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Precision QALYs, Precisely Unjust

LEONARD M. FLECK

Abstract: Warwick Heale has recently defended the notion of individualized and personalized 
Quality-Adjusted Life Years (QALYs) in connection with health care resource allocation 
decisions. Ordinarily, QALYs are used to make allocation decisions at the population level. 
If a health care intervention costs £100,000 and generally yields only two years of survival, 
the cost per QALY gained will be £50,000, far in excess of the £30,000 limit per QALY judged 
an acceptable use of resources within the National Health Service in the United Kingdom. 
However, if we know with medical certainty that a patient will gain four extra years of life 
from that intervention, the cost per QALY will be £25,000. Heale argues fairness and social 
utility require such a patient to receive that treatment, even though all others in the cohort 
of that patient might be denied that treatment (and lose two years of potential life). Likewise, 
Heale argues that personal commitments of an individual (religious or otherwise), that 
determine how they value a life-year with some medical intervention, ought to be used to 
determine the value of a QALY for them. I argue that if Heale’s proposals were put into 
practice, the result would often be greater injustice. In brief, requirements for the just 
allocation of health care resources are more complex than pure cost-effectiveness analysis 
would allow.

Keywords: health care justice; cost effectiveness; National Institute of Health and Clinical 
Excellence (NICE); individualized QALYs; personalized QALYs; utilitarianism; targeted 
cancer therapies

Introduction

Warwick Heale has recently defended the notion of individualized and personalized 
Quality-Adjusted Life Years (QALYs).1 He sees this as a matter of justice, at least 
from a utilitarian point of view. Ordinarily, a QALY methodology is used to make 
allocation decisions at a population level.2 Should we, for example, the National 
Health Service (NHS), invest more health care resources in treating cancer patients, 
or patients with heart disease, or patients with rheumatoid arthritis? The goal of 
a QALY analysis is to maximize the amount of health benefit achieved through 
some medical intervention at the lowest possible cost. If a drug that treats heart 
failure costs £10,000 per year and increases a patient’s quality of life for that year 
from .4 to .8, and if a cancer drug costs £15,000 per year and increases a cancer 
patient’s quality of life from .4 to .7, then a society with limited resources to treat 
unlimited needs ought to invest all the resources needed by those heart failure 
patients before investing resources in those cancer patients.3 This maximizes social 
utility. We can readily imagine that healthy individuals concerned about the effi-
cient use of their tax dollars would endorse this as a just outcome since they would 
not know whether they might have cancer or heart disease in the future.

The ethical issue for Heale in the above scenario is that the QALY methodology 
is about averages of cost and benefit for some defined group. Individuals who 
might achieve far more benefit at a lower cost per QALY in the group are lost in 
the average. Their well-being (it seems) does not count. Heale sees that as unjust 
from that same utilitarian perspective. If one of our cancer patients above needs only half 
as much of that drug to improve her quality of life from .4 to .8, then more utility 
is achieved at a lower cost than for the average heart patient above.4 Heale’s basic 
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argument is that it would be unjust to prefer, in terms of resource allocation, all 
those heart patients before assisting this superior cancer patient. This is the core 
reason why he wishes to defend individualized QALYs in some range of clinical 
circumstances. He writes: “Only if we do this [individualize QALYs], can we max-
imize utility and give the patient a fair opportunity to benefit.”5 In addition to 
defending individualized QALYs, Heale wants to defend personalized QALYs, 
that is, a QALY that reflects a personal valuation of the quality of different health 
states.6 Heale sees failure to respect such personalized valuations in the context of 
resource allocation as a matter of justice as well. I shall argue, however, that if 
Heale’s proposals were put into practice, the result would often be greater, not 
less, injustice with regard to health care resource allocation. In brief, requirements 
for the just allocation of health care resources are more complex than pure cost-
effectiveness analysis would allow.

Individualization: A Critical Assessment

The NHS relies upon the National Institute for Health and Clinical Excellence 
(NICE) to make judgments about the cost-effectiveness of new medical treatments. 
NICE, strictly speaking, does not have an official limit for what it will judge to be 
a cost-effective intervention. However, its decisions seem to reflect an upper limit 
of about £30,000 per QALY gained.7 For the sake of argument, we will accept that 
as a reasonable limit. Heale asks us to imagine some life-prolonging intervention 
that cost £100,000 and that yielded on average two extra years of life expectancy of 
reasonable quality. Obviously, that technology exceeds our £30,000 per QALY 
limit. However, if physicians can confidently predict that certain patients will gain 
four extra years of life, then the cost per QALY for those patients is reduced to 
£25,000, which is well within the limit. If they are denied access to that technology 
at NHS expense because the average cost of the technology is twice that, Heale 
concludes they have been treated unjustly. More specifically, those patients, he 
contends, would have been denied their fair share of limited health care resources. 
In addition, the NHS would have failed to maximize utility.

Heart Transplants and Cost-effectiveness

Heale’s conclusion has a certain intuitive appeal, especially if we think of a high 
cost medical intervention with variable outcomes, such as a heart transplant. If 
a heart transplant costs $400,000 in the United States, and if we take $50,000 as 
a reasonable cost for a QALY, then 55% of these patients will survive for ten years 
at a cost per QALY of $40,000. We also know that about 30% of these patients will 
survive less than five years.8 These patients clearly fail Heale’s QALY criteria. 
However, if we imagine that the deaths of all in that 30% cohort come as a com-
plete surprise to everyone, then those individuals would have as much a right to 
that transplant as anyone else. Predictive ignorance would trump stingy compassion. 
However, patients in end-stage heart failure older than 55, or ventilator depen-
dent prior to the transplant, or receiving a heart from an older individual are much 
more likely to be in the 30% cohort that would survive less than five years.9 A cold-
blooded, hard-hearted, friendless utilitarian might be ethically and psychologically 
comfortable informing such patients anticipating a transplant that they would be 
denied a transplant because they were confidently predicted to survive less than 
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five years, and hence, their survival would not be worth it from a societal point of 
view. However, I must believe that utilitarians with a normal sense of compassion 
would blanch at the thought of carrying out such a judgment.

Heart Transplants and Veils of Ignorance

Heale may deserve philosophic praise for being a perfectly consistent utilitarian, 
but that consistency is ethically painful and problematic in a number of contexts. 
Recall that heart transplants represent an absolutely scarce medical good. In the 
United States, only about 2500 hearts become available each year for transplantation 
while many thousands of additional patients in heart failure need that transplant 
for survival (but will die prematurely). What criteria should be used to make just 
allocation decisions regarding these hearts? Should individualized cost-effectiveness 
be the dominant or exclusive criterion?

If a patient will die without a heart transplant in the next two months, but has 
some life-threatening co-morbidity that almost certainly will limit life expectancy 
to one year, even with a heart transplant, I suspect most would agree that it would 
be morally permissible (not unjust) to deny that patient a heart transplant.10 
However, I would be surprised if the dominant reason given for that judgment 
were that it was not cost-effective. Instead, I could imagine individuals in good 
health behind a real world “veil of ignorance” about their own future health needs 
agreeing to a transplant rule that would exclude from the transplant list individu-
als who would gain less than two years from a heart transplant. They would 
understand that a future possible version of their self in heart failure might have 
either a prospect of survival of less than two years with a transplant or more than 
ten years. Their thinking might be that it was ethically preferable to save many 
more years than many fewer years. Thoughts about cost-effectiveness would be 
beside the point.

This last point would be clearer if we modify the thought experiment and com-
pare survival of four or five years with survival of ten years or more. Ethical intu-
itions seem to shift in this latter scenario, as some empirical research by Peter Ubel 
has shown.11 Additional survival of “only” four to five years with a heart trans-
plant is clearly not cost-effective (or even seven years with a $50,000 limit per 
QALY), but four to five years will be seen by most individuals as an ethically 
significant gain in life expectancy. Hence, most individuals would not accept as 
“just enough” any rule that would exclude such individuals from the transplant 
list. Cost-effectiveness per QALY in this situation should be regarded as being 
ethically irrelevant.

Heart Transplants and a Normal Life Expectancy

Consider another scenario. We have two patients with equal urgency for a heart 
transplant. One patient is an especially vigorous 75-year old (apart from bacteria-
induced heart failure) whose physicians are virtually certain will gain at least ten 
extra years of life with a transplant. The other patient is 57 years old with a comor-
bid condition such that he would likely gain only seven extra years with a heart 
transplant. Our first patient would clearly satisfy Heale’s cost per QALY criterion; 
our second patient would not. Only one heart is available for transplantation. 
We could do our “veil of ignorance” thought experiment. I could imagine two 
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conclusions that most would regard as ethically acceptable from behind that 
veil of ignorance. We might accept a coin flip to determine who got the heart. 
Alternatively, we might simply note that our second patient has not had the 
opportunity to achieve a normal life expectancy, and therefore, he has the stron-
gest just claim. The conclusion we would likely not accept is that the 75-year old 
gets the heart because that yields the most cost-effective outcome. This suggests 
an ethical problem with individualized QALYs.

Here is another scenario. Imagine that we have two 60-year old patients who 
both need a heart transplant. Both are equally likely to be among the 70% who 
achieve 10-year survival. However, one of them is blind (or one of them is 
paraplegic); the other has no quality of life health deficiencies. In either case, 
we will attribute to our person with disabilities .7 as their societally-judged 
QALY (though this attribution itself is problematic). Our 60-year old in good 
health would have a cost per QALY gained of $40,000, but our patient with 
either of those disabling conditions would have a cost per QALY gained of 
$57,000 (which exceeds the societal limit of $50,000) and would seem to exclude 
him individually as a candidate for the transplant for Heale. However, this is 
exactly the conclusion that has generated enormous ethical criticism of QALY 
methodology.12

Being NICE: Cancer Therapies and QALYs

How should we think about these targeted cancer therapies from a QALY perspec-
tive, either overall or individualized? The basic problem is that most of these 
targeted therapies cost $100,000 to $200,000 or more, for a course of treatment for 
metastatic cancer granting an additional year of life.13 None of these drugs are 
curative. Gains in life expectancy are typically measurable in weeks or months, 
not years. All of them will fail the QALY cost-effectiveness test. The practical 
implication of that conclusion is that no one with metastatic cancer should receive 
these drugs at social expense outside a clinical trial. Perhaps that is an ethically 
correct conclusion, though this is not current practice in the US, the UK, or the 
European Union.

In the UK, NICE is responsible for assessing these targeted cancer therapies, in 
part from a cost-effectiveness perspective, to determine whether they will be 
covered by the NHS. Many of these drugs are approved for specific indications, 
though they fail the usual cost-effectiveness guideline. This is because NICE takes 
account of social values as well as cost-effectiveness. More specifically, NICE has 
created an “end of life” premium, according to which the NHS will pay for these 
targeted cancer therapies for patients with metastatic disease so long as physicians 
are confident these patients will gain at least three extra months of life (even 
though this is clearly not cost-effective). NICE sees this exception as respect for a 
widely endorsed social value (even though economists might dissent).14 Perhaps 
philosophers should dissent as well.15 It is not clear how that social value should 
be named. It could be “compassion for the medically least well-off” (because these 
patients are terminally ill), or it could be a presumptive obligation to provide 
a “last chance therapy,” or it could be a “duty to rescue.” There is no need now to 
settle this naming issue. What is important to note is that something more than 
cost-effectiveness is relevant to making fair allocation decisions. In addition, it is a 
social value, not something individualized.
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With that “end of life” premium in mind, we note that NICE has approved for 
specific indications about two-thirds of these targeted cancer therapies for NHS 
funding. Still, that approval does not necessarily imply that all metastatic cancer 
patients needing those drugs for some specific indication will receive those drugs. 
That decision is up to the commissioning groups who must live with a fixed bud-
get. A particular commissioning group might decide not to fund nivolumab for 
patients with Stage IV non-small-cell lung cancer for whom there might be a 
median gain in life expectancy of four to five months. However, a small number of 
these patients will be “super responders.” They will gain extra years of life from 
access to one of these targeted therapies. Should they have a strong just claim 
to these drugs because of the very substantial gains in life expectancy they will 
receive?

Cancer and the Super Responder Problem

At present, few biomarkers have been discovered that would reliably identify 
these super responders before treatment initiation. However, research is ongoing 
with this goal in mind.16 Presumably, Heale would endorse this research because 
this would individualize allocation decisions in a way that would yield what he 
would regard as a more just outcome. However, unlike our heart transplant exam-
ple, which has one large fixed cost upfront, these cancer drugs have very high 
monthly costs ($10,000 or more per month) which continue to add up for almost 
as long as that patient survives. If a patient with a heart transplant gains ten extra 
years of life, the cost per QALY will be about $40,000. If a cancer drug costs $156,000 
per year of treatment, every year of life gained will cost $156,000.

If a commissioning group in the UK responsible for meeting the health care 
needs of tens of thousands of its members had ten such super responders in a year, 
this would be a very large hit on a fixed budget. If a commissioning group had 
forty patients with the same metastatic cancer whose predicted survival gain was 
only three months, that would have the same budgetary impact as our ten prior 
patients in the space of a year. Are these outcomes ethically equivalent so far as 
health care justice is concerned? From a cost-effectiveness perspective, they are 
equivalent. More precisely, both alternatives exceed by three times what would be 
regarded as a reasonable cost per QALY for NICE. In other words, none of these 
patients should be provided these drugs at social expense. However, the implied 
outcome would strike many as ethically awkward or indecent, given the number 
of life-years that would be foregone by the super responders.

It is one thing to have a cohort of metastatic cancer patients and know that 
somewhere in that cohort a few individuals would be super responders if given 
access to this drug. We have no way to identify them individually. We deny the 
drug to the entire cohort. We regret the lost life-years for the super responders. On 
the other hand, if we can identify the super responders before treatment initiation, 
we would have to look someone in the face and say to them, “We have a drug that 
will give you several extra years of life, but we cannot provide it to you at NHS 
expense; we are going to allow you to die.” This scenario would strike most peo-
ple as indecent and uncaring. Heale’s proposal to individualize care for reasons of 
justice seems like an apt compassionate response. However, Heale is clear that 
individualizing decisions must still stay within the upper bounds of a QALY, 
which means he would allow our potential super responding cancer patients to 
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die rather than gain those extra years of life. This is what a consistent utilitarian 
needs to conclude, but it is not a conclusion that most people would accept as 
ethically reasonable because high quality life-years are being sacrificed 
unnecessarily.

Individualized QALYs: Some Ethical Incongruities

Heale asks us to imagine some expensive life-prolonging drug whose dosing is 
weight-dependent. For the average 70 kg person the drug will be cost-effective. 
For a 55kg person this drug is even more cost-effective since she needs less of it. 
However, for a 90 kg person the drug would not be cost-effective (since he needs 
more of it), though for all three individuals the same degree of benefit could be 
expected. The 90 kg person is not a poor responder. Heale himself concedes that 
“having a policy not to treat the heavy, costly patient (with high individualized 
cost) may seem unpalatable even if such a policy would maximize utility.”17 
Nevertheless, he is willing to endorse such a policy with “some discomfort.”

Heale tries to dismiss the discomfort with a very abstract argument. In brief, he 
argues that we do this all the time at the population level with QALYs. One popu-
lation group is approved to receive some treatment that for them is cost-effective 
while another population group has some unfavorable characteristic that results 
in their being denied that treatment, because they have a different subtype of that 
disease. The most obvious way to interpret this argument is that the disfavored 
group has a different genetic feature (or some other physiological feature) that will 
likely render the intervention ineffective or marginally effective, and consequently, 
not cost-effective. However, that does not address the weight issue where the drug 
is equally effective, no matter the weight of the patient. That equal effectiveness is 
the ethically relevant consideration that ought to generate ethical discomfort, even 
for a committed utilitarian.18

Personalized QALYs: A Critical Assessment

Heale wants to defend in some range of circumstances both individualized QALYs 
and personalized QALYs. His claims in this latter regard also need critical assess-
ment. He writes, “If we do not personalize QALYs, we assume that each person’s 
quality valuation of health states is the same, but this is not the case.”19 Again, his 
basic claim is that personalizing QALYs in some range of cases results in the more 
just allocation of health resources because this increases overall utility. I argue, to 
the contrary, that the subjectiveness this would necessarily involve will yield less 
just outcomes.

Personalized QALYs: The Subjectivity Challenge

Heale gives the example of a concert violinist, perhaps world-renowned, who 
severely injures the fourth finger on his left hand in some sort of accident. The 
same injury could occur to my fourth finger as well. A relatively simple surgery 
will restore basic functionality to that finger. No one would question that the sur-
gery was cost-effective. However, that simple surgery will not restore the very fine 
sensitivity required for that violinist to play at the level of excellence he had 
achieved. He would judge that his quality of life would be reduced by 50% if he 
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loses exquisite sensitivity in that fourth finger. I will embellish the scenario by 
saying a $200,000 surgery will achieve the desired level of superior functionality. 
Imagine that adds twenty years to his career. That yields a cost per QALY gained 
of $20,000, well within our QALY benchmark. Heale contends the violinist has a 
just claim to that surgery. However, there are at least two reasons for disputing 
that judgment.

Ronald Dworkin would ask whether this was a matter of “expensive taste.”20 If 
resources were relatively scarce for purchasing food for a population, individuals 
who were accustomed to steak and caviar and fine wines would have no just claim 
to extra resources needed to satisfy those tastes. They would only have a just 
claim to food nutritious enough and in enough quantity to sustain their health. 
Commissioning groups in the UK have fixed budgets to meet the health needs of 
a defined population. If other health needs of that defined population can be met 
effectively for a fraction of the cost per QALY associated with that elegant surgery, 
that is where justice would require those resources be allocated.

Norman Daniels offers another sort of argument.21 His basic contention with 
respect to health care justice is that we have a just claim to whatever health care 
resources might be needed to restore us to the “normal opportunity range” of our 
society. Hence, if someone has been in a terrible automobile accident and is now a 
quadriplegic, we might be obligated (as a matter of justice) to provide the rehabili-
tation and computer-assisted technology that would allow that individual to 
participate to the maximal extent possible in the normal opportunity range of our 
society. That cost could be $750,000. The violinist, however, is asking to be restored 
to a degree of functionality that far exceeds the normal opportunity range in our 
society. Consequently, from Daniels’ perspective, he does not have a just claim to 
those resources, even though they only represent 25% of the resources required by 
our quadriplegic whose care, depending upon predicted life expectancy, might 
fail Heale’s personalized cost-effectiveness test.

Personalized QALYs and Religious Claims

Heale gives another example of a personalized QALY that he argues ought to be 
respected. He mentions the case of a Jehovah’s Witness patient in need of a blood 
transfusion to save her life. She refuses the transfusion (very inexpensive) because 
her life would have no worth at all from her religious perspective if she were to 
accept that transfusion. His point, which I endorse, is that we ought to respect her 
choice. However, this does not get at the issue of the just allocation of health care 
resources.

A number of years ago a medical resident brought a case to me of a 26-year old 
Jehovah’s Witness woman with an ectopic pregnancy.22 Such pregnancies must be 
surgically removed to save a woman’s life. However, a substantial risk of bleeding 
exists. The surgeon explained this to the patient who absolutely refused a transfu-
sion if it were to become necessary. She did begin to bleed out during the surgery. 
The surgeon respected her choice but did not want to allow her to die. Consequently, 
he chemically paralyzed her and administered an extraordinarily expensive clotting 
drug that saved her life. She needed ICU care for two weeks and was uninsured. 
The cost of her care was more than $100,000 from the hospital’s charity care budget. 
She had not requested that intervention. Still, it did save her life without violating 
her religious commitments. Did she have a just personalized claim to those resources?
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We can assume she would survive at least another forty years, which yields a 
cost per QALY of $2500, very far below our QALY limit. It strikes me as obvious 
that Heale would endorse her just claim to this very expensive resource. Again, 
she did not demand this resource as her right. However, we can imagine her 
exclaiming to her entire religious community about her good fortune, thereby cre-
ating the expectation that everyone in her community could request and expect a 
similar accommodation. I contend this would not be a just expectation.

Members of her community would have a just claim if they either all agreed to 
take up a collection to cover the relevant costs for any member of their community 
in a similar situation, or else they purchased some sort of special rider to private 
health insurance plans (assuming an insurance company were willing to offer 
such a rider). However, Jehovah’s Witness patients would not have a right to 
health care resources needed to satisfy their personal religious beliefs as opposed 
to health needs that they shared with everyone else in the insurance pool.

Personalized Medicine and Informed Consent

Heale contends that the informed consent process permits all manner of personal-
ized health choices to make just claims on the health care system so long as those 
claims are within our cost-effectiveness limits. However, those personalized choices 
are all about medically necessary health needs and relevant medical options for 
meeting those needs. Some women may elect to have a C-section “for reasons 
of convenience,” as opposed to a less expensive vaginal delivery. Perhaps such 
choices should be respected as a matter of autonomy, but it is ethically controver-
sial that the additional costs related to that choice represent just claims to social 
resources, even if such a choice is cost-effective.

To be clear, religious belief is not what is at issue in the Jehovah’s Witness case. 
Individuals might have all manner of other health-related beliefs that could make 
cost-effective but unjust claims on shared health care resources. Consider, for 
example, the case of patients who are apotemnophiliacs.23 These are individuals 
who want to have several of their limbs surgically removed because they feel 
those limbs are not really part of them. They see their “real selves” as amputees in 
a way analogous to the feelings transgendered individuals have about being in a 
body with the wrong gender. They claim that they are miserable with these “excess 
limbs.” They might rate their current quality of life as .5. If they have the surgery, 
they become very happy and would now rate their quality of life as 1.0. If the sur-
gery costs $20,000, it would clearly be cost-effective and justified from a utilitarian 
perspective. However, it is far from obvious that this represents a just personal-
ized claim to social health care resources.

A similar situation exists for hyper-anxious individuals who fear that every 
headache they have might be a brain tumor. They may want an MRI scan of their 
brain every six months and, no doubt, they will be much happier with a negative 
outcome. However, they still would have no just claim to those resources, even 
though from Heale’s personalized perspective this use of resources would be cost-
effective and satisfy his utilitarian criterion. This sort of example can be multiplied 
thousands of times over. The basic ethical problem is that such demands are 
subjective and arbitrary, and therefore, unjust. This is essentially either another 
version of the “expensive tastes” problem to which Dworkin has called our atten-
tion or the “irrelevant utilities” problem of Frances Kamm.24 If such demands 
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were taken seriously in the context of fixed health care budgets, they would unjustly 
crowd out objective higher priority health needs. That such demands could be met 
cost effectively would be ethically irrelevant.

Can QALYs Meet the Clinical Exceptionality Challenge?

What prompted Heale to write this essay? He calls attention to situations in which 
NICE has recommended to the NHS that some medical intervention not be funded 
for some defined population of patients. Individuals might be denied that treat-
ment by some commissioning group for that reason. Nevertheless, they would 
still have the right to file an Individual Funding Request (IFR) claiming “clinical 
exceptionality.” The request would be filed with the IFR panel. However, Heale 
points out that there is no mandated ethical framework for judging the “clinical 
exceptionality” of any particular request. Heale sees his proposal in this essay as 
providing the necessary and appropriate ethical framework. However, applying 
the QALY methodology Heale has in mind is not as simple and straightforward as 
he believes.

Weighing QALYs: Fat Phobia Justified?

Recall our earlier discussion of drugs administered on a weight-related basis. Imagine 
a situation in which a patient is started on such a drug. The drug is life-preserving 
but not curative. At her current weight the drug is cost-effective. However, a major 
side effect of the drug for most patients is weight gain after about three years. That 
will mean they will need more of the drug to compensate for the weight gain if the 
life-preserving effect of the drug is to be maintained. At that point, the drug is 
no longer cost-effective in QALY terms. Keep in mind that Heale is committed to 
individualized judgments of cost-effectiveness.

This patient will need to be on this drug for the rest of her life, which her physi-
cian confidently believes will be at least ten years. Here are the ethically awkward 
options Heale must face. If we know from the beginning that this drug will no 
longer be cost-effective for this patient after three years, would we be ethically 
justified in denying her the drug right then (and allow her to die)? She could then 
file an IFR. What should the IFR committee decide, following Heale? The committee 
could allow her to have access to the drug at NHS expense for three years, then 
deny it to her (and allow her to die) after the third year. The committee could 
“average” the cost-effectiveness numbers for the first three years with the follow-
ing two years (as long as that remained within the cost-effectiveness limit), then 
deny her the drug thereafter (and allow her to die). All three options are ethically 
repugnant, because the drug would effectively prolong for her a good quality life 
for at least ten years. This should make clear that individualized cost-effectiveness 
judgments are ethically problematic, at least in some range of circumstances.

Individualized QALYs: More Ethical Awkwardness

Heale considers a number of challenges to his view in the latter portions of his 
essay. He imagines a critic calling attention to some number of patients whose care 
(as individuals) will not be cost-effective but who will be “sheltered” by the 
averages typically used with QALYs. The critic expresses concern that they will be 
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“called out” and denied the care they need because, as individuals, their care would 
not be cost-effective. This would be part of the ethical cost of “saving” other indi-
viduals on the other side of the cost-effective divide whose care would be cost-
effective, except that they are trapped by the QALY average, which means they are 
denied that care. Heale’s assuring response is that only these latter individuals 
would have the opportunity to file an IFR and to be saved from the life-threatening 
“theoretical average”25 they are under. The IFR committee, he adds, would not be 
looking for cost-ineffective individual free riders in the other group.

Heale seems ethically comfortable with this conclusion. He should not be. This 
result, from his own perspective, would be neither fair nor protective of social utility. 
Those “hidden” cost-ineffective individuals are taking advantage of resources to 
which they have no right from Heale’s perspective. To be sure, this is not some-
thing those individuals themselves are doing. Still, a basic principle of fairness is 
that like cases should be treated alike. If Heale is vigorously trying to save patients 
whose care would be cost-effective from insensitive QALY guidelines that would 
deny them that care (contrary to both equity and social utility), then consistency 
requires equally vigorous effort to deny those other patients the care they would 
otherwise receive that would be cost-ineffective (and contrary to both equity and 
social utility). This is what Heale’s arguments require him to do, though I suspect 
most people would find such an effort ethically repugnant.

Conclusion

Heale’s overall argument is essentially internally conflicted. Heale is a critic of 
current IFR committees because they have no objective, quantifiable basis for 
making their decisions. Heale sees his use of QALYs and cost-effectiveness 
methods as resolving that deficiency for individuals. However, he also wants to 
personalize judgments regarding just claims on health care resources. Those judg-
ments are neither objective nor rigorously quantifiable. On the contrary, they 
threaten to corrupt the just distribution of health care resources because of their 
potential arbitrariness and subjectivity. In conclusion, Heale may be trying to 
align his ethical views with precision medicine and its emphasis on personal-
ized, individualized therapies. In the final analysis, however, his precision QALYs 
are precisely unjust.26
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