
http://jah.sagepub.com

Journal of Aging and Health 

DOI: 10.1177/089826430001200404 
 2000; 12; 511 J Aging Health

Ian Dey and Neil Fraser 
 Age-Based Rationing in the Allocation of Health Care

http://jah.sagepub.com/cgi/content/abstract/12/4/511
 The online version of this article can be found at:

 Published by:

http://www.sagepublications.com

 can be found at:Journal of Aging and Health Additional services and information for 

 http://jah.sagepub.com/cgi/alerts Email Alerts:

 http://jah.sagepub.com/subscriptions Subscriptions:

 http://www.sagepub.com/journalsReprints.navReprints: 

 http://www.sagepub.com/journalsPermissions.navPermissions: 

 http://jah.sagepub.com/cgi/content/refs/12/4/511 Citations

 at SAGE Publications on May 19, 2009 http://jah.sagepub.comDownloaded from 

http://jah.sagepub.com/cgi/alerts
http://jah.sagepub.com/subscriptions
http://www.sagepub.com/journalsReprints.nav
http://www.sagepub.com/journalsPermissions.nav
http://jah.sagepub.com/cgi/content/refs/12/4/511
http://jah.sagepub.com


JOURNAL OF AGING AND HEALTH / November 2000
Dey, Fraser / AGE-BASED RATIONING

Age-Based Rationing in
the Allocation of Health Care

IAN DEY, PhD
NEIL FRASER, B.Phil

University of Edinburgh

Objectives: This article seeks to review debates about age-based rationing in health
care. Methods: The article identifies four different levels (or types) of decision-
making in health resource allocation—societal, strategic, programmatic, and clinical—
and assesses how the issues of rationing vary in relation to each level. Results: The
article concludes that rationing is least defensible at the clinical level, where it is also
most covert. The role of rationing at other levels is more defensible when based on
grounds of cost-effectiveness rather than equity. The article emphasizes the impor-
tance of fairness in health allocation and suggests that efficiency criteria need to be
considered in that context. Discussion: The article suggests that rationing is most
problematic where it is least overt. This raises further questions about how rationing
can be made more explicit at different levels of decision making.

Should age be taken into account as a criterion for allocating resources
in health care? This question has acquired increasing salience, espe-
cially in the United Kingdom and the United States, as resource limits
in health care have become more stringent. Callahan (1987) has called
for a shift in resource allocation away from the elderly in favor of the
younger generation. This has stimulated a lively debate about the ethi-
cal arguments for and against age-based rationing in health services.
In this changing climate, clinicians and health managers are increas-
ingly encouraged to make explicit judgements about how services
should be distributed.
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As usual with ethical debates, protagonists tend to take sides for
and against age-based rationing in resource allocation. Although this
may help to clarify issues, it is notoriously difficult to adopt clear ethi-
cal stances when faced with practical problems. The kind of examples
favored in ethical arguments are rarely if ever encountered in real life,
even by medical practitioners. Arguments about whose life to save
have included illustrations presenting clear-cut choices between rival
beneficiaries; for example, if two people are drowning, one young and
one old, to whom do you throw the single life belt? Such examples
assume a situation where resources are scarce and definitely finite,
where the choice is to help one person entirely at the expense of
another, and where the only information available to differentiate
between them is limited to the single characteristic (age) under dis-
pute. Although this allows philosophers to take one side or another, it
is safe to assume that decisions in the surgery or the consulting room
are rarely so simple.

This article reviews the debate concerning age-based rationing, but
we ask when and how—and only secondarily whether—age might be
used as an appropriate criterion in health allocation. Posed in this way,
we try to focus on real-life choices in health allocation and how these
might be informed by considerations of age. We look at how these
issues have been discussed, especially in the United Kingdom and to a
lesser extent in the United States. The article is literature-based, from
social science, medicine, and philosophy.

A useful starting point is to consider the range of health care deci-
sions that may involve age-based rationing. Strategic (macrolevel)
resource allocation by health authorities can be contrasted with indi-
vidual (microlevel) judgments by clinical practitioners. But this
dichotomy does not convey the full range of resource allocation deci-
sions. Weale (1995) distinguishes three levels of resource allocation:
individual (clinical), institutional (strategic), and societal, the last con-
cerned with methods of resource allocation (market and collective)
and the balance between health spending and other competing alloca-
tions. Weale’s focus is on the institutional level, which involves set-
ting priorities between uses of health resources (for example, between
competing specialisms). Between the levels of strategic decision mak-
ing and individual clinical judgment, we can also identify a program-
matic level. This involves managerial decisions about how to allocate
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current health resources, such as screening and preventive programs,
specialist facilities, or even (as a decision to exclude patients older
than 65 from Hillington hospital demonstrates) hospital wards.
Finally, the medical practitioner stands at the base of this decision-
making hierarchy but at the apex of another. Though beyond the scope
of this article, and as the recent scandal in the United Kingdom con-
cerning the starving of elderly patients demonstrates, we should not
underestimate the role of other health (and health-related) staff—
notably nurses—in controlling access to health services.

The issues raised by age-based rationing may differ according to
which level of resource allocation is considered. Screening programs
are typically age-limited, but they have received scant attention in the
literature compared with individual clinical judgement. The latter
may involve implicit age rationing by medical practitioners, whereas
screening typically uses age as an explicit criterion for targeting of
particular populations. Setting investment priorities—where we
decide how to deploy extra resources—raises rather different issues
from the management of existing health units, where setting priorities
may deny already available treatment to some potential beneficiaries.
The former raises the question of who gains, whereas the latter
revolves around the more sensitive issue of who loses.

What issues are raised by age-based rationing? In his general
review of rationing, Weale (1995) raises questions about effective-
ness, efficiency, and fairness in health allocation. Efficiency, however,
encompasses effectiveness—it is cost-effectiveness or maximizing
health benefits with given resources. Fairness generally refers to equi-
table treatment, where “everybody should count for one and no one for
more than one” (Weale, 1995, p. 837). The issues of efficiency and
fairness (equity) are central themes in debates about resource alloca-
tion. We will refer particularly to measuring effectiveness in terms of
quality-adjusted life-years (QALYs) and incorporating this in a cost-
effectiveness measure of efficiency. QALYs are often accused of
age-bias. The issue of fairness has focused mainly on equity between
generations and whether fair innings arguments (or variants thereof)
provide a basis for age-based rationing in resource allocation.

In a more specific review of rationing by age, Nilstun and Ohlsson
(1995) consider the ethical issues raised by conflicts between equality,
solidarity, liberty, and efficiency. The principle of equality states what
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differences between individuals do not justify unequal access to
health care. Age would normally not be a relevant difference in terms
of fairness/equality. The principle of solidarity refers to allocation on
the basis of need, raising the general question of prioritizing most
urgent needs (usually seen as those which are life threatening). Age-
rationing will normally be seen as in conflict with prioritizing urgent
needs, but Callahan (1987) has argued that less priority should be
given to prolonging life amongst the elderly. The principle of liberty
refers to the right to self-determination, raising the question of who
should make decisions about withholding treatment—politician, doc-
tor, or patient? Thus, Hunt (1993) has stressed the importance of patient
consent and questioned the morality of curtailing individual auton-
omy (of the elderly) to benefit others, whereas Baumrin (1991) has
argued that denial of treatment ought to be a political rather than a
medical decision. The principle of efficiency, on the other hand, in
focusing on capacity to benefit, may be seen as age-biased.

Efficiency, fairness, need, and autonomy: These issues provide a
general frame of reference within which the debate on age-based
rationing has proceeded. We shall consider them in the context of
arguments about the role of age in resource allocation at different lev-
els. Analysis by levels of decision making brings the issue of who
decides—and with it the autonomy of the elderly—into focus.

Societal Level

By societal level we mean the level of political decision making,
such as the choice of the extent of public spending on health care or
attempts to redistribute spending between old and young. With respect
to the latter, which is real health rationing, what is required for a demo-
cratic input? There is no doubt that the political input into health care
rationing has generally been limited, not least in the United Kingdom.
Many guidelines about priorities are issued by the National Health
Service Executive (a branch of the Department of Health), but it is
mainly up to the health authorities to decide how they are imple-
mented (Klein, Day, & Redmayne, 1996, chap. 5).

Many academic writers would like more political input into ration-
ing. Several have argued that the way to do it is to require the govern-
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ment to develop statements of entitlement concerning health care,
whereby the population should be told what they can expect (and what
they cannot expect), and funders should be prepared to pay for what-
ever demand that implies (e.g., West, 1997). It is argued that this
would lead to public debate on rationing and the promotion of ration-
ing at societal level rather than the other levels identified here. The Or-
egon model is the best known example of the approach (Klein et al.,
1996, chap. 9). West (1997) envisages a national package of
entitlements taking over from the local packages developed by the
health purchasing authorities in Britain. He recognizes these local
packages are not very effective, a conclusion also reached by Klein et
al. (1996) who, unlike West, believe this reveals difficulties with the
whole approach because there are very few treatments that can be
ruled out for all patients, and identifying in advance what is right for
each condition is a near impossible task.

The notion of defining a menu of health care entitlements ignores com-
plexity and uncertainty, the heterogeneity of patients, the substitut-
ability of services and the pace of change in medical technology. “No
one list could ever hope to accommodate the range and complexity of
the different cases which individual clinicians face all the time.” (Klein
et al., 1996, p. 133)

West (1997) acknowledges that there is a risk of the public disad-
vantaging minorities, including the elderly, in open debates on
entitlements, but he believes this risk should be taken so that rationing
is made explicit. Klein et al. (1996) recognize that the quality of demo-
cratic debate is important to rationing and suggest that much better in-
formation on who gets what and better analysis behind guidelines
would be the best way to improve it. Although agreeing that these are
very important, we also consider further efforts should be made to de-
velop certain entitlements.

A likely starting point for justifying age-based rationing at the soci-
etal level is the emphasis, notably in the United Kingdom and the
United States, on the perceived burden on health and social services
imposed by an aging population. This perception has been sharpened
by a shift in economic policy toward more stringent control of state
expenditures and a keener political appreciation of the virtues of
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limited taxation. It has been reinforced by claims that technological
innovation and rising expectations create demands for high cost
medical interventions that constantly—and increasingly—outstrip
supply. Although the market might mop up excess demand, the appro-
priateness of market mechanisms in health allocation remains much
disputed.

As we get older, we become more prone to chronic illness and lon-
ger term incapacities. The perception of the elderly as a drain on soci-
etal resources is supported by evidence of the high proportion of
health expenditure devoted to their care. It is especially questioned
where heroic but high cost and ultimately futile medical interventions
are seen as marginally prolonging life without regard to quality. It is
argued that limiting this expenditure is either essential given prevail-
ing economic and political constraints or desirable given that vital
resources could be released for more productive use. It is particularly
unproductive to allocate resources to expensive interventions that can
prolong life only for short periods.

These arguments are couched in terms of efficiency but appeal to
considerations of equity. The efficiency basis is the claim, which we
examine in the following section, that there are small benefits per unit
of cost in some health care for the elderly. The appeal to equity invokes
what has become known as the fair innings argument, which suggests
that greater equity could be achieved if some of the elderly were to
forgo some health services in favor of the young. The crux of this argu-
ment is that the elderly have already had a full life, whereas the young
have not. Therefore, health interventions should be redistributed to the
young to equalize “lifetime experiences of health” (Williams, 1997,
p. 822). This might justify, for example, redistributing resources away
from high cost interventions for the elderly toward education and
training programs for the young (and thereby reducing their risks of
poverty and ill health). The case for redistribution is still greater if, as
some claim, the elderly already enjoy a disproportionate share of
available resources allocated to health and welfare, due largely to the
undue influence of “gray power” over collective forms of provision.

Given the increasing scarcity of resources for health care, their
unproductive use in securing marginal extensions to life, and the
claims of the young for a more equitable distribution, it is argued that
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society must accept (and impose) limits on resource allocation to the
elderly.

One response is to argue that scarcity is not so much an inevitable
result of demographic and economic trends as a politically con-
structed response to them. Where countries devote a higher proportion
of collective resources to health, the issue of scarcity has not acquired
the same salience as in the United States and the United Kingdom.
Thus, Evans (1997, p. 825) concedes that “health care resources in
Britain are limited” but claims this is “only because the government
limits them.” The scarcity of current resources for health may also be
queried in view of the doubtful effectiveness of many medical inter-
ventions and the bias in professionalized medicine toward intensive
high-cost treatments and defensive forms of medicine (Battin, 1987).
But these arguments do not really dispose of scarcity and the need for
rationing.

Critics question the perception of the elderly as a costly burden on
health and welfare services. Much of this burden relates not to age per
se but to the costs of illness and incapacity in the last years or months
of life—however short or long that life may be: “It is not old age itself
which is medically expensive; it is the last month, 6 months, or year or
two of life” (Battin, 1987, p. 338). The problem lies not so much in an
aging population as in the changing pattern of illness and disease, with
a shift in mortality from sudden and acute infections to mortality as a
termination of longer term morbidity. In this respect, health services
are a victim of their own success, for example through their ability to
prolong life in the face of conditions such as cancer. Once posed in
these terms, the costs of medical intervention during terminal illness
can be considered regardless of age. These include the costs not only
of heroic interventions but also of mundane though expensive rehabil-
itative care to relieve suffering and improve quality of life. From a
rather different premise, Battin (1987, p. 338) also argues that a defi-
nite diagnosis of terminal illness rather than a fixed age would provide
a more appropriate basis for terminating treatment—or even the
patient!

Limiting resources allocated to the terminally ill may involve indi-
rect discrimination against the old. On the other hand, it would limit
treatment to the afflicted in all age ranges. It may seem doubtful that
society would embrace with enthusiasm any limitation of treatment to
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those facing impending death whatever their age. The double standard
that this implies may reflect ageist views that value older people less
and tolerate rationing on the grounds of age where it would not be
countenanced on other grounds such as gender, class, or ethnicity (cf.
Evans, 1997).

Perceptions of ageism are of relatively recent origin, the term hav-
ing been coined by Butler (1969) to refer to systematic stereotyping
and discrimination against people just because they are old, so offer-
ing society a convenient excuse to refuse responsibility for them. But-
ler equated ageism with other forms of prejudice based on skin color
or gender, stressing a power imbalance between the elderly and the
professionals and politicians who provide services. Since then, a dis-
tinction has been drawn (Binstock & Post, 1991) between different
forms of ageism, notably compassionate ageism, in which the old are
patronized as frail, politically impotent victims in need of welfare ser-
vices, and conflictual ageism, in which elderly people are seen as a
burden in view of their heavy demands on health and welfare services.
Fuelled by fears of a demographic timebomb, it is undoubtedly the
construction of old age as a burden that has had the more marked
impact on recent policy discussions. Such perceptions make it easier
to contemplate policies that would further “label the elderly as scape-
goats and symbolically devalue them socially” (Kapp, 1998, p.
326). However, one may question the likelihood of an intergenera-
tional political struggle developing.

In presenting a defense of age-based rationing, Shaw (1994) dis-
misses age-based valuations (the old are wise, the young are produc-
tive) as irrelevant because in his view the argument turns entirely on
years of life rather than issues of quality. Because the elderly have
already enjoyed more years than the rest, it is fair to allocate scarce
resources in favor of the young. Shaw cites the example of the life belt
(thrown to the younger of two drowning people) to suggest that this
reflects commonplace attitudes toward the old. Williams (1997) also
considers this a widespread view, suggesting that although we think it
a misfortune for anyone to die before they wish, we think it is espe-
cially tragic for the young to die and be denied opportunities that the
old have already enjoyed. This fair innings argument is supported by
the view that life has a natural course whose conclusion can be predi-
cated on age (Callahan, 1987). In biblical terms, this was 3 score years
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and 10. Though average life expectancy has increased, we retain a
sense that life reaches a natural conclusion once beyond a given age
threshold. Our grief for those who die in old age is mitigated by our
sense of death as a natural conclusion to a long life, whereas when
death occurs in earlier years we consider it premature. Hence it would
be unreasonable to deny health resources to the young to prolong life
for the elderly beyond its natural span.

Rivlin (1997) suggests that the fair innings argument has two
forms. In one, the younger patient is always preferred (as Shaw, 1994
implies), whereas in the other, quality is taken into account and treat-
ment is denied only to those who have lived a full life. It is the dichoto-
mous version (old vs. young) that has been most influential in societal
debates about equity though we shall return to the second form (which
implies a continuum) when we consider the use of QALYs in the
search for efficiency. With regard to the full life form, Rivlin (1997)
challenges the equation of a full life with chronological age because
some young people (mountaineers for example) accept the risk of
early death as the price of achieving their ambitions, whereas some old
people may feel they have yet to complete their life’s work. Moreover,
our valuations of life may focus on moral concerns (we may value the
old judge more than the young drug-addict) and have little connection
with chronological age. If elderly people enjoy good quality of life in
old age, the idea that they have had their fill of life is less persuasive.
Such judgments about whether a life is full must be personal and sub-
jective, and to impose this judgment on the elderly as a group would
negate personal autonomy. Rivlin adds that our expectations of life are
not only subjective but have also been extended by increasing longev-
ity, for science has not accepted a natural life span as natural at all.

If the view that a life has been full cannot be sustained solely in
terms of its length, any attempt to redistribute full life years might
have to take account of other factors that influence their attainment.
This may include gender (Should women receive less care because
they live longer?), class (Should resources be denied the most fortu-
nate sooner than the rest?), and disability (Should the more able be
denied health care in favor of the less able?). Why should we deny
resources to the old and not to other groups such as women or the able
bodied? But it seems rather invidious to create any classes of people
whose lives are deemed not worth spending on (Evans, 1997). It also
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conflicts with the liberal ideal (part of autonomy) of at least ensuring a
minimum of resources for the elderly to lead their own lives regardless
of the worth others attribute to those lives (Houtepen, 1995).

A more subtle version of the fair innings argument justifies age-
based rationing in terms of redistribution of health care, not from the
old as a social group to the young, but within an individual life span
from one’s old age to one’s youth (Daniels, 1983). This argument sug-
gests that were we to allocate health resources at the outset of life in
ignorance of our fate, we would opt to reduce our risks of dying when
young rather than conserve resources for an old age we might other-
wise never attain. Against this, it might be argued that in our ignorant
state we would most probably hedge our bets and support treatments
that are relevant at any age. Moreover, we may be more inclined to
invest health resources in later life if much of the mortality of the
young is seen as avoidable in principle because it is self-inflicted—
through accidents, suicide, and high-risk behaviors such as drug
abuse. In any case, Battin (1987) notes that we might later regret our
decision if it entailed denial of treatment in old age, resulting in a
period of prolonged and unrelieved morbidity. She suggests that a
form of voluntary termination in face of impending death would be a
more rational response. But this rather drastic proposal need not be
related to age. It raises the question whether it is unacceptable to treat
some people merely as means to satisfy other people’s ends and to
deny life to some to benefit others.

One of the more intractable problems facing the fair innings argu-
ment lies in competing bases for distribution according to fairness.
Ideas of fairness may involve considerations of desert and need. For
example, the old may be deemed to have earned their health care, per-
haps by paying for insurance, by careful avoidance of illness, or by
being productive in their working lives. The debt owed between gen-
erations is usually regarded as a reciprocal obligation: The old brought
up the younger generation and deserve some care in their turn. The
potency of desert is most obvious in relation to those injured in war
because it might be thought callous to insist that the benefits of peace
be enjoyed only by those too young to fight. Another principle is that
of need. Some people need health services far more than others, and
we do not deny them access to health on the grounds that they have
already had their share. If a compassionate society is judged by the
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degree to which it provides for its most vulnerable citizens, then meet-
ing the needs of the elderly may have a special claim on its resources.

If nothing else, the fair innings argument does raise some awkward
questions about the fair allocation of health resources. However, it
seems doubtful whether discrimination against the elderly at the soci-
etal level can be readily justified in these terms. Its political appeal
may stem more from the popular perception of the old as a burden and
an inclination to exploit political weakness than from any strong con-
sensus for redistribution to the young. Hunt (1993) argues that the
potential for such redistribution may in any case be exaggerated, if
only high-cost rescue interventions are withdrawn, because much of
the cost lies in care rather than cure. Moreover, there seems no guaran-
tee that denial of treatment to the elderly would redistribute rather than
simply reduce resources, and some considerable risk that the denial of
treatment to one group (regardless of need) would encourage its with-
drawal from others, leaving health care generally weakened.

Strategic Level

By strategic level we refer to investment decisions by health author-
ities (e.g., developing their capacity for particular treatments). Argu-
ments for age-based rationing at the strategic level focus less on equity
than on efficiency. The crux of the argument is that any allocation of
health resources must take account of capacity to benefit as well as
need. Capacity to benefit is a very different criterion for allocation,
based on what can be done (effectiveness of treatment) and not just the
needs of individuals. Because such considerations promote more
effective use of limited resources, they can maximize collective health
gains. If the aim of a health service is to “improve as much as possible
the health of the nation as a whole” (Williams, 1997, p. 821), then any
strategy for so doing must choose those treatments that have most
impact (relative to cost), either on length or quality of life or some
combination of the two.

Any measure that relies on years of life may discriminate by age,
just as any measure that includes quality of life may discriminate by
disability. Much of the argument about age-based rationing in
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strategic decision making has therefore focused on the role of QALYs
in resource allocation.

In the United Kingdom, the separation of purchasing from provi-
sion and the development of a more strategic role for health authorities
has encouraged interest in cost-effectiveness as a tool for choosing
among health priorities. Typical strategic choices involve choices
between investment in different treatments for different conditions
(known as different treatment-condition pairings, e.g., between a
bypass graft for heart disease of a certain type and a kidney transplant
for kidney failure). Cost-effectiveness analysis has been proposed for
such choices, with quality-adjusted life years added as the measure of
effectiveness. QALYs are based on life years saved adjusted to take
account of impairment of quality, measured in terms of dimensions
like ability to function and degree of distress. Estimates of the cost per
QALY gain for a number of treatment-condition pairings have been
used to make QALY league tables for use in strategic choices (e.g.,
Williams, 1986). The cost-effectiveness aim is to identify the greatest
health gains (in terms of QALYs) for a given budget. This involves
maximizing the total sum of QALYs, where a QALY is assumed to be
of equal value to everyone.

The influence of age on QALY league table estimates is normally
quite small because the estimates derive from averaging results from
patients of different ages. Where a treatment is predominantly for
older patients, the estimate would be affected by the lower life expec-
tancy of the elderly, but the example of hip replacements, which has a
low cost per QALY (i.e., is viewed favorably), shows this age effect is
not very pronounced.

However, age-based rationing is more evident if the condition in the
treatment-condition pairing is defined using age. Harrison and Hunter
(1994) give a hypothetical example of a treatment with an average
health gain of 5 years, which would look different if sufferers were
divided into those older and younger than 65 and it was found that the
health gain for the 65 and older averaged 2 years and for those younger
averaged 10 years. Funding might then be limited to treating younger
than age 65. This is discriminatory because age is being used as a cor-
relate for fitness or capacity to benefit, and it is only a very imperfect corre-
late. Using age is therefore a form of statistical discrimination. But
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QALY league tables rarely define treatment-condition pairings to
include age. The main exception is for screening programs, which will
be considered in the following section.

A number of problems with QALYs stem from inadequate infor-
mation on which to establish either costs or effectiveness. Baker
(1996, p. 20) estimates that only about 15% of modern medical inter-
ventions are of proven benefit. Evaluation of medical interventions
depends on adequate information about outcomes, which may be “un-
available, inaccurate, or misleading” (Klein et al., 1996, p. 125) for a
variety of reasons. Medical knowledge tends to be limited by insecu-
rity in diagnostic precision, weakness in research methods, and high
costs of researching small benefits in health outcomes (Baker, 1996, p.
20). This also stems in part from vested interest in the status quo be-
cause

The professions are less threatened by the formal evaluation of new—
and still scarce—technologies than by the possible exposure of the in-
effectiveness of long-standing practice. Yet the greater benefits to man-
agers, and often to patients too, comes from the slaughter of sacred
cows. (Baker, 1996, p. 25)

The professions also place a high value on innovative rather than rou-
tine work, taking innovation as a measure of quality and value,
whereas assessment of outcomes tends to focus on value for the pa-
tient, not the practitioner.

Given the costs of producing information, QALY league tables are
often crude. Cost per QALY estimates are sometimes derived from
one health system and applied in another (for example, based on
research in the United States and applied in the United Kingdom) even
though the cost per QALY will differ between systems (Mooney,
1994). Information about the aftermath of treatments (especially on
quality of life) is also often limited. There may also be difficulties in
generalizing from trials to the wider population. Thus, clinical trials of
treatments for heart attacks are often based on younger patients
though the majority of heart attacks are suffered by the elderly. More-
over, the conditions that secure success in strictly controlled con-
ditions (such as careful patient selection or practitioner expertise) may
be absent when intervention is adopted on a wider scale.

Dey, Fraser / AGE-BASED RATIONING 523

 at SAGE Publications on May 19, 2009 http://jah.sagepub.comDownloaded from 

http://jah.sagepub.com


More generally, it may be difficult to establish a reasonable or
acceptable basis of comparison between different interventions. An
important assumption required for QALYs is reciprocal commen-
surability between duration and quality, that 1 year of life at 100%
quality can be treated as the equivalent to 2 years at 50%. One criti-
cism that strikes at the very heart of QALY measures is that we cannot
compare length of life and quality of life. One of the main ways of get-
ting the values to incorporate in QALYs is to ask a sample of the popu-
lation to judge how many years at full quality of life they consider
equal to “X” years with a specified reduced quality (and then averag-
ing the responses). But “this reciprocal commensurability [has to be]
meaningful, not only over different durations of life but among differ-
ent people” (Smith, 1987, p. 1135). Clearly the trade-off between
length and quality may vary across different individuals, and analysis
of effectiveness based on differences between groups may be a poor
guide to the effectiveness of treatments for different individuals
within them.

The aim of maximizing the sum of QALYs reflects a utilitarian aim
of achieving the greatest benefit for the greatest number. But utility
(the sum of QALYs in this case) is maximized without reference to
whom it belongs. In similar vein, Harris (1987) asks whether we
should prefer to save six QALYs for one person rather than five
QALYs for five persons. QALYs do not answer the question of whose
health should be maximized.

A number of objections to cost-effectiveness analysis using QALYs
relate to the defining of treatment-condition pairings. We have already
noted that people with equal need will not be treated equally if age is
used as part of the definition of condition. Another example is where
the condition is defined so that irrelevant cost differences are brought
into play, for example if home conditions or remote location are
deemed to make for a separate condition with higher costs, such as
inpatient rather than day surgery treatment (Mullen, 1998). A third
example of an irrelevant factor in a treatment-condition pairing is that
of disability (Harris, 1987). Harris argues that if health maximization
is an objective, the disabled will lose out because their capacity to ben-
efit is inherently lower (with QALYs) than for someone for whom
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treatment can mean being restored to full health. He calls this the dou-
ble jeopardy argument in that the disabled have already lost out once.
But none of these sources of discrimination apply if the analysis that
lies behind a QALY league table does not bring these aspects in as sep-
arate conditions (the normal practice).

Cost-effectiveness analysis using QALYs does face problems in
use at the strategic level. These problems are least for choices involv-
ing the effectiveness of different treatments for the same condition.
They are greater for decisions on investment between specialties, for
these may in effect be decisions between different patients. However,
we have argued that any discrimination against the old in such deci-
sions is usually slight as long as age does not define the conditions
whose treatment is being evaluated for investment. But critics have
rightly pointed out the potential for abuse. Economic appraisal can in
principle handle distributive objectives as well as the utilitarian objec-
tive of health gain maximization (Culyer, 1990; Wagstaff, 1991), but
there are formidable operational difficulties and, in practice, more
informal methods of weighing the objectives in strategic decisions are
likely to be best.

Programmatic Level

By programmatic level we mean the level of managerial decisions
about allocating current health resources, where age may be used in
defining the coverage of preventive and screening programs and regu-
lating access to current facilities. These decisions may be taken at the
strategic level (i.e., the age categories may be part of the initial design
for preventive or screening programs), but they may also be varied by
managerial decision.

Age-based rationing is evident in the targeting of some preventive
programs at younger age populations because this implies a concen-
tration of interventive efforts at the expense of the old. For example,
Scotland’s health prevention targets for the year 2000 included

• reduction in the number of smokers aged 12 to 24 by 30% and
• reduction in the number of smokers aged 25 to 65 by 20%.
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One possible rationale for the selection of younger age groups is early
intervention, trying to change behavior or mitigate its effects before
serious damage has already been done. Thus efforts may be more ef-
fective to dissuade a young person from starting to smoke than to per-
suade an older smoker to give up.

Where resources are scarce, concentration where they are most
cost-effective seems attractive. Whether age is a crucial determinant
of cost-effectiveness seems more doubtful. If targeting is required, it
seems more likely that factors other than age (such as income, occupa-
tion, location, housing, etc.) would often be more closely linked to
lifestyle. The populations most in need may also be most difficult to
reach. Effectiveness and cost are important considerations, but equity
must be brought into decisions too. We may question the merits of pro-
grams that select the easiest and cheapest targets, setting aside other
groups as beyond redemption.

The use of screening programs has also been age related. For exam-
ple, breast cancer screening in the United Kingdom is targeted on the
age range 50 to 65. Targeting of screening programs by age is justified
in several ways (Department of Health and Social Security, 1986).
One concerns the incidence of disease because screening programs
may only be viable if they concentrate on the population most at risk.
Age may be a good predictor of risk, though in breast cancer it is only
so at the lower age rather than the upper age threshold. There may be
few risks in populations below the age range, and screening for that
population would be very expensive relative to benefits obtained. But
where risks are associated with age, they are likely to increase rather
than reduce at ages above the selected range.

The justification for excluding older populations therefore appeals
to other grounds. One is that screening may have costs in terms of the
anxiety and inconvenience it can cause, especially given the risk of
false results, and these may be worse for older women. Another is that
take-up rates (the numbers responding positively to screening invita-
tions) tend to decline with age, adding to the costs and reducing the
effectiveness of screening programs. To these, we can add the general
(but contentious) presumption that years of life saved will be less for
the older population (e.g., because they are more likely to die of other
diseases). The British program of screening for breast cancer decided

526 JOURNAL OF AGING AND HEALTH / November 2000

 at SAGE Publications on May 19, 2009 http://jah.sagepub.comDownloaded from 

http://jah.sagepub.com


that for those 65 and older, screening would only be on a request basis
rather than by invitation. An American study has since claimed that
cost per life year saved for 50- to 75-year-olds would be no more than
for 50- to 65-year-olds, though it is based on assuming an equal
take-up for all age groups (Brown, 1992).

It may seem paradoxical that screening programs are targeted at
younger populations even though these are less at risk. Age is used as a
criterion, but in different ways. At the lower age threshold, it is used to
target high risk groups and so reduce costs and improve effectiveness
by meeting needs. But at the higher age range, restriction relates to
cost and capacity to benefit at the expense of need. To target a popula-
tion with lower risks because it is more responsive is also problematic
because screening may waste resources reaching those who might
include themselves in any case. If those at most risk are least likely to
include themselves, then they still deserve consideration on a needs
basis (without ignoring cost-effectiveness). Other factors than age
(such as location) might be used to identify such populations.

Access to facilities for dialysis, heart transplants, and other expen-
sive and scarce resources may be restricted by age. For example,
Dudley and Burns (1992) found that many elderly patients are neither
admitted to coronary care units nor receive thrombolytic therapy.
They found one in five units operated age-related admission policies
and two in five an age-related thrombolytic therapy policy—both
restrictions likely to exclude large numbers of patients who would
benefit from treatment. As health resources become more restricted,
NHS managers have even refused admission to wards on the basis of
age. The use of age for rationing access to programs is becoming more
openly discussed. Conducting an official review of cardiac services in
Scotland, for example, Dr. Derek Maclean suggested that waiting lists
for surgery could be significantly reduced if treatment were refused to
those older than 75.

Noting that in Sweden patients older than 55 must satisfy stricter
criteria than those younger than 55 to be considered eligible for heart
transplants, Nilstun and Ohlsson (1995) argue that such rationing by
age can be justified in situations of intrinsic scarcity (where there is an
inherent imbalance between resources and demand) and temporary

Dey, Fraser / AGE-BASED RATIONING 527

 at SAGE Publications on May 19, 2009 http://jah.sagepub.comDownloaded from 

http://jah.sagepub.com


extrinsic scarcity (which might in principle be overcome). They argue
that maximizing utility “justifies a rule permitting expensive and
cost-effective treatment to the young and denying it to the elderly at
the individual level” (Nilstun & Ohlsson, 1995, p. 83). They also argue
that in prioritizing needs of the young and old “there seems to be a
prima facie obligation to favor the former to improve their chances of
reaching a normal lifespan” (Nilstun & Ohlsson, 1995, p. 83). Thus,
arguments of efficiency and equity are used to justify exclusion of
those older than a certain age from treatment programs from which
they might well benefit.

In discussing access to kidney machines, Langford (1992, p. 14)
adds a further justification for excluding the old in arguing that

discrimination in terms of age . . . is not outrageous in the same way that
discrimination in terms of color would be, since discrimination in
terms of age has a kind of equality built into it, namely that it can be ap-
plied to all persons in an equal way. If age-based rationing is adopted
by a fair process, in a context of genuine shortage, then the inequality
created is within a general context of equality, and is more likely to re-
ceive public acceptance.

To discriminate against women, ethnic groups, and the disabled con-
flicts with a principle of equal treatment, it is argued, whereas discrim-
inating against the elderly does not because we all become old.

This justification for age-based rationing seems rather specious
because (a) we do not all become old and (b) we shall not all require
treatment if and when we do so. Not everyone has an equal chance of
being denied treatment; and whereas the chance of being denied treat-
ment oneself (at some future date) may be rather remote, age-based
rationing quite definitely applies to those denied treatment now.
Moreover, there is always the possibility that current scarcity may be
overcome. For example, the availability of donor organs would
increase dramatically if we presume that organs will be donated unless
consent is explicitly withheld.

Setting an age threshold might be justified where age is a very close
proxy for risk and can therefore be clinically justified—at least in the
current state of medical knowledge. An example might be the imposi-
tion of an age limit of 39 on women seeking fertility treatment in U.K.
clinics (leading to some seeking treatment abroad). However, it is
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notable that age limits imposed by fertility clinics may exclude men as
well as women, even though the issue of risk is clearly irrelevant in the
former case.

Clearly, the management of scarce resources such as coronary care
units can be simplified if demand is restricted in this way. However,
critics of age-based rationing would argue that there are other fairer
ways of managing demand. Because age alone is a poor proxy for
capacity to benefit, access should be based on a clinical judgment
which takes account of many other factors. From this point of view,
access should be based on clinical assessment of need, with more
urgent needs having priority over less urgent. Where priorities cannot
be based on need, access can be restricted through queuing for
treatment.

The use of waiting time as an allocative mechanism can be justified
in terms of first come first served and involves a claim based on desert.
Access to treatment is allocated in terms of past performance—wait-
ing in the queue. This form of rationing is fair in that everyone can
queue, but only if needs are sufficiently comparable. It is common
practice to give priority to cases which require urgent treatment.
Urgency here usually refers to the risk of deterioration in the absence
of intervention. This refers less to need per se than to capacity to bene-
fit, which may be significantly diminished through delay. Although
this in theory is the way access to treatment is generally rationed, the
use of age as a criterion in clinical practice does not always conform to
this prescription in practice.

Clinical Level

The clinical level is meant to be that where allocation of resources
is based on assessment of needs, in the best interests of the patient,
with rationing (unless by price) confined to waiting and consider-
ations of relative urgency given resource constraints. Precisely be-
cause clinical judgement is meant to involve a holistic assessment of
individual needs, it is no easy matter to assess the way age is used at
the clinical level. If clinical decisions involve age-based rationing,
they are likely to be covert. Nevertheless, research suggests that covert
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discrimination by age is a pervasive feature of clinical practice. As
Kapp (1998, p. 329) reports,

For years, the practice of British physicians in limiting various forms of
medical treatment to their patients . . . on the basis of chronological age
has been one of the world’s best known secrets. Although uniformly
practiced, British age discrimination in medical care has been covert in
the sense that deprivations of potential beneficial treatment to older pa-
tients have been justified by the physician to the particular patient and
to the public under the linguistic guise of medical “indications.”

Areas where age-based rationing in the United Kingdom is reported
include treatment of end-stage renal failure, admission to coronary
care units, thrombolysis, hypertension treatment, and certain cancer
treatment (for references see Kapp, 1998, p. 329). Further examples
are cardiac catheterization and neuro-rehabilitation, where Hughes
and Griffiths (1997) found patients were not excluded by age but
tended to wait longer for treatment, those on the urgent list being sig-
nificantly younger than those on routine or on on-hold lists.

In the United States, too (Kapp, 1998), evidence suggests that age is
a factor in limiting forms of treatment regardless of the patient’s func-
tioning, general health, and capacity to benefit. Thus, judgments are
made on the basis of age discounting other factors (such as the severity
of illness). Hamel et al. (1999), in a study of five medical centers,
found that withdrawal of treatment of the seriously ill was related to
age independently of either prognosis or patient preferences.

Social as well as medical factors appear to intrude in clinical judg-
ment. Even in public services “the sophisticated, the wealthy, and the
powerful almost always find their way to the head of the rationing
line” (Goodman & Musgrave, 1992, p. XX). The doctor’s interpreta-
tion of doing his or her best may be influenced by factors far removed
from health, such as his or her patient’s class background or ethnic ori-
gins. This may partly reflect a preference for interesting, less trouble-
some cases, a rationing process which Klein et al. (1996) describe as
creaming. The doctor’s perception of capacity to benefit from treat-
ment may be colored by assumptions about the patient’s background,
character, and motivation— for example, about the origins and func-
tions of back pain or depression.
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Thus, the evidence suggests that age, as well as other social factors,
have often been important if implicit criteria in rationing at the clinical
level, and we need to ask why. “Age does seem to be the factor most
often invoked to deny treatment. It provides an automatic pilot for
doctors, so simplifying the perplexities, and avoiding the agonies, of
choosing between different lives” (Klein et al., 1996, p. 87). Hamel
et al. (1999) suggest another factor (in the United States) is a tendency
of physicians to underestimate the extent their older patients want life-
extending (aggressive) treatments as distinct from palliative care.
Physicians may also believe more uncertainty attaches to outcomes
for older patients. And they may well share the bias with regard to the
elderly which exists in society (e.g., on a fair innings basis). A recent
American study (Clark et al., 1991) reports that physicians often
appear to prefer younger patients while holding to negative images of
the elderly, tending to see the latter as sicker, less easily treated, and
less desirable. Though the relationship between attitudes and practice
may not be straightforward, the attitudes expressed by physicians are
consistent with clinical treatment preferences. Finally, financial
incentives may play a part, for example in the United Kingdom via
health authority funding formulae (Judge & Mays, 1994) or when
budgets are devolved to the clinical level (GP fundholding).

Opinions differ on the utility of age as a proxy indicator of individ-
ual health status. The extent to which age can act as a reasonable proxy
may vary according to the condition. Nevertheless, Williams (1997)
suggests that on a broad view, although not a determinant of health,
age is the best single predictor of increasing health problems. On the
other hand, Evans (1997) argues that age adds very little and physiol-
ogy is the main predictor. Kapp (1998), too, argues that despite its gen-
eral utility, age is not a dependable proxy for the medical prognosis of
individual patients. One cannot predict who will survive on the basis
of chronological (rather than biological) age alone. As a result, age-
based rationing fails to achieve cost reductions because it is not targeted
efficiently. Along with many others, Kapp argues that an assessment
of individual functioning offers a better basis for treatment decisions
than age alone. In this context, assessment of treatment options may
include the cost of treatment for the patient, which may rule out
aggressive interventions, though only where these reduce rather than
sustain quality of life.
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Baumrin (1991) questions any shift in the role of the physician
toward withdrawing or denying treatment on grounds of cost or qual-
ity of life. In his view, the physician has an overriding duty to preserve
the life of the patient rather than to aid an earlier death. Physicians
should not become arbiters of life and death decisions, especially
because there is no great leap from making judgements about the med-
ically frail to the socially marginal. Indeed, Langford (1992) notes that
Basson (1979) recommends a selection committee to select according
to social worth, and Langford himself recommends a principle of
irreplaceability as a criterion for selection. Baumrin (1991) warns that
if doctors are persuaded that they no longer have a duty to prolong life,
then this will undermine the core of their vocational ethic. As Hunt
(1993) argues, the line between passive and active euthanasia may be
easily blurred. On the other hand, the patient (rather than the doctor or
the health authority) may well indicate circumstances (as in living
wills) in which they want treatment to be withheld or withdrawn. The
acceptance of death and the choice of treatment while dying in this
view is a prerogative of the patient.

Can rationing at the clinical level be minimized? As Klein et al.
(1996) remark, “the medical profession itself is beginning to resent
having to accept responsibility for rationing scarce resources”
(p. 121). Although individual clinical decisions are inevitable, certain
parts of them can be managed so that they are in effect at the program
level and less covert (i.e., via agreed procedures, or protocols, for
managing waiting lists and for clinical practice). To promote democ-
racy in rationing, one may also try to develop entitlements to health
care, but as we note in the section on the societal level, there are a lot of
problems in implementing such an approach. This is also true of
directly asking the public about priorities, for one conclusion from
various exercises of this kind is that the public prefers to leave this to
doctors (Klein et al., 1996).

A number of themes run through this discussion of age-based
rationing in health allocation. One is the contrast between those who
see cost and capacity to benefit as crucial factors in maximizing health
as a whole and those for whom allocation according to (greatest) need
remains an overriding commitment, with cost-effectiveness playing a
residual role. A related contrast can be found between those willing to
use cost-effectiveness to discriminate between patients and those for
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whom its legitimate use is confined to discriminating between treat-
ments. A further contrast can be found in the treatment of people as
homogeneous groups in terms of single characteristics (the young and
the old) or only as different persons each requiring individual
assessment.

Though rationing in health is a fact of life, it is useful to analyze
rationing at different decision-making levels.

At the societal level, the level of political and public input in deci-
sions, the case for rationing by age has been justified mainly in terms
of equity, the argument that the old have had a fair innings and there-
fore, having lived a full life, they ought not to consume scarce health
resources at the expense of the young. On the other hand, the fair
innings argument has been criticized for its uncritical view of scarcity,
for identifying costs with age rather than changing pattern of disease,
for exaggerating the role of cure rather than care, for presuming to
judge the quality of another person’s life, and for accepting that old
people should die so that others can benefit. These criticisms are com-
pelling enough to suggest that the claims of the fair innings argument
are not sufficiently robust to justify explicit rationing by age at the
level of public policy. The fair innings argument cannot be used to
attempt any general redistribution of health resources between old and
young. Indeed, there are insufficient grounds for choosing between
services for different populations (e.g., elderly vs. working age
patients). This is not an argument, however, against making rationing
more explicit at this level. Despite the problems identified by Klein
et al. (1996) in political decision making on rationing, further efforts
in this direction are surely justified. They have the merit of making
explicit—and therefore contestable (Kapp, 1998)—forms of ration-
ing that are currently covert. The outcome might be an intergenera-
tional political struggle, but given the weaknesses we have identified
in the fair innings argument, this does not seem a likely scenario.

At the strategic level, claims of age-bias tend to be based on the
indirect effect of using capacity to benefit in investment choices, as in
measuring health gains in QALYs. It is important to consider not only
need but also capacity to benefit (in terms of years of life or quality of
life or both) in maximizing health outcomes as a whole. The role of
QALYs is limited by technical problems relating to the production of
adequate information on which to base them. QALYs also involve a
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valuation of quality of life and its relationship to years of life that may
be hard to justify. When QALYs are used to choose between patients
rather than treatments, their role becomes even more contentious.
Given scarce resources, efficiency, including capacity to benefit, can-
not be ignored, but this does not require the use of age as a criterion
in assessment. Indeed it is hard to justify the use of age in defining
treatment-condition pairings once it is accepted that fairness/equity
have a necessary place in investment decisions along with cost per
QALY.

At the programmatic level, the use of age to restrict access to
screening, preventive, and treatment programs tends to be justified
because risks are age-related, but social factors intrude and older
groups with higher risks are nevertheless excluded from treatment.
Cost-effectiveness seems an inescapable concern in the management
of programs where resources are scarce. But in the case of screening
programs, the use of an age threshold as a factor in cost-effectiveness
seems more readily justifiable where age is a good proxy of need than
where it reflects additional costs. The common practice of using older
age limits for screening where disease prevalence goes on rising with
age requires critical examination. Although there may be circum-
stances in which age criteria can be used in screening, the use of age to
govern access to treatment facilities should be outlawed, except where
age is a very close proxy for risk.

At the clinical level, the covert use of age in limiting treatment is
routinely justified in terms of (clinical) assessment of needs even
though evidence strongly suggests that practitioners often discrimi-
nate by age independently of individual functioning or capacity to
benefit. The role of social factors in medical judgment and the preva-
lence of ageist assumptions among practitioners suggests that it would
be hard to justify such age-based rationing on the grounds of clinical
need. However, as Kapp (1998) has argued, such covert judgments are
almost impossible to challenge on an individual basis, at least through
legal redress. What can be done to challenge covert rationing by age at
the clinical level? Klein et al. (1996) argue that criteria for clinical
level decisions should be made as explicit as possible, even though
variations in their application will be unavoidable given clinical dis-
cretion. The tendency of public and politicians to leave it to the profes-
sionals should be resisted. Health policies could try to minimize the
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use of age in clinical decisions, both by greater use of protocols and by
more effective monitoring of clinical decisions. The latter could
include regular review of clinical decisions to bring out underlying
patterns indicating discrimination based on age (or other characteris-
tics). It may be difficult if not impossible to challenge individual cases
of discrimination, but the professional culture within which these
become taken for granted is more amenable to change. The role of
social education in medical training is clearly relevant in this context.

It may be useful to summarize the implications of this review for
public policy. One conclusion is that there is little merit in rejecting
more explicit forms of rationing in favor of clinical decision making
because there is no guarantee (and every contrary indication) that this
will reduce age discrimination within health allocation. Those con-
cerned to reduce rationing by age cannot take refuge in decision mak-
ing at the clinical level, where discrimination seems rife but hard to
challenge. Public policy has still to face up to making this challenge,
not least because of the jealous professional protection of clinical
autonomy. Nonetheless, there is a positive role to be played in chang-
ing professional culture, and there are ways in which this could be
done. Apart from those identified above, it seems probable that ration-
ing by age at the clinical level might be reduced if public policies were
more vigorous in addressing rationing by age at other levels. So long
as explicit forms of rationing by age are tolerated at the program level,
it is hard to imagine that covert rationing will be curtailed. Fortunately,
these more explicit forms of rationing are for that very reason more
amenable to control. Public policy can ban the explicit use of age crite-
ria to ration access to treatments and strictly regulate the use of age cri-
teria in screening programs, especially with respect to upper limits. At
the strategic level, it can also regulate the use made of QALYs to
ensure that they are applied to measure added value without differenti-
ating between treatment populations in terms of age. Finally, public
policy at the societal level can attempt to improve the process of allo-
cating resources by making the grounds for rationing more explicit
and contestable. As we have seen, the arguments for rationing by age
at this level are far from robust and depend for their influence on the
prevalence of ageist prejudices. If public policy is to challenge age dis-
crimination, it needs to confront the issues raised by rationing at all
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levels of health allocation. We hope this article has been a useful con-
tribution to this process.
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