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Changing population, changing priorities 

 

 

https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/pyramid/pyramid.cfm?geo1=01&type=1 
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Changing population, changing priorities 

 

 

1990 to 2015 

Life-expectancy 

increased from 

77.48 to 82.21 
(6%) 

Years of life with a 

disability increased 

from 9.64 to 10.66 

(11%) 

LE YLD 



Changing population, changing priorities 

 

 



Changing population, changing priorities 

Health expenditure growth broadly 

tracks economic growth 

 

 

Expenditure per person increases with 

age  

Increase in older people as % of 

population 



Changing population, changing priorities 

 

 

Q: Why does this matter?  

A: A lot of people, a lot of resource 

• Increases in life expectancy come with increases 

in individual and population (co-)morbidity 

• More people spending longer in ill-health prior 

to death 

• Demographic trends mean older people 

consuming greater proportion  of available 

resources 



Changing population, changing priorities 

 

 

• 10% of overall health spending on people in the last 

year of life (Ontario) 

• The last year of life is typically in old age - 79% of all 

deaths occur in people 65 and older (Canada) 

• Deaths at older age more likely to require 

palliative/EoL care 

• Cancer and Heart disease are the leading causes of death 

among those 65 and over, and can have high palliative 

need 

• Estimated that 75% of people will have identified palliative 

care needs – in Canada, this is ~200,000 people 
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Economics and care at the end of life 

 

 

• Value: Economists concerned with  

• Efficiency – how well we spend resources 

• Equity – how fairly we spend resources 

• What matters to society and individuals at 

the end of life?  

• What criteria should we use to allocate 

resources for people at the end of life?  

• What are the challenges in conducting  

research in end-of-life care? 



Who and what matters to society? 

 

1. Health maximization – but what are we maximizing?  
a. What metric? 

b. Are there alternative metrics?  

 

2. Beyond health maximization 
a. Are all QALYs equal? The equity question.  

• Age, being ‘end-of-life’, disease area, rarity, innovation 

• Capturing distributional effects in CEA 

b. Are there concerns other than health? 

• Welfarism v extra-welfarism 

• Non-health outcomes and processes 

• Health budgets v other budgets 

 



What matters – maximizing health 

• Most CEA focuses on a measure of health  

• QALYs combine quality and length of life 

• Q: Can we use QALYs for end-of-life care 

evaluations?  

– Others:  No! (eg Coast, 2009; Normand, 2009) 
o Survival 

o We capture the wrong domains 

o Stability of preferences at the end of life 

o Death as an anchor when valuing states related to EoL 

o Additivity of time 
 

– Me: Yes! (Round, 2012, 2013) 

 

 



What matters – QALY alternatives 

1. Alternatives – Capabilities 
• “well-being is to be understood in terms of people's 

capabilities, that is, their real opportunities to do and be 
what they have reason to value” 

• ICECAP-SCM 

 

2. Capabilities can’t be used to generate QALYs  
a) According to Sen, Capabilities are not a measure of utility, as they 

capture non-utility information eg moral values 

b) QALYs require preferences – ie utility 

c) Ergo, QALYs not possible from capabilities 

 

I might just disagree… 



What matters – QALY alternatives 

QALY construction is: 

 

Measurement Quality/valuation 
(public preferences) 

Quantity 

0.442 Some QALYs 



What matters – QALY alternatives 

Capabilities can’t be used to generate QALYs  
a) According to Sen, Capabilities are not expressions of utility  

b) QALYs require preferences – ie utility 

c) According to others it follows that QALYs not possible from 

capabilities 

But… 

i. The utility in the QALY is not the individual’s utility for a health 

state 

ii. QALY utility is public preferences over the set of possible states 

of being – irrespective of underlying measurement construct 

(functioning, capability etc) 

iii. ICECAP and EQ-5D both define states of being, and the public 

determine the value of those states 

iv. Meaning…  we can use capabilities to estimate QALYs  



What matters – QALY alternatives 

QALY construction is: 

 

Measurement Quality/valuation 
(public preferences) 

Quantity 

Value Some QALYs 



Beyond maximization - are all QALYs equal?  

1. A QALY is a QALY  

 

2. Decision maker revealed preferences are that a QALY is 

not a QALY 
1. Age  

2. Being ‘end-of-life’ 

3. Having certain diseases  

4. Rarity (NICE approve up to £300,000 per QALY) 

5. Innovation 

 

 



Beyond maximization - are all QALYs equal?  

1. A question of fairness (equity) 

1. Being ‘end-of-life’ 

2. Age (correlation with probability of dying) 

3. Having certain diseases (Cancer) 
 

 

 



Beyond maximization - are all QALYs equal?  

1. Being ‘end-of-life’ 

• NICE end-of-life premium 

• Recent evidence suggests this isn’t necessarily the case 

• Shah: “We find some evidence of support for giving priority to 

the patient with shorter remaining life expectancy, but note that 

a nontrivial minority of respondents expressed the opposite 

preference. Substantial preference for quality-of-life 

improvement over life extension was observed.”  

• McHugh: “Most respondents would give special consideration 

to EoL only when treatments improved QoL… Overall, this study 

challenges claims about public support for NICE's EoL guidance 

and the focus on life extension at EoL and substantiates existing 

evidence of plurality in societal values.” 

 



Beyond maximization - are all QALYs equal?  

2. Age 

• Lockwood: “What is objectionable … about  unconstrained QALY 

maximization is not that it involves discriminating on the basis of 

age, but, on the contrary, that it fails to take age into account 

where it ought to do so.” 

• Young preferred over old? 

• Pyenson report “QALYs place lower value on the lives of the elderly 

and disabled” 

• JCVI: QALYs for children were valued at 3x those for adults 

• Old preferred over young? 

• EoL criteria (indirectly) 

• Cancer drugs fund (indirectly) 

 



Beyond maximization - are all QALYs equal?  

2. Age 

• Arguments often dependent on total QALY gain (eg elderly can’t 

gain as much as young) 

• In most cases this isn’t relevant – interest is in marginal QALY gain  

• Evidence on age and allocation 

• Deidrich: “Little evidence that the German public accepts age as a criterion to 

prioritize health care services” 

• Johri: “The importance people place on age as a resource allocation criterion 

depends on the clinical context. As QALYs serve as a common measure of health 

benefits for all intervention types, age weighting of QALYs is premature”  

• Gu: Identified 25 studies on preference for age. 14 showed young favored over 

old. 8 had inverted U shaped effect with working age preferred to young or old 

• Age discrimination might be considered justified 

• Eg: Extended fair innings argument suggests that where a young person and an 

older person could expect the same health benefit from a resource, the young 

person should be preferred   

• Entitlement: “Having paid into system, should expect returns” 

 



Beyond maximization - are all QALYs equal?  

3. Having certain diseases 

– Cancer patients  
• UK Cancer drugs fund 

• Access to treatments: from 2009 to 2015 52 EoL Rx appraised by 

NICE, cancer 

• CADTH pan-Canadian Oncology Drug Review  

• Access to palliative care 

o UK ~ 80% of inpatient and community hospice patients  

o Canada ~ 2.5x as many cancer patients in community and inpatient 

settings compared to non-cancer (long-term care better, but cancer 

still >) 
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High-cost, low-value 

The drug bill is increasing 

faster than other spending  

 

 Many new drugs have high 

costs but marginal benefit 

– the entire justification for 

EoL @ NICE, and UK CDF  

Kovic: No association 

between PFS and QoL (PFS 

can be used for FDA 

approval) 



High-cost, low-value 

Prasad, McCabe, Mailankody 

 

1. Revenue from approved drugs high, 

so incentive to get drugs approved 

 

2. Run 100 trials of inert compounds  

 

3. 1 in 20 will show benefit by chance 

 

4. Get FDA approval 

 

5. $$$$$$$$$$$ 



Low-cost, high-value? 



Low-cost, high-value? 



Low-cost, high-value? 

Patient reported symptom 
monitoring compared to usual care 

Pertuzumab in Combination with 
Trastuzumab and Docetaxel for 
HER2-Positive Metastatic Breast 
Cancer 

Low cost High cost 
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Research with people at the end-of-life 

1. Measuring outcomes – Practical difficulties and QoL 

alternatives 

2. Case-finding – defining end-of-life 

3. Evaluation of complex interventions 

4. Missing data – censoring due to death 

5. Gate-keeping – access to a vulnerable population 

 

 

 



Research with people at the end-of-life 

1. Measuring outcomes 
– What outcomes, and how should these be measured?  

– Quality of life:  

• QALYs v other conceptual approaches (discussed) 

• Practical issues, rather than conceptual – tools, respondents, whose 
values? 

• How to estimate in retrospective analyses 

– Hudson et al (2017) looked at clinical indicators associated with ‘good’ 
quality of care for people with liver disease (planned v unplanned 
paracentesis)  

 

– Alternatives to QoL 
• Deaths at home/place of care/place of choice 

 

– Processes of care 
• Does how we care for people matter, even when it doesn’t improve outcomes? 

• Can we value these processes to generate QALYs? 
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Research with people at the end-of-life 

2. Defining end-of-life 

– Last 12 months (probably) most commonly used 
• Easily done for retrospective studies (Hudson, Round et al 2017) 

• Hard to set inclusion criteria for prospective studies 

o ‘Surprise’ question - a relatively poor predictor 

• 12 month not always appropriate  

o Median survival for lung cancer ~ 6 months post-diagnosis 

o Dementia palliative period can be years 

 

– Clinical definition 
• Useful if there is an agreed clinical staging that signifies entry on to 

an EoL pathway, but this is rare  
 

 



Research with people at the end-of-life 

3. Evaluation of complex interventions 

4. Missing data – censoring due to death 

5. Gate-keeping – access to a vulnerable population 

 

  

 

 



What next – Cultural norms 

    

Assisted dying 

Cost-control 

 Rationing 
 



What next – Assisted dying 

“Canada doesn’t have enough palliative care doctors to 

give suffering patients an alternative to assisted death, the 

Canadian Society of Palliative Care Physicians (CSPCP) 

warns in a new report.  

The group anticipates about 62 400 Canadians will request 

medical assistance to die in 2017. Meeting their palliative 

care needs will require the equivalent of 170 specialists 

working 40 hours a week for a year — double the number 

currently practising in Canada.”  

 

 

 



What next – Assisted dying 

Implications for: 

• Staff training and skill mix 

• Drugs bill at end of life 

• Service configuration  

• Measurement and valuation of outcomes 

• Equity in access to care 

 

 

 



What next – cost control? 

 

 

https://secure.cihi.ca/free_products/nhex2017-trends-report-en.pdf 

7th in OECD by % 
of GDP 



What next – Cost control? 



What next – Cost control? 

High cost drugs v lower cost care 
• Canada 3rd highest per capita drug spend in 

OECD 
 
Moving care to the community? 

• May meet patient expectations for death in place 
of choice  

• Expected to save costs (not proven yet) 
 

Staff 
• Physician cost similar to drugs - do we need to 

reduce physician costs as well as drug costs?  



What next – Rationing? 

We already ration, let’s just be more honest about it 
 
Can we continue to afford high cost, low value 
therapies? 

• Palliative care shown to improve survival and/or QoL in 
some studies – more cost-effective than PFS drugs with 
no QoL benefits? 

 
 

 



Summary  

 

 

THANK YOU 

 

WHAT ARE YOUR QUESTIONS?   


