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Abstract The drive for cost-effective use of medical
interventions has advantages, but can also be challenging in
the context of end-of-life palliative treatments. A quality-
adjusted life-year (QALY) provides a common currency to
assess the extent of the benefits gained from a variety of
interventions in terms of health-related quality of life and
survival for the patient. However, since it is in the nature of
end-of-life palliative care that the benefits it brings to its
patients are of short duration, it fares poorly under a policy
of QALY-maximization. Nevertheless, we argue that the
goals of palliative care and QALY are not incompatible,
and optimal integration of palliative care into the calcula-
tion of QALY may reveal a mechanism to modify con-
siderations of how optimal quality of life can be achieved,
even in the face of terminal illness. The use of QALY in
resource allocation means that palliative care will always
compete with alternative uses of the same money. More
research should be conducted to evaluate choices between
palliative care and more aggressive therapies for the ter-
minally ill. However, current limited data show that
investing in palliative care makes more sense not only
ethically, but also financially.
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Introduction

Health care expenditures on in the United States exceeded
$2.3 trillion in 2008, more than three times the $714 billion
spent in 1990, and they are expected to continue growing
rapidly over the next decade (Centers for Medicare and
Medicaid Services 2010). A disproportionate share is spent
at the end of life (Zhang et al. 2009). Thirty percent of
Medicare’s annual expenditures cover the health care costs
of the 6% of people who die each year (Barnato et al.
2004). About one-third of expenditures accrue in the last
30 days of life (Emanuel et al. 2002). Acute care for vet-
eran patients with advanced cancer in the final month of
life account for 78% of costs incurred in the final year of
life (Yu 2006). Most of these costs are due to the appli-
cation of highly technological interventions.

While researchers are able to show the costs are driven
by technologies at the end of life, the critical question
remains how much of those aggressive treatments, addi-
tional hospitalizations, tests and physician visits resulted in
better care or better quality of life. Finding answers to that
question is difficult and controversial, but is becoming
increasingly important as the United States is coming under
growing pressure to curb rising costs and to optimize the
use of scare resources among competing demands, while
confronting unrelenting challenges to improve outcomes.
With a finite budget, the government, insurers, and health
care systems cannot afford to cover all the treatments
available. They must prioritize their expenditures against
an incessant flow of new technologies and therapies each of
which is claimed to enhance the health status of particular
patient groups.

The drive for cost-effective use of medical interventions
has advantages, but can also be challenging in the context
of end-of-life palliative care. A quality-adjusted life-year
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(QALY) provides a tool to evaluate the extent of the
benefits gained from a variety of interventions in terms of
each intervention’s effect on health-related quality of life
and survival for the patient. Conventional wisdom is that
end-of-life palliative care expenditures fare poorly under a
policy of QALY-maximization because the benefits they
bring to patients are typically of short duration. Never-
theless, we argue that the goals of palliative care and
QALY maximizing are compatible. Symphonizing pallia-
tive care and QALYs may prompt us to adjust consider-
ations of how quality of life can be optimized, even in the
face of terminal illness. Moreover, investing in palliative
care for the terminally ill makes sense not only financially,
but also ethically.

Palliative care for the terminally ill

End of life is a period of time during which a person’s
condition is actively deteriorating and when death is
expected. End of Life Care can help those with advanced,
progressive, incurable conditions to live as well as possible
until they die. Clinical prognostic indicators provide a
mechanism to identify when end of life care is appropriate.
This point will be different for each individual and will
often depend on the assessment of health care professionals
and/or the patient themselves. Recognizing the point at
which illness becomes advanced or reaches the end of life
phase allows health care providers to plan best care for
their patients to meet their needs and those of their families
and caretakers throughout the last phase of life and into
bereavement (Orszag and Ellis 2007).

Though often equated with end of life care, palliative care
is much broader. Palliative care also encompasses symptom
management and supported decision making (Mahon and
Sorrell 2008). The goal of palliative care is to prevent and
relieve suffering and to support the best possible quality of
life for patients and their families, regardless of the stage of
the disease or the need for other therapies (National Con-
sensus Project for Quality Palliative Care 2009).

Palliative care is distinguished from other medical spe-
cialties in that it does not focus on disease management.
Instead, given the current state of a patient’s disease, pal-
liative care integrates symptom management and guided
decision making to allow the patient to live well, to opti-
mize quality of life (Kelley and Meier 2010). Palliative
care can benefit patients with all potentially serious dis-
eases, such as Alzheimer’s disease, heart failure, chronic
obstructive pulmonary disease, HIV, and cancer (Goldstein
and Lynn 2006; Lorenz et al. 2008; McCrone 2009;
Qaseem et al. 2008).

Provider-patient communication over time also is cru-
cial in palliative care. Overall costs for patients who have a
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palliative care consult are significantly lower than for
patients who do not (Morrison et al. 2008). These savings
are accrued primarily by ensuring that the treatments being
provided to the patient are consonant with the patients’
preferences, values, and needs. Such discussions have been
found to lead to agreements that certain high tech,
aggressive interventions will not be used. Treatments that
no longer benefit the patient are discontinued. When the
costs of care for the final 5 days of hospitalized patients’
lives were compared among those who did and did not
receive palliative care, Smith et al., found that non-pallia-
tive care cancer patients’ costs were $12,319 (in 2002
dollars), while palliative care patients’ costs were $5,313.
Group differences in the use of chemotherapy and other
medications ($2,267 vs. $511), medical supplies ($1,821
vs. $731), and diagnostic imaging ($615 vs. $29) accounted
for variations in costs (Naik 2004). Researchers also have
shown that patients who have undergone more technolog-
ical interventions have had a more burdensome death
(Zhang et al. 2009).

Providing the most appropriate treatments involves
expertise in the three dimensions of palliative care:
symptom management, supported decision making, and
end of life care. Each of these is grounded in expert
knowledge and a precise understanding of the patient’s
condition, so that treatments that cannot benefit the patient
are not offered. The symptom management dimension of
palliative care is crucial for allowing patients to die well.
Dying well generally means a diminished symptom burden,
such as less pain, less difficulty breathing, better capacity
to interact with those around the patient, and the avoidance
of burdensome treatments that lack benefit.

In one of the most important palliative care studies to
date, Temel et al. (2010) studied the effects of providing
palliative care from the time of a patient’s lung cancer
diagnosis. “Specific attention was paid to assessing phys-
ical and psychosocial symptoms, establishing goals of care,
assisting with decision making regarding treatments, and
coordinating care on the bases of the individual needs of
the patient” (p. 734). Patients in the palliative care group
had less aggressive end of life care, more documented
resuscitation preferences, and improved care by several
measures. Patients in the palliative care group also lived
significantly longer than patients in the traditional care
group (11.6 vs. 8.9 months).

These study results are similar to the findings of Sch-
neiderman et al. (2003), who, in a prospective, randomized
controlled, multi-site trial found that intensive care unit
(ICU) patients who were offered an ethics consultation
lived the end of their lives differently than those who did
not. The experimental group (ethics consult offered) had
significantly fewer hospital days (—2.95 days), ICU days
(—1.44 days), and days of ventilator support (—1.7 days).
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In both cases better decision making meant utilizing
treatments that were more likely to benefit the patients and
eschewing non-beneficial therapies.

Both the Temel et al. (2010) and Schneiderman et al.
(2003) studies reinforce the importance of skilled com-
munication for end of life decision making. In addition,
both demonstrated that value is accrued by cost savings. It
should be noted that in both studies, patients in the palli-
ative care group did not die any sooner, and in the Temel
study, patients actually lived significantly longer. This is
significant because too often, people equate ethics or pal-
liative care with “pulling the plug.”

Nearly 30% of US hospitals, including 70% of teaching
hospitals, had palliative care services in 2007. Morrison
(2010) and colleagues estimated that if 50% of US hospi-
tals had palliative care services, approximately 1.5% of
hospitalized patients would benefit, and Medicare direct
cost savings would be $1.2 billion per year. If 7.5% of
hospitalized Medicare patients, (meaning not only more
hospitals but also more patients at each hospital) received
palliative care services, estimated savings would poten-
tially reach $6 billion per year.

QALYs and palliative care

The application of QALYS in resource allocation decisions
is increasingly common and widely accepted as decision
makers are faced with persistent and recurring resource
constraints (National Health Service 2010). A QALY
essentially is a measure of a person’s length of life
weighted by a valuation of their health-related quality of
life (Loomes and McKenzie 1989). This instrument can be
employed, along with information on costs of interven-
tions, in decision-making about health service resource
allocation. Basically, it allows us to compare how many
extra QALYs the new treatment provides compared to the
existing treatment, and also how much those QALY cost
to provide. In other words, the cost per QALY for these
treatments are compared to provide valuable information
for decision-makers as they address the healthcare dilemma
of resource allocation.

Although QALYs and palliative care are different con-
cepts, there is a distinct similarity between the application
of QALYs and palliative care: namely, the goal of choos-
ing the most appropriate treatments in a specific clinical
situation. The differences, however, may seem glaring.
A QALY is a “one size fits all” macro level analysis. The
conclusion of a QALY calculation and cost-utility analysis
is not prescriptive. Instead, it provides a scientific foun-
dation for decision-makers to select the most appropriate
treatments in the presence of a certain condition. The
driving force behind QALYs is the optimal utilization of

finite resources. Like QALYs and cost-utility calculations,
palliative care involves a benefit-burden analysis for opti-
mal treatment recommendations, but the level of analysis
in palliative care is for the individual. The conclusions of
QALYs and cost-utility analyses can be generalized to a
population group. Palliative care, however, is customized
and involves identifying which treatments can benefit a
specific patient, considering the disease, the likelihood of
cure, and how comfortable the individual patient can be
made. Palliative care may vary considerably among
patients, even those with the same illness.

In this technology-driven health care system, we fre-
quently face a bias toward providing maximum high tech
interventions, whether machines or pharmaceuticals. When
a young man with an advanced cancer comes in, there is
often an aggressive plan for him to participate in a clinical
trial, involving perhaps months of treatments, even though
under objective clinical prognosis his death is likely within
days. Oftentimes, the oncology team is eager to get the
intravenous access started to provide experimental treat-
ments, without the young man’s impending death ever
being acknowledged or discussed. This young patient’s
family, unaware of his approaching death, may also push
for the experimental therapy, believing the experimental
treatment could help. If his family had realized that his
death was imminent, the time might have been spent quite
differently, and his care would have been structured dif-
ferently. There is often such an emphasis on providing
aggressive therapies, on “fighting,” that the provision of
objective medical information is eschewed. That causes
harm.

Death is too often viewed as a failure. Efforts to save a
life often continue long after it is no longer possible. Not
uncommonly, providers chose to administer a specific
treatment so that the family would believe they “did
everything,” rather than because the treatment would
benefit the patient. The overwhelming reality is that many
decisions for terminally ill patients are not made well.
Empirical research shows that patients do not prefer hos-
pital-based acute medical care at the end of life, but the
actual patterns of medical care observed before death are
most patients dying in acute-care hospitals while receiving
invasive therapies (Lamont 2005). To do better, providers
must consider QALYs and cost-utility analysis, and
incorporate family centered palliative care.

Comparing like with like
The celebrated strength of the QALY approach is compa-
rability: health gains can be compared across a wide range

of diseases and settings. The strength, however, has limi-
tations. It is rather unsuitable to allow comparison between
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palliative care for the terminally ill and non-end-of-life
treatments. At the end of a patient’s life, there is a shift of
goals to focus primarily on the patient’s comfort. High-
quality end-of-life care is not intended to extend lifespan,
but rather is aimed at improving the quality of a brief span
of life. Yet the brevity of lifespan affected results in pal-
liative care yielding a fraction of a QALY unit.

The use of QALYs in resource allocation means that
palliative care will always compete with alternative uses of
the same money. Decision makers who utilize QALY's and
cost-utility analysis to allocate resources, however, should
not compare like (end-of-life treatments) with unlike (non
end-of-life treatments). Care at the end of life is qualita-
tively different from much of the rest of one’s health care.
End of life care is distinguished by differences in the goals
of patient care. For most of one’s life, the goal of medical
care is to help the patient to live as long and as well as
possible. At the end of life, however, there is a shift of
goals away from the cure and prolongation of life. Instead,
the care focuses on the relief of pain and other symptoms,
the alleviation of psychological and spiritual suffering, and
the enhancement of the meaning and quality of the
patient’s remaining life. In addition, researchers have
shown that there is a broad consensus that the end of life is
a period during which medical care should be different
from that in other periods in patients’ lives (Lamont 2005).
More specifically, patients, families, and health care pro-
viders believe that medical care during this unique period
should be home-based and focused on ameliorating patient
symptoms through minimally invasive means rather than
hospital-based acute care, and focused on extending life
through invasive approaches (Lamont 2005). Thus, differ-
ent dimensions of objectives and outcomes from those
distinct services do not justify comparison between end-of-
life treatments and non end-of-life treatments. End of life
care is distinctive enough to necessitate a different calcu-
lus. Researchers have proposed modification of QALY to
allow such comparison (Hughes 2005). But that is unnec-
essary. Palliative care for the terminally ill should only be
compared to other end-of-life services, including relevant
oncology and other disease focused interventions. When
compared to other end-of-life treatments, end-of-life pal-
liative care is enormously cost-effective demonstrated by
aforementioned empirical evident (Temel et al. 2010).

Ethical considerations

Is our approach ethical? In most specific bioethical quan-
daries in health care, the focus is on a particular patient. In
contemplating how to optimize finite health care resources,
however, the core of the determination shifts from the
individual patient to the population. The ethical theory of
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utilitarianism accommodates population level analyses.
From this perspective, the morally appropriate choices are
those that will bring about the greatest good for the
population.

Therefore, in making decisions about health care, this
ethical approach necessitates consideration of the benefit to
be gained from the various competing alternatives in terms
of the improvement in health for an individual, as well as
considering the number of individuals who could benefit.
In the context of the allocation of limited healthcare
resources, a vital issue is the cost of the benefit required by
the healthcare intervention. This ethical position favors
resources being allocated to less expensive medical care
that provides the greatest benefit. This may be an inter-
vention that generates a large benefit for a small number of
people or a small benefit for a large group of patients. The
operationalization of utilitarianism in the allocation of
resources is evident in the application of QALYs as a
mechanism to measure the net benefit of health care
interventions, allowing comparison across treatments.

A powerful critique of utilitarianism in resource allo-
cation, from the viewpoint of equalitarianism, is that it
overlooks the individual health care needs, and therefore
does not provide an equitable method of allocating
resources. Aristotle, explaining his view of distributive
justice, wrote, in effect, that equals should be treated
equally, and unequals treated unequally in proportion to the
relevant inequalities (Daniels 2000). This is known as
Aristotle’s “formal principle of equality”. Part of its value
lies in the implicit demand that we explicate the criteria
used to determine what constitutes “equal”. The utilitarian
or QALY based approach could be said to treat unequals
equally, in that it does not take account of differences in
individuals’ needs for health care but focuses entirely on
the benefit gained from an intervention. Some individuals
or groups of patients will have poorer health than others, or
more serious diseases, and will have a greater need for
health care. If degree of need is a main criterion, a just
distribution of health care resources may require that these
individuals or groups with greater needs have more
resources, even if the benefit gained by a treatment is small
compared to that achieved by a different treatment in
patients who are less sick.

In sum, utilitarianism fails to consider differences in
need for—and goals of—patient care. Equalitarianism, on
the contrary, does not maximize net social utility. To rec-
oncile these two different philosophical positions, the
QALY based approach should not treat unequals (end of
life and non-end of life) equally. In considering more
equitable distribution of health care resources while max-
imizing utility, QALY based calculation, coupled with the
idea equals being treated equally, may be the best approach
to allocation of scarce resources in health care. On this
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premise, more investment in palliative care for the termi-
nally ill is justified ethically.

Conclusions and policy implications

There is a need to identify end of life specifically as a
unique and ultimate period within a person’s pathway of
care. Acknowledgement of this period provides an oppor-
tunity to deliver high standards of care, grounded in choice
and responsiveness to needs for both the patient and their
family. It is essential to develop more valid and reliable
predictive algorithms to help health care providers,
patients, and families to identify the beginning of the end
of life.

“In the end, it’s not the years in your life that count. It’s
the life in your years”. (Abraham Lincoln, quote). This
quote may forever hold true, though Lincoln may not have
foreseen how much the “life in your years”, especially at
the end of life, would actually cost nowadays. Increasingly,
it is expensive to die (Zhang et al. 2009). But, the critical
issue is whether dying expensive means dying better. In the
era of skyrocketing costs in healthcare and a world of
limited resources, a QALY provides a common currency to
value the extent of the benefits gained from various inter-
ventions in terms of quality and quantity of life. Over-
arching themes of optimizing quality of life are mutual to
both QALYs application and palliative care. Harmonizing
the two may lead us to modify considerations of how
optimal quality of life can be achieved. The government
should aid more comparative effectiveness research on
end-of-life palliative care, and encourage health care pro-
viders to advise patients on the cost-effectiveness of the
options for end-of-life care, which may include advance
directives to forgo aggressive life-sustaining treatment.

End of life care is an increasingly important health care
issue, and represents a significant burden of costs to the
society. Palliative care provides a counterintuitive
approach to the high-tech American model of health care.
Nevertheless, current limited data show that investing in
palliative care makes more sense both ethically and
financially. What is surprising, unfortunately, is the lack of
public understanding and emphasis on palliative care, the
gaps in implementing what is cost-effective in end of life
care, and in training palliative care professionals, and the
vast deficits in palliative care research support to find
effective solutions.

What is urgently needed now is a concerted effort by
health care systems, palliative care providers, and the
government, to make comprehensive palliative care
accessible to terminally ill patients and their families, and
to make every effort to explore, understand, and address
pain and suffering that persist despite their best efforts.

More research should also be conducted to evaluate how
supported decision making can guide choices between
palliative care and more aggressive therapies for the ter-
minally ill.

References

Barnato, A.E., M.B. McClellan, C.R. Kagay, and A.M. Garber. 2004.
Trends in inpatient treatment intensity among medicare benefi-
ciaries at the end of life. Health Services Research Journal
39(2): 363-375.

Centers for Medicare and Medicaid Services, Office of the Actuary.
(2010). National Health Statistics Group, National Health Care
Expenditures Data, January 2010.

Daniels, N. 2000. Accountability for reasonableness. British Medical
Journal 321: 1300-1301.

Emanuel, EJ., A. Ash, W. Yu, G. Gazelle, N.G. Levinsky, O.
Saynina, M. McClellan, and M. Moskowitz. 2002. Managed
care, hospice use, site of death, and medical expenditures in the
last year of life. Archives of Internal Medicine 162(15):
1722-1728.

Goldstein, N.E., and J. Lynn. 2006. Trajectory of end-stage heart
failure; the influence of technology and implications for policy
change. Perspectives in Biology and Medicine 49(1): 10-18.

Hughes, J. 2005. Palliative care and the QALY problem. Health Care
Analysis 13(4): 289-301.

Kelley, A.S., and D.E. Meier. 2010. Palliative care-a shifting
paradigm. New England Journal of Medicine 363(8): 781-782.

Lamont, E.B. 2005. A demographic and prognostic approach to
defining the end of life. Journal of Palliative Medicine 8(S1):
S12-S21.

Loomes, G., and L. McKenzie. 1989. The use of QALYs in health
care decision making. Social Science and Medicine 28(4):
299-308.

Lorenz, K.A., J. Lynn, S.M. Dy, L.R. Shugarman, A. Wilkinson, R.A.
Mularski, S.C. Morton, R.G. Hughes, L.K. Hiton, M. Maglione,
S.L. Rhodes, C. Rolon, V.C. Sun, and P.G. Shekelle. 2008.
Evidence for improving palliative care at the end of life: a
systematic review. Annals of Internal Medicine 148(2): 147-159.

Mahon, M.M., and J.M. Sorrell. 2008. Palliative care for people with
alzheimer’s disease. Nursing Philosophy 9(2): 110-120.

McCrone, P. 2009. Capturing the costs of end-of-life care: compar-
isons on multiple sclerosis, parkinson’s disease, and dementia.
Journal of Pain and Symptom Management 38(1): 62—67.

Morrison, R.S. (2010). Palliative care: policy initiatives to improve
access, improve quality, and reduce costs. http://www.iom.edu/
~ /media/Files/Activity %20Files/Quality/VSRT/PDF/10-Pallia-
tive%20care%20policy %20initiatives.pdf. Accessed 25 Oct
2010.

Morrison, R.S., J.D. Penrod, B. Cassel, M. Caust-Ellenbogen, A.
Litke, L. Spragens, D.E. Meier, and Palliative Care Leadership
Centers’ Outcomes Group. 2008. Cost savings associated with
US hospital palliative care consultation programs. Archives of
Internal Medicine 168(16): 1783—1790.

Naik, G. (2004). Unlikely way to cut hospital costs: comfort the
dying. The Wall Street Journal, March 10, 2004.

National Consensus Project for Quality Palliative Care. (2009).
Clinical practice guidelines for quality palliative care, second
edition. http://www.nationalconsensusproject.org. Accessed 19
Oct 2010.

National Health Service. National Institute for Health and Clinical
Effectiveness. (2010). Measuring effectiveness and cost

@ Springer


http://www.iom.edu/~/media/Files/Activity%20Files/Quality/VSRT/PDF/10-Palliative%20care%20policy%20initiatives.pdf
http://www.iom.edu/~/media/Files/Activity%20Files/Quality/VSRT/PDF/10-Palliative%20care%20policy%20initiatives.pdf
http://www.iom.edu/~/media/Files/Activity%20Files/Quality/VSRT/PDF/10-Palliative%20care%20policy%20initiatives.pdf
http://www.nationalconsensusproject.org

416

Y. T. Yang, M. M. Mahon

effectiveness: the QALY. http://www.nice.org.uk/newsroom/
features/measuringeffectivenessandcosteffectivenesstheqaly.jsp.
Accessed 21 Oct 2010.

Orszag, P., and P. Ellis. 2007. The challenge of rising health care
costs—a view from the congressional budget office. The New
England Journal of Medicine 357(18): 1793-1795.

Qaseem, A., V. Snow, P. Shekelle, D.E. Casey, T. Cross, D.K.
Owens, and Clinical Efficacy Assessment Subcommittee of the
American College of Physicians. 2008. Evidence-based inter-
ventions to improve the palliative care of pain, dyspnea, and
depression at the end of life: a clinical practice guideline from
the American college of physicians. Annals of Internal Medicine
148(2): 141-146.

Schneiderman, L.J., T. Gilmer, H.D. Teetzel, D.O. Dugah, J. Blustein,
R. Cranford, K.B. Briggs, G.I. Komatsu, P. Goodman-Crews, F.
Cohn, and E.-W.D. Young. 2003. Effects of ethics consultation

@ Springer

on nonbeneficial life-sustaining treatments in the intensive care
setting, a randomized controlled trial. The Journal of the
American Medical Association 290(9): 1166—-1172.

Temel, J.S., J.A. Greer, A. Muzikansky, E.R. Gallagher, S. Admane,
V.A. Jackson, C.M. Dahlin, C.D. Blinderman, J. Jacobsen, W_F.
Pirl, J.A. Billings, and T.J. Lynch. 2010. Early palliative care for
patients with metastatic non-small-cell lung cancer. New
England Journal of Medicine 363(8): 733-742.

Yu, W. (2006). End of life care: medical treatments and costs by age,
race, and region. Health Services Research and Development
study IIR 02-189. http://www.hsrd.research.va.gov/research/
abstracts/IIR_02-189.htm. Accessed 26 Oct 2010.

Zhang, B., A.A. Wright, H.A. Huskamp, M.E. Nilsson, M.L.
Maciejewski, C.C. Earle, S.D. Block, P.K. Maciejewski, and
H.G. Prigerson. 2009. Health care costs in the last week of life.
Archives of Internal Medicine 169(5): 480-488.


http://www.nice.org.uk/newsroom/features/measuringeffectivenessandcosteffectivenesstheqaly.jsp
http://www.nice.org.uk/newsroom/features/measuringeffectivenessandcosteffectivenesstheqaly.jsp
http://www.hsrd.research.va.gov/research/abstracts/IIR_02-189.htm
http://www.hsrd.research.va.gov/research/abstracts/IIR_02-189.htm

	Palliative care for the terminally ill in America: the consideration of QALYs, costs, and ethical issues
	Abstract
	Introduction
	Palliative care for the terminally ill
	QALYs and palliative care
	Comparing like with like
	Ethical considerations
	Conclusions and policy implications
	References


