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economic analysis. But it has also been built throughout
on a careful consideration of the logical foundations of the
discipline itself.’

Bob Evans, University of British Columbia, Canada

“Razor-sharp analysis with a smile”.

Peter Zweifel, University of Zurich, Switzerland

‘An excellent selection of academic contributions. Challenges

“irrefragable taboos™ with cast-iron scientific rigour and

the weight of social legitimacy, against the adventures of
partisan policy makers.’

Guillem Lopez Casasnovas,

Pompeu Fabra University, Spain



Humble because...

How much do we know: BMJ Clinical Evidence, 2005, 2011

Figure 1: Uncertainty about clinical effectiveness

] Benefca
(] Lkl o o beneli

Unknown
I Tadoof btvoon unfls and harns s .
| Urlikeyto be el /‘

. M 10 b6 inefiective or hamiul Likely to ineffective benefits and harms

harmful ,
ornemi Unlikely to be 7%

I Unknow effectiveness o e

5%

Beneficial
15%

Likely to be
beneficial
23%

-
Trade off between

Source: BMJ Publishing Group 2005"



My favourites:
Culyer & Wagstaff on equity;

Culyer et al: Theoretical analysis of the
List-Delist option. Health losses by not
reviewing old treatments

Culyer: In-kind vs in cash benefits for
health care



Endowments of health, capability to benefit from health
resources (marginal productivity and extent) and limited
budget constraint

Ad. Culyer and A, Woaesraff. Egquiry and egualicy in health and health care 437
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Fig. 1. Egual imitial health, egual capacitics o benefil and egual expenditures reguired o

exhauwst capacity to benefit.
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A Culyver and A, Wagstalf, Equity and eguality in health and kealth care
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Ca
Fig. 3. Eqgqual initial health, equal capacities to benefit and unequal expenditures reguired Lo
exhaust capacity to berefit,

o



Theoretical analysis of the List-Delist option
Health losses by not reviewing old treatments
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Food for thought ‘a saborear’ from
Prof. Culyer’s presentation

e Continuous listing and delisting until marginal in/out
treatments equal the threshold

e What do we do with effective treatments but at this time
with CUA ICER ratios above threshold?

e What do we do when excluding means 100% copays

e How robust are values over time in order to build a time
consistent health policy?

e |diosyncratic values mean forget European social policies?

.... My advice: Lo mejor es enemigo de lo bueno



LOS VALORES PERCEPCIONES SOBRE
LA DESIGUALDAD

éCual de las siguientes frases se acerca mas a su opinion? gase: total de casos

Total Paises UE (10) 34,4 59,5 6,2
. | ] | |
Espafia 41,5 bq
- ] | | |
Italia 45,7 47,1 7.3
. | ] | |
Polonia 36,9 53,8 92
- 1 | | |
Suecia 31,4 64,2 | %
. | | | |
Alemania 29,7 66,8 I!.'i
- 1 | | |
Francia 27,5 67,3 IS*!
- | | | |
RepublicaCheca 27,4 62,8 9.8
- 1 | | |
Reino Unido 26,0 65,2 8,7
. | ] | |
Paises Bajos 19,2 75,4 5,4
- ] | | |
Dinamarca | 13,8 79,1 7

T
an% B

100'%

O Los ingresos deberian ser mas
equilibrados, aunque ello pueda
significar que las personas que se
esfuerzan mas y las que se esfuerzan
menos ganen cantidades similares

O Las diferencias en los niveles de
INgresos son necesarias para que

guienes se esfuerzan mas tengan
ingresos mas altos que guienes se
esfuerzan menos

O Ns-MNc



SOBRE LAS RESPONSABILIDADES

iCual de las siguientes frases se acerca mas a su opinion? sase: total de casos

" ] | ] ]
Total Paises UE (10) 54,5 40,8 X
. I ] | |
italia 76,3 202 b
- | | ] ]
Erpalia | I “"ll T T e 1’III:IEI E;tadnldn;_-hﬁ ten;rlarespnnsahilid:d
. rincipal alahora de asegurar que todos
uecia 589 33 P,ﬂ IjnsciuII:Iadanus puedan ggzar dz un nivel
. ' ' ' ' de vidadigno
Polonia 53,1 40,8 6,2]
. I ] | |
Francia 52,0 43,7 II,E O Cada persona debe ser el responsable
- | | | | principal ala hora de asegurar su propio
Dinamarca 48,1 45,8 6,2] nivelde vida
. I ] | |
Alemania 48,5 48,2 II,
- | | ] ]
RepublicaCheca 43,8 41,7 8,5 O Ns-Nc
- I ] | |
Paises Bajos 38,1 57,2 N
- | | | |
Reino Unido 34,5 57,2 8,3
| | | | | | |

o 20 1% [1ip B 100% o ri



PROTECCION SOCIAL Y COSTES IMPOSITIVOS

iCual de las siguientes frases se acerca mas a su opinion? ease: total de casos

b ] | ] ]
Total Paises UE (10) 66,2 25,2 8,6
. | | | I
Suecia 88,4 10 4}
- | | | |
Dinamarca . | IE?,I | T 3.2 II'! o E-‘.pr;}f&rihll! un: sn-:ieda:;inn ur-I
. . amplio sistema de seguridad socia
Paises Bajos ] I Hli‘E I 13 |5*5 aunpquu ello impliqu:tenm que ps:gar

- - impuestos altos

Espafia 80,5 13,7 5.4
. | | |

Francia 75,8 20,3 P,F B Es preferible unasociedad en laque se
- | | | | paguen impuestos bajos, aunque ello

Alemania 68,9 25,2 |5,9| implique un sistema de seguridad social
- | | | | limitado
Italia 58,5 27,9 13,6
- | | | |
Reino Unide 53,3 34,2 12,5 0 Ns-Nc

. | | | I

Polonia 51,8 36 12,2
- | | | |

RepublicaCheca 48,0 379 14,1
1 | | 1 1

o 20 0% a0 Bl 100 “_.E



AMBITOS DE RESPONSABILIDAD PUBLICA

¢ Cree usted que el Estado debe tener ninguna, poca, bastante o mucha responsabilidad a la hora de...? sase: total de cases

Total Paises UE (10) Espaiia
: . 1 1 1 I I I i I
Proporcionar cobertura sanitaria e — 25 & -
a todos los ciudadanos ’ = ' ' =
g , | I I I I I I |
Asegurar una pension suficiente ]
para las personas jubiladas = 23,8 4, S -
. ] | | | | | 1 ]
Controlar los beneficios de los e g 01 o2 —_— e
hancos ’ ’ f ’ Y
Sarantizar los deodsitos de | | I I I I I I |
arantizar los depositos de los 47 1 - - 70.6 —
ahorradores ' ' '
Vantener | b | ] ] ] I I I |
antener los precios bajo
P I 44 8 37.8 ||2.4)| 64,8 27,7 1
control
) , enda di | ] ] ] I I I |
roporcionar una vivienda digna 241 - - 723 - f
a todos los ciudadanos ' ' T
\ | devida d | | | | | | ] |
segurar un nivel de vida digno 18.6 425 14.12|5 746 22 7 1
para los desempleados
o los beneficioe de | | | | | | | | |
Controlar los beneficios de las 32,7 335 225 i,r.f 54.0 269 |27
EMpresas
Controlar | i ] | | | | | | ]
ORLOIArios salaflos) - 5 g 39,1 20,9 1.8 50,7 30,6 |m::e
: ! ! T —————
O Z0% 40% &% B0% HO0rse 0% 20% 405 &0 E0Rg JOe0r

O Mucha [ astante Lpoca Dl inguna & Ns-Ne



EL TRADE OFF ENTRE EQUIDAD Y
EFICIENCIA

Hay evidencia de que existen preferencias en salud
gue violan la monotonicidad fuerte. Y esta
violacion parece que es fruto de que en el ambito

de la salud, las cuestiones distributivas (reparto

de ganancias en salud) dominan a las cuestiones
de eficiencia (suma de ganancias en salud).

e Esta evidencia existe también en otros paises.
Pero en Espaia las preferencias que violan la
montonicidad fuerte son mas frecuentes.



CUESTIONARIO

Basicamente el cuestionario era el siguiente:
hay una diferencia en afios de vida entre clase alta y clase baja.
(EVca, EVch) la diferencia es de 5 afos: EVca - EVcb=5

Se propone una politica sanitaria que incrementa la esperanza de vida pero

de distintas formas: la variante A es de ganancia igualitaria (+2, +2) frente a una politica

que solo incide en los mas pobres ('+0,+4). Los que eligen A son de ganancia igualitaria y es el %
de la primera columna.

De los que eligen B en la pregunta anterior, entonces se les enfrenta secuencialmente
entre A (+2+2) y un B nuevo que sigue siendo a favor de los mas pobres pero cada vez menos eficiente en efectos
totales de ganancias en salud:

A(+2+2) versus B(+0,+3,5)
A(+2+2) versus B(+0,+3)
A(+2+2) versus B(+0,+2,5)

Los que eligen A en estos casos (acumulandolos), estan en la columna segunda
de los individuos que si aceptan el trade-off.

Y finalmente, a los que siguen eligiendo B en la ultima fila anterior, se da esta opcién
A(+2+2) versus B(+0,+2):

Los que eligen B, violan la monotonicidad fuerte (podrian ser rawlsianos 0 no monotonicos).



Resultados: los que siguen eligiendo B en la opcién A(+2+2)

versus B(+0,+2): violan la monotonicidad fuerte (podrian ser

rawlsianos o no monotdnicos).
DRAFT COMPARATIVE RESULTS

epaltarins :'vnvﬂ'g'ﬁ;ﬁf Evé?éarfgfoﬁfffylg:countfyu ample; mode | size

ESRC1 36% 544% E 20% E UK Epubllcimterviewi 66
Spain (1999) 36% | 7% ! 57% ! Spain' public !interview' 973 |
Spain (2004))  20%* 10% 1% Spain ! {u] tgl&:_;]r;tér_v;e_vx; 307 |
| ESRC2 | 42% 1 48% i 10% UK | [n]t;n_c_i_ postal | 271
| WTA | 32% ' 52% ! 16% ! UK !public! group | 25

Pe:?:\?neernte 08% ?18% i 14% i Us :rh%(ljtljlgsi postal {784

DoH SDO | 53% 34% 13% UK ':;]:? oostal 626

* includes indifference option



Abasolo et al & Theory and Decision

2013. Conclusions

Standard social welfare functions require (alongside other conventional properties) the
satisfaction of monotonicity, so that any incres
should always lead to an improvement in social welfare regardless of the increase in
Inequality it would cause. However, this assumption, particularly in the health context
S questionable as shown in the table above. It indicates that public preferences
regarding the efficiency-equality trade-off in health violate the strong monotonicity
principle.

This conclusion remains once we take into account the presence of

Inequality neuitral preferences and other possible sources of bias (son los datos de 2004

que son del articulo A&T 2013 en Theory and Decision, la principal diferencia es que

incluye la opcion “indiferente" en la primera pregunta +2+2 versus +0+4). In addition, the majonity
of responcents has non-monotonic preferences (49%) rather than Rawisian preferences (13%).



A QALY is a QALY?

palliative care in the PTO guestions. Our resulis suggest that QALYs gained from EolL treatments have a
higher social value than QALY: gained from treatments for temporary health problems. Further, we Found
that people attach greater weight to improvements inquality oflife than to life extension at the end of
lifie

Social Science & Medicine 113 2004 5—14

Contents lists available at Sciencelirect

Social Science & Medicine

jourmal homeaepage: www.elsewvier.com/locate/socscimed

Valuing QALYs at the end of life

Jose-Luis Pinto-Prades ® b". Fernando-lgnacio Sanchez-Martinez ©, Belen Corbacho ‘l,
Rachel Baker*®

Yo Cenore for Sodal Fasiness and Fealth, Glasgow Coledandan Dinheersiny, UK
= Uimiversity Fablo de (lavide, Sevilla, Spain

< Universiry of Murda, Spain

4 Department of Fealth Scienaess, nhversing af Yark, UK

ARTICLE I NFO A BSTRERACT
Arfde hismry: The possibility of weighting QALY s differenthy for different groups of patients has been a source of debate.
Received 16 July 20013 Mozt recently, this debate has been extended to the relative value of QALY at the end of life (EoL) The

R oz ived in revised form

23 April 2014

Acce pred 29 April 2014

A ailable online 2 May 20004

objectve of this sudy is to provide evidence of societal preferences in relation to this topic. Three cross-
sectional surveys were conducted amongst Spanish general population (n = 13 )L Survey 1 compared
increases in life expectancy for EoL patients with health gains from tempomary health problems. Survey 2
compared health gains for temporary health problems with quality of life gains at the EoL (palliative
care]l. Survey 3 compared increases in life expectancy with guality of life gains, both for EolL patients.

gm"m: Preferences were elicited wusing Person Trade-Off (FTO) and Willingness to pay (WTP) technigques pre-
QALY weights senting bwo different dumtions of health benefit (6 and 18 months) Health benefits, measured in QWY s,
Emel ol life were held constant in all comparisons.

Pl i e e In survey 1 mean WITF was higher for life extending treatments than for temporary health problems
Life &xrendiomn and the majority of respondents pricritised life edension owver termporary health problems in esponse to
Wil ngrvess Lo pay the PTO questons. In survey 2 mean WTP was higher for palliative care than for temporary health

Persain trade-oll problems and 3% prioritized palliative care (for both dumtions) in the PTO guestions In survey 3 WTP

valies were higher for palliative care than for life extending treatments and more than 60% priontized
palliative care in the FTO guestions. Cur results sugpest that QWALYs gained from Bol treatments have a
higher social value than QALY: gained from treatments for temporary health problems. Further, we found
that people attach greater weight to improvements in gquality of life than to life extension at the end of
life

i 2014 Elsevier Ltd All rights reserved.




Food for thought

e Continuous listing and delisting until marginal in/out
treatments equal the threshold

e What do we do with effective treatments but at this time
with CUA ICER ratios above threshold?

e When excluding means 100% copays

e How robust are values over time in order to build a time
consistent health policy?

e |diosyncratic values mean forget European social policies?
e Culture, values & happiness: the award goes to Africa?

.... My advice: Lo mejor es enemigo de lo bueno



