RESOURCE ALLOCATION
KANTIAN PERSPECTIVE

Resource allocation is, as with most practical issues in medical ethics, naturally utilitarian. The Kantian, however, has important things to say about the allocation

of health resources. The categorical imperative, the good will and the idea that human beings are an end in themselves, prohibit actions which solely take the benefits of an action into account. What is important is doing the right thing, because it is one’s duty. Therefore, only examples of the good will and categorical imperatives can be deemed worthy of carrying out. As with the issue of organ transplantation, if health resources are to be allocated the issue will be whether it is simply the right thing to do irrespective of any consequences for good or ill. 
●
As a rule, resource allocation is problematic for a Kantian because it is generally concerned with hypothetical imperatives: that is, with outcomes and ends like “cost-effectiveness”, the use of “cost-benefit analysis” and such like. This is a consequential concern, and therefore of no merit to a Kantian. Any spending of money or use of medical equipment done with the sole intention of solving the problem of a shortage of resources would go against Kantian principles – especially the principle of the good will. 
●
The rule one must always seek to preserve life could be applied as a categorical imperative. This would always direct health resources, whether in the form of medical equipment or money, towards those patients with life threatening illnesses. On this basis a child with a life threatening illness will always be treated before several old people who need hip replacements, medical attention or a hospital bed. This is not ageist, because it is not done from such a standpoint; rather the decision to treat is based upon the preservation of life. To illustrate this: imagine an old person with a life threatening illness and several young children in need of major surgery, though their condition is not life threatening. To a Kantian the action required is clear – the old person would be treated first, because the issue is not the most “efficient” use of money but the preservation of life. The utilitarian who cannot see themselves as moral beings unless the cost and the benefits to society are weighed up could not simply accept this without some cost-benefit analysis and justification. 
●
Following on from the above, what about the issue of those at the end of their lives who are, in the modern National Health Service, in competition with younger members of society for the allocation of health resources. What has a Kantian to say about the fair-innings argument for example? Kantian’s are absolutists and would therefore reject the fair-innings argument on the basis that it deprives an elderly individual of the gift of life on the basis that a younger person’s life is more valuable because they have a longer life expectancy. Kant himself upheld the “principle” of life as almost ‘sacrosanct’ saying that suicide was a crime against life since it was irrational to use life to extinguish life. 
●
Furthermore, Kantians would reject the preference of the young over the old as a criterion of treatment on the basis of at least two of the principles of the categorical imperative. In the first place, to actively discriminate against the elderly cannot be a universal law. When Kant said that we should “Act only according to that maxim by which you can at the same time will that it should become a universal law’ Kant meant that a person’s actions ought to become a rule or law that everyone should follow – not only would the lives of elderly people become intolerable, but – and this is the more important point – even the elderly would have to treat themselves in the same fashion which is contradictory. 


Secondly, in Kant’s ethical theory, human beings can never be allowed to be treated as a means by which an outcome or purpose is achieved. In other words, the elderly cannot be used as a means by which the problem of resource allocation is solved. Furthermore, the suffering of an individual could never be justified because a greater number of people benefit or a greater number of “life years” is generated by treating other, younger, people.
●
It is possible that since Kant treats human beings as ends in themselves on the basis of their rationality, if rationality is deemed to be absent then rational human beings can be given preferential treatment in the allocation of resources. This is because non-rational beings, according to Kant, are not members of the moral community and hence we have no duty towards them but can treat them as a means to an end. The very rationality upon which Kantian ethics is founded becomes problematic in so far as Kant has so intertwined humanity with rationality that any lack of reason can make others view another as sub-human and therefore not worthy of respect. This approach could even be justified by using the imperative always do what is best for the patient. Once it is deemed that a patient has lost all reason that ‘person’ is no more and hence can be passed over for treatment. 
●
Other difficulties with the application of Kant to an inherently utilitarian issue reside in ethical dilemmas. Consider the following:

There are two children who need a heart transplant, without 



it each will die, but there is only one heart available.

If we follow the categorical imperative ‘always preserve life’ then no decision can be made, because the saving of one child means the death of another: we reach a kind of ethical stalemate. Yet if the Kantian does not make an exception (to the categorical imperative), the Kantian involves themselves in something which is morally wrong, e.g. the death of both children. 
THE ALLOCATION OF HEALTH CARE RESOURCES

THE CHRISTIAN RESPONSE

“a comprehensive national health service will ensure that for every


citizen there is available whatever medical treatment he requires in


whatever form he requires it”







The Beveridge Report 1944
The Christian response to the issue of the allocation of health resources accepts that the demand for medical resources - in the form of treatments, equipment, staffing and money available – far out-strips the ability of modern society to supply it. Christianity accepts, in other words, that the vision of Beveridge is simply unrealistic: there are scare resources. .

Perhaps more than any other issue, the allocation of health resources most certainly lends itself to utilitarian analysis. However, Christians do not have to accept this. In fact, the Christian response to this issue is one that first and foremost ought to (in the Kantian sense of ‘must do’ i.e. it is a Christian’s duty) challenge the underlying utilitarian basis of resource allocation from the standpoint of Gospel values. 
The Utilitarian Basis for the Allocation of Health Resources
The utilitarian is concerned with providing a clear and unambiguous principle of action based on the benefit of an action in the great majority of cases, and as we know the principle used is “always do that which promotes the greatest happiness of the greatest number”. In respect of scare resources, the question of priorities – of what treatments are given and who is treated – becomes central; and the utilitarian tailors his/her general principle to the problem of resource allocation using the principle – practised today in the NHS – of QALY (Quality Adjusted Life Years). The basic idea behind this principle, invented by Professor Alan Williams of the University of York (in 1992), is:
1. to assess the cost-effectiveness of the use of resources in increasing the quality of life of patients

2. to give priority to those patients who have a higher life expectancy in terms of years left to live. 

John Harris criticising QALY points out that “it will usually be more QALY efficient to channel resources away from (or deny them altogether to) areas such as geriatric medicine or terminal care”. 

a). The Care of the Elderly (Geriatrics)
Although care of the elderly is relatively cheap since they need simple things like decent care for their eyes, teeth and feet – things which if provided add to their quality of life – it is the relatively low expectation of life of the elderly, and the fact that many of the treatments they receive make absolutely no difference to their life span, which makes the elderly a low priority in the allocation of health resources. 
b). The Care of the Terminally ill
The work of the hospice is aimed not primarily at extending life –think, for instance of the use of the ‘Principle of Double Effect’ in relation to the administering of drugs – but at making it more comfortable by palliative care (controlled use of drugs to ease pain). By the relief of pain, patients are given an opportunity to find peace and meaning in their last days, weeks or months, parting from relatives and friends in the best of circumstances. The hospice, therefore, increases the quality of life of the patient, but cannot extend the life expectancy of a terminally ill patient. Consequently, in terms of the principle of QALY, resources ought not to be given to hospices for the care of the terminally ill. 
The Christian Response to the Use of the Principle of QALY
Utilitarianism, by its very nature, is impatient with any proposal that complicates an issue, making decision-making more difficult. But in his desire for decisive action, the utilitarian should not devise a policy – in this case QALY – which then determines what values can or cannot be allowed to enter into our decision-making. It is clear that the policy of QALY determines the value of the elderly and the terminally ill to their detriment and disadvantage. Rather,
Christian reflection on the problem of the distribution of scare resources must begin by considering what values or principles must be respected. Only after this stage is complete should it go on to consider the different problem of how best we could put these values or principles in practice. 
Christian Values and Principles

a). 
Resource allocation is not about BENEFIT. First and foremost, the Christian response must be to reject the view that a patient’s access to scare resources is proportionate to the benefit the patient will receive by being treated. While benefit is important, it cannot be used as the standard by which all use of resources is measured. 

b).
Resource allocation is about JUSTICE. 
Justice has two elements: 1. “fairness” and 2. “need”. 

1. The principle of “QALY” and the use of the “fair innings argument”  clearly discriminate against the elderly. This is unfair, because it brings questions of “cost-benefit analysis” (cost-effectiveness) into decisions regarding the value of certain people. The Roman Catholic Church, basing its teaching on the story of Creation, believes “
that each person possesses a basic dignity that comes from God, not from any human quality or accomplishment, not from race or gender, age or economic status








The Common Good
This is supported in scripture by St. Paul’s teaching in his First Letter to the Corinthians that all people are “one in Christ”. 

2. The second aspect of justice is the recognition of need. While fairness would distribute health resources equally among like cases, the recognition of need makes just a distribution which is not an equal split between all who would benefit, but which takes note of the fact that some of those who would benefit have greater need than others. The Roman Catholic Church calls this the “preferential option for the poor”, meaning that Christians must give priority in their dealings with others to the poor and vulnerable members of society. Scripture abounds with such teachings ‘The Parable of the Good Samaritan’, ‘The Parable of the Sheep and Goats’ – in which Jesus tells us that we will be judged by our response to the “least of these brothers of mine”, in which we see the suffering face of Christ himself. Again, Jesus says on hearing the criticism of the Pharisees concerning his eating with sinners “it is not the healthy who need the doctor but the sick”. On these terms, the elderly and terminally ill are not a burden on our health service resources; they are our brothers and sisters. We have to have, as Pope John Paul II suggests, solidarity with the weak and vulnerable members of our society – we have, in other words, to see the weak and vulnerable as “another self”- this brings to mind the ‘Golden Rule’: “Treat others as you expect to be treated yourself” and the second of Jesus’ Greatest Commandments ‘Love your neighbour as you love yourself”. 
The Christian value system is therefore opposed to the utilitarian allocation of health resources practised in the NHS today. The basic belief of Christianity is that 

though care of the dependent elderly, the terminally ill, or the mentally and physically handicapped, produces a ‘poor return’, this does not undermine the commitment of those engaged in the giving of such care.







Michael Banner

The point of “preferring” to minister to the weak and vulnerable members of society is that in these particular circumstances, where we can do very little, we have a special obligation to do what we can. The question the utilitarian will automatically ask of this, namely, ‘why should we invest so much in what promises so little return?’ is from the Christian perspective symptomatic of a moral failure at the heart of the utilitarian project. Utilitarianism simply dispenses with God, because it sees the whole edifice of religion, which is founded upon God, as a barrier to clear and unambiguous decision-making in morality. Christians, in particular, according to the utilitarian, complicate things by bringing God into the decision-making process. Yet while the utilitarian sees God as a distraction, as a means of creating a moral ‘fog’ in which decision-making becomes difficult, Christians see God as indispensable to correct moral judgements. 
Christianity emphasises that God’s care and compassion to us – made real in the death of his only Son – ought to be reflected in our dealings with each other. Thus we should see in the attempt to meet the needs of the elderly and terminally ill etc. as best we can, not an inefficient or unproductive use of resources, but rather something which is at the heart of humane medicine: that is, the expression of our solidarity with those who stand in different ways on the edges of the community of those who are fit, strong and productive.
