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Abstract
How to balance the maximization of health and concerns for the worse off remains a challenge for health care decision makers
when setting priorities. In regulatory guidelines these concerns are typically specified in terms of priority setting according to
needs and priority setting according to cost-effectiveness. Still, it is often unclear when and why needs and cost-effectiveness
diverge or overlap as guiding priority setting principles in practice. We conduct a comparative analysis of need and cost-
effectiveness in the context of health care priority setting. Based on theories of distributive justice we specify three normative
interpretations of need and explicate how these relate to the normative basis for cost-effectiveness analysis. Using priority-setting
dilemmas we then move on to explicate when and why need and cost-effectiveness diverge as priority-setting principles. We find
that: (i) although principles of need and cost-effectiveness may recommend the same allocation of resources the underlying
reason for an allocation is different; (ii) while they bothmay giveweight to patients who are worse off they do so in different ways
and to different degree; and (iii) whereas cost-effectiveness clearly implies the aggregation of benefits across individuals
principles of needs give no guidance with regard to if, and if so, how needs should be aggregated. Priority setting according
to needs or cost-effectiveness does not necessarily recommend different allocations of resources. Thus, the normative conflict
between them, often highlighted in practice, seems exaggerated. For health policy this is important knowledge because unclear
conceptions may obstruct an informed public discussion.Moreover, if decision-makers are to properly account for both principles
they need to recognize the inconsistencies as well as similarities between the two.
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1 Introduction

Priority setting in health care presents distinctive ethical chal-
lenges. One of the greatest tasks facing decision-makers in
health care is how to balance concerns for equity with con-
cerns for health maximization. In guidelines for health care
priority setting these concerns are often specified in terms of
cost-effectiveness and needs [1–4]. Despite the prominence
accorded to these principles in priority setting, there seems

to be considerable confusion about how these principles may
serve as a basis for priority setting as well as how they relate to
each other. For health policy this has severe consequences, not
only because it hinders an informed public discussion but also,
if decision-makers are to properly account for both principles
they need to recognize the inconsistencies as well as similar-
ities between the two.

The principle of cost-effectiveness (CEP) can widely be
described as a rule that priority should be given to programs
and interventions that maximizes health in society. To claim
that priorities in health care should be based on cost-
effectiveness is often viewed as controversial (see e.g.
[5–8]). The idea that priorities in health care should be based
on some principle of patient need is less controversial and
widely embraced in the bioethical literature as well as in offi-
cial guidelines for priority setting [2–4, 9–16]. It seems also to
be a notion to which health care professionals ascribe consid-
erable importance [17]. However, what it would entail in prac-
tice to set priorities according to need often remains unclear.
Moreover, many assert a conflict between setting priorities
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according to need and according to cost-effectiveness but
when and why such a conflict arise is also unclear.

The objective of this paper is to characterize how concepts
of need may be specified for health care priority setting and
explore how these specifications relate to CEP. Drawing on
two concepts of need (Health Need and Health Care Need) we
explicate how need-based distribution can be understood in
terms of theories about distributive justice. We then explicate
what normative work principles of need can do that CEP can-
not, and vice versa. We conclude that the often-asserted con-
flict between need principles and cost-effectiveness in priority
setting is overstated once need is appropriately – and conven-
tionally – conceptualized. However, since they approach pri-
ority setting form different perspectives (patient vs. population
level) both are necessary ingredients in sensible priority
setting.

2 Methods

The analysis in this paper unfolds in the following way. First, a
conceptual framework for clarifying needs and cost effective-
ness, respectively, is developed and specified. Second, this
framework constitutes the ground for a comparative ethical
analysis. The underlying normative assumptions of cost-
effectiveness are outlined and clarified. We then outline three
ways in which priority setting according to need may be un-
derstood in terms of distributive justice, namely needs as egal-
itarianism, needs as prioritarianism, and needs as sufficiency.
Third, these three specifications of need are employed in order
to delineate the differences and similarities between priority
setting according to need and priority setting according to
CEP. The analysis also employs a number of cases of priority
setting in order to explore the implications of these different
normative positions.

3 Health care priority setting according
to need

The need for health can be understood as the gap between
current health and desired health (Fig. 1). A person’s desired
health does not necessarily coincide with optimal health, since
individuals typically desire less than optimal health; especially
as we get older and view some deterioration in functionality as
a natural course of aging. Further, the gap does not necessarily
only involve one’s current health; it could also involve the risk
for future ill health. For example, when we take vaccine as a
preventive measure we are trying to reduce the gap between
the current risk and the desired risk of becoming sick.

The defined concept of health need (HN) as a gap between
current health and desired health does not, however, yield
sufficient information for us to make priority setting decisions

on the basis of need. We must also assess what the individual
has a need for. What kind of health care is needed to poten-
tially reduce the gap between current health and desired
health? For a patient suffering from end stage renal disease
the health gap might for example be reduced by kidney
transplantation.

As illustrated in Fig. 2, two prerequisites must be present
for a health care need (HCN) to arise: (i) A Health Need must
exist, i.e. a gap between current health and desired health. (ii)
An intervention that potentially can reduce the health gap
must exist. Hence, one cannot need an intervention from
which one cannot benefit [18–21].

The distinction between HN and HCN is important because
the major determinant of individuals’ health is not health care,
but other social determinants [22]. It is also important to note
that while it is quite uncontroversial to say that the cost asso-
ciated with an intervention is a relevant factor for setting
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Fig. 1 Graphical illustration of Health Need (HN)
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Fig. 2 Graphical illustration of Health Care Need (HCN)
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priorities in general, this does not imply that HN or HCN is
dependent on the size of the associated cost (see further e.g.
[13–15]).

3.1 Three accounts of need as a distributive principle
in health care priority setting

In this section we will relate HN and HCN to three normative
accounts of distributive justice. We shall refer to these ac-
counts as: needs as egalitarianism, needs as prioritarianism
and needs as sufficientarianism. These accounts of distribu-
tive justice all account for patients’ HN as well as their HCN.
Although providing different moral grounds for why and to
what extent weight should be given HN and HCN,
respectively.

3.1.1 Needs as egalitarianism

Egalitarian theories are based on the idea that equality ought to
be promoted in some sense, or that inequality should be
avoided [23–26]. Equality is a complex idea to operationalize,
and there are several ways in which an outcome can be made
better or worse in terms of (in)equality [25]. A common sug-
gestion is equality of outcome, i.e. we should allocate re-
sources in such a way that the level of health is as equal as
possible among patients. Another suggestion is equality of
opportunity, i.e. we should allocate resources in a way that
gives people an equal chance to achieve their greatest potential
for health. While equal opportunities are important aspects in
health policy, and there is a large literature related to the im-
portance of social determinants to health [22, 27–30] and the
role of responsibility for ill health [31–35], we will not focus
on this conceptualization of need here. Instead we will focus
on outcome egalitarianism as one way to distribute resources
among needs. For example, this is how the principle of need is
interpreted by the Swedish commission [3] when they state
that it, in part, prescribes “…an effort to equalize the outcome
of care as far as possible” (p. 105)”.

To specify needs in terms of equality makes it a compara-
tive account of justice, implying that what matters morally is
that someone is worse off than someone else. For example,
Rawls’s difference principle [24] gives a special consideration
to the worst off in that it prescribes that “…inequalities are to
be arranged so that they are…to the greatest benefit of the least
advantaged…” (p. 53). In practice, the difference principle
often implies giving priority to the worst off.

The difference principle as such does not, however, ascribe
any particular importance to the extent to which a patient can
benefit from an intervention. This absolute priority to the
worst off implies that the non-worst off do not matter from a
justice point of view [23]. Such a strict interpretation of egal-
itarianism is sometimes referred to as the Sickest first
principle, which says that absolute priority should be given

to the worst-off individuals [16]. In terms of needs, following
this distributive judgment would be to distribute resources on
the basis of the magnitude of a person’s HN. The main objec-
tion to such distributions is the “bottomless pit objection”, the
idea that it seems unreasonable to allocate all resources to a
small number of (very needy) patients [36], especially since
patients who are almost as needy may be benefitted a lot more
for the same resources.

3.1.2 Needs as prioritarianism

To interpret needs as a prioritarian principle implies that the
moral importance of a benefit diminishes as the absolute level
of health increases [16]. Thus, it matters more to benefit a
person the worse off that person is. As opposed to needs as
egalitarianism which is concerned with a comparative level of
justice, need as prioritarianism is concerned with people’s
absolute levels [37–39]. That is, what matters morally is not
that some are worse off in relation to others but rather that
some are badly off period, or that some are worse off than they
could have been.

Prioritarianism may be well understood in terms of two
theses: (i) maximizing well-being and (ii) priority to the worse
off. A prioritarian need principle may accordingly be con-
structed in very different ways. At one extreme, most weight
would be put on the latter thesis, which means a focus on the
HN rather than the HCN. This interpretation is also close to
the sickest first principle. At the other extreme most weight
would be put on the former thesis which entails a focus on the
HCN and prioritarianismwould then barely be distinguishable
from a utilitarian principle.

3.1.3 Needs as sufficientarianism

When interpreting needs in terms of sufficientarianism what
matters morally is that people are located above a certain min-
imal degree of health (or threshold). Thus, needs as
sufficientarianism is, like prioritarianism, concerned with peo-
ple’s absolute levels of health. Likewise, needs as
sufficientarianism can also be characterized by two theses,
the positive and the negative thesis [40, 41]. The former im-
plies that we should seek to lift the people who are located
below the threshold above it. The latter implies that there is no
reason to lift the people who are already located above the
threshold any further.

The only way to interpret need as sufficientarianism solely
on the basis of these two core elements is to say that we should
prioritize people below the threshold to elevate them above
the threshold [16, 42]. However, many would argue that this is
an implausible distributive principle since there may be strong
reasons for lifting people from, say, very far away from the
threshold to a level very close to it (but yet not above it).
Accordingly, need as sufficientarianism gives no guidance
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concerning how to prioritize among people below the thresh-
old. Thus, sufficiency principles are incomplete in that they
have to be combined with some other distributive principle
when it comes to prioritizing among the people below the
threshold [10, 16, 37].

3.2 What is the currency of distribution according
to need?

Priority setting according to need does not in itself provide any
answer as to what should be distributed. Commonly proposed
as filling this gap is some notion of health or some broader
notion of well-being. Awell-known definition of health is the
one stated by the World Health Organizations: “Health is a
state of complete physical, mental and social well-being”.
According to such a definition of health, combined with a
principle of need, almost anything would qualify as a need
for health care. Still, there are more nuanced theories of health.
In this context it is enough to distinguish between three kinds
of theories of well-being and two kinds of theories of health.

3.2.1 The concept of well-being

Theories of well-being are often understood as either hedonis-
tic theories, desire-fulfilment theories or “objective list” theo-
ries. (i) Hedonism — a person’s life goes well if it contains a
balance of pleasure (or happiness) over pain (or unhappiness).
(ii) Desire-fulfilment theories — a person’s life goes well if it
contains a balance of desire-fulfilment over having one’s de-
sires frustrated or having one’s aversions fulfilled. (iii)
Objective list theories— a person’s life goes well if it contains
a number of objective values such as autonomy and friend-
ship. These values are objective in the sense that they are
considered to be so independently of a person’s attitude to-
wards them.

3.2.2 The concept of health

Theories of health are often characterized as either bio-
medical (of which the bio-statistical theory is an influential
example) or holistic. (i) The bio-statistical theory of health
[43]— a person is healthy to the extent that his or her organs
and tissues are functioning normally (i.e. contribute to his or
her surviving or reproduction) given a statistically normal en-
vironment. (ii) The holistic theory of health [44]— a person is
healthy to the extent that he or she has the ability to achieve
the vital goals necessary and sufficient for his or her minimal
happiness.

Whereas there is a tendency towards objective theories of
well-being among need theorists [42, 45–47], it remains an
open question whether this is the best approach in a contem-
porary health care context. Accordingly, principles of need
may be constructed with several ideas about human good as

its currency of distribution, which, in turn, may prescribe dif-
ferent ways of allocating resources, more or less close to what
CEP implies.

4 Priority setting according
to cost-effectiveness

Cost-effectiveness is a measure of the cost of a service in
relation to some unit of its effectiveness. The outcome of
cost-effectiveness is usually expressed in terms of an incre-
mental cost-effectiveness ratio (ICER), where the effect is the
denominator and the corresponding cost is the numerator (as
shown in the ICER formula below). In health care the cost-
effectiveness ratio could be viewed as a “price-tag” on the
additional gain in health achieved by switching from current
practice to the new strategy (for example €5000 per gained life
year or quality adjusted life year). If the willingness to pay is
greater than the price, the new health program can be said to
be cost-effective. Thus, when a health program is said to be
cost-effective it simply indicates that the perceived benefits
outweigh the costs.

Incremental Cost Effeciveness Ratio ¼ ΔCost=ΔEffects

4.1 Cost-effectiveness as a distributive principle
in health care

In a normative sense cost-effectiveness can be described as a
maximization principle, i.e. resources should be allocated in
such a way that the total sum of health is maximized. As
regards health, this translates into a distribution of health care
resources that maximizes the total sum of health in society.
This means that priority setting in accordance with CEP only
ascribes importance to the extent to which patients can benefit
from interventions, while giving no extra weight to the worse
off. That is, in terms of needs CEP focuses only on the HCN
and pays no attention to the HN.

Although cost-effectiveness theoretically could include
any form of outcome measure in the denominator, the welfare
economic foundation of cost-effectiveness prescribes that it
should be a representation of individuals’ utility. Formula 2
is the ICER formula with utility as the currency for distribu-
tion, i.e. the incremental cost-utility ratio.

Incremental Cost Utility Ratio ¼ ΔCost=ΔUtility

As a consequence of the emphasis on utility, cost-
effectiveness is closely related to utilitarianism, which is one
kind of maximizing approach and which focuses on some
representation of utility [48, 49]. To understand the basis for

Health Technol. (2020) 10:611–619614



the utilitarian normative claim it may be helpful to disentangle
the following three elementary requirements: (i) welfarism
requires that the goodness of a state of affairs be a function
only of the utility information regarding that state; (ii)
maximization requires that utility information regarding any
state be assessed by the sum of utility in that state. This means
that utilities should be aggregated across individuals; and (iii)
consequentialism requires that the rightness of an action be
assessed on the basis of the outcome or consequence it
produces.

A central concept when it comes to understanding the
meaning of cost-effectiveness as a normative principle is car-
dinality. For health benefits to be summed together in a way
that is in accordance with utilitarianism they need to be repre-
sented by a valid cardinal utility function. Cardinal utility
captures the strength or intensity of preference differences as
opposed to ordinal utility, which only captures the ranking of
preferences. For example, suppose that a state of perfect health
in 1 yr is assigned a health value of 1, a state of angina is
assigned a health value of 0.6, and a state of severe depression
is assigned a value of 0.2. If the health value is represented by
a valid cardinal utility function we can say not only that per-
fect health is preferred to a state of angina, but also that it is
preferred with exactly the same intensity as a state of angina is
preferred to a state of severe depression. Hence, it is also
possible to aggregate these utilities across individuals and
say something about the desirability of different aggregated
outcomes.

Quality Adjusted Life Years (QALYs) is the measure-
ment most frequently used to evaluate health benefits in
cost-effectiveness, since it is the utility-based measure-
ment of health-related quality of life which has been de-
veloped in accordance with welfare economic theory [50].
For QALYs to represent a cardinal utility function they
need to reflect the intensity of individuals’ preferences.
This implies that individuals should prefer the option that
maximizes the expected amount of QALYs as being a
representation of individual utility in respect of health-
related quality of life. If not, QALYs cannot be taken to
reflect individual utility in respect to health [51].

A related basic tenet of economic and psychological
models is the assumption that individuals generally exhibit
decreasingmarginal utility [52, 53], and that this also is related
to improvements in health. The rationale for this is that a
particular health improvement is likely to create greater utility
improvement for a severely ill individual than for a healthier
individual. For instance, a paraplegic who suddenly recovered
the ability to move a finger would most certainly derive a
higher increase in utility than would an otherwise healthy
individual who recovered the same ability. Owing to the exis-
tence of diminishing marginal utility it may be argued that
cost-effectiveness has an inbuilt mechanism towards benefit-
ting the worse off. This is because they will derive a higher

increase in utility from a given health improvement than will
individuals who are already relatively well off. That is, if Ali is
severely impaired and Boris is slightly impaired and they re-
ceive an equal increase in health (in absolute terms) Ali will
ascribe a higher value to the increase than Boris.

4.2 What is the currency of distribution according
to CEP?

QALYs are the most widely usedmeasure of health benefits in
CEP. QALYs are often assumed to represent utility, which in
turn is dependent on health status (Q) and the number of life
years. This can be expressed by means of the following
formula:

QALYs ¼ U Q;Tð Þ ¼ V Qð Þ*T

where U(Q) is the value function of quality measured on a
scale between 1 (full health) and 0 (death) corresponding to
the value attached to the health state, which is multiplied by
life years (T). For instance, an individual with a level of 0.5
who will live 10 additional life years will generate 5 (0.5*10)
additional QALYs. Hence, the QALY should not be equated
with health or well-being but should be understood as a mea-
sure of the utility an individual attach to a state of health which
may be achieved with intervention as compared with some
other state of health which would follow without intervention.

Individual preferences used to evaluate health states are
frequently found to violate conditions for QALYs’ represen-
tation of utility [54]. This has led to the emergence of a non-
welfarist approach (which is, confusingly, often referred to in
the literature as extra-welfarism), where QALYs are
interpreted as being an indication of health, but the actual
utility does not necessarily have to change proportionally to
the size of QALY gains. If this view is correct CEP no longer
fits into the utilitarian framework since QALYs do not then
represent a valid cardinal utility function.

5When and why needs and cost-effectiveness
overlap as guiding principles

To understand the relation between need principles and CEP –
when their implications may overlap as priority setting criteria
and when they do not, we will consider a hypothetical re-
source allocation case. We shall consider this case both at
the bedside and the policy level since studies have shown that
people make different rationing decisions depending on the
scope of the decision [55, 56]. For simplicity reasons we as-
sume that there are only three health states that people can
experience:
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(a) No impairment – a condition in which one has full
health, preference value: 1

(b) Slight impairment – a condition that renders it difficult
for one to move around, preference value: 0.6

(c) Severe impairment – a condition that leaves one bedrid-
den a large part of the day, preference value: 0.2

Each health state is associated with a preference value be-
tween 0 (death) and 1 (full health). This preference scale be-
tween 0 and 1 is cardinal implying that the difference between
0.1 and 0.2 is as large, in terms of preference intensity, as the
difference between 0.9 and 1.

5.1 Priority setting at the bedside level

Starting by examining rationing at the bedside level let us
assume that there are three patients: Ali, Boris, and Cecilia
are all in need of health care, and the cost of treating them is
the same.

Ali is at severe impairment (0.2) and can be benefited to
no impairment (1) i.e. total increment is 0.8.
Boris is at slight impairment (0.6) and can be benefited
to no impairment (1) i.e. total increment is 0.4.
Cecilia is at severe impairment (0.2) and can be benefit-
ed to slight impairment (0.6) i.e. total increment is 0.4.

In a choice between whether to treat Ali or Boris, a focus on
their HN as well as a focus on their HCN would prescribe that
Ali should be prioritized. However, understanding needs in
terms of different distributive theories of justice give prefer-
ence to Ali for different reasons: (i) When employing an egal-
itarian distribution among needs the reason for choosing Ali is
the comparative factor, i.e. that Ali has a greater HN in rela-
tion to Boris; (ii) when employing a prioritarian distribution
among needs the reason for choosing Ali is that it matters
more to benefit him as he has a greater HN (in absolute rather
than relative terms); (iii) when employing a sufficientarian
distribution among needs the reason for choosing Ali is that
Ali’s HN is great to the extent that he is located below the
threshold (given that the threshold level is placed at, for ex-
ample, preference level of 0.4). Note, however, that if there
was a fourth person David, located at 0.5 and who could be
benefitted to 1, sufficiency principles would be indifferent
between Boris and David even though David is worse off than
Boris.

This course of action also follows from CEP and does so
because it provides the greatest net sum of utility; in this way
CEP gives indirect priority to the worse off. Note that while
any need principle does so because Ali is worse off this is a
mere consequence of CEP. Consequently, while there is no
necessary conflict between principles of need and CEP in

terms of which allocation decision, there is an important dif-
ference between CEP and principles of need regarding the
underlying reason for why Ali should get priority over Boris.

In a choice between whether to treat Boris or Cecilia any
weight given to the HN imply that Cecilia ought to be treated
instead of Boris since Cecilia’s HN is greater. Again, an egal-
itarian distribution among needs would have this implication
based on the comparative factor, a prioritarian distribution
because Cecilia has a greater HN in absolute terms while a
sufficientarian distribution among needs opts for Cecilia be-
cause her HN is great to the extent that she is located below the
threshold while Boris is not. Priority setting according to CEP,
however, would be indifferent since Cecilia and Boris’ HCNs
are equally great (both alternatives generate the same increase
in utility).

It may be argued that CEP indirectly gives increasing
weight to people the greater their HN are and hence has al-
ready accounted for the importance of being worse off. If we
assume that people’s preference value is capturing utility, CEP
accounts for being worse off as the thesis of diminishing mar-
ginal utility adjusts for this. Thus, it would necessitate a larger
health increase in absolute terms to move from 0.2 to 0.6 than
from 0.6 to 1. This implies that the extent to which CEP
accounts for the importance one may ascribe to the extent to
which one has a great HN being worse off partly depends on
the extent to which the thesis of diminishing marginal utility
for health is true, and to some extent on the adequacy of the
methodology one employs to assess utility (see e.g. [54] for
further discussion on the validity of utility measurements). In
contrast, any principle of need involves a normative claim that
there is something of special moral importance about having
large HN (being worse off), regardless of whether, and if so to
what extent, the preference value for different health states
accounts for the diminishing value of health.

Along these lines it may be argued that decision-makers,
who take both some principle of need and CEP into account,
are unknowingly including the same moral value twice when
setting priorities, i.e. they are double counting the moral value
of being worse off. But even though CEP may account for the
size of some people’s HNs, the normative implication of prin-
ciples of need, again, in any version is that there should be
additional weight put on health improvements accruing to
people the greater their HN is. Hence, the moral value of being
worse off is not double counted. Rather principles of need
ascribe extra weight in addition to whatever concern for the
worse off accounted for by diminishing marginal utility.

In practice this line of reasoning could appear when
decision-makers apply some threshold level for what society
considers to be a reasonable cost per QALY, and fund inter-
ventions with a cost per QALY below the threshold but not
above. Traditionally when setting priorities according to CEP
a key normative assumption is that a QALY is of equal value
irrespective of to whom it accrues [57]. That is, it is equally
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valuable independent of the size of the HN carried by the
patient (or patient group). This implies that society applies
some threshold level for a reasonable cost per QALY.
Interventions below the threshold get funding while interven-
tions above do not. Setting priorities according to principles of
need, however, does not involve such a normative assump-
tion. Instead, an intervention for a patient with a higher cost
per QALY could be justified if it relates to a patient who has a
greater HN. For example, this is illustrated by the approach
outlined in the final report laid out by the Norwegian
Committee on Priority Setting in the Health Sector in 2014
[58, 59].

Finally, in a choice between whether to treat Ali or Cecilia,
the recommendation given by CEP is to prioritize Ali rather
than Cecilia since this maximizes utility gained. One may
interpret principles of need as being indifferent with regard
to who should get an intervention since both patients’ HNs
are equally great. For example, that is what the sickest first
principle would imply as this principle exclusively focuses on
the greatness of the HN. However, it could be argued that the
more a patient is benefited (i.e. the greater his or her HCN is)
the stronger his or her need-based claim is [16]. Hence, also in
this case principles of needs and CEP may imply the same
course of action, and in this case for more similar reasons.

5.2 Priority setting at the policy level

To explore aspects relating to how the different approaches
relate to the issue of aggregation of health benefits across
individuals, let us consider the same case at the policy level.
This entails making decisions about treatments for specific
patient groups.

Patient group A contains a small number of patients
which are (in all relevant aspects) like Cecilia (at 0.2
and may be benefited to 0.6).
Patient group B contains a somewhat larger number of
patients which are (in all relevant aspects) like Boris
patients (at 0.6 and may be benefited to 1).

As in the bedside case, we assume that the total cost of
treating the two groups is the same. Hence, there is a lower
cost per health unit to get patients from group B from 0.6 to 1
than to get patients from group A from 0.2 to 0.6. The appli-
cation of CEP as the guiding principle here would imply that
group B rather than A should get priority, since this allocation
provides the greatest sum of aggregated utility.

How does principles of need relate to such a case on the
macro level and aggregation? Whereas the conventional need
principles could easily be applied to the bedside case their
implications at the policy level is less clear. In regulatory
guidelines it is sometimes suggested that principles of need

are incompatible with aggregation [3]. But this seems like a
rather implausible view in practice given that; if decision
makers are to take costs into account at the policy level (which
seems quite uncontroversial) this implies an opportunity cost,
i.e. to consider how a given resource could have been used
elsewhere. It seems difficult to account for the opportunity
cost if all kinds of aggregation are prohibited. A more plausi-
ble principle of need should therefore arguably allow for some
restricted form of aggregation. To characterize a method of
aggregation compatible with ideas about need-based priority
setting is an important task with regard to the plausibility of
principles of need [60].

6 Concluding discussion

The objective of this paper was to characterize ways in which
concepts of need may be specified for health care priority
setting and explore how these various specifications relate to
CEP. Following this objective, we have identified three key
aspects that policymakers should recognize in order to prop-
erly distinguishing between priority setting according to needs
and priority setting according to cost-effectiveness.

First, a need-based approach and cost-effectiveness do
not necessarily imply different recommendations when
setting priorities. This is only true to the extent one inter-
prets “priority setting according to need” as “priority set-
ting according to HN, i.e. health need” as we have expli-
cated. However, it should be noted that even though they
often prescribe the same allocation of resources they do so
based on different underlying moral reasons. While med-
ical ethics has a long tradition of focusing on protecting
the rights and concerns of the individual, welfare econom-
ics and health economic evaluation, in contrast, have an
impersonal focus which gives little or no concern for in-
dividual needs unless it affects the health of society as a
whole. Although this difference, in point of departure,
might seem obvious, it is seldom explicated when
discussing health care priority setting. This difference is
echoed when trying to understand why priority setting
following from a need-based approach and priority setting
following from a cost-effectiveness approach typically are
seen to be in sharp conflict.

Secondly, whereas priority setting according to cost-
effectiveness clearly allows for aggregation of benefits across
individuals it is less clear how aggregation should be dealt
with when setting priorities according to needs. Following
from the community-oriented view of ethics embedded in a
cost-effectiveness focused approach, aggregation of benefits
across individuals is implied. Thus, small benefits to the many
may outweigh large benefits for the few. This is one feature of
priority setting in accordance with CEP that may not be in line
with what citizens think is the right way to set priorities, as

Health Technol. (2020) 10:611–619 617



exemplified by efforts made to set priorities based on cost-
effectiveness [61]. The general opinion seems rather to be that
it is better to give priority to large benefits for a few individ-
uals over equally large or larger aggregate benefits
consisting of very small benefits for each of a great many
more individuals. A need-based approach, however, is open
to different rationales for how to deal with the aggregation
of benefits. This may lead to a situation in which decision-
makers more commonly rely on CEP rather than needs on a
macro level. In order to be applicable as an action-guiding
principle on a policy level, need-based approaches should
be further developed so that it allows for some restricted
form of aggregation.

While it is difficult to agree on the proper principles for health
care priority setting, there seems to be quite large agreement that
we should give some priority to the worse off. That is, weight
should be ascribed to the size of people’s HNs. Our third conclu-
sion relates to the belief that a need-based approach only focuses
on the worst off while CEP does not give any consideration to the
worse off. This belief is also incorrect for at least two reasons.
First, the claim that priority setting according to need implies
absolute priority to the worst off presupposes that need-based
distribution equals distribution according to HN rather than
HCN. Second, there are at least two ways in which CEP may
ascribe weight to the worse off: (a) to the extent it is true that
QALY represent utility the thesis of diminishing margin utility
account for weight to the worse off, (b) to the extent the prefer-
ences of the general public and their willingness to pay for a
QALYare incorporated as equity weights CEP does give priority
to theworse off. Hence, our discussion suggests thatwhile priority
setting according to need cannot plausibly be understood as giv-
ing priority according to HN it is not the case (given the assump-
tions presented above) that CEP has no concern for the worse off
whatsoever. Rather, principles of need give weight to the worse
off directly while CEP does so indirectly. The former involves a
substantial normative claim that being worse off has some special
moral importance while the latter assumes that the thesis of
diminishing marginal utility accounts for any such importance
or incorporates equity weights. Thus, to set priorities on the basis
of need suggests that we should be prepared to pay more for
individuals with greater HNs rather than for individuals who have
smaller HNs, even if the HCNs are the same or smaller. Hence,
given that QALYis accepted as the relevant outcomemeasure for
need-based priority setting, it questions the assumption that a
QALY has the same value independently of to whom it accrues.
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