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Abstract
This article discusses the relationship between two theories about the badness of death, the Life-Comparative Account and 
the Gradualist Account, and two methods of operationalizing severity in health care priority setting, Absolute Shortfall and 
Proportional Shortfall. The aim is that theories about the badness of death can influence and inform the idea of the basis 
of severity as a priority setting criterion. I argue that there are strong similarities between the Life-Comparative Account 
and Absolute Shortfall, and since the Life-Comparative Account is one of the most reasonable accounts of the badness of 
death, this provides some support for using Absolute Shortfall. I also argue that it is difficult to find support for Proportional 
Shortfall from theories about the badness of death, and also, that it is difficult to find support for Gradualist Account from 
theories about severity.
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Introduction

In any healthcare system, priority setting is unavoidable.1 
Many publicly run healthcare systems have formulated 
explicit priority setting criteria to determine how scarce 
resources should be distributed and which patient groups 
should be prioritized. One such criterion is prioritizing 
based on the severity of illness,2 which means that the more 
severe a condition is, the higher priority it should receive. 
However, the notion of severity is under-theorized, with an 
unclear normative notion (Barra et al. 2020).

One aspect that needs further inquiry is how severity 
is related to death (Barra et al. 2020). Intuitively, death 
or risk thereof is at least part of what makes a condition 
severe. There is a wide philosophical literature on death and 
its (proposed) badness (Bradley et al. 2013; Kagan 2012; 
Nagel 1970). Several authors have argued that these ideas 
have relevance for priority setting (Gamlund and Solberg 
2014, 2019;Norheim 2019; Solberg and Gamlund 2016), 
because they can give theoretical support to practice, tell us 
something about which values are central, and contribute 

to discussions about how future health benefits should be 
weighted (Gamlund and Solberg 2014). However, a lot of 
such work remains to be done.

To begin to understand the relationship between sever-
ity and premature death, we can look at operationalizations 
of severity in healthcare priority setting. There are cur-
rently two main ways of describing the severity of different 
conditions. Call these Absolute Shortfall and Proportional 
Shortfall.3 They are both based on the Quality-Adjusted Life 
Years (QALY) measurement (Broome 1993) and express 
the amount of good life years (QALYs) that are lost due to 
the condition. 1 QALY represents one life year at perfect 
health. A detailed explanation of Absolute and Proportional 
Shortfall will follow in “Absolute shortfall”.

Essentially, Proportional Shortfall is less sensitive than 
Absolute Shortfall to the size of the loss, that is, the amount 
of QALYs lost to a condition. Absolute Shortfall will gen-
erally imply that conditions that result in a patient group 
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2   Henceforth severity (for simplicity).
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dying young are worse than what Proportional Shortfall will 
imply. Is this an advantage or disadvantage with Absolute 
Shortfall?

Many people have the intuition that it is, all else being 
equal, worse to die at 40 than at 80. Intuitively, there is at 
least something worse with this death. In trying to answer 
what (if anything) is bad about a certain death, we can 
turn to the aforementioned philosophical debate about the 
badness of death. Several different theories about the bad-
ness of death provide us with different explanations as to 
why death is bad (for the one who dies), and also when 
(and why) it is worse to die. These theories can generally 
be separated into two broad categories: Epicureanism and 
Deprivationism (Epicurus 1940; Nagel 1970). Epicureanism 
holds that death is never bad (or good) for a person, while 
Deprivationism holds that death can be bad (or good) for 
a person and that this is so because it can deprive her of 
future well-being. It should be noted that while the view 
has taken inspiration, as well as received its name, from 
Epicurus, it is doubtful whether Epicurus himself would be 
considered a contemporary Epicurean. It is, in some ways, 
unfortunate that the contemporary philosophical view shares 
his name. In this article, “Epicureanism” refers to the con-
temporary philosophical view. Deprivationism can further 
be separated into Life-Comparative accounts and Gradualist 
accounts. Life-Comparative accounts hold that death can be 
bad for a person and that this is so because it can deprive 
her of future well-being, and further, that the amount of bad-
ness can be derived from the amount of future well-being 
she is deprived of (Broome 2004; Feldman 1992; Nagel 
1970). Gradualist accounts are similar to Life-Comparative 
accounts, but where Life-Comparative accounts hold that 
the badness of death typically decreases over the course of 
a life, Gradualist accounts hold that death is bad to different 
degrees at different times (Belshaw 2005; DeGrazia 2003, 
2007; McMahan 2002). More specifically, they hold that 
the badness of death does not have to be strictly decreasing 
over the course of a life—it can be modified by some other 
factor. Presently, it will suffice to say that Life-Comparative 
and Gradualist accounts will give the same verdict in some 
cases, but not in other cases. There is at least some agree-
ment between Life-Comparative and Gradualist accounts. 
Most importantly, they both hold that death can be bad. Epi-
cureanism denies that death can be bad, and there is hence 
no agreement between Epicureanism and Deprivationism 
(be it Life-Comparative or Gradualist accounts). Also, it 
may seem that Epicureanism goes against the ethos of health 
care, since one of the interests of health care is prolonging 
the lives of people, or, more loosely speaking, “avoiding 

death”. For that reason, I will leave Epicurean accounts out 
of this discussion.45

This paper aims to abridge the discussion of severity with 
the discussion of the badness of death. This aim, framed as a 
question, is: Does the fact that a disease leads to premature 
death add to severity? To find out, we need an account of 
the badness of death that is aligned with the most plausible 
ideas of priority setting based on severity. I will examine 
different accounts of the badness of death, and investigate 
what kind of notion of severity they might support (and vice 
versa). In the next section, I will go over some preliminar-
ies. I will then describe Absolute and Proportional Shortfall. 
I will then describe two Deprivationist theories, the Life-
Comparative Account (LCA) and the Time-Relative Interest 
Account (TRIA). I will then examine how and in what way 
these different theories can give support to each other. I will 
argue that LCA gives support to Absolute Shortfall (and vice 
versa) and that no current account of the badness of death 
can give support to Proportional Shortfall. I will further 
argue that no account of severity can be coupled with TRIA 
and that this gives us reason to believe that TRIA is difficult 
to use in health care, at least presently. My conclusion is 
that if we accept a deprivationist theory, this provides us 
with a reason to subscribe to the idea of Absolute Shortfall 
as an operationalization of severity. In practice, this implies 
that we ought to judge a health condition more severe than 
another if that condition contributes to a bigger absolute 
shortfall of QALYs. This allows us to give higher priority 
on the basis of severity to conditions that lead to premature 
death.

Preliminaries

As mentioned above. I will use the QALY scale of rank-
ing conditions on a scale from 0 to 1, where 1 represents 
perfect health, and 0 represents death (or a condition that is 
equally bad as death, but not worse). 1 QALY can be equal 
to 1 year at QALY level 1, 2 years at QALY level 0.5, 4 years 
at QALY level 0.25, etc. In the cases where it is of relevance 
how many actual life years are involved in a case, this will 
be made explicit. It will be stipulated that the total QALYs 
in a reference life is 80.

The currency that is measured on this 0–1 scale is what 
I will refer to as health-related quality of life. This is short-
hand for those parts of a person’s well-being that can be 

4  See Solberg and Gamlund (2016) for further discussion regarding 
the omission of Epicureanism.
5  There has been some recent discussion regarding Epicureanism’s 
eventual suitability in health care priority setting, see for instance Hol 
and Solberg (2023).
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affected by illness. We assume that the well-being of a life 
consists of several different things and that health is one 
of these things. As an example, let’s say that I win the lot-
tery tomorrow. We can assume that this would add some 
units of well-being to my life, i.e. make my life better, but 
at the same time, we assume that the well-being added from 
my winning the lottery is not health-related. Similarly, if 
I get cancer tomorrow, we can assume that this subtracts 
some units of well-being from my life, i.e. makes my life 
worse, and at least some of this well-being is health-related. 
If I have cancer and get miraculously cured of it tomorrow, 
this makes my life better in several ways, and some of them 
are health-related. This is, of course, a complex issue, and 
whether health is at all separable from general well-being 
is subject to substantial debate (Bognar 2008; Brock 2002; 
Broome et al. 2002). For our purposes, I will simply assume 
that a measurement of health-related quality of life makes 
some sense, and that changes in health state in some way 
correlate with changes in well-being.

A condition is simply a disease, disability, or injury that 
negatively affects someone’s health-related quality of life, 
primarily by a decrease in level of functioning and/or loss 
of life via death.

When speaking of the prognosis of a condition, this refers 
to the total number of QALYs that obtains as a result of 
a condition. If the prognosis of a condition is 10 QALYs, 
that can mean that a patient with the condition will live for 
10 years at full health and then die. It can also mean that a 
patient with the condition will live for 20 years at health 
level of 0.5 and then die. A has a better prognosis than B, 
or condition x has a better prognosis than condition y, if A 
rather than B or x rather than y involves more QALYs.

When speaking about death, I will assume what has been 
called the termination thesis (Feldman 2000), that is, that 
death is the permanent end of our existence. I will simply 
leave aside the debate about whether we are in some way 
immortal, or continue to exist after our death. I will assume 
that, following death, a person no longer exists, and therefore 
has no more well-being.6

It is important to note that both Life-Comparative and 
Gradualist theories are compatible with the idea that death 
can be good. Remember, what Epicurean theories say is 
simply that death is neither good nor bad. If we are not 
Epicureans, we probably think that death is in most cases 
bad. But, if one’s life is really bad (maybe it has a net well-
being level of less than 0), for instance, if one lives with a 

very painful chronic condition, it is not absurd to state that 
death could be good.

Absolute shortfall7

Absolute Shortfall measures the amount of QALYs one is 
expected to lose because of a certain condition. Simply put, 
the more QALYs that are lost, the more severe the condition 
is judged. In calculating absolute shortfall, we look at how 
many QALYs are expected to remain at the time a condition 
occurs. (In our examples, we stipulate that the expected total 
QALYs for all patient groups be 80, but again, this is simply 
to make the examples easier to follow.) Absolute Shortfall 
is connected to the prognosis of a condition in the way that 
a better prognosis will, all else being equal, result in fewer 
QALYs lost than a worse prognosis. The following example 
illustrates how absolute shortfall works when evaluating the 
severity of deadly diseases.

The Absolute Shortfall of deadly disease. A condi-
tion affects 40-year-olds and has a prognosis of 5 
QALYs. This patient group will then lose (80-40-5) 
= 35 QALYs. Another condition affects 70-year-olds, 
also with a prognosis of 5 QALYs. This group will 
lose (80-70-5) = 5 QALYs. Since the 40-year-olds will 
lose more QALYS this condition is judged more severe 
than the condition affecting 70- year-olds, even if the 
prognosis is the same.

For deadly diseases with equal prognosis, conditions that 
affect younger groups will be judged more severe than con-
ditions that affect older groups. How big the effect of this 
is will depend on if the prognosis is dependent on age. It is 
reasonable to think that in some situations older people have 
a worse prognosis than younger. This will give older peo-
ple a slightly bigger absolute shortfall than if the prognosis 
would be the same.

The Absolute Shortfall of chronic, non-deadly disease. 
A group of patients averaging 40 years old is affected 
by a condition that will result in a loss of function-
ing and reduced health-related quality of life from 1 
to 0.8. The absolute shortfall is equal to remaining 
lifetime times the loss in health-related quality of life 
(1-0,8=0,2). This will result in an absolute shortfall 
of 40*0,2 = 8 QALYs. Another group, averaging 70 
years of age, is affected by another chronic condition, 
that also reduces health-related quality of life from 1 

6  It is subject to debate whether dead people occupy a well-being 
level or not. I believe that they do not, but in this article, I take no 
stand on the matter. What is important for our purposes is that 1 year 
of non-existence equals 0 QALYs. For more on this, see Feit (2016) 
and Carlson and Johansson (2017).

7  The examples in this section, as well as the following, are adapted 
from the Norwegian report on severity and priority setting (Magnus-
sen et al. 2015).
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to 0.8 For this group, the absolute shortfall is 10*0,2 
= 2 QALYs.

Similarly, for chronic conditions, the absolute shortfall is 
higher for conditions that occur early in life.

The Absolute Shortfall of passing disease. Two groups 
of patients, one averaging 20 years old and the other 
averaging 70 years old, are both affected by a condi-
tion that results in a temporary loss of function that 
reduces health-related quality of life by 0.5 for 4 years. 
For both groups, this will result in an absolute shortfall 
of 2 QALYs.

Absolute Shortfall will give higher priority to those that lose 
larger parts of their future life because of disease. Because of 
this, even if age is not a built-in criterion, Absolute Shortfall 
will often imply that diseases that affect younger people will 
be seen as more severe than diseases that affect older people.

Proportional shortfall

Proportional Shortfall, as the name implies, measures the 
proportion of remaining QALYs that one can be suspected 
to lose because of a condition. Proportional shortfall holds 
that it is equally severe to lose 20 of 40 remaining QALYs as 
2 of 4 remaining QALYs. This understanding of severity is 
also linked to loss of future good life but in relative, and not 
absolute, terms. The following example illustrates how pro-
portional shortfall evaluates the severity of deadly diseases.

The Proportional Shortfall of deadly disease. A con-
dition that affects a group of 40- year-olds and has a 
prognosis of 10 QALYs will give a proportional short-
fall of (80-40-10)/(80-40) = 30/40 = 75%. A condition 
that affects a group of 70-year-olds and has a prognosis 
of 2,5 QALYs will also give a proportional shortfall of 
(80-70-2,5)/(80-70) = 7,5/10 = 75%. Put differently: 
it is equally severe that a 40-year-old dies at 50 as that 
a 70-year-old dies at 72,5.

As we can see, Proportional Shortfall is less sensitive to the 
absolute size of the loss, that is, the amount of QALYs lost. 
We instead look at the percentage of future life that is lost. 
Similar to the absolute shortfall, the proportional shortfall 
is also often bigger for younger patient groups. Proportional 
Shortfall tries to temper the differences so that the propor-
tional difference is smaller than the absolute difference.

Another deadly disease. A condition affects 40-year-
olds and has a prognosis of 5 QALYs. This group will 
lose (80-40-5) = 35 QALYs. The proportional shortfall 
is 35/40 = 87,5%. Another condition affects 60-year-
olds and also has a prognosis of 5 QALYs. This group 

will lose (80-60-5) = 15 QALYs. The proportional 
shortfall is 15/20 = 75%.

The idea with Proportional Shortfall is to try to remove some 
of the effects of age on severity. In the above example, the 
relationship between the absolute shortfall is 2.3 (35/15), 
but the relationship between the proportional shortfalls is 
1.16 (87.5/75).

The Proportional Shortfall of chronic, non-deadly 
disease. A group of patients averaging 40 years old 
is affected by a condition that results in a loss of func-
tioning and reduced health-related quality of life from 
1 to 0.8. The proportional shortfall is equal to the loss 
in health-related quality of life, that is, 0,2 (20%). 
Another group, averaging 60 years of age, is affected 
by another chronic condition, that also reduces health-
related quality of life from 1 to 0.8. For this group, the 
proportional shortfall is also 0,2 (20%).

The proportional shortfall for chronic conditions is inde-
pendent of age. Chronic conditions affecting younger peo-
ple will not be seen as more severe than chronic conditions 
affecting older people. Using Proportional Shortfall, how 
long one lives with a chronic condition will not affect our 
evaluation of the severity of the condition and therefore 
make no difference in priority setting.

The Proportional Shortfall of passing disease. Two 
groups of patients, one averaging 20 years old and the 
other averaging 70 years old, are both affected by a 
condition that results in a temporary loss of function 
that reduces health-related quality of life by 0.5 for 4 
years (2 QALYs). The proportional shortfall is bigger 
for the older group (2/10 = 20%) than the younger 
group (2/60 = 3,3%).

Proportional Shortfall deems a loss of a given amount of 
QALYs more severe the older the patient is. This is because 
the QALYs lost will constitute a bigger proportion of the 
expected remaining QALYs the older the patient is. Using 
Proportional Shortfall, passing conditions that affect older 
people will therefore be seen as more severe than passing 
conditions affecting younger people.8

8  It should be noted that since the number of total expected future 
QALYs is not always 80, but will vary with age, this will slightly 
alter the exact proportion of the Proportional Shortfall. (For instance, 
expected future QALYs at birth might be 80, but expected future 
QALYs at 75 might be a higher number, say 85, since some people in 
the age group will have died).



221Severity and death﻿	

The badness of death: the life‑comparative 
account

Influentially, Nagel (1970) has argued that death is bad 
because it deprives us of something, namely our future life. 
This is the reason the theory has been called Deprivationism. 
A popular version of Deprivationism is the Life-Compara-
tive Account (LCA), which compares the life where I die 
with the life where I do not die.9 If I die at 40, we compare 
that life with the life I would have had if I did not die at 40. 
Let’s say that if I did not die at 40, I would live until 80. 
Then, death deprives me of 40 years of life.

More specifically, it could be said that death deprives me 
of my future well-being. When I am dead, I will have no 
well-being level. I will not exist.10 So, let’s say that I am 40, 
and have had 100 units of well-being so far. We can suspect 
that if I live to become 80, I will have had an additional 100 
units of well-being. But if I die at 40, I will not get to have 
these 100 units. Death deprives me of 100 units of well-
being. That is why death is bad.

On LCA, the badness of death can be formulated simply:

LCA:	� The badness of death b at t is a function b=(f)w, 
where w is the amount of well-being lost from 
death.

LCA is an account of death's badness, but more specifi-
cally, it is an account of why death is bad for the one who 
dies. Why is death bad for me? Even if LCA was false, it 
could still be the case that my death would be bad for oth-
ers.11 Even the Epicurean, who denies that death can be 
good or bad, accepts this. LCA also gives no verdict about 
my dying. Even the Epicurean can agree that the circum-
stances surrounding my death can be painful for me.12 Nor 
does LCA say anything about which attitude I should take 
toward death. It does not say that I should (or shouldn’t) fear 
death, or that the mere fact that I am a mortal being (and 
will die) is bad for me.13 LCA regards not others’ attitudes 

towards my death, not the circumstances surrounding my 
death, not my attitude to my death, but the event of my death.

As expressed by Nagel, LCA is quite simple. Death is 
bad for me because it deprives me of all my future well-
being. Many philosophers think that LCA (and other com-
parative accounts) is a good theory. It tracks our intuitions 
about death in a good way. However, as any philosophical 
theory, it has its problems.14 I will not discuss these Epicu-
rean criticisms of Deprivationism and LCA here, but rather 
move on to another Deprivationist view, distinct from LCA: 
Gradualism.

The badness of death: gradualism

It is important to remember that since LCA tracks the bad-
ness of death to loss of future well-being, it holds that it is, 
all else being equal, usually worse to die at an earlier time as 
opposed to a later time. If one wants to deny LCA (or Dep-
rivationism altogether) and subscribe to the Epicurean, this 
feature is not much of a worry. But, we might still want to 
say that death is bad while pointing out some problems with 
this other aspect of the theory. Maybe we want to claim that 
the badness of death is not a strict function of the amount of 
well-being lost from death, but that it varies over the course 
of a life. Gradualist theories state exactly this. One widely 
discussed such theory is McMahan’s Time-Relative Interest 
Account (TRIA) (McMahan 2002, 2019). Again, on LCA, 
the extent of the badness of death is a function of the amount 
of life lost. On TRIA, the badness of death can be formulated 
as follows:

TRIA:	� The badness of death b at t is a function b = (f)w × 
r where (1) w is the amount of well-being lost from 
death and (2) r is the strength of the relevant rela-
tions15 that would have held between the individual 
at t and the same individual after t if the death had 
not occurred (McMahan 2019).

Consider these illustrating examples:

Choice between deaths. A day-old infant will die 
unless the doctor saves him. Although the infant can 
be saved, the condition that threatens his life cannot be 

9  In addition to Nagel (1970), see Bradley (2009), Broome (2004), 
Ekendahl (2019), Feldman (1991, 1992), Fischer (2020), Johansson 
(2005), Kagan (2012), Quinn (1984).
10  This is what is assumed by the termination thesis.
11  My family and friends would (hopefully) be upset by my death. 
My death would have a negative impact on their well-being.
12  For instance, I could die painlessly in my sleep. I go to bed one 
night and simply die in my sleep. I do not have any experience of 
pain. I simply do not wake up. But it could also be the case that I 
could die by being slowly run over by a steamroller. This will be 
extremely painful. Since this is an experience that I certainly have, 
the Epicurean allows it to be bad for me. And the Deprivationist 
agrees.
13  However, many writers have argued that Deprivationism has impli-
cations in these discussions.

14  The main criticisms posed against Deprivationism and LCA are 
The Timing Problem and The Asymmetry Problem. For discussion 
on these, see Johansson (2013a, 2013b), Kaufman (1995), Lucretius 
(1940), Nagel (1970).
15  These relevant relations are what McMahan calls the time-relative 
interests. What they consist of is debated, but they depend on some 
metaphysical relationship between the person at t and the same per-
son after t.
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cured and will certainly cause his death later around 
the age of thirty-five (McMahan 2002, p. 184).

To find a plausible answer here, we can simply use LCA. 
According to LCA, it is worse for the child to die now than 
to die at 35. If she dies now, she is deprived of 35 years of 
life 35 years is better than 0 years. McMahan then introduces 
a second example:

Choice between lives. A thirty-five-year-old woman is 
due to give birth the next day but there are complica-
tions with the pregnancy. The woman can live another 
35 years while the fetus will die at age 35 (due to an 
incurable congenital condition) (McMahan 2002, pp. 
185-6).

In this case, LCA is indifferent. If we save the woman, the 
child will lose 35 years, and the woman will gain 35 years. 
If we save the child, the woman will lose 35 years, and the 
child will gain 35 years. But McMahan thinks that we are 
not indifferent to this choice. We think that the doctor should 
save the woman. He further thinks that this does not depend 
solely on external factors, but that it is an inherent fact 
about the specific death: it is strictly worse for the woman 
to die than for the child. But LCA states that death would 
be equally bad for these two people. To make the point even 
clearer, consider:

Generalized choice between lives. A 15-year-old is 
about to die in the same hospital a newborn is about to 
die. Due to resource scarcity, the doctor can only save 
one of them. Should the doctor save the 15-year-old 
or the newborn?

LCA states that the doctor should save the newborn, since 
we can expect her loss from death to be strictly bigger 
(80 years compared to 65 years). But, McMahan holds, many 
of us think that the doctor should save the 15-year-old. The 
essence of this idea is that the badness of death does not bear 
a strict relation to the size of the loss of life.

Let’s say that we agree with McMahan. The doctor ought 
to save the 15-year-old because her death would be worse for 
her. Why is this so? McMahan says that this is because the 
15-year-old has a stronger time-relative interest in her future. 
Simply put, she has a stronger connection to her future self 
than the newborn. The newborn has no self-consciousness 
or life plans, and she does not have especially strong meta-
physical connections to her future self. The 15-year-old has 
self-consciousness, life plans, and strong metaphysical con-
nections to her future self. Her death is bad for her, then, 
because it is a stronger violation of her time-relative inter-
ests. These time-relative interests in turn constitute the factor 
r in our formulation of TRIA.

TRIA has, of course, been subject to criticism, partly 
because it is not as widely discussed and elaborated on as 

LCA, and partly because some authors argue that McMahan 
is misguided (Broome 2019; Campbell 2019). I will set these 
criticisms aside, and move on to discussing TRIA and LCA 
in light of Absolute and Proportional Shortfall.

Discussion

In the previous sections, I have outlined two popular theo-
ries regarding severity and two popular theories regarding 
the badness of death. I will now examine their relations to 
one another.

The similarity between LCA and absolute shortfall

First, there seem to be clear similarities between LCA and 
Absolute Shortfall. To illustrate this, let us take another, 
closer look at Deadly disease.

The Absolute Shortfall of deadly disease. A condition 
affects 40-year-olds and has a prognosis of 5 QALYs. 
This patient group will then lose (80-40-5) = 35 
QALYs. Another condition affects 70-year-olds, also 
with a prognosis of 5 QALYs. This group will lose 
(80-70-5) = 5 QALYs.

If we use LCA as a lens to look at this example, we get a 
clear verdict: since the loss for the 40-year-olds is bigger 
than the loss for the 70-year-olds, and the badness of death is 
a function of the amount of life lost because of death, death 
is worse for the 40-year-olds than for the 70-year-olds. It 
seems that LCA and Absolute Shortfall state a similar ver-
dict. The severity of illness according to Absolute Shortfall 
is analogous to the badness of death according to LCA. The 
more you lose, the worse. This is the simple statement of 
LCA, and on further examination, it seems to be built into 
Absolute Shortfall. The severity that death adds to an illness 
is the absolute amount of QALYs lost—and, importantly—
nothing else. Also, even if one has doubts about LCA, all 
Deprivationist theories bear some similarity to Absolute 
Shortfall, since they agree that the amount of life lost is at 
least part of the function that states the badness of death. 
The theories say something similar—it is worse to die the 
more life one loses from death. Even if LCA has its critics, 
it is a popular theory with good philosophical support. I 
would argue that this gives support to Absolute Shortfall as 
a theory of severity.

But, even if one wants to reject LCA and stick with TRIA, 
it still seems that Absolute Shortfall is the closest matching 
idea of severity. On both TRIA and LCA, the amount of life 
lost from death is at least part of what makes death bad. If 
death is bad in the way that LCA or TRIA claims, Absolute 
Shortfall is the closest theory about severity.
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The lack of support for proportional shortfall

Further, none of the Deprivationist accounts discussed in 
this article seem to give any support to the idea of Propor-
tional Shortfall. As mentioned above, Proportional Shortfall 
is used as a priority setting criterion in the Netherlands, and 
the main argument for this is that it has “strong (political) 
support” (Van de Wetering et al. 2013, p. 113). It is unclear 
what the underlying motivations are, and it has been said 
that it seems “hard to defend that avoiding a full loss of 
all remaining health would be equally important when the 
choice concerns either a very large or small absolute QALY 
loss” (Van de Wetering et al. 2013). It would seem that one 
underlying motivation for Proportional Shortfall is that it 
tries to temper a supposed ageism that follows from Abso-
lute Shortfall (Magnussen et al. 2015). It seems that adher-
ents of Proportional Shortfall would want to say something 
like this: it can be equally bad (or even worse) for someone 
to die later in life. It all depends on the proportional size of 
the loss. But if we approach this idea from the viewpoint of 
Deprivationist theories, it seems misguided. Consider, again:

It is equally severe that a 40-year-old will die at 50 as 
that a 70-year-old will die at 72,5.

This is presented as an interpersonal case, involving different 
people, but imagine instead that it is an intrapersonal case, 
involving one and the same person (me). If I am 40 and then 
die at 50, that is of course bad for me. But, in the nearest 
possible world where I do not die at 50, I live to be 72,5. At 
70, this death is equally bad for me as my death at 50 would 
have been to me at 40.16 This is unintuitive. Of course, my 
death at 72,5 is bad for me. But, all else being equal (and 
they are, since the currency we are dealing with is QALYs), 
my death at 50 has to be worse. If life after 50 has at least 
some well-being in it, it cannot be equally bad for me to 
die earlier. If death’s badness is related to severity, it is not 
captured by the idea of Proportional Shortfall.

Also, another underlying idea with Proportional Shortfall 
seems to be that it can be worse (or equally bad) to die later. 
Again, what matters is the proportion of life that is lost. This 
is strictly opposite to LCA, since LCA states that an earlier 
death is always a worse one (all else being equal). It also 
does not fit well with TRIA. On most formulations of TRIA, 
the Time- Relative Interest is strongest in childhood or early 
adolescence (for our purposes, let’s say that it is strongest 
at 15 years of age). From conception to this point, the time-
relative interest gets stronger. After this point, it gets weaker. 
All else being equal, the worst time to die is at 15 (or around 

that age). To defend Proportional Shortfall using TRIA, one 
would need to formulate a version of TRIA where the time-
relative interest can get stronger and stronger.

Some people believe that the same amount of life years 
is worth more to older people than to younger people. It 
is, they say, very valuable to add 2.5 years to the life of a 
70-year-old. Maybe they would claim that this is equally as 
good as adding 10 years to the life of a 40-year-old.

One way to illustrate this is this: Simon uses battery-pow-
ered wireless headphones to enjoy music.17 Suddenly, he 
gets an alert on his device informing him that the battery is 
about to run out, and he has about 10 min of music listening 
left before the battery does so. It might then be reasonable 
to say that these 10 min are very important to him. He savors 
them and is very intentive about how he spends them. He 
chooses the few remaining songs carefully. It might then 
seem reasonable to say that these minutes are more valuable 
to him than an hour would be. Although there is something 
attractive about this intuition, it seems, as mentioned above, 
hard to find theoretical support for it. We could argue that it 
is false. Say for instance that after 10 min have passed, the 
battery of Simon’s headphones is magically refilled to its 
max. If those minutes were previously more valuable, they 
are now suddenly less valuable. This seems wrong. He now 
has much more time to enjoy music. How can that be a bad 
thing? Maybe it is bad because now he does not savor the 
music in the same way. But it still seems better to have one 
hour of battery left than 10 min. I think that the intuition that 
life is worth more if you have less left is one that we ought to 
do away with if we do not want to deal with the other, more 
problematic (as argued above), aspects of using Proportional 
Shortfall to operationalize severity.

The lack of support for TRIA

Third, attractive as it may seem (to some), since no opera-
tionalizations of severity seem to be in line with TRIA; this 
gives reason to think that it would be difficult to operation-
alize TRIA in health care. We might think of TRIA as a 
good way to understand the badness of death, and intui-
tively, it makes some sense. But both Absolute and Propor-
tional Shortfall go against TRIA. To see this, consider the 
following:

Baby or child. The doctor has to choose between treat-
ing a baby and treating a child. If treated, they would 
both live to become 80. If untreated, the baby would 
die at age 1, and the child would die at age 15.

TRIA would say that since death would be worse for the 
child, the doctor ought to treat the child. LCA would say that 

16  It should be noted that this way of reasoning may suppose that we 
accept some view akin to priorism, that is, that the badness of death 
is chronologically located before death. 17  Thanks to Erik Gustavsson for this example.
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since death would be worse for the baby, the doctor ought 
to treat the baby. So far so good. With regards to severity, 
Absolute Shortfall says that since the QALY loss for the 
baby is bigger, the baby’s condition is more severe. Propor-
tional Shortfall says that since the proportional QALY loss 
for the baby is bigger, the baby’s condition is more severe. 
Since the severity principle says that we should give priority 
to the patient whose condition is more severe, both Absolute 
and Proportional Shortfall state that the doctor ought to treat 
the baby. The severity principle seems to be very much in 
line with LCA, and not with TRIA.

Of course, this is not to say that one ought to abandon 
TRIA, or that it is useless in health care priority setting. 
TRIA is in many ways an attractive theory, especially in 
cases such as Baby or child. However, if one wants to use 
TRIA in health care priority setting, the work has to be done. 
Proponents of TRIA have to formulate a matching severity 
principle since there currently is no such principle available.

The relevance of the badness of death for priority 
setting

Lastly, I want to discuss an argument made by Greaves 
(2019) that the concept of the badness of death is ill-suited 
for discussions of healthcare priority setting.

Greaves argues for this conclusion based on the premise 
that TRIA is not an axiological principle. I have my doubts 
about this. Greaves argues that TRIA is not a theory about 
badness, but that it is instead something akin to a theory 
about when we think it is worst (as in “most upsetting”) 
for someone to die. We think it is more upsetting when a 
15-year-old dies than when a baby dies. But McMahan 
clearly states that this is not the case. In his original pro-
posal, this is not clear, but it has been clarified since. (36) 
Albeit in a more complicated way than LCA, TRIA tracks 
the badness of death. Formulating an axiological principle 
from TRIA might be complicated, but it is not impossible. 
Setting this aside, as I have shown there are other reasons 
not to use TRIA in health care priority setting, while there 
are good reasons to use, for instance, LCA. A good reason 
to use LCA is that it can give intuitive support to certain 
operationalizations of severity (i.e., Absolute Shortfall), and 
vice versa. Also, LCA can surely be formulated as an axi-
ological principle, since LCA clearly tracks the badness of 
death. Theorizing by way of the badness of death clearly can 
give us a better understanding of severity and therefore be 
useful in health care priority setting.

Let us take stock. Deprivationist theories such as LCA 
provide us with a reasonable way of understanding what 
if bad about death (and by extension, by dying earlier). 
The fact that death deprives us of future well-being is 
what makes this the case. I have argued that if we accept 
this, this is a reason for us to adopt the Absolute Shortfall 

operationalization of severity. On this understanding, a con-
dition is more severe the bigger the absolute loss of QALYs 
it causes. One implication of this is that conditions that lead 
to an earlier death will be (all else equal) considered more 
severe. Severity as a priority setting criterion urges us to 
give higher priority to conditions with higher severity, and 
hence, based on what has been argued in this article, con-
ditions that lead to an earlier death are examples of such 
conditions. In our health care system, there is therefore a 
normative reason for more of scarce resources to be spent 
on curing and preventing these types of conditions. This 
provides support for the publicly funded health care systems 
that has adopted Absolute Shortfall as their operationaliza-
tion of severity (such as Norway), reason for those using 
Proportional Shortfall (such as the Netherlands) to reevalu-
ate, and reason for those that have not yet explicitly adopted 
an operationalization to do so—that of Absolute Shortfall.

Conclusion

The connection between severity and health care priority 
setting on the one hand and philosophical theories about 
the badness of death on the other requires further attention. 
An attempt at this has been done in this paper. I set out 
with the aim of examining the possible connections between 
these fields. Following descriptions of two popular methods 
of operationalizing severity in health care priority setting, 
Absolute and Proportional Shortfall, as well as descriptions 
of two contemporary accounts of the badness of death, the 
Life-Comparative Account and the Time-Relative Interest 
Account, I have argued that the Life-Comparative Account 
provides the most promising underlying rationale for Abso-
lute Shortfall. I have also argued that it is hard to find sup-
port for Proportional Shortfall by way of theories about the 
badness of death, and that the Time-Relative Interest, prom-
ising a theory as it is, needs further work to be suitable for 
use in health care priority setting. Based on this, I have also 
argued that the entire concept of the badness of death can 
be well-suited for discussions of this kind, partly because it 
can provide us with underlying rationales for operational-
izing severity. A main takeaway from this is that Absolute 
Shortfall is, at least with regards to the badness of death, a 
more promising contender for operationalizing and thinking 
about severity.
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