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Individual vs group level

• In a «one-to-one» clinical setting severity is not 
measured numerically, but assessed according to a 
textual definition

• In a group setting severity is measured in a way that is 
consistent with the textual definition.

• There is one interpretation but two versions of the 
severity criterion
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The severity criterion

The priority of an intervention increases in keeping with the 
severity of the condition. The severity of the condition is to be 
assessed on the basis of: 

– risk of death or loss of function; 

– the degree of loss of physical and mental function; 

– pain, physical or mental distress. 

The present health situation, the duration and the future loss of 
healthy life years are all of significance for determining the 
degree of severity. The more urgent the need to start the medical 
intervention, the higher the degree of severity.
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Two types of principles

• Sorting different conditions according their degree of 

severity – ranking principles

• Severity adjustment of ICER– weighting principles

• Comparing different measures of severity we should first 

be concerned about their ranking properties



6

A typology of conditions

• Temporary

– Causes a non-permanent reduction in HRQL

• Chronic

– Causes a permanent reduction in HRQL, but does not affect 

length of life

• Fatal

– Causes a reduction in HRQL, and shortens length of life
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Absolute vs proportional shortfall

• Temporary conditions

– Absolute shortfall; severity independent of age

– Proportional shortfall; severity increases with age

• Do we view a temporary condition that (on average) sets 

in at age 20 as less severe than a temporary condition 

that (on average) sets in at age 70?
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Absolute vs proportional shortfall

• Chronic conditions

– Absolute shortfall; severity decreases with age of onset

– Proportional shortfall; severity independent of age of onset

• Do we view a chronic condition that (on average) sets in 

at age 20 as more severe than a chronic condition that 

(on average) sets in at age 70?
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Absolute vs proportional shortfall

• Fatal conditions

– Relationship with age depends on prognosis

– For conditions with equal prognosis, ranking by relative sf will be 

the same as ranking with absolute sf

• Do we view a condition that implies losing half of your 

remaining life years when patients (on average) are 75 

as equally severe to when patients (on average) are 40?
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Age and severity

• In Norway: Average age at onset

• If treatment is approved, it is provided to all patients 

regardless of age

• Not: Age of patient

• But: Average age of onset
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From ranking to weighting

• The proposition of the Magnussen-group (not official 

policy)



12

Practical consequences

• Some medications will have an absolute shortfall that 

place them in “the middle” of the stairs – and they will 

consequently not be deemed cost-efficient

• Using proportional shortfall would (presumably) rank 

these higher

• However, WTP would depend on the weighting
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Practical consequences

• Pre Meld St 34 (2015-16)

– Effect (QALY), Severity – not precisely defined, ICER– no official 

limit, but (some) precedence

• Post Meld St 34 (2015-16)

– Effect (QALY), Severity (absolute shortfall), ICER – no official 

limit, but “look to Norheim/Magnussen”

• Within a fixed budget pre to post -> losers and winners
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Bottom line

• Prioritization within a fixed budget implies that “yes” to 
some means “no” to others

• In the public debate we need to acknowledge the 
services that are displaced when new treatments are 
introduced

• Always ask: When some are “denied” treatment due to 
an ICER above threshold; who are “granted” treatment 
(by not being displaced)?



Thank you


