alarger number of equally needy patients, would be more unfair
still. Suppose Tom, Dick and Harriet are in a state of equal need, apd
that for each of their conditions there exists a unique corresponding
treatment that will be wholly effective. However, Tom’s treatment
costs £6,000, whereas Dick’s and Harriet’s both cost £3,000. Suppose,
further, that nothing useful can be done for these patients for any
amounts less than these, and that there is only £6,000 in the kitty.
Given that they are all equally needy, Tom, Dick and Harriet each
have, a priori, an equal claim on available resources. But we cannot just
split the money three ways, since £2,000 will not, for any of them, buy
effective treatment. By treating Dick and Harriet, at the expense of
Tom, we are, it seems to me, being unfair to Tom, since his need is the
same as that of Dick and Harriet, and yet he gets nothing. But in
treating Tom, at the expense of Dick and Harriet, we would be being

even more unfair, since then two of them would get nothing; and the

numerical disparity between the actual allocation of resources and the
unattainable ideal of £2,000 worth of effective treatment apiece, would
be twice as great, in this case. The fairest thing we could do, in this

situation, would be to have a weighted lottery, in which Tom was given

a one-third chance of getting treated, at a cost of £6,000, while Dick and

Harriet were given a two-t irds chance of bei
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is not
being equal, will favour those‘ who can be trea;ed atvit(a)ssl é:o;z, fI:i rr:: !
perfectly just if, as I now believe, a weighted orry uld be fhirer.
Nevertheless, I should not advocate such a lottery. Elrs'g, ; oty loas
administrative nightmare. But secondly, it Would e sig ificantly e
efficient at generating QALYs. Given that', in any ca.se,t cWelfarist ons
of justice have, to some extent, to be‘welghed agliuns eltanst o
siderations, I would judge that favouring those who ca
less cost gives about the right weight to both.




Good, Fairness and QALYs

JOHN BROOME

I

Counting QALYs (quality adjusted life years) has been Proposed asa
way of deciding how resources should be distributed in the health
service: put resources where they will produce the most QALYs. This
proposal has encountered strong opposition. There has beena disagree-
ment between some economists! favouring QALYs .and some
philosophers? opposing them. But the argument has, I think, mostly
been at cross-purposes. Those in favour of QALYs point out what they
can do, and those against point out what they can’t. There need be no
disagreement about this. What is needed is to sort out what 1S thrC‘P‘"’P'Cr
domain of QALYs, and it may be possible to do this amlgaply. I'hen wleI
may be able to get on with the more useful job of deciding how we
QALYs perform within their domain. In this paper I shall try l:"
accomplish the first task (sections 1I-1V), and make a start on the
second (sections V-VIII). .

QALY are aimed at assessing the total of good. The main ob]ecngn
to them—at least this is John Harris’s® main objec_tlon—ls_thét thffy Y
not properly take account of justice or fairness in the dzsmbutfzon 0({
good. But that is not what they are aimed at. Asgessmg the tota(l)ﬂ 1g(')toiq
1s worthwhile, and it has a part to play in allocating resources. Unly 1t is
not everything, )

Whatyl hage just said is inaccurate. Fairness is itself a g""‘é a"fi
unfairness a harm. If good is distributed unfairly that 1n itself re, lr:f:d
the total of good. More accurately, I should say that QALYs artch‘:)lu X
At assessing the total of good excluding fairness. From now on, o (i )(i
when 1 speak of good I am to be understood as .refernng g
excluding fairness. QALYs are aimed at good in ﬂ”llS sense. feration

In distributing resources, the total of good done is one const -
and fairness is another. Both count. It is true that in som

’ d Social
" For instance, Alan Williams “The Value of QALYS’, Health ar

Sertices Journal 18 July 1985. . ice’, notes

* For instance, j(fhnyHarris, ‘Rationing Life: Quality (Xni‘;&;‘l’gciemiﬁc
Presented for a lecture to the British Medical Awlaﬂgndoﬂ' Routledge &
Meeting, 1986. Cf. John Harris, The Value of Life (London:

Kegan Paul, 1985), 89.
¥ Ibid.
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theories fairness 1s
to be true of utilitari :
that it attaches no value to fairness.

. s is1i be fair
itself an account of fairness, so that to maximize goqd is lts'elfi zt:d e
according to utilitarianjsm + Either way, once good is maxim

. . satribit his
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It may be that some of th
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what the distribution of resq
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e friends of QALYs take a utilitarian line.
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¢ hall
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: James Griffin, 'S¢
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p.cit.
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) Rando ,
°* John Broome, ‘Fairness and the le Randomly, Ethics 95 (1984)
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ier (ed.), Justice and the Lottery (Camer
ing). See also John Broome, ‘Sele
36-67.
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account that does so adequatel

argument. But I hope it has some plausibility on its own.

Sl{ppose a good, divisible or not, is to be distributed amongst some
candidates. [t might be haemodialysis, or it might be the general
resources of the health service, of any other good. For each candidate

there will be reasons why she should have the good, or some of it. For

Instance, there will be utilitarian reasons, The utilitarian reason in
favour of 3 particular candj

date’s getting it is the good that would be

good; the second unit to the pe i 1d do the
most good, and so on, Cy) 6 oos ahose getting that would

€30 I the good done by allocating a small unit of
lr)en el;:'tc’es’rt}(: 4 person, on top of what she already has, her ‘marginal
. € p de .b. R . es

to the person with, the grea Scribing gives each extra unit of resourc '

P by ¢qualizing all their marginal benefi;]s.
i © maximum possible ood is done by the

resourc ! g .

tion be«;:i:: 2&??}?:?“ generally, if there are other reasons in ques-

1 H)aXi"lize the sati 1
o s <. atlsfact .

€, according to this vi h unit should still
to the ’ g S view, each unit shou
b i person for Whom.th.e reasons are strongest that she should have

Good, Fairness and QALYs

on average. For instance, making iﬁ a rule to give haemodlﬁlysm tﬁ]tg:
youngest candidates would do quite wal. By and large there w e
better reasons for treating younger candidates than older because,

id, the younger stand to gain more. e
ha‘lles}?:ll call tlz,e vie%v that this isgthe right thing to do the welghmgho:
‘maximizing’ view. Utilitarianism is a special case of it, the caiﬁets tao
only acknowledges good as a reason. On the whole, when it coto o L0
distributing health resources, one would expect utlhtarlamsmI fo con
centrate them on the young, where they will do the most gocc)1 3. It woul
concentrate them entirely on the young were it not fo}: imin havg
marginal benefit. The old will only get a look in when the yom}xlng ave
been so well served that the marginal benefit of treating them :
diminished to the level of the marginal benefit of starting to treat the
old. e .

ql‘his seems unfair. The trouble with the maximizing view is that it
Pays no attention to fairness.

III

To understand fairness, we must start by dividing thg r:?:i“;;gi:

person should have a good into two classes: clalms}i‘n l?e should have

Byaclaim I meana duty owed to the person herself t atls' s. Suppose,

the good. There can certainly be reasons that are not ¢ 2;11“; 'ital if only

for instance, that a person has offered to endow a new ho E er haemo-

she is given haemodialysis. This is a reason for %lVlﬂi it is

dialysis, but it is not a claim on her part. Her offer does

owed to her to give her the treatment. ) re claims
Itis not easy %o produce a general theory of wthhIfeﬁzc;ln:; attempt

and which are not. And it is a controversial matter. snot about where

it. I shall only talk about the right response to claims,

claims come from.

~ Claims are the object of fairness.

Ing between the claims of different people. b someone should get
reasons that are not claims. If there is a reason why

: irly unless the
3 good, but she does not get it, she is not t(‘;ate%lrglfsasyowed herin
feason was a claim. She is not treated unfairly if no

the first place that she should have it. does fairness require? It is

In mediating between claims, then, what oers weight in comparing
not enough simply to give claims their pr}(l)pe ople. That is no more
them with other reasons and the cl:'ums of other F;fre claims extra weight
than the maximizing view. Nor is it enough to give cl2ims 2008 FE/F,
compared with other reasons. Supgosc, fort ces. Then, when allocat-
everyone has an equal claim to medical resources. 61

Fairness is concerned with medigt};
It is not concerned wit
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ing resources by weighing reasons, everyonefs'clalm.s will ca‘tjlcelloztt;
however much weight is given them. The decision will qepeI} on y.n
other reasons. The result will coincide with the maximizing view agatlhé
Medical resources will mostly go to the young. But now, given .
assumption that everyone’s claims are equal, this really doesissce;n-
decidedly unfair. The equal claims, whlcl}; 1s all that fairness
cerned with, have made no difference at all. o .
When sev’eral people have claims to a good, these conflicting g_altﬂ(l)?
are duties owed to different people. Sometimes there can be a contlic -
duties owed to a single person : the duty to be truthful may confllctVeVi :
the duty to spare her distress, for instance. Tl}ese dutlf,s we ‘Tairis
against each other in deciding what to do. To wglgh conflicting c'n he
against each other, and against other reasons, is to treat them lot I
same way as we treat duties owed to the same person. It does nd,to
think, give enough attention to the fact that they are .dutles owe o
different people. Fairness is about mediating between different PCOFt’le\:
no issue of fairness arises over mediating conflicting duties when the)

: N . i ore
areowed toa single person. That, I think, is why fairness requires m
than weighing.

What does it require, then?
actually be satisfied in propo
essential points to thig formul
needed, not mere considerati
requires is a relative matter,
satisfaction, but with how well
with other people’s. For one
satisfied. If severa) people hav
perfectly fairly if, and only if,
even if they all get very little or

I think it requires that claims should
rtion to their strength. The{e are two
a. First, it is actual satisfaction that 13
on or weighing. Second, what faxmeS?
It is not concerned with the total 0d
one person’s claim is satisfied Compa;lel
thing, equal claims should be equ g
€ equal claims to a good, they are t.reatee
they all get equal amounts. This is tru

satisfied to some extent. It is
favour of stronger ones, and

not satisfy them at all.
Suppose.. once again for th

¢ sake of argument, that all the candidates
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i ion that is better
's claim to treatment, is a sort of surrogate satisfact
one’s cla
i ion at all. isfaction. or more
g 'ZatISf:;lc::oequal claims demand equ?.lf Satt'ﬁrflacis vel’ry natural.
Thenl fl?at claims demand proportional satist f:i zling’ viow. It denics
genera y N A fl t Wlth the maxi - that
it 1 radically in conflic . <ed. It even denies
fi\ut l:}:sr:ei;y anything that should be maXImLzegake of argument once
; ” eshould be maximized. Suppose, for td(?cal resources. It would
nore, that everyone has an equal claim to medi ally distributed. But
georfe'irest then, for these resources to b; eiuthe lion’s share. And
» tile ar:e not; suppose the young avbecome available. The
suppose s)r’nall amount of extra resources all these resources to
SUPPOS:? f:irness would be achieved b_y qevoylngas near as possible to
8feat‘l’§_ his will bring the overall distribution e sources. Their
the 01 matl tB lst X}e young have some claim to these e:se they already have
zg‘il:\litz ;mtu as strong as the claim of the old, l;:ﬁ:ible that they have no
titisimp ; tisfaction
evoted to them, I?U rtional sa
g;;l;r::o:lrlc: s’l(jherefore» according to tlge t‘:tr(s)gr?le. it
formula, fairness requires that they shou gn-maximizing or, to pUtll
Th ; ortional satisfaction formulaisn e, it says it 18 general'y
he oy on-consequentialist. In one serclls ’(though of course, 1n
wrong wsy’\:hat there is the best reason to for doing what it says 13
:Vnr:t‘;\gertoser:)se it does itself provide a reason lo
right).

IV

distribution of

. bout the
Now what, actually, does this account say 3 le actually have

laims peop
medical resources? This depends on what ¢

T clusion I am
. on-consequentialist conhave no claim
ety iy o O s example, I ve more than their fir
describing would be to supp béca use they alrftadybe right. But it cannot -“3
at all to the extra resources, view like this might la with maximizing f’l’l’
share. On some occasions :tional satisfaction fol'm‘;l their shares are actually
Beneral reconcile my propo ual claim to a good, agecomes available, fmf"f:;
trs. If everyone hali a:;;] quantity of the googohaﬂeast- The Prop:’;::“; to
unequal, and asma be iving it to the person dw this was the fairest e clse
would be maximized by gh other hand, would say incredible that no o e he
satisfaction formula, on the claim at all. But “h’s extra quantity mho has
do only if no one else ‘éas any that, actually, btc flnfait to the Wf’;’"t:m it is
should have a clalm}; l:}l:mt. This woul has any claim at all, n who is
person who already 32 apart from this pem:f‘:u at least to the perso
;l:::f lga:t. Bu;:lfe Tl’s:nBut it is surely also u
air to no .

second from the bottom. 63
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on medical resources. I shall not take sides on this but n}entlgn:;)l:;:
possible views. One is that everybody has an equal clalmA atlh ness
would then require the resources to be equally dlstrlbutetgi.T hl‘mmeans
that claims on medical resources are determined by nged. 18 cons
that, by and large, older people will have stronger claims th}fn y?(l)l egta
because they need the resources more. So fairness requires them tog
larger share.

%’et another view is that a person’s claim depends on the am(}llllﬂti 3:
good she can derive from the resources. By and large, tht{S gllitagian
younger people a stronger claim than older. T_h.ls 1isasort of u -
view. Utilitarians disagree about claims. All gtnlltarlgqs believe w e
a duty to maximize good, but only some believe this is a dut)l' Ozlen "
the people whose gooditis.”®Ifitisa duty owed to these_ peop e’f -
isaclaim. However, no utilitarian will draw the conclusion that l;) o
according to my account: that fairness requires resources to Z that
tributed in proportion to the good they will do. Ut111tar1an}sr;1 sa%’t cays
good should be maximized, which is something else entire yil i
that claims should simply be weighed against e_ach other in the e
imizing calculation, Weaker claims will be overriden by stronger Oe e
But according to my account, fairness prohibits that and will (30 S? e
if one takes a utilitarian view about the strquth of people’s claims.

ss good from medical resources, perhizi
and will not live long anyway, will have wea

his view. But even they should get their share.
Fairness, though, is not eve

good, fairness s opposed

rent directions, and they need tS(:
balanced against each other, Neither is overriding. It will almo

QALYs belong to the realm
determine everything about th

? Need is one of t sible sources of claims. See David Wiggins,
‘Claims of Need', in Ted Honderich (ed.

), Morality and Objectivity (Loondon:
Routledge and Kegan Paul, 1985). Michael Lockwood argues from the sup-
position that claims are Proportional to need in hig contribution to this volume.
kw 20d’s argument has alot in common with mine, but I disagree with his
"Reriion that weaker claims may justly be overridden by stronger ones.
_t“’ ere 18 brief discussion of these two sorts of utilitarian in my paper, op-
cit.

of maximizing. They cannot be us?it‘;
e distribution of resources, But neithe
he most plau
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| o account of
they be condemned as worthless because they take n
can
fairness.

Vv

easure
The QALYs produced by a treatment, then, are furzjziiedfltgwmwel Lo
how beneficial the treatment is, how much gogg:beyatakin.g a small part
they do that? I shall start to answer this ques lar person are supposed
of i¥ The QALYs a treatment brings a Pa"t‘g 2 vr:/ell do they do that?
. ure the good the treatment does her. How n’s good are two
e ge?is lying the use of QALYs to measure a persl0 f the good that
assurr:l etrioyns.gThe first is that her good is th; -totzato the goodness of
comesgo per at all times in her liffi‘ lr)rhe'ts e?;):alilts}" as reflected in the
i time is determined but its ) something
‘}zlel:alllift; Z:i;?;:t}rlnéti factor’ embedded in a QALY. I shall say
i . ) ’s good can be
ab%ul:etr};e::elrrxlutlz;nrivals to the assumption that a p‘f’rts}(l):t Swghen good is
found by adding across time. First, there ls't};f Vledo it just by adding.
aggre at}:ed across time it is not necessarily right to hich good is evenly
Fggr °g tance, it might be good to have a life mdw B he total of
$ orre“cllsaiross, time, so it is worth accepting a re dulcife is one that ends
lt))ocil for the sake of evenness. Or perhaps a gO(;, t cannot be assigned
%vell Another rival view is that there are goods t's?t:he good of making a
toan articular time at all. For instance, there i{ serious objections to
succe);sp of your life. These rival views are, [ t.hm ,rOSS time. I have not
the idea th};t a person’s good is given by adding ac .
yet formed an opinion about them. is 1 is that there 1s no question
A very important implication of this 1dea.1fs nd quality of life. If a
of incorn};merll)surability between Ie_ngth. of 1111 et 2tlhe ;)od done her is no
erson’s life is extended, this idea implies t 12 during the extended
&or: nosr less than the extra good she en]g'yfsferent sort of good from
. ing a life isnota di ight to me,
il}f:té?:&srl;ll::tg:r(;de%(fxzn;\;?iig a life. This seems exactly rig |
but again I am not going to.arg}‘llet f:)hreltglngr;ess of a life at alg?fs l:
tion is tha o t by qua
de;l;?;if:é) rll)(; ?tsss l‘lcr;:f;lity’. What in l}:"aftilc;: z:(;?znsligit pain. Eacl;
: confined toa wheele 1th has a factor o
Stati?f healtl} Suc.accll1 :rsn :djustment factor. Perfe(itf h::y some state hasa
g:: 'lo)tyl::rassts;i‘:]s of health have smaller factOls- h:;lf as’gOOd as being 1n
factt’)r of a half, that means it is sUP}I:‘is:g lti(:/e iwo years in this;tagt;o ‘;’
is in turn means tha ive one year 1
Egggol;:?iltt%b’gtl;aglyuas good for a person as to liv
health,
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The first comment to make about this is that there are 0t3v119;1s!y :::t:
of things besides her health that affect how good a person’s life I;sut :
time. There is her wealth, for instance. When we are talking a 0that
single patient, the way to deal with this point is simply to suppos:bOllt
all the other things are kept constant. Then we need only wotrl'ybe "
health. But actually different people’s QALYs are gom%& I?Y e
together and added up. To do so assumes implicitly that a Q A e
person represents just as much good asa QALY to another.

Plainly false. Some People have much better lives than others in the
same state of health.

Good is better promoted
good ones. It is a weakn,
ignore many aspects of
important weakness, bec
QALYs are used, in the
the goodness of lives will

any diseases are fairly
country, or races. This
tions between diseases

A natural response t

by extending good lives rather t}lllant::?:s
ess in QALYs as a measure of good t att'callz
good. Possibly, it may not be a prlac lhere
ause it may be that on the large scale wes .
general allocation of resources, dlfferencbt h
cancel each other out. But actually 1 dOllf e
specific to economic classes, or regions o e
means there must be some systematic FO{mS

and the goodness of the lives of their victims.

nt of QALYs that they take no account of tth e:;
things. But this is a mistake. The reason it is wrong to give prion );he
the person with 5 better life is that it is unfair to do so. Fairness s notther
business of QALYs, Suppose one person has a better life than ano ili
but this time because she hag better health. QALY Calcl}lanon;'wis
unblushingly count the former person as more worth saving. Thl‘; 2
correct as far ag it 80€s: more good is done by saving a good life t a-t is
bad one. And it i just as correct if the cause is economic privilegeast

if the cause jg good healt i

! ) . at
- fairness pulls in the other direction, but th
18 a separate consideration_

Supgose, though, that the quality ad
determined from the State of health o
determined;? How do we settle whether
as good health? Various methods are ysed iy practice to determin‘f these
factors. The Commonest i Principle is to base them on people’s pre
ome way. So ppe State, say, is counted as half as g?oda:
good health. if people are indiff een living for two years in tha

Justment factor is going to l;e
nly. How can it be pl'OPerZ
Or not some state is half as goo

‘Notes on qalys’, in Michaei Banner and Basil Mitchell
(eds), lan Rﬂm&ey Centre Repor Numbey 2 (Blackwell, forthcoming).
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) that a person’s
i de, and suppose fit of 2
1l these questions aside, i, is the benefit of ;
o " us les:(}:l: total of ger QALYs. Grantecfl thlsv’elrsyone? To put 1t
good is mt tehee total of the QALYs it produc‘esd'OEdeuals? To rely on the
treatt}rxr;r\lnay is good the total of the good of in :):es that it is.
?nt(;l of QAI:YS in distributing resources su}t:ﬁ of people’s good. So
0Ut'litarians believe that good is the to e of the usual objections
onlgst the objections to this claim w1{1 btc):_soglons however. Some of
am al objec ’ laim that
ilitarianism. Not all of the usual - h as the claim th:
to utlhtarlg{::g‘ons to different utilitarian clalrnsasu’lc‘his 5 not now in
tEem'a;]etow;y to act is always to maximize %Oc(l)‘ g'o od’ to good exclud;
e rng have restricte ds o
: too, that I hav Sio e on groun
guesftl'on. Rens]sntlfll): rl’lsual’ objections to utilitarianism on g
Ing Iairness, . tal of
i i e relevant. for a given to
fairness ‘l:,'l“ tr‘lg:] lt)hat may be relevant suggests tgat:etweer% people than
One o t])ectl r to have it more evenly dIStrlbUtT s good. I am puzzled
good it is etS e od is not just the total of people C% refully in another
ss prenly. So go and I have examined it qmti‘vatiOn behind it 1s
o 't};lslgu[%lgiztl(l)ns’hall simply say that the rIn}(:alve already dealt with
;rrtégue;lablyea concern for fairness, and I hope
that, . 30 1S
Another objection is thatdthfe;fling's is a possible examp::;] ;l‘:g that
’ . Thegood o ink of any ex
people’s gooc} a ztl:]lral spegcieS- But I cannot thllrtlll: :-)esou}ll'c es. So I shall
e Fl!(nlet}; 0b:asignificant in distributing hea
are likely to ¢ ome up
: iecti side. : ones that ¢
leavi thli) Pblt‘?gg‘s“‘l “shall be concerned with from outside. They are
;1;1 . 3161 efi)lld of utilitarianism, rather t}}:a: issues arise about chang-
quests hat have worried utilitarians whe important when 1t COme;’
resons t 21l ion of the world. They are alsg medicine. They are,
g the Fhopy ation le’s lives, for instance 'yh the idea of allocating
t(}), 161:1 gthen;lnghpeopost serious problems wit
think, much the m . LYs. One 1s to
health resources on the })?Slcsr:;sglg the numbelf] of t%ili‘:;z'bring new
ays of 1n NP . The other 1
. There are two(;wth}; lives of existing PCQPIC and decisions about the
‘mprove or exten 1d. Many medical deClslonsvd irectly about the latter.
people into the world. s in medicine, are very fertility, antenatal care,
distribution of resource the treatment of infer and so on. And a
There are decisions about contraception ople
i i f pregnant women, he creation of new pe
saving the lxvte; 0 n?e digcal decisions affect the
great many other

t
be sorts of good that are no

Philosophy
HH ”]oumal of
2 John Broome, ‘Utilitarianism and Expected Utility

84 (1987). 67
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less directly. Whenever a young person’s life is saved there is a good
chance she will later have children who would otherwise never have
existed. The practitioners of QALY calculations need to take a view on
whether or not they should count the QALYs of new people. In
practice, I believe they have never counted them. I shall call this the
‘'standard practice’: in assessing the benefit of an act do not count the
QALYs of people who come into existence as a result of it. Is the
standard practice right or wrong?

Some utilitarians would think it is wrong. ‘Classical’ utilitarians”
believe that good is simply the total of people’s good, irrespective of
whom it belongs to. So they count the good of new people equally with
the good of existing people. But classical utilitarianism has problems of
its own. For one thing it has many implausible consequences. Derek
Parf:t’s; ‘repugnant conclusion’ is one.'* Another is that it makes it hard
to be in favour both of prolonging the lives of existing people and
reducing the number of people who are born. Making babies is doubt-
less a ;heaper way of generating QALYs than saving lives.

~Besides, other utilitarians would give their support to this aspect of
QALY cglculations. Jan Narveson?s argues that the benefit of an act i
the good it brings to existing people (and people who will exist anyway,
whether or not the act is done), but does not include the good of people
who come into existence as a result of the act. His argument can be put
like this. The benefits of an act consist of the benefits it brings to
people. But bringing a person into existence does not benefit her,
however good her life may be. To benefit a person you have to make her
better off than she would otherwise have been, and it cannot be trueof 2

p;rson who would otherwise not have existed at all that she is better off
than she would otherwige have been.

vl
So it would be wr T
\ ong to dismiss th - - av. But
now think about the standard practice straightaway

the question of dividing resources
re they will save the lives of newborn
re they will save the lives of adults.
articular choice between saving a baby
And suppose that if the baby dies her

¥

X there is a
and saving 5 twenty- b

year-old.

¥ Such as Henpv Qidews .
1907), enry Sidgwick, The Methods of Ethics (London: Macmillan,
* Derek

Parfie,
v, 1, Reasons and Persons (Oxford University Press, 1984), Part
B Utikitarian:
tilitarianism angd New Generations’, Mind 76 (1967), 62-72.
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parents will soon have another baby instead. According ;‘2 Ehzz;e‘;]i;hty
describing, it is better to save the baby. T_hat will give Thé oo’d  the
QALYs. Saving the twenty-year-old will give her sixty. ] ul'ftion at all.
baby’s possible replacement does not come into this CIa c akes a great
I think this conclusion is intuitively unattractive. 1t Ilncement the
deal out of the difference between the baby and the re%a momer’lt of
fact that one exists and the other does not. SUPP(’;e ft rz the baby is
decision in the example is pushed back in time, to belo before she is
born, or before she becomes implanted in the womb, or nce the baby
conceived. It will have to be settled where along this seql}l)e comes into
exists and where she does not. The moment whe? o Afterit, all
existence makes all the difference to the QALY calcu atlo‘:{t' beforé .
the QALYs in the whole of her life get takep into aclcovl:l u,e  ceems
none. Since the beginning of a person seems inherently m%nt ’ when it
implausible that such a lot should turn on the mo
happens, !¢ .
";‘;;fis is a difficulty with the stanfiafd P"acncﬁ.' k is the source of the
overcome. I shall start by pinpointing what I think s ht on the fact of
problem. The standard practice putsa tremen@ouslwezﬁe example, the
a person’s continuing identity through her .hfe. n ven the ones that
baby’s QALY get counted as a benefit of saving her, ¢ he will then still
will come to her when she is in her seventies, becaulse zment however.,
be the same person as the baby now living. Her rep a:r son as'thiﬁ baby.
when she gets to her seventies, will not be the .samlc psiblc I think, that
Therefore her QALYs are not counted. It 1s imp a;: a dif,fcrence so far
this fact of transtemporal identity should make suc
in the future. ‘ L identity g
Derek Parfit’s theory of personal me as the o
ing less weight to the ¥act of identity. I, now, 2;:?atrhe z:that what has
person I shall become if I live that long. But Parli 'de%l‘tlity with this old
importance in moral questions is not act‘ua“)’ my ‘ecn us. He includes
person, but the psychological connections b;:xections need not be
particularly connections of memory. Thebc nothing I do now. But
direct. The old person may perhaps remem irdo now, and a few years
in a few years I shall remember some of what I1dida f;w years earlier,
after that I shall remember some of the things of memorics running
and so on. There will be an overlapping chal?, t as a connection. He
from me now to the old person. Parfit counts t1,:::,i<!o:s memory. There
also includes other psychological connecm;nia" carry out some of the
are intentions, for instance. In a few years 18

But I think it can be

17 offers grounds for attach-

. s Economic
S blished paper “The eonotd
' Helge Kuhse and Peter Singer, é:r:‘: ‘S’:ﬁl‘: Problems’ make this point

Assessment of Neo-natal Intensive
7 Op. cit. Part I11. o
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intentions I have now, and a few years after that I shall carry out some

of the intentions I had a fev years earlier, and so on along a chain to the
old person.

According to Parfit
the case that I am the same as that old person. Consequently‘the moral

A baby is very weakly connected psychologically with the rest Ofn};z
life. So Perhaps we should not attach much importar}ce to the COItlo .
tion. But the standard practice attaches a lot of importance .
Perhaps the standard practice shoyld be modified. ALYsof

How? In the example the standard practice counted all the Q e of
the baby byt none of the QALYs of the replacement, on groun o
transtemporal identity. Now we see that such a large dlffer.enceare
treatment may not be justified when the psychological co’nnectlosr;S e
weak. So we should ejther start counting the replacement’s QAL bs’ o
count the baby’s less. T start counting the replacement’s would be

N . ¢
abandon the basic Principle of the standard practice. So let us pursu
the alternat

ive of counting the baby’s less. This suggests dzscoun{i’:él'

the future QAL Y, because of the weakening of the psychologl;c,s
connections that ‘arry moral significance, It implies that the bal ys
LYs should be very drastically discounted, because the connection

are so weak. ]
I think thijs gives an intuitively attractive solution to the problem
about the baby. It says it woul

) e
d almost certainly be better to save t.h
twenty-year.giq than the

etermination of the m
We go back earljer in th,
the rest of her life wil] 18

e dlscountmg I am Suggesting works in a complicated way.
Suppose we are facing 5 decision between two alternative acts. Take
first the People who wil] exics :

Xist if we Pick one of the alternatives but not
he 800d of thege pe i

ults from oy act. Now take the Peop{le
native, If they have the same lifetlmg mn
- But take a person (P) who lives

- During the time when P is alive in
“ It i8 spelled oyt mor

¢ fully in Jop, ] . ife’,
52 (1984), 281-2'3(4,n John Broome, “The Economic Value of Li
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ignificant fact
1 tive but not in the other, the only morallilzesilgl?he one but
that distinon: hes her from somebody (Q) who ¥ all connected with
tht dlSt_lngUIS 1l in the other is that P is psychologica ythe connection,
hotsclf at & 0 ae when she exists in both. The weak%’s QALYsat all,
e o tlfm t 1s the fact. Since we do' not count iness of the
e s Slgn:i'lcan nt P’s QALYs according to the Werson enjoys at
oronould 'ﬁipumeans discounting the QALYs a pe d discounting
tmes when h i live in only one of the alternatives, and the nearest
:;12;13 ;ZEZ?clsineglis the difference between their date an
is alive in both. . opted by
da'tTehvi"shiesnns(ﬁealtszﬁlllfii;ntll:e discounting that 1s Corrﬁg;ngr?iall)ly give
economists in calculations about QALYs. EC;)rr:ue.” The discount is
less weight to QALYs that occur further in tlgAliY comes. Good that
:ﬁnn;sy ll';l;z:d:eci?ég:i(eisEiZtI:rS.SIVdo not think this can be justified. |
is too complicated a subject to take up hefe'o ts of discounting, think
To see the difference betweenhtl:: ;;)Ve(;usi on clearing lip a-Sbeistt?lsI;
i how muc it of clearing it u
aAt:I))lfl:tstg;iacll(::?i?)ﬁgotfime to kill peOP,le' .SO the bfeonret:;lty(e)ars will not die
is that some eople who would have died in, Sa{),ALYs starting in forty
for fifty. T Ee a person who gains, then, ten | way will make these
or ifty. ‘T'a o p nting in the conventiona \:1' );ounte d by at least
g/a\fYtle:)znt f:)src 3lelry little, because they W‘glzfn t1)sy at most ten.
forty years. Discounting my way discounts

VIl

ted a
ice, and sugges
. dard practice, jections to
; ection on the stan rious obje
ivhav: trl;dh(t)li)teogz S(ti)éd off. But there are more s€

ay it mig '

will exist anyway,
an action the good of existing people and people who

i exis an
but not the good of peOpleh Wl’;ﬁ .g(;fgzé?;?e has been supported by ]
action itself. I mentioned that thi

ifficulties that it
H e difficulties tha
it runs info 50 MRy seve'li‘his case is, I think,
arveson. 0 evexji)llt ru ctain it in the en d. - ihir k,
really seems impossible to su:

: I1 only mention
conclusively made by Derek Parfit.? Here I sha
the difficulties.

tence as a result of the

Bypass
‘Economics of Coronary Artery Byp
(1985), 326-329.

¥ See, for instance, Alan Williams,
Grafting’, British Medical Journal 291
2 Op. cit. Part IV. .
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The first is that the class of ‘people who come into existence as a
result of the action itself’ is only defined relative to what the alternative
actions are. If the choice is between A and B, the principle says that tl_le
only good that should count in this choice is the good of people who w1}l
exist whichever of A or B is chosen. If the choice is between BandC, it
is only the good of people who will exist whichever of B or C is chosen.
If the choice is between C and A, only the good of people who will exist
whichever of C or A is chosen. These may be different groups qf people
each time. Consequently an intransitivity may arise. The principle may
conclude that A is better than B, B than C, and C than A. Thisisa
contradiction. . L,
The second difficulty is what Parfit calls ‘the identity objection’.
Many medical decisions affect who comes into existence. In fact, most
do so indirectly, since they affect who meets whom and marries, when
they have children and so on. Some do so more directly. Suppose 2
technique becomes available that prevents genetically defective people
from being conceived, by disabling defective sperms and ova. Already
some selection is possible in in vitro fertilization. This technique would

ensure that different, healthy people come into existence instead of the
unhealthy people who otherwise would have.

What benefit would this technique have? According to the standard

practice it would have none. If the technique is applied, the healthy
people who come into existence would not otherwise have existed at al.l'
So their QALYs do not count as a benefit of the technique. This 1
absurd. To be sure, there may be reasons for doubting that the tech-
nique would be beneficial all things considered. There are serious
worries about the long-term effects of this sort of eugenics. Its risks
might outweigh its benefits. But to suggest it has no benefits at all is
absurd. Besides, [ only picked this example because the effect of the
technique on the identity of the people who come into existence is S0
direct. Even with 3 decision that affects identities more indirectly, the
same difficulty will arige.

Be?“‘“%‘f of these difficulties and others, I believe that the standard
practice in QALY calculations is ultimately indefensible.

What alternative is there? There is the classical utilitarian view,
which counts as the benefit of an act a]] the good received by everyone,

whether or not the act brings them into existence. This overcomes the
problems I have Just mention

bi ‘ qd. But classical utilitarianism has serious

gm :ﬁllj ofllts own—I mentioned some earlier—and is not really an

Cceptable alternative, The trouble is lternative 18
available. Thi ; . that no acceptable a

Ve conclusion that comes out of Parfit’s
pulation theory, 2

Good, Fairness and QALYs

IX

i 1 me m

Perhaps an acceptable alternative will emerge.f gl At]ljeY ;ni:alitihink,z
conclusion can only be negative too. The use o by doés toine
valuable attempt to assess good in medical contextsl.l st e
account of fairness. But it should not be blamed f:;l)'rf ; a l’t o O e e
recognized that fairness also matters. .It ha§ some difficu e R e
overcome. But it also has some difflcultlezs2 that canno

and, when pressed, these seem to be fatal.

i i kwood on the
2 1 have had some very useful discussion with Michael Loc
subject of this paper.
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More and Better Justice

JOHN HARRIS

I. The Equality Principle

The principle that people’s lives and fundamental interests are of equal
value and that they must therefore be given equal weight has immense
intellectual appeal and intuitive force. It is often enough tO‘dlSCl‘edlt a
theory or proposal simply to show that it violates this princ‘lple..When
measures are said to be discriminatory or unfair it is this principle
which is in play. Recent philosophers of widely differing schools and
outlooks give versions of this principle a central role in their theories.

Ronald Dworkin for example gives it a central and fundameptal place
when he makes it part of our understanding of the point of taking rights
seriously. He suggests that:

Anyone who professes to take rights seriously . . . must acceptat the
minimum one or both of two important ideas. The fl‘rst is tl?e vague
but powerful idea of human dignity. This idea, associated with Kant
but defended by philosophers of different schools, supposes tbat
there are ways of treating a man that are inconsistent with recogniz-
ing him as a full member of the human community, and holds that
such treatment is profoundly unjust. _ i )

The second is the more familiar idea of political equality. This
supposes that the weaker members of a political community are
entitled to the same concern and respect of their government as the
more powerful members have secured for themselves . . . '

It makes sense to say that a man has a fundamental- right against
the Government, in the strong sense, like free speech, if that .rlght 1s
necessary to protect his dignity, or his standing as equally entitled to
concern and respect or some other personal value of like conse-
quence. It does not make sense otherwise.'

Interestingly, Dworkin also argues that it is this principle that lies at the
l}eart of John Rawls’ famous account of justice when he goncludes that
Justice as fairness rests on the assumption of a natural right of all men
and women to equality of concern and respect . - NG

19; Ronald Dworkin, Taking Rights Seriously (London: Duckworth, 1977),

?1bid.182.
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From a very different perspective, Robert N ozick, in arguingf a%;ur::t
the legitimacy of using or sacrificing some people for the sake of others,

suggests that ‘a state or government that claims . . . [the c1t1z;ni:1
allegiance . . . therefore scrupulously must be neutral betwee
citizens’,?

Recently, Jonathan Glover has made inter;stipg use of a versmnr(;f
this principle.* He extends it to cover our obllgatloqs to fu’turetger‘lt?hat
tions suggesting that what he calls ‘the equahﬁy principle’ sta efS e
people’s interests should be given equal‘ weight regardless o ded
generation’.’ Having reviewed the theoretical superstructure prO‘;s o
for this basic principle by R. M. Hare and John Rawls, GIOV_erhgg ot
to argue that this principle ‘can be supported by reasons Whlch %mi.
require any such theoretical superstructure’.® He illustrates the ld v
tive appeal of the principle with a parable prov1ided. by R. an q b.
Routley’ which they produce to illustrate the obligations created by
nuclear power, They ask us to consider a bus journey:

The bus carries both
always crowded but
drivers change so that
stages of the journey.
and explosive gasisp
of the route. The con
unlikely to survive

Passengers will prob

passengers and freight on its long journey. Ithls
keep getting on and off, and the
passengers keep g g fferent
quite different people are on board at di ”
Early in the journey, a container of highly tox y
ut aboard, destined for somewhere near the gn_s
tainer is very thin, and the consignor knOWfS ltthle
the journey intact. If it breaks, some o .
ably be killed. Sending the container of gas OS
the bus seems an appalling act. The consignor might make Var1011:e
excuses. It is not certain the gas will escape. If it does, perhaps t
bus will have crashed and killed everyone first. . . . He further trlffﬁ
to justify his act by pleading economic necessity: his business wi
crash unless he sends the container on the bus.?
Glover endorses the Routley’s claim that none of this addsup toa good
defence of the Consignor’s actions and goes on to consider and reject one
further point that might be made. “Tha is that the harm done does not
matter at all, simply hecayge it happens to people who are not on the bus
at the time the container is put aboard’.® He points out, surely rightly,
i ﬁ)":;i:;:‘(’}zli‘?kw‘lnv%c’ly State and Utopig (Oxford : Blackwell, 1374)’1'::13:
over worth:
Penguin, 1984), 40.4p, "/ Peoble Should There Be? (Harmonds
5 Ibid. 140.
¢ Ibid. 142,

"R.and v, Routley paraph _ - Nyclear
; Phrased by Glover, jhiq. 142, from their ‘Nuc
E 3 s 3 ’
n:rlgbyidA‘nd Obligationg to the Future’, Inquiry (1978).
? Ibid.
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justified in killing future Peopl? thap present
tf::)t I‘Z'e aerllr; hrzaomring(;lrtevgell have added that the consignor’s aCt::ir;;V?;ll(;
got%e ,thought significantly more acceptable if Iheé)llasv :raconcludes
kindergarten children or for that fmatter ?ld i al claims are not
his discussion of this point by noting that ‘people’s ntl)or here they live.
reduced by when they live, any ;nofoe than they are by w
is the equality principle.’ o . en

Angagl%lover’s i(}n:eregt I:1ot been primarily o moral lcti;r?rrslsb:::viot
generations, he might have added that people’s gloila w rich or poor,
reduced by who they are, or how old they are or ly overs young and
powerful or weak they are. The equality principle C;)'n that people’s
old, present and future people and may be taken as Stla : lg ht regardless
lives and fundamental interests should be given equal we gn d regardless
of race, creed, colour, gender and age, economic status a
of their generation. widel

The cquality principl is not cnly, s 1 have T orlity and
accepted, it is also widely believed to be both part Osocieties. This of
part of the political philosophy of most qutern s about how this
course does not mean that there are not huge dlfffeﬁencse is an argument
principle is to be interpreted. In part, \yhat o o:Vto suggest, suffi-
about just this. However, the principle is, I wgn spectable, to shift
ciently widely held, and sufficiently respected an fre dpbreaches of it or
the onus of justification on to those who wish to defen
departures from it. . inciple is mistaken

E)t has recently been suggested that the equalfty prmlcclgﬁrllz might be
or misunderstood and that in particular people’s mora; life and by how
reduced by how old they are and by their quah:ly Ouality or quantity
much keeping them alive costs the rest of us: by the qt to live, or by the
either of the life they have lived or the hife they exp et(;ﬁs suggestion that
Quantity of money it will cost for them to liveit. It is
I'wish to examine in what follows.

II. QALY

1 invented to
The Quality Adjusted Life Year or .QALYI haz t;f?: supposedly a
Perform a number of very useful tasks in health Cfé-lr- 'nC in health care,
Criterion of beneficial health care, a measure of ef 1011? o Zan perform all
and a method of settling priorities in health,car?l'l indeed be one of the
these functiong without harmful side effec_ts it W}i 1;vater closet.
MOst significant advances in health care since the

:0 Ibid. 144,
1

. asurement of
corge Teeling Smith, Office of Health Economics, The Me
Healsp, (London, 1985).
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At the risk of repeating what is said elsewhere in this volume, let me
just make clear precisely what the QALY i, according to its inventor.

The essence of a QALY is that it takes a year of he_althy life expec-
tancy to be worth 1, but regards a year of unhealthy life expectancy as;
worth less than 1. Its precise value is lower the worse the qual,lty(_)
life of the unhealthy person (which is what the ‘quality adjusted’ bitis
all about). If being dead is worth zero, it is, in principle, [’)os_s1ble flt))r
a QALY to be negative, i.e. for the quality of someone’s life to be
judged worse than being dead. o

The general idea is that a beneficial health care activity is one tllla}:
generates a positive amount of QALYs, and that an effquent heatA
care activity is one where the cost per QALY is as low as it can be. /
high priority health care activity is one where the cost-per-QALY is

low, and a low priority activity is one where cost-per-QALY 1s
high.12

The plausibility of the QALY derives from the idea that ‘given _thg
choice’, a person would prefer a shorter healthier life to a longer perio

of survival in a state of severe discomfort and disability.!* The idea thai
any rational person would endorse this preference provides the mora
and political force behind the QALY. Its acceptability as a measure-
ment of health then depends upon its doing all the theoretical tasks

assigned to it, and on its being what people want, or would want, for
themselves,

I have set oyt in detail

elsewhere' what I believe to be the many
problems with and objecti

I ons to QALYs. My present concern 18 with
Just one set of their side effects. These concern the way in which tth
operate to reduce People’s moral claims to the protection of the equal!ty
pqnc!ple, and the sorts of arguments that might be adduced to ]usnfy
this side effect o to demonstrate that it is apparent rather than real.
QALYs are so versatile that their inventors believe firmly that t_hey
do not have the problems associated with them to which we have just

** Alan Williams, “The v ' ' ' “
(18 July 1985), ‘Centre E’i;hltl’? %f QALYS’, Health and Social Service Journ
:: S::lmg Smith, op. cit. 16,
my ‘QALnying the Value of L jfe’ ; 7 cs 13
» In Journal of Medical Ethics %
No. 3 (Septw_:mber 1987), and QALYty’, in P. {Syme (ed.), Kings
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constitutes all the moral defence that QAL_Ys _need gnd thgt it brm%s'
them under the protection of the equality principle. Now this s cleard_\
false, but some dimensions of its falsehoodyare.easﬂy demonstrate ..
other parts have more initial plausibility. We will start with the easy
bits. . - '

There are two dimensions to the most obvnously dlscnml‘natqr_\’
features of QALY and they have to do with what I will call the ‘ageist
feature of the QALY measurement.

Time is What Counts

The first is that it establishes life units, in this case life-years,'as _the
entities which have value and which are to be maximized. On this view
itis not people who are valuable, it is not people who areto be pf0t§Cted
by the equality principle, but simply units of lifetlme.. Thxs. 1s an
interesting idea, because if it is right then what matters in life is how
many life units the world contains—it doesn’t matter whose they are.
0 this view it is a matter of moral indifference whether thirty people
ive for one year more or that one person lives for thirty years more.
~0reover, so long as people are replaced on a one for one (Qr a bet;er
t 'an one for one) basis, it doesn’t matter whether individuals live or die.
From the life-units perspective the world is as well endowed as it was
efore—or better! _
tis true that advocates of QALYs have not exactly emphasized this
feature of QAL s They prefer to see the idea in terms of giving actual
People more of what they want.
oW this will happen if QALYs are only used as a method of
thoosing between, therapies for given candidates. If I can be treated
either thig Way or that, and that offers me more QALYs, I'd be a fool
10t to take it. The Problem arises however because QALYs are
eSigned more ¢, help officials—from doctors, through health
auth()'rltles right up to governments—than they are to help patients.
nd in thig role they Operate with a distinctly ageist basis.

Ageism

'I;he ageism of QALY g inescapable, for any calculation of the life-years

Enﬂ:lll'ate'd for a particular Patient by a particular therapy must be based

patie:t life €Xpectancy of that patient after treatment. The older the
8w

th hen treated, the fewer the life-years that can be achieved by
e therapy

Iti . .
V%%EES}Q@ QALYs dictate that we prefer not simply those who
chto re life expectancy but rather those who have more life expec-
Y 10 be gajneq from treatment. But wherever treatment helps
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postpone death, and this will be frequeptly (fpr q}lite simpleh t.reastrE:innt;
like a timely antibiotic can be life saving), it will, other thing togain
equal, be the case that younger people have more life expectancy
from treatment than do older people. ‘ _ .

So if QALYs encapsulate a moral imperative which requﬂi;;}t‘?t one
year is of equal value no matter who gets it, then it follows that:

o thirt
(@) Itisamatterof moral indifference that one person gets thirty

. h’
or that six people get five each or that thirty get one eac
and

(b) That it will usually be more QALY efficient to Con:eﬂ;r;::
on areas of medicine which will inevitably generale o
QALYs, neonatal care or paediatrics for exa!élp e.them
equally, to channel resources away from (or deny

T . terminal
altogether to) areas such as geriatric medicine or
care,

and

(¢) That this may sometimes
amounts of qualit
amounts for
this is so.

mean people receiving ‘tl.'ivi:::
y adjusted time at the expense of 51gn1£1‘c:hy
(fewer) others. It’s worth just spelling ou

The Problem of Short Remission iods
Itis always assumed that QALYs will operate to favour longer Pelﬁlm.
of survival for fewer patients over shorter periods for greater
bers—hence )

t’s ageism, This will often be the case and where 1t 15,
QALYs will indeed b

n
n € ageist. Indeed critics of QALYs a'rehtolf(::d
Castigated for defending the equality principle because this mig aly
to old pegple being Preferred to younger ones when they can 0
survive fo

I relatively short periods. But QALYs can also have this
effect. Suppose tha th

t
: € same resources could purchase a treathmsﬂt
which woylg Prolong the liveg of 121,000 people by one mont
could altematively give

f
. ) ten more years of life each to 1,000 people. |
on; unit of lifespay, i of equal v

alue no matter who gets it then tl}lle
Drefor blhfet molt:ths available from, the first alternative are mOi'SO(};
.._aeotemerelzo . ! vin
individuals ten, more years ;000 life months which giving

. . oo in the
of life each would provide. Nothing in t .
m‘;“‘l theory of QALYs nor 1 think in the ecgnomic theory either, 15
able to cope with Possibilities |jke thi

les 18. Whether defenders of QALYSs
such possibilitieg i

i e An I""mduction to Medsical Ethics (London:
are more fully M‘»ﬂiﬁi}, ?ﬁfff These Problems and possible solutions
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Economism

i iority health care activity is one
Money also counts.Q/IieLcSa{uisSe1 3“171;%11;11 };l‘l or griority setivity lSIOI;e“‘:‘:llle;z
e e cost XCII:Y is high, QALYSs require us to be fr_llllga aerate e
odu i t onl gcl;oose the treatment which wi hgenc heapest.
ageliti'f\izv X g;lsstvf;: mus}t’ also choose the treatmen(t:1 \tn;ll:tcw ésChoose "
Klr(:(si n:)t o}tllly the treatment either. QALYsiq]Sﬁ:?nay fead us to ignore
tllness or condition that is cheapest to treat! o oven thoush as
diseases or conditions which are expensive to . e,v on though there
ience is gained the price may well be reduc.ei e vice of
exP(;:tl%::cmucgll to learn in the process and even if, tle ar% - volved and
g:gting each individual be high, relatively few fp:ﬁg ight be to deny
so the total cost is in fact small. The effecttaﬁl——simply oo write thern
people afflicted in a certain way any hope at ty’s concern and respect,
off and thus ignore their moral clfatllrlnset(;)uz;ictl; grinciple. T shall call Fhl‘s
. . N i inciple
isge(zilet?l}:tn igrlt(i};frrilcliltjgfsptf: ?::;23 (t)he protection of the equality princip
for economic reasons, ‘economism’.

Economism and the Equality Principle

- nsistent with the
Atfirst sight it might seem not only sensible bufti? Lsso ;:ssible is obtained
equality principle to ensure that ‘as mUCh,lt; eniere these resources are
from resources devoted to health care = W ly right to identify the
Public resources. However, Dworqu 1s Stl:lr:t}:weaker members of a;
notion of political equality with the idea e concern and respect 0
political community are entitled to the lsam mbers have secured for
their government as the more powerfu meadigms of the weak that
themselves’. Now the poor are of course par ement, if they are to be
workin had in mind, and one cenFral reqm;e that by one means or
shown equal concern and respect, 1s to e}r:s‘;re But this access would
another they have access to adequate healt th th'e y could have access to
be limited indeed if the proviso was added t at suffer from anything that
health care only on condition that they did p(; oduce proper health care
Was expensive to treat. This would be to u(; lrif the care could only be
only for the rich by another route. Jnd?ehé also introduce a new class
Provided by a public health service, it mig th little money but those
of the poor (and hence weak) .dl'\tl.otntshose wi e
i i i es or conditions. ino that the p )
Wmt1 rfl)ilps?ll)s:;iail:r?tfered that the point of eﬂs‘;:::nsgptecially deserving,
access to health care is not because the poor

[ ‘47 h
Grafting’, Bnitis
7 Alan Williams, ‘Economics of Coron:zigy Artery Bypass
edical Journal 291 (3 August 1985), 326.
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rather it is that because their lives matter as much as anyone else’s, the
equality principle demands that they have equal access to lee}:l-prese;‘tvh
ing and life-enhancing health care. To give low priority to those w

conditions that are expensive to treat is to make the value of life turn on
the cost of preserving it.

III. Defending QALYs
(a) Modest Defences

There are modest and immodest defences that might be made to tl::
charge that QALYs violate the equality principle. The modest ones a :
modest indeed but we must deal briefly with them. Tl}ere are tWO;’}lca :
defences and they both have to do with the interpretation of QALYs
ageist and economist. ) d
The first defence is that QAL Ys so far from operating to recommen :
treatment only or primarily of conditions that affect the youngtl(:e
younger members of society, rather they notoriously advocate

treatment of conditions which do in fact affect the old. The example

always cited in this context' is that of QALYs noted preference for hip
replacement operations (whi

ch benefit mainly old people) rathe:r _tha‘;
coronary artery bypass grafting. In a well-known paper Alan Wllham.
discusses the €conomics of coronary artery bypass grafting and cOmt
Pares such operationg adversely with, inter alia, hip replacemen
operations." It is trye that this is what Williams does in that paper. But
he also states in the same place and very firmly that ‘Coronary artery
bypass grafting?is one of many contenders for additional resources -
Ideally, all such contenders should be compared each time a decision on
allocation of resources is made to test which should be cut back and
which should be expanded is i i

replacement Operations would get alook in

would not simply be the QALY inefficient coronary bypass grafts but,
inter alia, the

ultraefficient Gp dvi ; hich generates
1,197 QALY > advice to stop smoking which g

$ per £200,000 Invested as opposed to a mere 266 for hip
replacements. 2!

occasions, though not 80 far a4 And Alfm M.a

¥ Alan Williams, op. cit,
® Ibid. 326.

= Alan Wil < & the Matter, (October 1936,
Maynard say this in 3&“.,.0,. ' ,329' Again 1 have hearq Williams and
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ight
right method of resource allocation or they are n(}tf. }Ilf tl;i}; x)et gght
then they should clearly operate across the board. they
we should be protected from them even at the margin.

(b) Immodest Defences

The immodest defence of QALYs mustf attempt to show that its moral

sts are outweighed by its moral benefits. . .
co1t‘sh: moral force behind QALYs is threefold. There is tbg;ede,;gﬁﬁ‘g
scarce resources should purchase as much beneflt as1s pofs'il (he'nce the
is the idea that what is purchased be perceived as a belljs[ 1'S moartial
quality adjustment) and there is Fhe idea that the QA t ilt p
valuing an adjusted year equally irrespective of who gets it. force but

he first two moral claims made for QALYs have son:ie }?ere and

they do not operate againszt3 the objections standardly made
clsewhere against QALYs. i

I'have nogobject%ns to the idea that benefits should bf P‘;rceXii i?
such and that quality of survival is as important as survival ra ess.ible As
course scarce resources should purchase as mugh bgn_eﬁt as pos then'l ‘o

2ve suggested at length elsewhere,? where individuals use benign
decide which of rival therapies are best for them, QALYs ared'n o
and usefy]. However, the crucial issue turns on an understandi gS "
What it is to obtain maximum benefit from resources. The rezourczire
must be remembered are public resources and we expect an ;eq the
that these resources be used to purchase maxxmum_benef_lt hor re
Public—that s for society as a whole. This will be achieved if th eyta i
used in ways that do not violate the equality.Pr"?C‘ple_mhs orh,OIC
Everyone is treated impartially in their distribution. So the :vthe
burden of the defence of QALYs comes down to whether or not \ bz
Operate impartially, Unless of course it is argued that we ought not to o
mpartial in the distribution of health care resources. However, sin

fone of the defenders of QALYs have suggested this I shall ignore it at
thig time,

V. Impartiality

There i5 5

Powerful primq facie case against QALYs. We have shown
OW they i

. e - or
Devitably operate to discriminate against those who are old

Ny ,See the papers in note 14 abov

; ¢ Sanctity of
. ¢ and John Grimley Evans, ‘The A )
lee » 1n John Elforg (ed.), Medical Ethics and Elderly People (Edinburgh:
}zl:!mhxll Livingstone, 1987).
€ Note 14 above.
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have less life-expectancy than others and against those wl:io are (:))iﬁfsr:-
I sive to treat. That is, they are what [ havg called ageist and econ an(i
* They also incidentally can operate against some racralb;grpli)psa .
against accident victims in ways that raise questions of c!ou 6}31 je ph o
I have shown how this works elsewhere and the points thoug .
insignificant are peripheral to the argument so I will not press
again here % _ .
gWilliams clearly believes that QALYs are impartial on.thé fa(ffe Olfl;
and that his claim that with QALYs ‘one year of healthy life l:l Y ee?rer
value no matter who gets it’ is some sort of guarantee of this. Owersor;
if it doesn’t matter who gets it then it doesn’t matter that on'f;fp i
collars the lot. From the QALY perspective it is a matter of indi herboth
whether one person gets forty years or forty people get one (l?aC lire .
scenarios satisfy the requirement that one year is of equa Va'm ar-
matter who gets it. However, QALYs may have better claims t(;)ll’d[l)ike
tiality than Williams and others have given them credit for and | i
to consider two defences that might be made of QALY impartiality.

QALYs and Impartiality

It might be claimed sim

ply that QALYs are impartial on the face of it.
hey are blind to race, ¢

reed, colour, gender, nationarity and so orlll, 323
espite their ageist consequences they do not mention age at a abe
may, in some circumstances, actually benefit even the old. It mayme
that some major ethical theory impartially couched (perhaps Sloim
versions of utilitarianism) would support them and if so then trle c ihe
that they are discriminatory looks weak or weaker.? Cert_alr}ly

designers of QALYs do not believe or wish them to be discriminatory
and have indeeq designed them impartially. However, even measure:
Cimgned to operate impartially on the face of it and supported by majo

hic Partially couched, may in fact operate in a dis-
criminatory faghijgp_

ake as a paralle], college admissjons systems or job or professional
admissions Systems which

S ifications -r s 2US€ perhaps they admit only those_vf”th
the highest qualifications anqg thus give equal weight to equal qualifica-
vons regardless of Who gets the qQualifications, regardless of race,

. h
» however, now notorious that suc

3 Ibid.
% | owe this suggestion

the issues in this paper, toPeter Singer whe has helped me to clarify many of
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) : tances; and that
against some racial groups and women in some flfﬁf)l:elswho design and
tl%ey do so despite the best will on thethpez;? i(;npartial systems simply
. i ns

minister them. When this happe . tage and so oper-
:gfve to perpetuate impacted advantage and dlsa?v?;:lugs it apparegtly
atein a way which violates and undermrrres the very
enshrines and which are its major legltlmatlont.he svstem i considered

Such effects may well not be apparent when it w?ll operate in fact, |
in the abstract. We need to see or |magine how 1to discriminate against
have argued that QALY will inevitably operate thers, and thoee oy
the old, those with less life expectancy t}'lar'ls (r)ight then all the prima |
conditions that are expensive to treat. If this bllind uS 0 their Facto
facie impartiality in the world should not
discriminatory consequences. . Evans (Pro

This is not }(;f courge my view. alone. ]ofhnd()}llrll:;lsv};itten: (Professor
of Geriatric Medicine, University of Oxfor

_— mporar iti
Modern egalitarianism, in wh.ic.h we ]ustrfyuZEnff d(I))es nc})’t l?lzrcté;l:
civilization, recognizes all individuals asfe?nale or black, biologjcal
that some are less equal because t}.le.y are e [has] . . . no Personal
characteristics over Whiﬁh t:))'e iggil(‘:lflclﬁilra;:tleristic meriting similar
control, and age is another bio ife-vears a

satus. 1f pressed, proponents of the lost "tha heir poraeh ©
riorities in medicine are forced to Confefsiques of working 5 eythg
assumption relates to the economic yvort%l Y ork to the Stateg 'i‘his
value in other words of an in§i1v1d1ral stl‘:i,s much misuseq t.errn o
approach is fundamentally Fascist, using dividual to the Purpose of
its essential sense of subordination of the in

the State , , 2

- Jemi and Soc;j
Similarly, Alwyn Smith (Professor of Epidemiology C1al Onco.
98y, University of Manchester) notes:

In. . ¢ [of QALYs] the value for mo:rzy gss;:arded with
.. .terms . . . . c ;
geriatric medicine—and :specially with the ying—
Wwould inevitably be low.? ver impapy:
The conclusion is, I think, inescapable that };f);eit is desgg;;;lu-y t}re
theory of () ALYs 1;33 been expressed, and how » 1t will
iscriminatory in fact.

QALYs ang Equality

ite its discriminatory tendey, .
It might pe suggested that, despite its discrim es

or tendentious inte,. my
T€jection of QAL Ys depends on a mistaken

Tpreta-

Z]Ohn Grimley Evans, op. cit. lished MS,,

b M,
Alwyn Smith, Qualms About QALYs, unpt Nchegter
University, 1986,
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tion of the equality principle. In terms of health care the equality
principle demands that each person be given an equal chance of benefit-
ing from health care, and that I have given insuff%aent attention to what
might sensibly be meant by ‘benefiting’.2 The idea here must be that
people would trade off the chance of a shorter period of remission
(fewer QALYs) in some circumstances for the opportunity of a longeé
period of remission (more QALYs) in another. This they would regar
as obtaining an equal chance of benefiting with the accent on a particu-
lar view of what it is to benefit.

An immediate response might be that here as in so many other areas,
it is one thing to opt for such a trade-off for oneself, quite another to
impose it on others against their will even if those others constitute a
minority. QALYSs, it must be noted, will inevitably operate not at the
point of sale, so to speak, but will be imposed by doctors or more likely
by hospital or health authority administrators or by government.
However, if each person gets an equal chance of benefiting and if man)?'
or even most would regard this as a desirable trade-off, then why not?

To see more clearly why not let’s try to put QALYs in an even better
light and look more closely at this question.

V. Consent

Actual Consent

In an interesting and g
Menzel has discussed th
QALYs rest on the issu

ympathetic consideration of QALYs, Paul
€ point at hand.® He makes the moral case for

€ of consent and states his point thus:
The moral case for QALYs rests heavily on the claim that it is people
themselves who qualit

Y rank their own lives. If this claim is true,
QALYs should elicit no ;

. some people about others’ inferior quality of life.
They will represen Y People’s own judgments about how they
would allocate resources tq lives of different quality.*

Menzel goes on to P

‘ , oint out that
gamble’ chances of death againgt ¢
medical treatment and he theq notes:

T_hqre i8S ... an important con
willingness to gamble and the lon

people are willing to trade-off, or
hances of recovery when they accept

ceéptual connexion between . . -
g-term societal use of QALYs. Ifl

® Here also [ am indebted o p ?
¥ Paul T. Menzel, Cmepyo Q;tf Srager.

Philosophy, Pacific Lutheran Unec. s, UiPublished MS., Department of

3 Ibid. 6. fuversity, Tacoma, WA 98447, USA.
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hed i for
now endorse them as an allocation principle, what dfobthit:ly I:IY((;vl::d oo
me and my life? They expose me to a greater rlsl'( of be 'c%:im Nt in
die if I should ever be . . . [a] parapleglc acmﬁ;:rllt :::r be;victim
return I gain a better chance of being ?aved sh'ouh ‘ QeALY bargain’
with prospectively normal health. Let s call thlsft'ﬁ o e S
If, knowing full well what a particular state of 1lln > dyin,g, say,
wi,lling to take the standard gamble—a ten per celndt r’ltsI 2l licly be
in order to restore myself to good };;:alth—wou n
willing to take the QALY bargain?

i blems

If this is right then Menzel believes that onlfy Leci::};llepze 4 by
remain. They are to ask the right questions o ft fi'fferent states of
QALY researchers to obtain the quality valuesl ot tslit' ‘we see how
health and to ask the right sample. As Menze puirl u.e stions and t0
important it is to ask people explicitly QALY bgrgae o?serious impair-
consult a major percentage of people with experienc d the consent of 2
ments’.® If this is done Menzel is qu.ite happy to re%'arnnaire 25 binding
small sample of the population obtained vm.a.q.u;:s 131 le of others’, he
on society as a whole. ‘With a good enough initia sathg trade-offs they
writes, ‘it’s acceptable to presume our consent to
chose. ' .

This is truly staggering. We wopld effectz\:;l
sacrificing our own lives in some c1rcumsltap N
qQuestionnaire based on a small sample populatio b sacrificed! Menzel
injury, we would be told we had consented to fs carry moral weight
Previously noted that ‘presumed consent arguflfllen_n obtained people’s
only when there is some good reason f?x;snot avi ngoted that this may
actual consent to the bargain question’. Havm% he says blithely, “To
seem to rob QALYs of the moral force of consen! simply ‘it would not
most of us this is not bothersome’ and the r?a}s,(tn;)les affected . . . in the
be possible to approach everyone who mig he meaningfulness of the
detail which would give us any confidence int N
results’,36 . he same reason-

Even politicians have never gone this far! Thto zfg};t:olishing general
ing might make attractive to them the prOSP;c small sampling aloqg
elections in favour of selecting govemmeﬂltS 63{ectingagovemm°"t '8
the lines of opinion polls. However, argu ab ysecisioﬂs about QALYYS‘
much less dangerous or consequential tha}r: tever moral force QALYs
S0, having started out by suggesting that wha

y be committed to
on the results of a
And, to add insult to

2 Ibid. 8.
% Ibid. 14,
* Ibid. 13,
* Ibid, 9.
% Ibid. 13.
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have rests on the fact that they are the people’s choice, Menzel has in
fact abandoned the idea of consent altogether. If no government has
ever had the bare-faced cheek to claim a mandate on the basis of a
questionnaire put to a small sample of the population (in the case of
QALYs actually seventy or so subjects!) we can assume that it is not
plausible as an indicator of consent. _ )

But if there is no actual nor implied consent for the introduction of

QALYs, might there be some other model which would indicate that
we must accept them?

Hypothetical Consent

One obvious candidate is that provided by John Rawls in his A Theory of
Justice.” 1f the QALY bargain is a good bargain wouldn't it be chosen
by people in the original position? That is by people met together to
choose the principles which will govern the society into which they "_"‘"
emerge but temporarily ignorant of all personal knowledge which
would be of use to them in advantaging themselves in the arrangements
that are to be made. Wouldn’t such people be willing to trade off a large
chance of a possibly small benefit—most will grow old——agaiqst a sma]l
chance of a large benefit, and so build the QALY bargain into their
contract. And if it would be chosen by such people, doesn’t this
hypothetical consent not only give us the consent we need, but also
show that QALYs are not only just but also impartial. For if they would
be chosen by people ignorant of whether or not they would actually gain
or lose by their choice and ignorant indeed of the identities of any of the
people who would gain or lose, but simply because they were the best
bargain for which they could opt, then such people would choose

impartially. And doesn’t this show that QALYs are not after all
discriminatory?

The first point to notice is th
hypothetical contracts dono
fairness of enforcing their ¢

Suppose you and 1 are Playing poker and we find, in the middle of 2

hand,. that the deck is one card short. You suggest that we throw the

hand in, but I refuse because T'know I am going to win and I want the
money in the pot. Yoy might say that I would certainly have agreed
to_that’ procedure had the Possibility of the deck being short been
raised in advimce. But your Point is not that I am somehow commit-
ted to throwmg‘the hand in by an agreement I never made. Rather
you use the device of 5 hypothetical agreement to make a point that

at, as Dworkin has powerfully shown,

t provide an independent argument for the
erms:

n . - b r
Ptu{?‘;‘;?l;‘)?h' A Theory of Justice (Cambridge, Mass. : Harvard University
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might have been made without that device, which 11? thatntlhes?)or:luet:r)l:
recommended is so obviously fair and sens1b19: that o Y}"our cone
with an immediate contrary interest could dllsagrt(:jet.he o et 1
argument is that your solution is fair and sqns:b F, aﬂb tance to that
would have chosen it myself adds pothmg of su :hin emaine,
argument. If I am able to meet the main argume(;lttr(lobe ! ngswered >
rising out of your claim that I would have agreed,

excused.®

: eople

In Rawlsian scholarship there is much argument abcor‘iltti]cl;s(:f“l,{‘aavtvﬂ h;)ve
in the original position would choose. BUF as hany nce behind which
pointed out, the mere presence 'o.f a veil of 1gnorrillsure that the deci-
people are required to make decisions, does not ens I. People in the
sions that are made will be just or mdeed_‘mparcti‘:t' gambling on
original position might choose a slave-owning ;0 mezé fact that they
emerging as a master rather than as a slave. But the uld be, does not
did not know at the time of deciding which they v!v](())t the victims of
make slavery just nor guarantee that slaves ﬁre mber of wretched
discrimination. If we suppose that say a sma tgg lap of luxury, then
slaves would support a large community living IE bargain—this might
it might well be in anyone’s interests to take the n%ract. Indeed the
give them their best chance of benefiting from t ; c(?ri ginal position are
two principles that Rawls believes emerge frolr)n t gse they emerge from
Plausible as the two principles of justice, not hecsaargued, because they
the original position but agai'xll),1 as Dworkin ha N
will strike us as fair and sensible. ight plausibly

So, the mere fact (if it is a fact) that QALYs WOl;Ldn(t);emtEeirpclaim to
be chosen in the original position does not gl:t‘ or fair. The veil of
impartiality, nor does it establish them as ju .ves the contractors of
ignorance essential to the original position dep;‘ ements they choose
the ability to advantage themselves in any arr argrangements that will
and thus gives them a strong motive to choose out to occupy in the
benefit them most whatever position they tu l'gne explanation of the
Society into which they will emerge. This 1SRaW]S believes would be
choice of the two very abstract principles that under conditions of
chosen. However, the proviso of choosmgents chosen will operate
ignorance cannot guarantee that the arrangem lausibility
impart; . e plausibi

F:(;::(l‘ll }bworkin argues, I believe conclUSl:’tf;Z’;tt;:;st\:]pP%“s adeep
of Rawls’ theory of justice arises from the fact highly abstract theory of
moral theory which Dworkin identifies as a that explains the choice
equality. ® [t is, so Dworkin argues, this theory

* Ronald Dworkin, op. cit., 151.
® Ibid.
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of the two principles and which gives them their plausibility. They are
consistent it is true with having been chosen in the original position—
but then so are many others. Their force arises not from this but from
the fac‘t that they are expressions of the deep moral theory which
embodies a conception of equality of concern and respect. And this
right to equality of concern and respect is, as Dworkin argues, ‘one
right, therefore, that does not emerge from the contract, but is assumed
as the fundamental right must be, in its design’.®

It is the assumption of this principle in the design of the original
position that makes that position plausible as a device for testing ideas
about justice and which helps to explain why the two principles that
Rawls believes to be generated by this device strike us as plausible if
they do. These two principles it will be remembered are that each
person must have the largest share of political liberty that is compatible
with a like liberty for al] ang that inequalities in things like wealth and
material resources, political power and other substantial advantages are
Justifiable only in so far ag they operate to the absolute advantage of the
worst off members of society.

Now QALYs of course are about as inimical to this second principle
a81t1s possible to be. For so far from operating to the absolute benefit of
the worst off members of society they operate to their absolute detri-

. inciple and to violating the equality principle. So that
;:.:.:;h" RI:Wls. original position nor ideas about hypothetical consent
any plausibility to QALYsnor do they add anything to their claims

to be impartial.

to th: hr::: ‘Im}m reached a conclusion but before leaving these 1ssues
points tha(u;; J:dgmbee ent of the reader I must take up a couple of the
discussion of these isr;u c:‘}f by Michael Lockwood in his stimulating

tion’, l&ckwozlm;:lkupd“e t0 ‘Quality of Life and Resource Alloca-
using age or life cxp::tm“o points 'abO.Ut the fairness or otherwise of
; : Cy as a Justification for preference in the

resources. The first suggests that I am:
* Ibid.
*! See this volume, Pp. 33-55.
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. . . mistaken in thinking that the QALY approach is ageist. Forit l:
not true that QALY maximization involves discriminating agalpsh
older patients as such; what it discriminates against is those wit
relatively low life expectancy [after treatment].

Now of course I am not mistaken in thinking this because I don’t thin ;
it. I made this very clear in my earlier ‘QALYfying the Value of thfi'i’l
and indeed earlier in this paper.* What I did in fact argue above'tls‘:ill
true, namely, that ‘wherever treatment postpones death . . . 1 o
other things being equal, be the case that younger p80plle ,have more
expectancy to gain from treatment than do older people . discriminat-

But Lockwood believes that there is nothing wrong with "tslfr(l)ALYs
ing against the old. Indeed he suggests that what’s wrorl:g wtl) i
isthat they fail ‘to be ageist when they should be rather than b: r%u rgther
when they should not be’.*’ So there are two points that can bea
consideration: They are:

(1) Are QALYs ageist or are they not,
and

(2) Ought they to be ageist and indeed should any ;nethod of resource
allocation deliberately discriminate against the old’

. . ust!
Lockwood believes QALYs are not ageist, that is they do not unjustly
discriminate against the old because:

. i ora
The situation is parallel to that of sele(;txng amOﬂi};}StI‘:]psllcc}? r;;:(:fum.
job that calls for a high degree of physical strength. to women;
stances, men would be likely to be chosen in preference ot
but that would not be sexist, provided that weaker mﬁ?
chosen in preference to demonstrably stronger women.

- do
Lockwood has two thoughts here. The first is that be;?:cﬁﬂ%::;:f; "
not discriminate against the old as such they are not O hat measures
have dealt with this point above (pp. 84 and 85) argu egd their design.
can be de facto discriminatory however we!l mtepttonn S alle] with
However, Lockwood’s second thought, which y(eihest» l:)at pa‘:'ticular obs
applicants for a job seems even less happy. The 1€ e:dcquatc ly qualified
require particular qualifications and that those 1n: o ot all. All that is
may be rejected need not raise questions of ]usnct fisregarded out of
required is that an individual’s qualifications are n: O lifieation be not
Prejudice and that the question of what countslfdc‘lcmn people who
arbitrarily or prejudicially decided so as to exc
s in this paper, PP-
€ Harris, ‘QALYfying the Value of Life', p. 119, and in P
) Supra.
* Lockwood, supra p. 54.

 Supra p. 53. 9
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might .
ca fdidgf;el::eﬁl‘t:sfdo an ad‘equate‘]ob. (Does police work require that
benefit from . 1. oot ten inches m.helght !—Do particular societies
from teortir pe eslf:nqe of black police officers more than they benefit
examinations?“% I;{C ﬁlswely fr_om those with the highest grades in
wood’s examele lt ese criteria are met I'm far from sure that Lock-
ment but pleis clearly free from the possibility of sexism in employ-
But wewe need not pursue that point now.
talking’ abozzze?:ét'talkmg ab(‘)ut‘selecting applicants for jobs, we are
equality principle ; 1flnghO will live and who will die. The point of the
qualify for thei : hst"t] arge part to remind us that people do not have to
stitute attacks o gon t:(})1 society's protection against measures that con-
provide appro rli)at eir very life. The idea that one might have to
o exist Cannotpbe seer?l{ell)lllflcatlons befor‘e being permitted to continue
job. People are treaty il y compgred with the idea of qualifying for a
appropriate qualificati equally with respect to competition for a job if
treated equall lons are given equal weight. But people are not
Y as persons if some are thought more worthy of survival

The Faiy Innings Argument

LOCkWOOd’s fu .

be built into a:;h:;sialm 1s that discrimination against the old ought to

from being unjust jt irsn of ;esource.allocation precisely because so far

“0ckwood’s reasonsg for per ectly fair to discriminate against the old.

as Harris is not by wh;C_ceptmg this are, he says, that he is impressed

argument™. % The apy; is commonly referred to as “the fair innings
. Culation of this argument and the problems

that [ am not im
; pressed .
this argument, | believe sy .1 gument. I outlined the structure of
m‘:f: ‘:;‘gllmem' Some tﬁf :;g:,e%cxly’ and indeed called it ‘the fair
y at it CO: M . nd I .
about the justice o?ta"‘g a strong made clear then, and still

problems which are not inconsid
e

by th

rable. lives. However it does haveits
€. L am happy with Lockwood’s

ood, S]‘pm
4 See P. 50.
™Y The Value of Lie, 91¢;
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eXpressi e
hard chojces bt b cosion of what we intuitively feel -
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formulation of the essence of this argument which is:

... an older person seeking dialysis, for example, has already by
definition lived for longer than a younger person. To treat the older
person, letting the younger person die, would thus be inherently
inequitable in terms of years of life lived: the younger person would
get no more years than the relatively few he had already had, whereas
th_e older person, who has already had more than the younger person,
will get several years more.*

I'accept that thus formulated the fair innings argument outlines a
principle of selection which has some claim to be called a fair principle.
I ‘flso, agree with Lockwood that QALYs are not an expression of this
principle. I am not, however, ultimately attracted to such a principle
and | believe, for the same reasons, that while it has some claims to
fairness it has also features which involve profound injustice and that
these are stronger.

Again, I can only rehearse them briefly here.* The first point to
make is that the ‘fair innings argument’ requires that we always give
preference to younger people in the allocation of life saving or death
Postponing resources. Wherever there is an emergency we should save
youngest first’. If one imagines a lecture hall filled with undergradu-
ates, it is not unequivocally clear that those in their first year shoqld be
saved at the expense of those in the third if the hall catches fire. It1s not
ObvxouS that third year students ought to accept such an arrangement as
fair or that they should regard it as morally binding upon themselves.
Many would think it invidious to select on any but a random basis In
such circumstances. The fair innings argument as presented by Lock-
wood involves locating the injustice of premature death ex.clusnvely (or
& any rate principally) in the amount of potential life-time that the
individual thereby loses relative to others. But there is an important
sense in which all those who face premature death face the same loss—
the same tragedy. Each stands to lose everything—life itself. It is unjust
automatically to visit this loss, this tragedy, upon those who happen to

€2 few years or a few minutes older than rivals. [ do

1'I‘o bring out this point with any adequacy I would lpfeeda,l ::ble 0
csewhere, to defend a view of just what it is thattr:lf::iol beevthat value

lieve th . tis tha
e e s Cons }c;uently if you and I are of
it is unfair to prefer your

ths younger.

tl}?ft those alive place upon their lives. Conse
} €rent ages but we both want to live, then
'€ to mine simply because you are three mon

: Lock}vood, supra, p. 50.

. ngrls, op. cit. Ch. 5.
Ibid. Ch. 1, 2.
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Lockwood argues rightly that ‘[f]airness must be assessed on the

basis of someone’s life as a whole’.5! But taking your life and mine as a
whole involves the Judgment that when either of us dies premqturel¥
(that is when our existence could be prolonged) we are each deprived o
the same thing, namely the chance to live a whole life and are thus
equally adversely affected irrespective of the fact that you have lived a
few months less of a whole life than have 1. .
The case in which the idea of a whole life becomes more meaningful
is that in which ‘whole life’ js stipulated to be a given term, say thre’e
score years and ten in which an individual is deemed to have or had ha‘}:
the chance of living a whole life. Premature death would then be dea}t}
before the expiry of the term. In this case when choosing between the
lives of those who have lived a full term and those who have not, i;
would be unfair to prefer the lives of those who have already lived a fu !
term. However, this is not the conception of fair innings that is used by
Lockwood nor is it employed in the theory of QALYs, so both its

interest and the problems of using it may be left for discussion
elsewhere. 52

In any event the issue betw
resolved if at g]) by decidin
picture of a principl

een Lockwood and me here must be

mount of life-time they have managed ;0
accumulate—the valye diminishing 7 ratq relative to others accor .
ing to how long their Jife has already lasted. I cannot say more about this
particular isgye here.s3

We both agree | think, that however this issue is

no way to making QALYs more attractive. However,

there is one more issye between us that can be more quickly resolved. It
concerns what I have called ‘economism’

Economism Re-visiteqd

1Y point that giving priority to conditions
:;‘;: unfair 1o thoge who just happen to have
failing to treat as many at. He now however suggests

Peop € A 11
agree in part. By tha | Mean th:tslwt:)f a]? vepad be more unfair still.

Mk we have two equally plausible
** Lockwood, suprg p. 50.

* See my The Val, j fulle
”Sec&i!. e of Life for ot ccount,
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i ite directions.
moral principles at work here and that they t;i):;l:l tl;l :i%oztfsflge -
When this is true some means of td;)(;?% I}}lés
B mereltyt;:;to II) accept 1s that equality requires that

i eepowertol b wiver ual weight and it follows that more count
;“h persoélonfl;lvs(:fr?ngg“::e}izg treatments means that we can treat m(ge

re. we ¢
a(r)lrdnt]l?is accords with our Erinciple.tHol\;:z\;ferl, frlrllg dcsl-,tt;cclzr;]d(i,fi(())n él{,hat
' matically direct us to ¢ nds
;Sr;hca}:et:; );: 1tlzgat and tl}llis can lead to systematic .dlsadvantage ;;) ;rfllg
poor (those who cannot afford the treatment their illness require
that this too is unjust.
hzgc;uaslity requir}es both that we treat as many people as Wel c;g; ;:lxﬁ
that we ensure so far as is possible that certain sorts of people A
systematically ignored. Other things being equal we should a wu 31 '
rescue as many people as we can. But other things are not always eqsive
Forexample, others things being equal it will always be more expen b
to treat people who live further from medical centres than those “iln
live nearby. A QALY style expedient would simply involve ignor tg
the plight of outlying citizens. But a society which makes any clan;lose
treating all its citizens as equals must make some provision for t <
who live in more remote parts of the country. And it muyst do this eve
at some increased cost. If it fails to do so it violates the equality
rinciple.

P Thf same is true of many other areas of social provision. Thﬁ
handicapped may cost more to educate or to house but 3 soci ety whic
used that as a reason for ignoring their special needs would not be onde
which accorded them equality of concern and respect and most woul
not think much of its claim to be a fair society ejther. .

Now maybe our society, any society, ought (som etimes?) to vxolit.e
this principle. Often more will simply count for more. Byt where t hls
leads to systematic disadvantage to particular groups—the poor, the
old, the handicapped and so on and particularly where such groups are
also vulnerable or weak for other reasons i

t will be unjust simply an
3IWays to go to the aid of the more fortunate majority_

V1. Conclusion

I have concentrated in this paper not so myc}, in ShOWing in detail tl’_’e
consequences of accepting QALYs as 2 T€asure gither of efficiency 1!

ealth care or as a method of estal?hshm Tiorities. Rather 1 have
sought to demonstrate that QALYsviolate the “Quality principle on 80Y
Plausible interpretation of that principle and ¢, NOt systain their claim
tobe impartial or acceptable because they are What people either do, or
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would, or might hypothetically, want. The point of the equality princi-
ple is to set moral limits to the legitimate exercise of people’s wants,
when the exercise of those wants may unfairly, adversely affect others.

} have talked at times as if the equality principle was only one
principle. Of course there are a number of principles that lay claim to
being principles of equality. For the purposes of this paper however it
has not been necessary to either distinguish or to adjudicate between

them singe QALYSs violate, as I have argued, any plausible version of
the equality principle.

How Much is Due to Health Care
Providers?

ALBERT WEALE

How much by way of economic reward is due to health care provxders?f

Although this problem usually presents itself asa pr‘actu.:al mattfer 0
policy, it has buried within it a number of philosophical issues, ?Ifhlt
can be regarded as a question in the theory of economic justice. ; e
formal principle of justice is that we should render persons what is due
to them. But on what consideration in the case of health care providers
can we make an assessment of what is due? oo

The answer we give to this question has significant 1mp11cat110}§13 or
the ethical appraisal of the allocation of resources in the health care
system. Some of the most difficult issues of ethical agpralsgl emerge
when we consider the problems of allocati'ng potentially llf}el-savm%
resources between different groups of patients. Many of t ; mt(;f’e
significant current issues in medical ethicS"—th_e role 0-f QAfL ds;heir
meaning of equality and the economic evaluation of hfeh—- ltr}l1 e are
point of reference in the ‘tragic choices’ that are created when S et
insufficient resources to meet apparently legitimate medlc?l nee u.nting’
as Robert Evans? has pointed out, it is simple matter f)haccgviders’
identity that health care expenditures must equal hea]t hp:lth care
incomes. So, in asking how we limit or allocate costly tign of how
resources, we are implicitly offering an answer to the qufvser explicitly
much we should pay providers. I hope by seeking an ans raised when
to that question to throw light on the problems that areées
considering ethically the allocation qf hgalth care rtle)slourS of' llocation

There may be advantages in considering the pro ' e{ﬂ ¢ cost contain-
from the point of view of provider incomes. Proposals 10 to resources
ment in health care often have the effect of llm!tmff’; actciesscz:’bvious inthe
by increasing the burdens upon consumers. Thise ecf various opera-
UK’s National Health Service (NHS) where queues 10; rimary care
tions, for example hip replacements, or non-referral by p

. . ; York: Norton, 1978).
! G. Calabresi and P. Bobbitt, Traﬁﬁegl;’;f; (eI:;:Liling Medical Progress

2 Robert G. Evans, “The Spurious Di . t4No. 1
and Cgste Contro‘l,’?!buanerly Journal of Health Service Managemen
(1986), 25-34.
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physicians, as for example with renal dialysis?, place significant burdens
on particular groups of patients and their relatives. Such effects are also
apparent in health insurance schemes as found in the United States. To
Increase co-payments, co-insurance and deductibles as devices for cut-
ting down on health care demand means that patients have to bear
burdens of increased Pain and suffering as well as increased economic
cost. It is also difficult to believe that the twenty million Americans or
so who have no health insurance cover (see President’s Commuission,
P- 93)*are not also not bearing the consequence of a policy to reduce the
rise in health care costs. Although no responsible approach to the ethics
of health care resources can avoid the possibility that there may be a
duty on citizens to suffer and die cheaply, neither can it avoid asking
whether there is not a duty on providers to care and cure cheaply.
The examples of both Canada and the United Kingdom suggest that
control of providers’ incomes may be a crucial means for controlling
cost escalation. The relatively low proportion of national income that is
devoted to health care in the UK in part reflects low wages and salaries
throgghom much of the hospital care sector. In Canada sole-source
funding, by means of the monopoly of federally funded insurance
Programmes, has not only maintained a limit on the growth of health
care expenditure since jtg introduction, but it has done so by means of
controlling physician incomes, leaving a high level of public satisfaction
with the quantity and quality of care. Clearly, however, such a process
cannot continue ?ndefinitely. To control the growth of physician
f{}ﬁ:‘;::sm:st t};el risk of lowerix_lg th-eir incomes relative to other groups.
be Pmdeﬁtcinor arg_e-scalt? emigration means t}}at governments ha\fe tg
personnel: 5 col;fmmg tbxs risk for feaf of. losing expensively traine
makers se;sitive ti)eg: Y‘lth ceonomuc justice ought to make policy-
Providers are . heetelmnts to which they can reduce incomes. |
involved in i .--crogeneous group. As well as those directly
.- 1€ Provision of health care they include builders, equip-
ment suppliers and 4r . » Lacy mclu s, eqi
and ancillary staff whug companies, in addition to the administrative
' . O support the direct iders. However 1t 18
direct provxders——doctors dent; provide W h
. » Gentists, nurses and other specified healt
S. .
- Challah, A J. Wing, %iflovw{er, B. Morrisand S, Schroeder, ‘N egaFiv;
! Y818 and Trangplantation in the Unite
* President’s Co, edical Journal 28 (1984), 1119-1 122.
tudy of Ethical Problems in Medicine anfi
h, Securing Access to Health Care: Ethi-
ington, DC: Gy " the Accessibility of Health Services
ol?m‘ G Evans, ‘Health - ing Office, 1983).
. and Ae n Canada: Patterns of Funding and
for Health (London; Nuffield Proy;, Maynard (eds), The Private/Public Mix
08 vincial Hospitals Trust, 1982), 369-424.
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personnel—who are the focus for this paper. This is not merely a matter
of convenience when one is having to draw the line somewhere. In all
health care systems wages and salaries are a high proportion of health
expenditures: for example, the English health authorities in 1984;—8%
Spent over seventy per cent of their incomes on .NHS staff salaries.
Moreover, I shall argue that special considerations apply to direct
providers which makes the valuation of their services particularly
difficult. .

I'shall also limit my treatment in one other significant way. A proper
treatment of fair rewards in medicine ought to devel_op prmcnples tha}t
suggest relativities among subgroups of direct pr9v1ders: Thls task 1s
desirable not least because technological changes in medicine create a
new division of labour between different members of those .mvolved m
care. For example, nurses and clerical officers have routine respon-
sibility for the care of renal dialysis patients. Moreover, cha(zfes 1rt1
relativities will feed through to the estimates of QALYs for dif gre?
clinical conditions; if primary care physicians are paid more relztit}&{e (o}
other health personnel, then the cost per QALY of those C(l)1n mtzzi
treated by primary care physicians rises accordingly. So, to}: € (;ZLY
to which we are worried by implicit discrimination in t e1 e
approach, we ought to think about the falrngss of the salary rela 3’ T
that are involved. However, although an obviously lmpo"tanlt1 ma :s ’1 n
must plead shortage of space, and competence, to treat such 1ssu
this paper.

Problems of Method

It is sometimes argued that the appraisal of the salaries fl(:fnl.:;fet;i‘;];
groups of workers is not something that can be brought W“t hlat there are
ofa theory of justice. Brittan (p. 123)’ for example ArBUCS . et basis of
00 many plausible candidates for consideration as ] o]m arability,
allocation to yield a consistent outlook. ‘Desert, scarc'ltz",o o 50 that no
€quality and so on will yield contradictory Rfesc“lp.:ns s possible.
complete and consistent ordering of existing lc al estriction of the
Although he does not argue the point in det’all, Ral;” Z:x;e offect. There
Principles of justice to the ‘basic structure’ has tfe hilosophical theory
are arguments therefore both of practlcal.lty and (}’1 P fairness of income
Suggesting that it is not possible to discuss the Ia

returns to providers.

Rebo 86 (London:

® DHSS, The Health Service in England, Annual Report 198586

HMSO0, 1986). . L
’ Samuel Brittan, “The Economic Contradxctu:n

(ed.), Why is Britain Becoming Harder to Gove

f Democracy’, in A. King
S.I?O(London: BBC, 1976).
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‘The consequence of this approach is to relegate considerations of
fairness from the appraisal of provider incomes. Incomes would then be
decided purely on grounds of economic efficiency by the test of oppor-
tumty cost, that is the willingness of citizens to forgo other desirable
goods and services for the sake of their health, and provider incomes
yvould simply measure the opportunity cost to the economy of employ-
ing people in the health sector rather than in some other line of
bgsmess. On this account any further test of provider incomes is merely
otiose.

One problem with this approach is that it is inconsistent with the
prmcnplgs upon which health care financing is organized in all
economically advanced liberal democracies. Provider incomes will
yield a reasonable measure of opportunity cost under one of two condi-
tions: either markets are functioning perfectly so that consumer
wxllmgness. to pay registers opportunity cost; or public institutions are
amalgaﬂ_latmg individual preferences in such a way as to yield a measure
of perceived costs. Neither of these conditions are satisfied in the case of
hf:alth care provision. For various reasons the health care market is
n§dled with imperfections which create a divergence between per-
cetved and actual cost. Public institutions are beset by the Arrow
problem: thf:re simply is no reasonable way to amalgamate individual
pﬁfc;rence_s Into a social choice. It is simply implausible to believe that
efficiency is attained merely by ignoring anything but the basic stru¢-
ture of economic organization.
m(ﬁ;{:nﬁ:f f}flflmency ‘were attainable, however, there are reasons fOf
minin?izegth ¢ operation of any mechanism that was designed merely tg
Services i fhtotal cost of producing a specified volume of goods 32(
willingness s e ec%nomy. Wnllmgnegs to pay is complementeddtz’
supply more t(?:gzlh e-lBﬁlt some suppliers of labour may be Pfeparium
than they would e;l th care sectors of the economy fora nge_nfrF the
intrinsically v S}‘:PP ly to other sectors because they havea belief 1n o
in the Uni¥ed°}?‘ W(}illle nature of medicine. Thus nursing Fecru:trxit-
ment, low wage l‘}’;ghom has traditionally operated on a hlg?1 re(s:ition
to be of servies § T(g) er turnover principle by trading on the ISPgat are
raised by Such.exa SUIPP(_)se that there are no issues of fairness thethcf
providers of labourn:;z :sbls merely to beg the question as tOti“(V)n they
bring to their work. e exploited by virtue of the motiva -
fairn €re 1s one further reason why we cannot restrict considerations of

T1ess merely to the basic structure b have to consider the
fairness of heaith - 4 cture .ut we have - Within

Provider incomes as an issue in its own right. W1

* Michael O'Higgi : ; th
don: Institiltlggms’ Health Spending—A Way to Sustainable Grot

ton of Health Service Management, 1987).
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the policy-making institutions of the UK provider incomes are thought
to be a matter of fairness. The Review Body of Doctors an‘d Dentists
Remuneration defined its task in a recent report as follqws: to consider
all the factors we believe to be relevant and on that basis to judge what
levels of remuneration are necessary to reward fairly the contrlbunog
that doctors and dentists make to the NHS’ (p. 2).° When confron'cet
by an existing and well-respected institutional practice, the cotfr’::lf
philosophical response is to seek to offer a ratlgnal appraisal }:)t be
principles on which it might operate, not act the hope that by

ignoring it the issues will go away.

A Proposal

der incomes should be

T . M i .
he proposal that I wish to advance is that provi had they entered their

no less than those providers would have received
next most preferre?d occupation instead of going mto‘the healthtsetC}:::I;
The test of what is due to providers is thus one which protec Slies o
3gainst a downward pressure on incomes in sO far a8 th?jt appsure in
medical personnel in particular, but not against a downwar pr}(:i asthe
sofar as that applies to high earners in general. | shall refer to thi
principle of comparability. - is princi
~Two points ner::d to be }r,nade by way of clarifying this pmtl:cliplliz:trirmhz
flrst is that the proper measure of income ought to be expec arison at 2
income and not simply any presumptively relevant clom[;mings are
given point in time or career. For different peopie etters for the
variously distributed across their lifetimes, and what n:;e courseof 2
point of principle is what an annual income sums t0 OVer sumption and
Person’s life discounting for the burden of 'deferred cont r, the costs of
the need to take uncertainty into consideration. MorCO'Ved ’of training,
training, including forgone earnings during the pﬁ;:md'ustments are
ought to be deducted from the sum in question. Slljc anc]e is made for
not minor in effect. US data suggest that when al Ow:io of five to on¢
the cost of training, physician incomes drop from 2 l'ato one (Menzel,
relative to average worker incomes to a ratio o for the United
P- 218).1% T have not seen comparable est}m:t:lie same. It is 1ot
ingdom, but the point of principle stands jus n the upper half of
sufficient to observe that virtually all consultants are they are (ReviewW
the top one per cent of the earnings distributions, ®
. Sixteenth Report,
? Review Bo dy on Doctors’ and Dentists’ Remuneration, ‘
1986 Cmnd. 9788 (London: HMSO, 1986). Choices (NeW Haven, Cont”
' Paul Menzel (1983), Medical Costs, Moral
Yale University Press, 1983). 101
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Body, p. 47);!! it is also necessary to take into account time spent in
training and time spent as junior doctors at the beginning of their career
only halfway up the earnings distribution.

The second point is that the principle of comparability is intended to
act as a statistical norm and not as a counterfactual comparison. To say
that providers should earn no less than they could have earned in their
next most preferred occupation is not to make a statement about whata
particular group of individuals could have earned had they chosen
different occupations. We can, however, make statistical comparisons
between different types of people. We can say for example what the
earnings expectation is of workers with particular qualifications and
career opportunities. It is such statistical comparisons that are relevant
to the principle being advanced. In other words the principle is that
health care providers should not earn less over their lifetime than
persons with similar qualifications from the same generation.

The effect of this second aspect of the proposal is to make the
oppration of the principle less generous than some providers would like.
It_ 1s a common ploy among those who favour high physician incomes to
pick on some particular occupation (airline pilots are a favourite) andto
argue that incomes for physicians should match those of that occupa-
tional group (see material in Daniels, p. 130).'? By averaging over the
expected income streams of a broadly designated reference group, the
present proposal avoids the evident lack of good faith that such argu-
ments rest upon.

The proposal is asymmetric in its implications. It does not say that
provider incomes are just if they are above the level of the hypothetlcal
;eference group. It merely says that it would be unjust to allow them t‘;
V?i}e:)lfekr)wr(l)t\;i é‘\s It stands the principle is agnostic on tlhe E’O;ﬁf“s_
ing eithel? that tlelr miomes ought to be above the reference evev’ices are
entitled to kee ee Y e oend, or that those who finance heqlth Seinatter 0
moral indiffergncirmﬁgs pt that reference level, or that lthls ather hand
the proposal does c\:r o };lappens z_lbovg that level. On £1¢ Ontainment
programme would bery i clea.r 1mpllcatlop t.hat 2 cost Coachieve its
objectives by drivin UsIng unjust means if it sought to

g provider incomes below that level.

Despite its mod . most
-Sp €st scope, the princi clash with the
sophlstlcated alternative P principle does s shou

" Ibid.

12 :
quman Daniels, Yy

, 985)-
B Ibid, Health Care (Cambridge University Press, 1985)
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is usually discussed in terms of physician income (rather 1t'}tlan’r 33:};)
nurses) where the expectation is that apphcatlon of_the eq‘}lla l's}sltfe with
ple would indicate a substantial reduction, I shall discuss thet

respect to that case. b eare
ee aspects of the hea
Cost control programmes bear upon thr p e b e

system: the incomes of providers; the costs borne by pati D ers o
costs borne by the ultimate financers, be they citizen taxp ild be
health insurance customers. Greater cost contammgn; it‘;llothe ot
achieved if physician incomes were rec_luced to aﬁcpr T lace a dis-
equality principle, but the effect of this approac dls of (f’n the other
proportionate share of the burden on physicians an¢ t hy this is S0 is
groups who are involved in the problem. One reaflson :(7) tyrecoverable-
that career opportunities once passed over ar€ 0 ten N oentise that
The skills acquired through training and the on-the-jo agerns trom
comes with experience lock people into certain careefcp  educing
which they cannot effectively escape. To pursue 2 Poﬂl1 e}; o omparable
physician incomes without at the same time .redu.cmg;) b & who, once
incomes would therefore be to exploit the situation (:1 cthgices avziilable
they have embarked upon a career, only have limite f reducing high
to them. Of course if there were a geﬂefal p,OhCy -Oci le. then the
earnings so as to accord with the net eql_l«"{ht}’.npczgesto, fall in line
principle of comparability would allow physician1 lity principle isa
with the secular trend. In this instance the nilt ﬁgl;)aea¥ners would be
special case of the comparability prmc1ple, an lﬁdituf" containment
disproportionately bearing the costs of health expe S
rogrammes. ‘ting the limite
P I% might be argued that the worry aboEtde;{r? laocl::;ger was merely
choices that people had once they had embarke  a situation in which
a problem of transition. Suppose we cpuld e%gmet;e net average whilst
the rewards to physicians were no higher t qull earning more than the
members of other comparable groups were st1 ht prevent our reaching
average. Problems of adequate incentives Mig -glation the incentive
this point, but if we had engineered such acsc;me. (The strength of
problem would, ex hypothesi, have been ﬁvf rwe could move substan-
applications to medical schools suggests tdaecured sufficient recruit-
tially in that direction.) Provided we ha ‘Snment problem and those
ment, we should have solved our cost contal

e extra income
recruited would presumably have consenﬁed tOIf:l;%(e)rtehany reason for
they could have earned in other occupations. hould apply in such 2
saying that the principle of comparability $ .
situation? : that consentt

us ;l:;)lr;im that comparability ought to apply :s t((:: ieafg’y consent will
a wage-level always makes that Wage l‘?zu'l or wage-level, but only
sometimes be sufficient to render just a partt
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provided that the level in
question to be raised in the
have been exceeded. People

question falls within specific limits..T'he
present case is whether or not those limits
enter careers for many motives. How§ver,
one reason that is often prominent in medicine is the altruistic desire to
be of service to others, In so far as this motive does obtain, it woulfi not
be surprising if health planners could successfully attract recruits to
medicine whilst simultaneously lowering relative salaries. However, to
pursue this aim as a conscious element of public policy would be
manipulative and exploitive. If people consent to a wage-level, that

level may stil] be unjust if the only condition under which it can be so
ow is that its acceptance requir

career in question.

he notion of exploitation that is doing the work here can be stated as
follows: it is wrong to obtain a service from other persons at cost to
themselves merely because you are able to take advantage of their
altruistic motivations, The cost that is being borne by providers under a

policy of driving their incomes below the level of comparability is the
loss of what they would h

he above represents an argument for upholding the principle of
comparability, Howey,

arabil er, it may be objected that the principle of com-
parability is vulnerape from another Point of view. Although the
principle of comparabil;¢

‘ Ty requires that economic returns do not drop
low a certain level, it do i

\ Te€quire that they rise above that level.
Yet it may be argued that this ig ; d

be > ;idering claimg
tween two senses of the notion: morg] d instituti rt
(Weale, pp. 158-168)." The distinction b:sert e stitutional dese
upon the type of characterist;

cs that are thought to form the ground or
19;3})\.lbert Weale, Political Theory ana Social Policy (London: Macmillan,
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o alities
basis of the claim of desert. Moral desert is based on P?r?ﬁzgo?;rlage or
e ral moral relevance, for example exceptio | qualities
that have aIgenfz tional desert by contrast is based on Persofna Zxample
igzttlt:r(ie'spzzitflig to some social practice Oﬁ'l(l)ccltllpta:;;zﬁ;’ t;ris ‘s not a
: ified in some skill. Na ”
peng partlcu?‘l}t"r‘:::ilii)gu?fl lf)l::fdy lll)lecs:ause some personal quahkt)‘sts'ai:;
hard and fast disti o noé only of general moral sxgmfxcaqce,ctivmes.
:;?sielu}::ofrisgy;v?de range of specific social and e;zz::;;ci:‘ explains
None the less, the distinction i§ an }mportants(i’g: of the economic or
why some skills that have no mgnlflCanCF Ol::xample the manual dex-
social activity within which they occur, Ori ht merit reward. Lack of
al dexterity connotes no m i form the basis fo
Z:liirrt)t forma baZis for moral merit. quever;tlitor:ar)lfeeds to foster the
institutional desert if the1 institution 1n que + claims
ills. : rt claims.
de‘ll\‘ellt(l)rg;:tei::l;)(ftis:alct?oikl;y itself cannot form ,thizf-lsjzé (iifseen when it
Desert rewards attainment rather than 'rfnt%t;veaffort ,s tands proxy for an
rewards effort it can logically do so only1 161-162).15 So the general
attained and realizable capacity (Weale, pp-t o take up a medical career
moral qualities that might dispose persons't for higher than otherwise
f themselves form a claim of merit for titution of medicine
expocted The specific skills that the 1ns laims of institu-
expgct:: d re(\;:;ris.e may gf course form the basis fl(;r ac caommitment to
?i?:r:lasl (;)e::rt, an§ some of these skllls,hfpf :?:;?npthe patients’ point of
relieve suffering or a willingness to see t ll1ng urpose of granting institu-
view, may have general relevance. But the pthat the institution is there
tional desert claims is to foster the purpose | character, s0
to achieve. o an institutional character, N
ot s of desert i his context hove 40 2 0 i
thzn a r?,mlllber of conclusions follow av?ar chustor B
Scfve as an argument for economl‘cnrceiple for varying econ O;nl:ofession
that desert will funcmfmssaii)rill }l))iit not between the rﬁlef)lr‘(:)i’ig e reasons
within the medical pro i s. That is to say, desert Wf ¢ other medical
and other groups.of T i s above the averageé 01 the Pcrsonal
for raising certain physicians, < e individuals display esert will not
pPersonnel because these p bove those of Comparable

in which desert may
Oudt t’?‘eh‘:;);il:cipal conclusion 18

t, d
ish. By contrast,
qualities that medicine peeds to ﬂeoilrlll'clzlr;es;’

Provide a reason for raising averag )
groups.

15 Ibid. 105
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There is already in place in the UK system of health care planning a
system of merit awards by which consultants thought to be deserving
are granted increases above the basic scale rates of pay. (The value of
these awards should not be underestimated : the highest award virtually
doubles NHS derived pay.) There is much criticism about the manner
in which these awards are made, not only in terms of the secrecy of the
procedure but also in terms of the criteria that are employed. However,
that criticism is not relevant to the theme of this paper. What is relevant
is that if the argument about the basis of desert has force, then merit
awards should not be used to raise the average physician’s income.
Since desert cannot be used as an argument for raising physician’s pay
above the average of comparable workers, the granting of merit awards
ought to affect the dispersion of individual physician salaries around a
given central value rather than increase that value.

Implications

The principle that physicians should not suffer economic loss as a result
of their career choice is complex to put into practice. It requires an
econometric estimate of the rates of the return to persons with a
specified level of skill and qualifications over a given period of time.
The practical device that is currently used by the Review Body is to
compare physicians’ income over time in terms of how well they are
doing in the general earnings distribution. This bears a superficial
resemblance to the comparability principle, and it may be the only
practical solution currently available, but it should not be confused
with the principle being advocated here. In effect the Review Body
adopts the principle that physicians should receive an income compar-
able to wh_at their occupational group has historically received, so that
comparability on their interpretation implies that medical practitioners
should not slip down the earnings distribution. The principle that 1s
advqcated here implies nothing about where groups of workers with
particular skills should be in the earnings distribution. General changes
in the economy, including changes in the provision of higher education
and the developments of technology, may lead to medical practitioners
and those who share their labour market skills either to fall or to rise in
the earnings fh.stribution. That is an empirical question; the principle
of Comparablhtx does not imply that medical practitioners should
occupy any particular place in the earnings distribution, although it
does allow that the Review Body’s practice may be a reasonable short-
term ready-reckoner of where medical practitioners should be in the
absence of more complete evidence.
One consequence of adopting the principle of comparability is that
Cost containment measures aimed at reducing physician earnings can-
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not be pursued in the absence of a more general incomes pohiey for high
earners. In effect this is saying that if the burdens of cost containment
policies are not to fall on patients or taxpavers and nsurance payers.
then those burdens cannot be assumed by the medical pq»f esston alone.
but they must also be borne by high income recipients in the economy
at large. However, the operation of the principle might well have an
opposite effect on the economic returns of other health care workers. 1
those who are low paid within health services are granted the principle
of comparability, then their incomes may well rise. In that case the
issue would arise as to how to share the burdens of comparabihity.

A particular problem emerges when it is a matter of considering how
the‘COStS of maintaining physicians’ incomes should be borne between
patients and taxpayers. The implementation of the Review Bodv's
Proposals has often been arbitrary and unprincipled 1n this respect.
he government has funded only part of the pay award recommended
by the Review Body, arguing that the general economic situation
prevents the funding of an award at the recommended level. The
Review Body’s response to this practice has been to say that it already
seeks to take into account the general economic situation in making its
rccommendations, and that its independence and standing 15
threstened i ity Proposals are overridden in an arbitrary wav. The
::s“squ{flt)t}lge of this procedure is that the health authorities who have
Sals ns: ! ltiy for adn}mlStermg the NHS have no choice but to pay the
Usugl ;Nar » and fmd _the unfunded Increase from other sources,

¥ Irom reductions in the volume of services.

is dizisél:(? 12)1 Itn‘ocess thf: cost of funding anqual pay ingre_ases for docrts)rs
problem hefevyeen patients and taxpayers in an unprincipled way. Ihe
of providin }is nloltthat 1t1s unreasonable to take into account the costs
would be irgrat-ea t | Services to a given volume and qqal!t){ . Clearly, 1t
that collectivellona o fe.gard our health status as of infinite \‘al\xe. S0
things, g thery or individually we should sacrifice all other desirable
alance, The dieffl.s n{) dOl_lbt that cost has to figure somgvhere n Fhe
Pay awards s (h 1CUhty with the existing procedure for implementing
that it i§ not clea?- the trade_'9ff5 involved are never made explicit, so
BOVernment aq o Vl;’ at sacrifices in patient services 1s regarded by the
Care costs, | aok :;‘f Ing 12_1 proper.contqb_utxon to the burden of health
acco“mability I theX_P ic1tness 1n decxsnon-mak_mg threatens political
en the Perfo.rmane lmfphcatxons of unc}erfundmg are not made clear,
Cannot he publicl Ce oI a governmenjc In a representative democracy
Y ascertained. The issue of explicitness, therefore,

Makes clear .
ciples of all the 'Mportance of implementation when considering prin-

ocation,

0€s inci o- ..
Methog by;}l:‘r IEC‘PIC .of comparability have an implication for the
1ch physicians are paid as well as the size of their expected
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average return? Certainly there seems to be no direct link, but there
may be an indirect one stemming from the principles of accountability
implicit in a public system of health care. Different health care systems
use a variety of methods of payment. The three most common systems
are fee for service, capitation and direct salary. The NHS uses ail three
systems in different ways: health authority employees are salaried;
general practitioners receive capitation payments for the number of
patients on their list; and general practitioners are also reimbursed for
specific services they render. Physicians in the private sector operate on
a fee for service basis.

The ability to set incomes is dependent upon the type of payments
system used. Clearly it is easiest to control the total remuneration by
means of salaries. Capitation payments will control returns within
limits, and fee for service will have varying effects depending on how it
is structured. (All systems can have some perverse effects on the
volume and quality of patient care : if you have ever wondered why your
GP only allows you five minute appointments, ponder for a second the
incentives implicit in the capitation system.) The type of payment
system to be preferred will therefore depend upon how stringently one
interprets the principle of comparability.

If one favours comparability as a target to be aimed at, then one
would favour a salary structure: if one favours comparability as a lower
limit below which physicians ought not to go, then one would be more
tolerant of fee for service arrangements.

However, one’s view on this matter is also likely to be influenced by
rpuch more fundamental beliefs about professional autonomy and the
right of occupational groups to bargain over their terms and conditions
of service. In particular, this concerns views about the proper process
by which the burdens of health care costs are allocated to different
groups. If one sees physicians as part of an autonomous profession,
then payment systems which allow them to earn above the com-
parability minimum are appropriate; if one sees physicians are part of a
wider publig sphere of responsibility, then alternative payment systems
are appropriate. None the less, whatever payment system is adopted, it
is clear that cost escalation pressures are leading to greater accoun-
tability about practice.

'It may be argued that theoretical speculation on these matters 18
otiose. The political power of doctors is such that they are able to
nNegotiate payment arrangements that are to their advantage. Marmor'®
has showp 1n a cross-national study, for example, that doctors were able
to negotiate a Payment structute after public intervention that was

6T, R Ma.rmor, Political Analysis and American Medical Care
(Cambridge University Press, 1983).
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essentially the same as that prior to public intervention. When power 1s
so manifest, what is a point of principle? Two answers may be given to
this question. The first, and simpler of the two, is that there is a proper
theoretical interest in description: we ought to be concerned if doctors
can negotiate an arrangement that gives them more.than. they ought
justly to claim, and, in order to be able to identify a situation in wh_lch
this was the outcome, we need to be able to specify what is a just claim.
The second answer is that the rhetoric of justice is part of the currency
of power. When doctors bargain with governments about the structure
of payments, they use the language of rights and duties as a device fgr
establishing the legitimacy of their case. Governments too engage 1n
similar rhetorical ploys. Hence, to analyse the point of principle is to
understand something about the structure of power. '
Philosophical analysis cannot, of course, issue in concrete prescrip-
tion. But there ought to be a point somewhere between lea’vmg Fhe
world exactly as it is and remoulding it entire closer to the heart’s desire.
If the practical problems of cost containment in health care are to be
solved whilst respecting justice in the allocation of resources to
Patients, then some principled basis upon which providers are
tewarded needs to be established. Whether the princip!e gf com-
Parability advanced in this paper could function as such a principle is, I
ope, at least worth discussing.
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Ethics and Efficiency in the Provision
of Health Care

ALAN WILLIAMS

L Introduction

L1 A major purpose in nationalizing the provision of health care in the
UK was to affect its distribution between people, and, in particular, to
minimize the impact of willingness and ability to pay upon that dis-
trbution. It has never been clear, however, what alternative dlstrlbu:
tion rule is to apply. There is no shortage of rhetoric about ‘equality
and‘need’, but most of it is vacuous, by which I mean it does not lead to
any clear operational guidelines about who should get priority and at
whose expense. The closest we have got so far to such explicit
Buidelines has been the formulae which determine the geographzgal
distribution of NHS funds, the driving force behind which is a notion
o need based on relative mortality rates and on the demographic
structure. The avowed objective is to bring about equal access for equal
heed irrespective of where in the UK you happen to be.!

1.2_.“(quual access for e
services to which you
YOu good, and that the

Oyou. It also assumes
‘an be afforded. A f

18cussion, is that un
Beographical areas it
®qual need jg quite
Apcessibility theref

18Cussion of the dj

qual need says nothing about the efficiency of the
have access, it being assumed that they will do
more you have of them the more good they will
that the range of services offered is the best that
urther implication, seldom exposed to public
less a service can be provided equally across all
should not be provided at all, for equal access for
consistent with no access at all for some needs.

ore seems a rather limited conceptual basis for a
stributive ethic.2

' For a fuller discussion of these issues see: N. Daniels, ‘Equity of Access to
th Care: Some Conceptual and Ethical Issues’, Millbank Memorial Fund
rly 60 (1982); P. A. West, “Theoretical and Practical Equity in the
eP“l.England’, Social Science and Medicine; 15 (1981), 118; C. Paton,
-oley of Rt?source Allocation and Its Ramifications: A Review’, Nuffield
Maynard f{?spltals Trust Occasional Paper, No 2 (1985); S. Birch and A.
Papey 19’ U he RAWP Review’, Centre for Health Economics, Discussion
A pornPiversity of York, 1986).

made earlier by others, e.g. R. Steele, ‘Marginal Met Need and
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1.3. The difficulty about going beyond service provision, and examin-
ing instead service benefits, is that we have no routine data on the latter,
and even research findings on the benefit of health care are patchy in
both coverage and reliability. Just attempting to define, measure and
value such benefits at individual level seems to excite people’s passions,
and what to me seems commonsense propositions (such as that people
value both improvements in the quality of their lives and improvements
in their life expectancy, and that therefore the health service should also
attach positive values to both) engender vehement counter-proposi-
tions of a quite extreme kind (e.g. that increasing people’s life expec-
tancy must take absolute priority over improving people’s quality of

life).

1.4. I do not want to go over that well-trodden ground again here® but to
concentrate instead on one specific ethical issue, which is: is a particu-
lar improvement in health to be regarded as of equal value no matter
who gets it; and, if not, what precisely is its relative value in accruing to
one kind of person as opposed to another?

1.5. Before plunging into that deep water, may I point out that in order
to concentrate single-mindedly on the issue posed, the following
circumscriptive propositions should be noted:

L.5.1. T assume that benefits have been defined, measured and valued
in a manner that is acceptable to everybody. In order to be as neutral as
possible on that matter, I will, for expositional simplicity, assume that
the health benefit we are talking about is simply one additional year of

healthy life expectancy, to be enjoyed between the same dates in
calendar time by whoever gets it.

1.5.2. T also assume that the health care system is operating at such a
high level of efficiency that it is not possible for it to offer anyone an

extra year of healthy life expectancy without depriving someone else of
that same prospect.

1.5.3. 1 further assume that the health care system has at its disposal

exactly the right amount of resources, as agreed by the community
generally.

Geographical Equity in Health Care’, Scottish Journal of Political Economy 28
(1981); G. H. Mooney, ‘Equity in Health Care: Confronting the Confusion’,
in Effective Health Care 1(1983); G. de Jong, and F. F. H. Rutten, ‘Justice
and Health for AIl", Social Science and Medicine 17 (1983), 1091.

See P. Kind, R. Rosser and A, Williams, ‘Valuation of Quality of Life:
Some Psychometric Evidence’, in M. W. Jones-Lee (ed.), The Value of Life
and Safety (North-Holland, 1982); A. Williams, ‘Economics of Coronary

Artery Bypass Grafting’, 291 1985 : i 1 of Medical
Ethics (forthcoming, 1%87). (1985), 326-329; J. Haris Journal of
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1.5.4. In determining the appropriate answer to my question, we are
trying to operate from behind the ‘veil of ignorance’ about our own
possible future dependence on the health care system, 1.e. we are trying
to decide what is ‘right’ in a ‘good’ society, not what is most likely to be
in our own personal interest.

1.5.5. Although the desired distribution rule is to be cast in terms of the
distribution of benefits, it will in fact also determine the distribution of
access, since the pattern of provision of health care (including its
geographical pattern) will follow automatically from the distribution

rule once that is linked to the production possibilities open to the health
care system.

1.5.6. T am not necessarily seeking a one-dimensional distribution rule
(any more than I seek a one-dimensional concept of benefit), but if
there is more than one dimension that is to have weight, I shall need
specific guidance about the ‘trade-offs’ between one dimension and
another in all situations where they are both likely to apply.

1.5.7. Finally, my long-term intention is to conduct a survey of the
Population at large to find out what they think about these issues, and I
am using this opportunity to explore one possible way in which these
5sues might be posed to ordinary citizens so that they could respond in
an informed way to some carefully designed questions which are as
unbiased as it is possible to make them.

1.6.1 Plan to tackle this task as follows:
Section IT

and provides an example of the sort of thing I am trying to do,

examines the weaknesses of what I have done so far.

ection I1I lists and discusses briefly the implications of various
po.ssl,ble_dimensions of a distribution rule (e.g. need, non-dis-
Crlmln?tlon’ diminishing marginal value, dependent others, com-
fensating discrimination, etc.).

ection IV outlines some possible approaches to the trade-off
problem,

€ction V reports where 1 have got to so far.

II. .
The Perceived Importance of Health at Different Life Stages

21. Dyp

Tand:) lirmg 1985 a survey was conducted in York of 377 people

a Outgl y ?elected from the electoral register, who were interviewed
variety of matters concerning health.* Amongst the many things

4
F .
Sum;;rf; 1(‘)ther details see Stephen J. Wright, ‘Age, Sex and Health: A

C Indings from the York Health Evaluation Survey’ Discussion
ataset fentre for Health Economics, University of York, May 1986). The
chive 5 dljom this survey has been lodged with the ESRC Survey Research
Ndis available there for secondary analysis by interested researchers.
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we were interested in was whether people thought that health benefits
were more valuable at some stages in people’s lives than at other stages.

So during the interview respondents were shown a list of ten life stages,
and asked:

If a choice had to be made between them, in which of the following
circumstances would you think it most important to keep people in
general well?

Please chose the three sets of circumstances you judge to be most
important.

After three had been chosen from the list, respondents were then asked

Now from these three sets of circumstances, which would you judge
to be most important, and which next most important?

Their answers are set out in Table 1.

2.2. One of our interests was to test whether or not a consensus exists,
and this was treated by looking at the relationship between the
responses and the sociodemographic data we had collected from res-
pondents. Given the intentional distribution of the ten life stages
selected across the lifespan (from ‘infancy’ to ‘getting very old’), age
might be expected to be a major influence on choices. Thus older
subjects could be expected to select later stages of life as the most
important to which to ensure wellness out of a simple egocentrism or
self-interest. Similarly sex might be expected to influence choices due
to the relationships between the traditional sex roles and the life stages
employed. Thus males might be expected to emphasize school and
work-orientated phases of life (‘starting school’, ‘starting work’, ‘at the
peak of earning power’, ‘retirement’) whilst females could be antici-
pated to emphasize life stages relevant to their role as carer and home-
mal_(er (‘bringing up children’, ‘looking after elderly relatives’). Other
sociodemographic variables with social role implications (e.g. marital
status, work status) might also be expected to affect choices.

2.3. What emerged is that the two life stages ‘when bringing up
children’and ‘as infants’, which were by far the most often selected, also
showed a high degree of consensus across both sexes and all age-groups.
l_f one looks at each life stage separately to see whether there are
significant differences in response by any background factor, it turned
out that females placed relatively more weight on ‘bringing up children’
and “caring for elderly relations’ and males on ‘setting up home for the
first time’ and ‘when at peak of earning power’, thereby reflecting
traditional sex roles, Differences in response by other backgr ound
factors were negligible.
2.4. That stud

rudy was not a suitable vehicle for exploring the next phase
of the enquiry,

which is to find out how much more weight is to be given
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Table 1. York health evaluation survey

‘If a choice had to be made between them, in which of the fqllowmg C}rcurlrll;
stances would you think it most important to keep people in genera wet’.
Please choose the three sets of circumstances you judge to be most mipgr‘t;r:) »
After being shown the list and choosing three, respondents were as fl:) o
from these three sets of circumstances, which would you judge to be m
important, and which next most important?’

Most Next most . ‘
z'm(;fortant important Third chotce
N % N % N %
. 66
As infants 103 27-3 36 9-5 z-: ot
When starting school 24 64 16 42 o
When starting work 14 37 37 9-8

6 17 45
When setting up home 10 27 21 56 1

for the first time
When bringing up children 124
When the peak of their 15 4-0 19

earning power . 18 101
When looking after elderly 19 50 4 117

329 102 271 42 1l
5.0 23 61

relatives .
. 63 16-7
When just having retired 16 42 36 95
from work '
2 45 11-9
When coping with the death 23~ 61 31 8
of a husband or wife ’
8§ 53 14
(Uniang very ol e 08 3§ (f)-s) 4
(Unuseable responses) @ (05 ) s
Total <77 1000 377 1000 377 1

: 1 tant.
) . with the less import
to the more important life stages Comparedble 1, which is entirely

What 1 need to elicit s something like e nst an average index

h i .ch purports to indicate, agal age inder
lell);ﬂ:fztic-gl,’ 1?2\(31 ﬁﬁih I:nling important the above average life stag

are. One o
are, and how much less important the below ﬁverﬁee(::iegshc best elicit
the problems I shall address later is precisely how

such i i0n.
h information ed merely to whet the

t .
2.5. For the time being these data are presen in order to give
appeti:)er. Inethl;n peresentg context they W°“ldaﬂﬁgx:? ?vt';;‘ued at2:75) 1t
one extra year of healthy life expectancy to f healthy life expectancy

would be worth sacrificing about 10-5 years 0 "
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Table I1. Hypothetical data on the relative values of
good health at different life stages

As infants 2:75
When starting school 0-64
When starting work 0-37
When starting up home for the first time 0-26
When bringing up children 3:31
When at peak of earning power 0-40
When looking after elderly relatives 0-51
When just having returned from work 0-43
When coping with the death of spouse 0-61
When getting very old 0-72

1:00 = Standard value if no differentiation between
life stages.

(each valued at 0-26) which might have been given to someone setting
up home for the first time. It is at this level of specificity that the ethical
problem of setting up distributional rules needs to be solved if it is going

to yield clear operational guidance to those responsible for running the
health care system.

III. Possible Distribution Rules

3.1. In section I1 the possibility was explored that ‘life stages’ might be
arelevant dimension in a distribution rule for health benefits, and it did
indeed elicit a very clear consensus that health benefits at some life
stages are regarded as more valuable than at others. But ‘life stages’ are
an amalgam of age-related elements and role-related elements (and
possibly even implicit sex-role factors) so maybe it would be better to
attempt a finer discrimination by separating out these different charac-
tenistics and dealing with them individually (at first, anyway, even
though they may need to be combined later)

3.2. What I propose to do next, therefore, is to list, and examine briefly,
some possible axes along which discrimination might be considered
de.snrable'on ethical grounds (i.e. features according to which someone
might thnpk that we should discriminate between people) and we can
then cpns:der the likely consequences of each such rule (i.e. who would
benefit, and who would lose) compared with some ‘standard’ rule (with

no implication that the ‘standard’ rule is ethically superior, though it
might turn out to be).

3.3. The ‘standard rule’ | shall use is that a unit of health benefit (say ‘an

additional year of healthy life expectancy’) is to be regarded as of equal

value no matter who gets it. The data in Table I indicate that most
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people do not subseribe to this view, but that is of no consequence at
present. In terms of Table I, this rule would mean that the numbers
shown against each life stage would be 1-0 in each case. Thus in the
distribution of health benefits the standard case would not discriminate
between people on any grounds whatever.

34. Before discussing other possible rules let us first consider the
arguments that might be adduced in favour of the ‘standard’ rule.bemg
the rule to be chosen, rather than it merely being a reference point. It
has a very strong non-discriminatory egalitarian flavour, it is free of
Judgments about people’s worth, or deserts, or influence, or likeability,
or appearance, or smell, or manners, or age, sex, wealth, social class,
religious beliefs, race, colour, temperament, sexual orientation, or
general or particular life style. It seems prima facie very close to the
official medical ethic when it comes to dealing with people.

5. Before 1 go any further let me dispose of a red herring which 1s sure
tobe drawn across our path sooner or later, namely that the distribution
f health benefits should be determined by ‘need’. I long ago argued
that the most plausible interpretation of what people intend to convey
" the health care context by appealing to the notion of need is that
:’in';tl)lr}e would be bettGI: off with the ‘needed’ treatment than without
" Whais leaves open the issue of whose values determine whether (and
the ps extenﬁ) that person will be better off, anFl, more to ‘the point in
aretl:)bsent context, hOW one person’s ‘nef;ds’ (i.e. potential benefl'ts)
of ne de- Wweighed against apother’s." Soallinall an ap.pe‘al to the notion

¢disbut a detour which leads us back to the main issue, which is,

0 . . e ]
I\:l?‘beneflt toonekind of person is to be valued relatively to that same
€lit to another kind of person.

iﬁé I;g: l:s CO_nSidelj age as a fairlylstraightforwgrd and obvious c‘andi-
inningg an‘)fllSlder.atlon. The classic argument is based on the ‘good
ten hag hada °8Y, L.e. someone who has had their three-score-years-z}nd-
t0 younger agood run for their money, and p.recedence should_be given
conseque ncpeopfle who have not yet had a fqlr share of the action. Tl_le
ObviOusly bes © Suc_h. a ljule_, cpmgared w_1th the standar(.i rule, will
the youp € an explicit discrimination against the old and in favour pf

g (and, so long as women are living longer than men, it will

* Se -
health;A-lan Williams, ‘Need as a Demand Concept (with special reference to

yin A, . . .. . .
R‘:bel'tsw‘;, !97]‘¥ )’Cf‘)léz‘(;l(’) .(ed.), Economic Polictes and Soctal Goals (Martin

E{‘hics. 131(,31%;;;:%% S. Dirmen, ‘Needs, Need, Needing’, Journal of Medical

View thag ¢ ca ~68, make a similar point when they concur in E. D. Wa}ts
Obligatior, on :‘hlélake good sense to speak of needs without implying any active

part of any person to meet these needs’.
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discriminate incidentally against women as a group, even though on an
age standardized basis there would be no such sex discrimination).

3.7. Let us next consider family responsibilities (e.g. looking after
young children or elderly relatives) as the basis of a distributive rule. If
this were to count, it will favour mainly people in their twenties and
thirties (as child carers) and mainly people in their forties to sixties (as
carers of the elderly). With present patterns of role division, married
(and some single) women will be the main beneficiaries of such a rule.
But is earning money to keep the household going also a family respon-
sibility? If so the consequences become more blurred, except that
single-person households will lose out even more clearly. How nar-
rowly or broadly drawn should this notion of family responsibilities be?
And is the motivation for this discrimination perhaps the thought that
by keeping the ‘carer’ healthy we are more likely to keep the ‘depen-
dants’ healthy, so it is really a matter of using the higher value
attributed to the benefit to the ‘patient’ as a proxy for a sum of benefits
to several people? If so, would it not be better to count the benefits to
the different people directly instead of tampering with the relative
valuations? A final complicating thought here is whether this notion of
‘dependency’ should be extended outside the family or household, e.g.
into the workplace, or into any other social setting in which people play
a role which is highly valued by other people.

3.8. This then shades into judgments of soczal worth as a possible basts
for a distribution rule. Is a great artist or performer, whose talents are
widely appreciated, to be given precedence over an easily repla?eable
nonentity? How are such judgments to be made? Although in the
(admittedly small sample of) writings on ethics I have encountered,
this elitist notion is viewed with great suspicion, it 13 formally
entrenched in the health care systems of some countries, and, I suspect,
more widely practised here than we care to admit, and it may well find
ready response in the population at large. I therefore think it has to be

considered.

3.9. Although willingness and ability to pay have been formffll}’
rejected as a suitable distribution rule for the NHS, 1t is a nice question
whether this should nevertheless be included in any survey 0 SC::
whether popular opinion still supports that rejection. But there 18 ‘;0
interesting variant which I think has to be included anyway. It seems re
me that it is the differential ‘ability’ to pay which people find mot
obnoxious than the differential ‘willingness’ to pay, and we do acc§§eé
inthe NHS, that people who are willing and able to pay high 7€ p.l;ls
(e.g. by waiting in GPs’ surgeries or at outpatient clinics in hospt e
get better access than those who are not so willing or able t0 doso af‘
consider as examples of the former group retired people with cars,
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as examples of the latter group working single-parents relying on public
transport). But this ‘willingness to pay’ concept has a more subtle non-
financial interpretation as a willingness to make sacrifices for the sake of
your health, e.g. by giving up smoking, restraining your enthusiasm fpr
alcohol, eating sensibly, getting regular exercise, and so on. The d;s-
tributional issue is then: should the health service value health benefits
more highly if they accrue to people who, by their behaviour, clearly
value their own health more highly? Put more bluntly, should we
discriminate against heavy smokers, heavy drinkers, obes.e People, free-
fall parachutists, unclean people, etc. . . . Note that this is a separate
issue from the undoubted fact on the production side that it 1s more
costly to give an additional year of healthy life expectancy to such
people. The question here is should we value that (most costly) benefit
differently if people appear from their own behaviour not themselves to
care much about their own health?

3.10. The next possible basis for a distribution rule relies not on how
the individual behaves, but on the circumstances that the mdl}'ldual 18
in, these circumstances being assumed to be l.a rgely Ol-ltSlde that
individual’s control. An example might be the child born into a poor
family with an alcoholic unemployed father and heavy smoking mot?er
with no ideas about proper hygiene or nutrition. Shou}d health benei lm:
for such infants be valued more highly than those for infants gene}ll'a yc'i
And, at the later stages of life, should someone who hasdbe :1:, eir
impeccably (whatever that means substantively) with regard to the

. : loyed,
own health-related behaviour, but has been perSlSt?,ngv?:fl:;f lf:a):;th

and is in poor housing in a poor physical environmen ;i .
benefits Epvalued asgsomepkindpof compensatory mechanism fﬁr tgf;:
other deprivations? To go further, does this mean gene;;syio the
benefits to the poor should be valued more h‘,ghl}.’ than ! enﬁ willing-
rich, in which case have we not reintroduced dlscrlmm}?tll:; zvhatever
ness and ability to pay, but now in }-ever§e? Ngvertf ‘:iiscr’iminatim:
tangles we may get into over this possible A ok about possible
I am sure it has to be included in any survey Wor

distribution rules. by which

. istics
3.11. The rhaps other important characteris llocat-
someone rr:iegl?tr zrgze thzt the NHS should discriminate when

A lour
. : iscrimination by sex, COTOtH,
ing health benefits. 1 have assumed that disc thers I have misse

i if there are O :
:sglell(c)lrwc:lec(:gr:: slill}gagce(;ig)tz:l ;:ot:l:ltléftime being I have been working on
the following repertoire:

3.11.1. No discrimination whatever.
3.11.2. Discrimination by age (the younger the better)- o
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3.11.3. Discrimination by family responsibilities (the more dependants
the better).

3.11.4. Discrimination by social worth (the more talented the better).

3.11.5. Discrimination by own implicit value of health (the more
behavioural sacrifices you make for your health the better).

3.11.6. Discrimination by socioeconomic environment (the more
deprived the better).

3.11.7. Discrimination by willingness and ability to pay (the richer and
keener the better) [to see what support it commands].

VI. Eliciting Preferences and Trade-offs

4.1. The simplest way into this territory seems to be to begin by asking
people whether or not they think there should be discrimination on
each individual dimension in turn. For instance, the questions might be
posed as in Table II1.

4.2. Any respondent who goes for no discrimination in every single
case, and does not add a write-in candidate, is not asked any furtl_)er
questions, except concerning their personal background (of which
more anon).

4.3. Any respondent who approves of only ore basis for discrimination,
could then be asked:

If we could keep one [state respondents’ preferred class of person;
e.g. ‘young person’] alive and well for an extra five years by sacrific-
ing that same amount of healthy life expectancy for some [state
respondents’ non-preferred class of person; e.g. ‘old people ] how
many [old people’s] health would you think it right to sacrifice 1n
order to improve the health of one [young person]?

State number D

4.4. If a respondent favours discrimination by more than one chara;-
teristic, things become much more difficult. Initially they could ;
asked the above preference intensity question about each nommateff
characteristic individually. But then we would have to face the tradfltl-o .
problem since the criteria might be interdependent. Suppose t :ﬁe
criteria were nominated, in which the preferred categories Were c
young, those caring for children, and the deprived, treating e&;re
characteristic as simply dichotomous (no differences Of_ degl;eei t
admissible). Then we might initially seek a rank ordering of €18
people with the following stated characteristics:
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Table 111

Do you think it right that in deciding which ill people should be made healthy,
the NHS should show any of the following preferences. (Choose one from each
group of alternatives.)
1 (A) The young should get preference over the old []

(B) The old should get preference over the

young [] Tick one
(C) Age should make no difference ]
2 (A) People with young children should get pre-
ference over those without [] )
(B) Having young children should make no Tick one
difference []
3 (A) People looking after elderly relatives should
get preference over those not doing so -
(B) Looking after elderly relatives should make Tick one
no difference L]
4 (A) The breadwinner of the household should
get preference over the others -
(B) Being the breadwinner should make no Tick one
difference ]
5 (A) Someone who has a lot to contribute to the
community should get preference over
someone who has little to offer [] .
(B) H_ow talented you are should make no Tick one
difference ]
6 (A) People who have taken care of their own
health should get preference over those who
haven’t []
(B) People who have not taken much care of their
own health should get preference over those
who have [[] Tick one
(C) Whether or not you have cared for your own
, health should make no difference ]
(A) People who are deprived in other ways
should get preference when it comes to
health []
(B) People who are not deprived in other ways
should get preference when it comes to
© health [] Tick one
) Whether or not you are deprived in other
Ways should make no difference when it
Comes to health ]
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8 (A) People who are willing and able to pay part of
the costs should get preference over those
who are not U
(B) People who are not willing or able to pay part
of the costs should get preference over those

who are [] Tick one
(C) Whether or not you are willing and able to
pay should make no difference []

9 (A) Are there any other grounds on which you think the NHS
should give preference to one kind of person rather than
another?

Yes [ ] No
(B) If yes, who should get preference over whom?

[ ]should get preference over [ ]

(A) A deprived young person caring for children

(B) A deprived young person not caring for children

(C) A deprived old person caring for children

(D) A deprived old person not caring for children

(E) A comfortably off young person caring for children
(F) A comfortably off young person not caring for children
(G) A comfortably off old person caring for children

(H) A comfortably off old person not caring for children

For such a respondent Person (A) should be the most preferred, artl)d
Person (H) the least, but it is not clear a priort how‘the others will l(:
ranked. From the earlier question about preference intensity (fOl'l eac
dimension separately) we should get some clues about the r; att')tl:
weights likely to be given to the different elements when combined, e
we cannot assume that this combined weight will be related ftl()) :n
individual weights in any simple way, because the combination 0 ciing
deprived and coping with young children may be regarded as at'traisola-
much greater priority than the sum of the two c'haracterlst:ics ltI; e
tion. I would prefer to test this directly by giving resp‘”?l finto come
magnitude estimation task at this stage, but so far have fai g -ble by
up with one that is readily comprehensible and easily do-

ordinary people.

4.5. Assuming that I eventually find a way thr
data I will need from respondents is backgrou
that I can explore whether any differences that emer bout
response patterns are systematically related to anything ;‘ e age,
their situation. For this purpose I need to know the

ough that, the only other
nd about themselves, S0
ge in people’s
them or
sex,
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Table 1V. Pilot survey respondents

Number of different discriminations favoured

1 2 3 4

Occupational group

18 clinical psychologists
18 hospital doctors

16 secretaries
12 NHS managers
10 academics

5 nurses

2 others

81 Totals

—_NDWURN N | O
el el el S A
SNV W — W

N OO = == ON
N OO = =0 W
N SO, O—,OOo| n

(98]
[\

18 17

Total number of

discriminations 105 = 0 + 18 + 34 + 15 + 28 + 10

Egtlssiiil;(;fecl?mpo}?nion and their role in it, whether caring for anyone
occupation g(ljlse O_Id, current emplgyment status, current or previous
llnees ’k' ucational ‘lev'el, rehglogs behefs_, recent experience of

» Smoking and drinking behaviour, main recreation pursuits,

ousi : -
. USIng tenure, household income, attitudes to private health
Insurance, etc,

V. Some Preliminary Results

5.1, )
I'had an opportumty, at the conference at which a preliminary

versi :
,,?;s;(:zsi{;s;sa}’apef was given (essentially sections I-III), to try out
ponded. Later lIred'Oc? the participants, about two-thirds of whom res-
ospital doctors ldth'e same at meetings of health service managers,
810up of peq ” ar; clinical psycl.lologls.ts. - In order to get the views of
Questionnajre lE’a: ¢ O’SI?r to the ordmary citizenry, I finally tried out my
elicite d) on 5 or in Table III, l?ut W}th.a lot of bgckgrpund dgta a}so
study generategd Otl}l1p of secretaries within the University. This pilot
Criminations per ¢ pattern of responses in Table 1V: i.e. 1-3 dis-
all. Tt wi) bepnotp tzlrs;)]n overall, or 2-1 per person who discriminates at
avour pg discrim‘e t_ at just under forty per cent of the .respondents
with the larger nlna’{)lon whatever, and, of the five ogcupathlonal groups
Was strongest umber of respondents, this non-discriminatory view
amongst the secretaries and weakest amongst the doctors

and the .
another)a_Cademlcs (most of the latter being philosophers of one kind or

3.2.B

ut what ; . .. . .
This is § at 1s rather more interesting is the choice of discriminators.
¢t out in Table V:
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Table V. Choice of discriminators by occupational group

Frequency of mention

With Elderly Bread- Social Careful Wwill

Young children relatives winner contribution of health Deprived pay
Psychologists 5 6 3 1 1 5 2 0
Doctors 5 4 3 3 7 1 0
Secretaries 3 3 6 1 1 1 0 0
Managers 5 1 2 1 1 3 0 0
Academics 6 4 1 0 2 4 1 1
Nurses 1 0 0 0 0 2 1 1
Others 0 0 0 0 0 1 0 0
Totals 105: 25 20 16 6 8 23 5 2

It is the first three axes of possible discrimination plus being careful
over your own health, which clearly dominate, but this frequency count
may be rather misleading, because it contains five ‘votes’ from some
people, and only one from others (see Table IV), and none, of course,
from the non-discriminators.

5.3. If the data in Table V are reworked to allow each (discriminat'iﬂg)
person only one vote (so that if someone votes for two items, each item
counts %2, and a three item vote counts %5 each, and so on) then we get
the ’adjusted’ distribution of votes as set out in Table VI. .
This obviously changes the rank ordering slightly, but it highlights
some other interesting features. For instance, the secretaries ar
especially concerned with those caring for elderly relatives, the doctors
strongly favour those who have taken care of their own health, a_nd,the
psychologists, managers and the academics tend to support discrimina-
tion in favour of the young over the old, as can be seen when these same
data are reworked as in Table VII. But to explore these phenomena

glore closely we need to delve rather more deeply into the background
ata.

5.4. If we look first at the respondents who support discrimination 10
favour of those who have taken care of their own health, there was 00

Table VI. Adjusted choice of discriminators by occupational group

will
With  Elderly Bread- Social Careful - pa‘y
Young children relatives winner contribution of health Deprive

Psychologists 33 2- 1-0 0-3 0 2-8 0-8 g
Doctors 16 19 1-3 0-8 1-3 47 0-5 0
Secretaries 2 12 42 0-2 0-2 1-0 0 0
Managers 31 03 0-6 0-3 03 2:5 0 05
Academics 2:3 15 0-2 0 06 1-8 0-2 05
Nurses 1-0 0 0 0 0 10 05 0
Others 0 0 0 0 0 1-0 0

0
Totals 49-3: 125 7.7 7-3 16 2-4 14-8 20 :
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Table VII. Adjusted choice of discrimination by main occupational groups
standardized so that each now sums to 100

With Elderly Bread- Social Careful Will

Young children relatives winner contribution of health Deprived pay
Psychologists 30 25 9 3 0 25 7 0
Doctors 13 16 11 7 11 39 4 0
Secretaries 15 15 53 3 3 13 0 0
Managers 44 4 8 4 4 35 0 0
Academics 32 21 3 0 8 25 3 7
Overall* 25 16 15 3 5 30 4 2

*Includes nurses and others, for whom the number of observations are too small to warrant a
separate entry.

npticgable age or sex effect here, nor did those supporting this kind of
discrimination do more things themselves for the sake of their own
health than the others did. What was very noticeable, however, was
that whilst similar proportions of ex-smokers and never-smokers sup-

ported this kind of discrimination, not a single one of the twelve current
smokers did.

3.5. A rather more surprising result from my respondents was that
those favouring the young over the old were predominantly the old. But
those_ favouring discrimination in favour of those looking after elderly
relatives did not have more elderly persons in their households, though
they were predominantly women, and especially women over forty. But
the group most favouring discrimination in favour of those looking after
young children were the older males, though here there was an even
stronge.r correlation with the number of children in the household
(tl}ose in favour had 1-2 children per household, those against only 0-6
children per household).

iﬁ;iin ltlhzls pilot survey the self.-repor'ted state of people’s own health,
religi gu ad any recent Cor'lsul‘tgtlons with doctors, and whether or not a
a owsi berson, had no significant effect on responses. Too few people
an expla ricomes or poor educat.lonal qualification for this to be tested as
eingpsmnaifofy variable. And it need hardly be said that this sample,
of the G 2" and unrepresentative, cannot be taken to reflect the views
¢ Lreat British Public.
ST 1t does
this territo
Policy imp
Single vie
etween
care, th
than op

however indicate the rich vein of material to be mined n
ry, about which we know very little, despite its rather crucial
Ortance. It strongly suggests that although the most common
W may well be that the NHS should not discriminate at all
pe0p1<.3 when it comes to distributing the benefits of health
CT€ are just as many people who favour discrimination by more
€ criterion (there are thirty-two of the former and thirty-one of
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the latter in Table IV). Nor, on this limited evidence, is there much
support for the view that doctors (and to some extent the managers),
who at present are the ones left to exercise such discrimination as
occurs, do accurately reflect the views of the rest of the population.
Clearly there is a substantial research task to be undertaken here . . .
and we have not started on the trade-off problem yet.
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