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Fairness is at issue

Ruth Chadwick

The last paragraph of Bochner et al's paper asks
whether the model and its application are fair. The
answer is said to depend on whether rationing itself is
fair. And yet arguably the very concept of rationing (as
in postwar rationing, for example) involves sharing
resources equitably, giving each person their portion.
How to achieve an equitable distribution is the issue.
In the current debates about allocation of health care
resources, however, the term "rationing" has acquired
a bad image, whereas "priority setting" has for
some reason been thought preferable, although setting
priorities precisely does mean giving preference to
some areas and thus some people, with the implication
that others will go without.

"Interpersonal comparisons...
affect most ifnot all criteria of

allocation."

The model outlined is one that gives priority to some
drugs over others-some will not fall within the budget
at all. Is this fair? The question turns on what criteria
of allocation are used. A procedural requirement of
faimess is that like cases are treated alike: the authors
admit the desirability of consistency in decision
making. There is a question, however, as to whether
consistency in treatment of drugs is what is desirable,
rather than consistency in treatment of people. Al-
though it is claimed that cost was not allowed to
override other considerations to the extent that certain
patient groups would be denied potentially life saving
though expensive treatment, the system proposed will
surely have this effect at times: some people will not
receive what they need. Concentration on choosing
between drugs distances the decision makers from this
fact.
There are strong, though not universally accepted,

arguments for the view that distributing resources
according to need is what is fair. In Bochner et ars
paper, however, the first guiding principle at an
operational level is based on the "need to obtain the
greatest benefit for the most patients for each dollar
spent." In what sense this is a "need" is not made clear.
Further, as in the case of the utilitarian principle of
maximising the greatest happiness for the greatest
number, this looks like one principle but in fact
contains two parts: "greatest benefit" and "most
patients." The fact that these can conflict is disguised
by the example of a choice between 55 patients at
$16000 and 4000 at $5000. What if the choice is
between 55 and 4000 for the same cost, where the 55
gain a much greater benefit than the 4000? This
presents starkly the clash between "greatest benefit" to
a few and the smaller benefit to "most patients."
This issue gives rise to the problem, recognised by

the authors, of the difficult issues surrounding inter-
personal comparisons, which of course affect most if
not all criteria of allocation. Measurement by QALY is
rejected partly on the ground that it is "likely to be as
subjective and potentially inaccurate as the method
currently used." This hardly seems a strong argument
for preferring the latter. Intuition is appealed to as a
rationale for according a score of 30 to a treatment that
results in cure or prevention of an undesirable outcome
while one that prolongs life receives 15. There are
several problems here. First, what is meant by "cure"

and "undesirable outcome"? How is cure distin-
guished from prolonged life? Even if cure is preferable,
is it twice as good?
Some aspects of the description of the model give

cause for concern. For example, it is said that there is a
tendency to underestimate the number of patients
"worthy" of a new treatment. What does "worthy"
mean in this context? Finally, the list of interested
parties to consider includes patients but does not
include society, or the public, who surely have an
interest in how health care resources are allocated and
arguably should have a voice in decisions on criteria of
allocation.

Authors' response

We have the impression that our commentators are
theorists and have not had the responsibility ofmanag-
ing a capped drug budget in a climate which rightly
demands the introduction of new-and often very
expensive-drugs. Perhaps they failed to appreciate
that the model is only one of several strategies to
improve drug use; it was developed to respond to our
hospital's restrictions on the drug budget, with the
consequent need to impose some rationing to avert an
even greater crisis than might have otherwise occurred.
This was not some theoretical game, the playing of
which involved the luxury of prolonged debate, philo-
sophical meanderings, and testing several economic
models.
Cam Donaldson has accused us of creating a formula

which lacked clear thought. The elements in our
equation were based on the information in table II
which we believe contains key concepts to allow a
judgment to be made about setting priorities for
drugs-and for the patients needing them. Some
elements of this information are more objective and
therefore more easily quantified than other inevitably
more subjective elements, but the best available con-
temporary evidence is used to decide on the allocation
of scores, especially in the numerator. We must
emphasise that the scores have no inherent value apart
from facilitating ranking of requests. Thus, rather than
hiding subjectivity, the equation imposes a rigour in
the decision making process. At least our clinicians
now understand the reasoning behind the final
decisions, and actively participate in them. Does Cam
Donaldson seriously suggest that total cost should not
be counted at all? This statement ignores the reality of
the world in which some of us have to function. We
agree that priority setting is about making judgments.
This model has facilitated the process in our hospital.
Ruth Chadwick echoes many of the concerns we had

during the model's gestation. Although the model
concentrates on drugs, it equally takes into account the
treatment of people and treatment outcomes (see table
II, especially items 2-9). She suggests that the model
will deny potentially lifesaving drugs on cost grounds.
The introduction of the model has had the opposite
effect since this was already happening in our hospital.
We accept that the guiding principle behind the model
contains two parts. However, the model would accom-
modate the example cited by Ruth Chadwick, since it is
likely that the score generated from the greater benefit
experienced by the smaller number of patients would
offset the score in the reverse situation. We agree that
the word "worthy"' carries judgmental overtones; in
this context it means those patients who qualify
according to the criteria in table II.
We agree with much of Petrie's commentary. The

drug committee sees itselfvery much as an advocate for
the patient and prescriber. The introduction of the

BMJ VOLUME 308 2 APRIL1994 907


