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Statistical lives and the principle of maximum benefit

Albert Weale Department of Politics, University ofYork, York

Editor's note

In the allocation of resources to medical care
society may tend to discriminate in favour of
known individuals in present danger or distress rather
than following a more rational strategy leading to
improved average mortality and morbidity rates.
The motives underlying this behaviour are
examined critically.

In recent years there has developed a growing recog-
nition that publicly financed health services need
to utilise explicit principles of resource allocation.'
Policy makers have come to recognise this need in
the light of evidence which suggests that increases
in the supply of health services will be matched by
an increase in the demand that is made upon them.
Thus increasing expenditure on medical resources
does not of itself solve the persistent problem of
scarcity; resources will always be insufficient for
the demands upon them. Combine this fact of
scarcity with the acknowledgement that there are
relatively efficient and inefficient ways of providing
and delivering health services, and the need for
explicit principles of allocation becomes plain. Yet
the recognition of the need for principles does not
of itself help us to develop such principles. The
question still remains: on what basis should one
allocate the limited resources that are available to
health services in order to bring about an ethically
acceptable allocation ?
A particular example of this dilemma is provided

by the problem of striking the correct balance
between preventive and curative medicine. Thus,
it has recently become fashionable to assert that
available resources might be used to best effect if
they were devoted more extensively to preventive
measures - with the implication that they might be
switched from the curative services.2 But the
notion of best effect is left undefined in this context.
What is meant by the assertion that preventive
services are likely to be more efficient than curative
services ? Efficiency in this context only has meaning
in relation to a specified set of objectives. So in
order to judge the claim that one use of resources
is more efficient than another, we need to formulate
a set of objectives in terms of which we can measure
the performance, or output, of different types of
services, or inputs.

In order to formulate these objectives it is neces-
sary that the community have a method for placing
a value on the lives of its members. The manner in
which the decision on allocating health services is
made is then best pictured as follows.3 The com-
munity decides, by means of the political process,
how much money is to be devoted to health services
in total. This decision represents, in effect, the
community's evaluation of health services by com-
parison with other desirable goods, like transport
facilities, education, defence and housing. Having
made this decision, which in practice is usually
little more than an incremental decision from
previous years' expenditures, the public authorities
must decide how best to use available resources. In
the short term they may not have much room for
manoeuvre. Personnel will have been trained,
capital goods reacquired and revenue thereby com-
mitted. But in the longer term the public authorities
should be seeking to move towards the most
efficient use of resources possible, otherwise effort
will be wasted and things left undone which ought
to be done. What criterion should the public
authorities use in making this decision on allocation ?
A seductively attractive, if ambiguous, proposal in
this context is that, in their health expenditures, the
public authorities should seek to maximise the value
of lives saved or prolonged.

This decision-making process in practice begs
the question of what value the community assigns
to the lives of its members. What typically emerges
from the process is the goal simply of maximising
the number of lives saved or the average length of
life for members of a given population. Thus the
widespread use of population mortality rates or
standardised mortality ratios in the appraisal of
health service performance provides a measure of
effectiveness only on the assumption that what is of
interest is simply the number of lives saved or the
numbers multiplied by the increases in average
length of life.4 No differential value is attached to
the lives of different persons. Each is counted for
one and no one for more than one. The criterion has
in fact a certain ethical attractiveness to it. Because
lives are weighted equally there will be no deliberate
bias or discrimination involved in the selection or
treatment of beneficiaries from the health services.
Moreover, provided the technical problems can be
solved in estimating the effectiveness of various
forms of service, that is provided what economists
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call the relevant production functions can be
determined, the criterion will yield specific in-
structions as to the manner in which available
resources are to be used. Finally, the criterion will
be consistent with, and may perhaps be taken as an
expression of, the ideal of communal or social
responsibility for the natural contingencies of ill-
health and misfortune. Satisfying the conditions of
impartiality, determinateness and social solidarity,
the goal of maximising the effectiveness of health
services by reference to the number of lives saved
or average length of life promoted may seem an
attractive aim, not least because it is a practical
possibility to emerge from the political process. I
shall call the criterion in this form the principle of
maximum benefit.

The principle of maximum benefit

How might this principle be applied? An example
is provided by Correa's discussion of the optimal
allocation of resources for the treatment of an
epidemic of whooping cough in Northern Santiago,
Chile, in I963.5 In his discussion, Correa assumed
that the general objective of the health services in
response to an outbreak of whooping cough was to
minimise the number of deaths. The resources
available could either be used to help cure those who
had already contracted the disease or they could be
used in preventive measures for the population at
risk. If resources employed in treatment are more
effective in minimising deaths, then all available
resources should be devoted to treatment; and
similarly, if prevention is more effective than
treatment, all resources should be put into pre-
vention. Using data from the Pan American Health
Organisation, Correa argued that the effectiveness of
prevention was considerably greater than that of
treatment. So much so in fact that, whereas with
resources split between prevention and treatment
only an estimated 124 deaths were avoided, the
number of deaths to be avoided by completely
switching resources into prevention was an esti-
mated 470. Naturally there is no reason to assume
that the identity of the persons whose lives were
saved would have been the same had the switch
been made. Nevertheless, an extra 346 deaths could
have been avoided. The principle of maximum
benefit would enjoin that the switch be made; it
implies a maximising strategy.

The ethical appeal

A number of writers assume in situations of this
kind, where there are limited resources with
different sized groups of persons in competition
for them, that the principle of maximum benefit
has an obvious and intuitive ethical appeal. In an
imaginary but nevertheless similar example, Philippa

Foot' claimed that it would clearly be right to save
the lives of the larger group of persons. However,
it can be argued that this ethical intuition is not as
well-grounded as at first sight it appears. One
important type of counter-example to the intuition
was first identified by Calabresi, and has been
discussed by several writers subsequently.7 Calabresi
pointed out that there are many instances in which
society does not act on the principle of maximum
benefit. In particular there are situations in which
more value is placed on rescuing known lives in
present danger than would be placed on saving the
unknown, future lives of persons distributed, as
statistics, among the population at large:
... in the uncustomary case of an individual - a
known individual rather than a statistical un-
known - in a position of life or death, we are apt to
spend very much more to save him than in any con-
ceivable money sense he is worth. And while I do
not doubt this is as it should be, it seems odd that
we should refuse to apply the same standards of
'value beyond any price' when we deal with the
same man's life as part of a statistic. But odd or not,
it is the case.8

Calabresi in this passage makes two assertions:
that there is a systematic inconsistency in the
value which is assigned to life in specific circum-
stances, and that this inconsistency is ethically
defensible. The 'statistical lives paradox' is just this
latter assertion. Society, the argument runs, is quite
correct in preferring to spend large sums on the
rescue of lone yachtsmen, trapped miners and
candidates for heart transplants or renal dialysis
than expending the same resources on more mun-
dane and anonymous services which would be
justified by application of the principle ofmaximum
benefit. So in stipulating as maximand the mini-
misation of mortality, intending to provide an
objective in terms of which health services per-
formance could be measured, we already seem to
have hit an ethically controversial formula.

The element of doubt
The force of Calabresi's counter-example to the
principle of maximum benefit has been questioned
on various grounds. One type of reason for doubting
its force derives from instances of policy where
known present lives are not favoured at the expense
of unknown statistical lives. For example, in one
discussion of the ethical risks attached to the
totally implantable artificial heart, one panel
rejected the use of Plutonium-238 in powering the
device in part because it involved the dangers of
radiation to unknown but statistically significant
sectors of the population.9 In this instance it seems
that a smaller number of future statistical lives were
being preferred to the lives of those who would be
known to benefit. But one such example of this type
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does not really call into question the statistical
lives paradox. It is sufficient for the paradox that
there exist some inconsistencies in the implicit
valuation of lives in different circumstances, not
that there be such inconsistency in every conceivable
circumstance. Moreover, attitudes towards the use
of nuclear energy in many of its forms are so com-
plex that an example drawn from an application of
nuclear techniques is perhaps not the most un-
controversial that could have been chosen.
A more serious objection to the force of the

paradox is to say that the circumstances in which the
smaller known persons are preferred to the larger
unknown group are so special as not to be generally
significant.10 No general policy inferences are to be
drawn from the fact that sometimes members of
society do seem inconsistent in the value they place
on human life. But, unless some further reason can
be given for distinguishing the instances in question,
this does not solve the theoretical problem that the
statistical lives paradox seems to provide a counter-
example to the principle of maximum benefit. If all
that distinguishes the relevant instances is that they
are just the cases in which especially high value is
placed on human life, the paradox is not resolved
but heightened. Moreover, the inconsistency in
question is not always simply accepted by society.
Thus a major catastrophe often seems to act as a
catalyst for public authorities to take action on
preventive measures.'1 A small number of lives lost
seems to dramatise the inconsistencies in question,
and so lead to pressure to reduce them. So, it does
not seem to be a simple task to dispose of Calabresi's
counter-argument to the wholesale application of
the principle of maximum benefit. Is there a satis-
factory way of dissolving the paradox, either by
demarcating clearly those instances where the
principle of maximum benefit does not apply or by
undermining the bias in favour of the non-maxi-
misation strategy? Before seeking to answer this
question, I shall first aim to clear up one or two
problems in the formulation of the paradox itself.

Social evaluation of life
Calabresi's formulation of the paradox places the
problem in the broadest context of the social
evaluation of life. The notion of social evaluation
does very general service in this framework, covering
instances where governments do not impose stricter
conditions on independent activities, for example
not increasing the legally required minimum depth
of tyre tread, cases where governments fail to
supply certain benefits, for example replacing a
level crossing by a bridge, and instances where
governments take positive action, for example by
rescuing lone yachtsmen or providing facilities for
organ transplants. Each of these cases is supposed to
represent a form of social evaluation of life. The
problem for Calabresi is how far and in what ways

these different evaluations are, and ought to be,
consistent with one another.'2
To pose the problem in this way is, however, to

put the issue into too large a context. There are
many reasons why evaluations might not be con-
sistent with one another when considering these very
diverse situations. Policy making within public
organisations is constrained by uncertainty and the
limits of time which prevent departments of state
from co-ordinating with one another. For analytic
purposes it may be convenient to think of the
government as a 'unitary being"'3 with a consistent
set of goals, but one should not be surprised at
empirical evidence which is inconsistent with this
assumption. We should only look for consistent
social evaluations of life in specific contexts. More-
over, to ignore the specific is to risk losing sight of
important distinctions. Thus it may be important
to distinguish between the risks which society allows
individuals to run, as when it fails to impose more
stringent safety regulations for private cars, and the
evaluation of life which is implied by government
action in providing health services. Reasons of
anti-paternalism may suggest at times that the
government should allow certain risky activities,
despite the relatively low evaluation of life this might
imply; reasons of public responsibility on the other
hand may dictate relatively high standards of
safety in the services which governments supply.
In other words, ifwe look at the issue in the broadest
context, we may be confusing problems in the
consistency of the social evaluation of life with
countervailing considerations which would dis-
tinguish cases which superficially look alike.
For this reason it is better to examine the problem

of statistical lives not in the context of all the life-
saving activities that governments might undertake,
but rather in the specific context of the supply of
health services. Examples here might be of the sort
discussed by Correa and Foot, where it is a matter of
deciding whether available resources should be used
either for those who have already contracted an
otherwise fatal disease or instead for a larger number
of unknown statistical persons. On the other hand,
they might be more general in scope, where it is a
matter, for example, of deciding between investment
in casualty units or in preventive medicine. But it
seems to me to be important to limit in this way the
scope of the argument to allocational decisions with-
in health services, since in such cases one is dealing
with a fundamentally homogeneous set of decisions:
how should one determine the correct balance
between different types of health service provided
publicly?

Hypothetical example
In order to see why, in this context, any strategy
other than the maximising one seems paradoxical,
consider the following arrangement. Suppose it is
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known by members of a community that there are
different ways in which health services may be
supplied. Suppose also that the community health
budget has been fixed, so that the choices available
to members of the community consist simply in the
exercise of a preference over relatively efficient or
inefficient forms of services. If each member of the
community has a vote about which package of
health services to choose, it will be prudent for
each individual to vote for the most efficient
service, provided certain conditions are satisfied,
because in that way they would be maximising their
own chances of survival. Similarly, to take a specific
example, in the allocation of resources for the control
of whooping cough, Correa's instance, guardians
responsible for the interests of children who were
likely to contract the disease would be prudent to
choose the preventive strategy before the epidemic
broke out, because in that way they would be mini-
mising the mortality risks of those for whom they
were responsible. So, the reason why the non-
maximisation strategy seems paradoxical is that it
is contrary to the strategy that prudent individuals
would choose for their community if they were
protecting their own interests, or the interests of
those for whom they were responsible.

In fact things are a little more complicated,
because the supposition abstracts from the dis-
tribution of health risks in the community. Some
people may be especially prone to particular forms
of ill-health, in which case they might be prudent in
voting for a health system that was less efficient
overall because it concentrated facilities in certain
specific areas. Young motor cyclists for example
have an interest in voting for the over-supply
relative to the demands of the population at large of
casualty units. This sort of bias can be eliminated
in part by noting that uncertainty reduces a person's
interest in the distribution of risks. If one is unsure
of one's future place in the scheme of things, so
that one has no reason for projecting one's present
needs into the future, then the maximisation strategy
will still be prudent, despite one's present concerns.
Thus uncertainty about the distribution of risks may
make it rational simply to concentrate upon the
average level of risks. It also provides some justi-
fication for the common practice in cost-benefit
analyses of the value of mortality reductions by
which individual's benefit is equated with average
benefit.14
The attractiveness of the principle of maximum

benefit, therefore, consists in its being the principle
upon which prudent and self-interested persons
would converge, if they had to make a decision on
the allocation of health services before they knew
which particular form of ill-health they would
suffer. Against this argument, is it possible to
provide any reasons of ethical principle which would
favour the non-maximisation strategy and rationalise
the preference for known lives in present danger ?

Looking for the answer

In seeking to answer this question, it will be useful
to dismiss three possible lines of solution.
The first possible justification for preferring

known lives in present danger is simply that the
future is uncertain. If we know that good can be
done now we should take the opportunity when it
presents itself. The effect of this argument is to
suggest that sometimes the maximising strategy
entails saving known lives in present danger,
because the number of future lives that might be
benefited should be discounted on grounds of
uncertainty. However, unless we are extremely
pessimistic about the future, there is no reason to
assume that we can always reduce the future
expected number of lives saved below the figure for
known present lives. Without further reasons for
reducing our estimates of future expected benefit,
we should be engaged in a process of double dis-
counting.15 Moreover, our confidence in treating
persons whose life is known to be in present danger
is subject to uncertainty, though of a less intense
kind. Estimates of the effectiveness of various
treatments are based on past performance, and
there may be a problem of inferring from past to
present efficacy. So, although the maximising
strategy may on occasions enjoin us to prefer the
known and present to the unknown and future,
there is no reason for holding that this will always
be so.
A second possible justification for preferring the

present aid strategy also relies on the fact that it is
sometimes entailed by the maximisation strategy.
Situations of present danger often call forth extra
resources in the form of voluntary aid, which might
not otherwise be available. This factor is perhaps
more evident in dramatic rescue situations, for
example a group of miners trapped down a mine,
than it is in strict medical situations. But one can
imagine more volunteer nurses, for example,
coming forward to help nurse the sick in an epi-
demic than might be forthcoming as auxiliaries in
the rather mundane tasks of a vaccination pro-
gramme. Even so, this argument is insufficient to
justify a general preference for the present aid
strategy. It suggests rather that when seeking to
estimate the relative effectiveness of different pro-
grammes, one should be careful to do the accounting
correctly, so that all available resources are taken
into consideration.16
Between them these two arguments appear to

cover all the reasons for preferring present rescue
because it is present. A third reason which might be
advanced is that of 'pure time-preference', the
residual preference for the present merely because
it is present. It has long been noted that there is a
human 'telescopic faculty' which tends to enlarge
the value of present satisfactions by comparison
with future satisfactions.17 Pure time-preference
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in this sense is mere temporal chauvinism however.
It cannot function as a rational consideration in
decisions on the allocation of life-saving resources.

In the place of these three arguments we need an
argument for the present rescue strategy which
establishes at least the conclusion that saving a
greater number of lives rather than a smaller number
is not morally preferable. In effect we need an
argument that numbers should not count, nor count
decisively, when allocating medical resources. One
approach along these lines begins by taking
seriously the difference between individual and
social decision-making. It asserts that whereas
individuals have goals, whose attainment it is
sensible for them to maximise, society has no such
collective aims. Social organisation is not about
achieving some aggregated collective good, but is
rather a matter of providing the space and freedom
within which individuals can pursue their own
self-determined ends. Although a maximising
decision procedure is appropriate for individual
choice, it will not be applicable to social or col-
lective decision-making. Social responsibility on
this view is restricted to maintaining individual
rights. Provided these rights are enforced the
responsibilities of public officials are discharged.
Now it is a characteristic feature of the concept of

an individual right that it limits severely the ways
in which a person may be treated in order to bring
about some desirable collective goal.'8 For example,
if innocent persons have the right to freedom, it
would violate their rights to frame charges against
them and so deprive them of their freedom, even if
this were necessary to provide for the safety and
well-being of the population at large. Utilitarianism
contrasts with a rights theory precisely at this point.
It allows significant individual interests to be
sacrificed in order to attain collective benefits,
despite the fact that the collective benefits in
question are relatively insignificant for each member
of society, because the sum of these individually
insignificant benefits may outweigh the loss of
significant benefits to a particular individual or
group of individuals. This is the burden of the
charge, for example, that under certain circum-
stances utilitarianism would license slavery.
What bearing does this characteristic feature of

rights have on the statistical lives paradox ? Suppose
we interpret health service provision as one means
by which the government maintains the right to
life.'9 This right should be interpreted as a claim-
right, in Hohfeld's sense.20 That is to say, the
right to life of person A implies that others have a
duty to refrain from engaging in actions leading to
A's death and also a duty in appropriate circum-
stances to provide A with aid should he be in a
position where death is threatened. Where there are
two needy groups, however, whose members have
their right to life threatened, it can be argued that
the relative sizes of the two groups is immaterial to

the appraisal of the correct course of action. Just as
the notion of a right prevents an aggregate benefit
leading to the sacrifice of a significant individual
interest, so it also precludes the idea that the
claims of a more numerous set of right-holders
should automatically outweigh those of a less
numerous set. Within the theory of rights there is
no principle of aggregation: it makes no sense within
the theory to say that failure to satisfy the claim-
rights of two persons is twice as bad as failure in
respect of one. Put another way, no one in the
larger group is wronged if the rights of the smaller
group are preferred, in a way in which they would
be wronged if there were no conflict of rights and
aid were available to save them but not used
through negligence.2' Precisely because a theory of
rights is intended to prevent the claims of in-
dividuals being swallowed up in the claims of
larger numbers of people, the members of the larger
group have no grounds for complaint if the claim-
rights of the smaller group are satisfied instead.
As an argument for this point of view consider

the following imaginary case. Suppose the choice
were between saving the life of one person, or
adding just one day to the life of everyone else in
the community. I doubt that many people would
choose the aggregated advantage, despite the total
of the extra days to be lived being greater than the
extra length of life that would accrue to the in-
dividual. This unwillingness is part of the force of
the concept of individual rights. But now suppose
that the collective benefit were increased to two
days per person. Could that make it right to prefer
the larger to the smaller set of persons ? It seems
not. For anything that would serve to make it right
in this second case is already present in the first.
Already there is an established inequality of benefit.
So the relative ordering of individual and collective
benefit is not altered. Perhaps though the increasing
magnitude of the difference alters our moral judge-
ment ? However, this is implausible. Suppose that
there were a morally significant difference of
magnitude. Let us say that x days is the difference
of magnitude that is barely morally significant. By
definition x-i days will not be morally significant.
Saving x-i days of life for each member of the
community will not be sufficient reason for failure
to save the life of one person. But, if this is accepted,
it means that the addition of two morally insignifi-
cant magnitudes amounts to a morally significant
difference. Yet if neither counts as significant in
itself, it is difficult to see how both together could.22
The effect of these arguments is to establish how

difficult it is within a rights theory to incorporate
the idea that numerical differences among those
affected by an act imply a moral difference. An
alternative, but complementary, way of looking at
the matter is to note how, as a matter or logic,
the ascription of rights to persons allows them
discretion to prefer their own interests to the equally
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significant, or perhaps more significant, interests of
others. As conventionally construed, for example,
A's right to life does not imply that others should
give up bodily organs to maintain A's right. B
might quite properly prefer to retain one of his
kidneys, even when its donation would not cause
him harm, rather than save A's life. (If this were
not so, compulsory organ transplants would be
quite in order.) Similarly, B may quite properly
prefer to save his own life instead of the lives of a
large number of As. If this were not so, laying down
one's life when needful for the benefit of others
would cease to be a matter of supererogation, and
become a matter of duty. So if B can properly
prefer his own life to that of a number of others,
why cannot another agent take up B's point of view
and prefer to save B's life rather than the lives of a
large number of others ?23
One way of precluding the possibility that a

third-party can take up an individual's viewpoint in
preference to that of a large number of other
persons is to claim that B's reasons for acting
within his rights are agent-relative. Only B can
have reasons for preferring his single life to the
lives of a large number of others.24 If this is true, it
needs to be explained how it is so. The answer, I
conjecture, is that considerations of right do not
exhaust the whole of morality. We must also leave
room for the concept of the good, and for what it
would be better on the whole for an agent to do
within the constraint of right.25 Thus it may not be
wrong for individuals to prefer, within their rights,
their own interests to the equally significant
interests of a larger number of other people; but
it does not follow that it would be better for a third-
party to act likewise, when he could save a greater
number of lives. And although it might not be
wrong, as such, to save the life of an individual in
preference to the larger number of lives of the
members of a community, it does not follow that it
would be better on the whole to prefer the life of a
single individual to the lives of a larger group of
persons. To point out that nobody is wronged by a
preference for the smaller set is essentially to say
that there are no reasons of right which enable us to
discr iinate the moral worth of situations where
rights which are of equal importance to their
holders cannot simultaneously be maintained.
Other grounds may exist, however, on which we
can discriminate the moral worth of such situations.
It may simply be better on the whole to favour the
larger set of persons. What, though, can we mean
by this statement ?

The maximising strategy

To answer this question, let us revert to the argu-
ment designed to explicate the statistical lives
paradox and support the maximising strategy. The
maximising strategy is justified by appeal to the

argument that its use increases the average life-
expectancy of all persons in society. It would be
prudent, or rational, therefore for everyone to
consent to an arrangement by which the public
authorities selected the most efficient pattern of
health services in respect of this goal. Of course it
will not be rational for someone whose life is cur-
rently in danger to consent to the maximising
strategy if that implies he should be left to die. But,
it may be argued, that is just the wrong point of
view from which to look at the issue. Even lowered
average mortality statistics have to show up as
actual deaths somewhere, and it is hardly surprising
to find that the place where they show up is not
the place at which to find assent to the maximising
strategy. What people whose lives are in peril want
is present help. Yet that fact does nothing to show
that on balance it is better that help should be
provided. To suppose the contrary is to suppose
there is no balancing to be done. Ex hypothesi,
there is.

So my suggestion is that the judgement, 'On
balance it is better to act according to the principle
of maximum benefit' should be understood as an
hypothesis about the sort of arrangement to which
it would be rational for people to consent at any
given level of expenditure on health services. Since
it would be rational to assent to the lowest average
level of risk, the principle of maximum benefit is
judged to be the rule which on balance it would be
better to follow. Consequently it will be better on
balance if resources are not deployed or made
available in certain contingencies, if they could be
more effectively used elsewhere.
Two points should be made about this mode of

argument. In the first place it is not being claimed
that there is any actual consent, even of the tacit
variety, on the part of persons which obliges them
to adopt the maximising strategy in consequence.
Consent here does not figure as in legal obligation,
where one may be obliged to abide by the terms of
a contract one had agreed because one has induced
reliance in others on one's future conduct. Instead
it figures in an analysis of what it means to say that
it is better to save the lives of the larger of two
groups of persons. The meaning is, then, that
everyone gains by running an increased mortality
risk in some situations - no nearby unit in the case
of rural road accidents - because their loss in this
respect is more than counterbalanced by gains
elsewhere - improved vaccination programmes or
whatever.
The second point to be made is that agreement

to the maximising strategy has in some sense to be
a 'rational' choice. Not necessarily the choice that
people would make, just as they are in themselves,
but the choice that it would be prudent to make.
There is nothing arcane about this concept of
rationality. It excludes a positive preference for
risk-taking in respect of one's voting decision on
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health services, but in context that does not seem so
outlandish. Life is assumed to be a good, the more of
which you have the better. Prudence suggests that
the best way to continue living is to vote for an
allocation of resources which minimises one's
mortality risks, consistent with those activities you
wish to undertake.
One obvious objection to the rationale of the

maximising strategy is that it would seem to
license the survival lottery, which is similarly
aimed at increasing one's life expectancy.26 The
survival lottery aims to replace the natural lottery
which distributes fatal illness among the popu-
lation by an instituted lottery which redistributes
these natural contingencies. Although a piece of
medical science fiction, it does raise an interesting
point of principle. Suppose organ transplants were
developed to the point where almost any vital organ
could be transplanted from any one person to any
other. Individuals might find it in their interests to
join a survival lottery in which one person consented
to give up his life so that his organs could be
redistributed among those in need. This arrange-
ment might serve to raise average life expectancy,
though it would do it in a way that imposed an
increased mortality risk in respect of suddenly
being forced to be available as a donor. Nevertheless
might there not be situations in which it would be
prudent, in the sense above, to join a survival
lottery? If so, we would be doing more good than
harm to institute one. This conclusion, however,
might seem to be just the reductio ad absurdum for
for the previous argument. If the prudence of
reducing mortality risks leads to the survival
lottery, someone might say, then this merely
reveals the fallaciousness of seeking to use an
hypothesis about prudential choice to support one
allocation of resources rather than another.

The survival lottery
In order to preserve the original argument, there-
fore, we must drive a wedge between the survival
lottery and the maximising strategy in the case of
statistical lives. Fortunately we can do just this. In
the first place, the survival lottery provides no
incentive for individuals to take care of their own
health.27 Any nationalised health system is likely to
exhibit a compromise between the principles of
individual responsibility and social solidarity,
simply because it rests on the assumption that the
financial risks of ill health should be borne by the
community at large. However, the survival lottery
extends this principle beyond financial risks to
bodily integrity. In so doing it provides individuals
with no natural penalties for the indulgences of
contemporary living - overeating, drinking and
smoking - to which modern flesh is heir. By his
style of life an individual places an implicit evalu-
ation on his own life. Someone who has a higher

evaluation of his own life might well hesitate to
join a survival lottery because the benefits of his
own efforts to remain fit could be dissipated among
those who placed a lower evaluation on their own
lives. Average health under such a system becomes
rather like a 'public good', such as clean air or
uncongested roads, from which everyone benefits,
but towards which, as is well-known, no one has
an incentive to contribute.28
There is, however, a further reason why one

should distinguish the survival lottery from the
maximising strategy. The maximising strategy in-
volves a failure to take aid to some persons because
the resources so consumed could be more effectively
used elsewhere. By contrast the survival lottery
involves not simply a failure to render positive aid
but a deliberate taking of an individual's life. So, it
can be argued that the prohibition on taking life
fell within the sphere of principles of right and
involved an absolute prohibition, whereas the giving
of aid to persons fell within the sphere of the good
where relative advantages have to be weighed. In
Ross's terms the prohibition upon taking life is a duty
of non-maleficence, which is more stringent in char-
acter than the duties of beneficence including the
duty of rendering aid to save life where more than
minimal effort is involved.29 The principles of right
lay down minimal standards which must not be
breached; principles of the good specify ideals
which it would be morally desirable to obtain.30
If this distinction can be maintained, it would
provide an important criterion for distinguishing
the maximising strategy from the survival lottery.
Moreover, there are the other differences between
negative and positive duties as noted by Trammell31:
negative duties may all be discharged, whereas this
is not true of imperfect positive duties; the failure
to perform an imperfect positive duty often leaves
other people the scope for performance; and the
distinction allows scope for the principle of re-
sponsibility. Finally and in addition the public
finance of a health service suggests that it is basically
a scheme of mutual aid, for the benefit of its par-
ticipants, so that it rests more on a conception of
the good than of the right.
Even duties of non-maleficence may be over-

ridden by consent or where the principle 'ought
implies can' does not apply (so I would assert in my
non-paternalistic way). So, in certain circumstances,
the survival lottery, or something like it, may be
morally permissible. An instance here would be in
cases of an overfull Lifeboat, where some persons
must leave the lifeboat in order for anyone to
survive. Thus in the decision of United States v.
Holmes32 it was argued by the judge that Holmes,
the senior seaman in charge of a life-boat, should
not have taken the decision to jettison fourteen
passengers, but should instead have used a random-
ising device to decide which of the survivors should
be ejected from the life-boat. The judgement in this
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case is presumably that it is better on balance that
the lives of some people should be sacrificed, in
order that most people should have an increased
chance of rescue. I do not know of any real life
medical parallels, where it is necessary to take some
lives in order to increase the chances of survival
for a larger number of other people. If there are
parallels, however, I would suggest that principles
of the good were to be invoked only where situations
were so extreme that a prima facie case existed for
suspending the application of principles of right.
Even in such cases, however, it may only be

morally permissible to ignore the constraint of right.
In an English case similar to that of Holmes, Regina
v. Dudley,33 the judge argued that all persons should
wait together, either to be saved or to lose their
lives. The inviolability of the right to life is here
taken to preclude persons protecting themselves by
instituting, against an individual's will, a survival
lottery. This point may be expressed in our frame-
work by saying that it is not sufficient to rely on
hypothetical, rational consent as justifying the
survival lottery. Instead one must have the actual
consent of all of the participants. Potential par-
ticipants would be within their rights, on this
argument, in refusing to participate in a survival
lottery, even though the consequence might be not
simply their own death but that of a large number
of other people as well. Obviously a choice has
to be made here concerning the stringency with
which the right to life is interpreted. But, however
stringently the right is interpreted, it must still
remain a negative right of non-interference. As
such it contrasts with the positive right to (more
than minimal) aid, whose application depends on
principles of the good and a judgement about
what it is better on balance to do.

Satisfying the need for personal care

So far I have sought to justify the maximising
strategy in terms of its propensity to bring about on
balance more good than harm. The principle of
maximum benefit is applicable, precisely because
the principles of right do not enable us to dis-
tinguish between greater and lesser numbers. But
it could be argued that there is one type of con-
sideration which is left out of account in this
approach. The original choice was between a
smaller number of present known lives in danger
and a larger number of future unknown lives. Sup-
pose we accept that temporal difference is immaterial
and numerical difference favours the maximising
strategy. There is still the difference between a
group of known individuals and a group of un-
known individuals. It is a characteristic feature of
maximising ethical theories that they give no
weight to personal ties and relationships: the most
famous example ofthis flaw is provided by Godwin's
argument that in a choice between saving the life of

a relative and saving the life of Archbishop Fenelon
one should save the latter because that action was
more fecund.34 So it might be argued that our
approach has built into it an assumption of im-
personality which was inappropriate in the case of
medicine. What matters it might be argued is that
a doctor should treat his patients in a manner that
is most suitable to their needs; it is not his task to
be concerned with some overall optimal allocation
of resources.
We can put the point as follows. We have noted

already that the rendering of aid is a positive duty.
For medical personnel it is the duty of rendering
aid within their competence and up to the limits
that can reasonably be expected within the com-
munity. They do not have the further, or second-
order, duty to make sure that they will always be in
the best position possible to fulfil their primary
duty. So, if a doctor is confronted with patients
known to him who are in need, it might be argued
that his primary duty is to those patients and not
to a set of statistical unknowns. Moreover, were
a doctor to take into consideration the well-being of
unknown persons, he would be in danger of vio-
lating certain crucial elements in the relationship
with his patients. Individual concern and mutual
trust would be impossible because they can only
arise in a relationship where the patient can rely on
the doctor to treat him in accordance with his
present needs. To use Fried's35 analogy: certain
principles 'score' relationships, just as a musical
score is a constitutive element in the perfornance of
a piece ofmusic. Unless those principles are present,
certain relationships are impossible.

This is a powerful argument, but its implications
are unclear. In the first place its force in respect of
some cases is irrelevant. The curing relationship
need not always be personal. If the allocational
choice, for example, is between casualty unit to
cope with motor accident victims and a preventive
screening programme, there is no reason to think
that the relationship between doctor and patient is
more personal in the one case than in the other.
More importantly, it might be suggested that what
the argument really implies is that allocational
decisions should be taken at a level which is quite
distinct from that of the doctor-patient relationship.
Thus one implication might be that national and
area administrators ought to be primarily responsible
for allocating resources because they are less likely
to be subject to the pressures of the personal than
doctors in a client-doctor relationship. Doctors
would lose considerable clinical freedom to prescribe
certain expensive courses of treatment, because
administrators would ensure that the resources
were not released to make such treatment available.
Fried himself suggests a similar distinction between
administrative and medical personnel in respect of
randomised clinical trials.'6 The administrative level
would be responsible for selecting patients for
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RCTs, and 'double-blind' trials would be used, to
prevent doctors as well as patients knowing which
'real' course of treatment was being followed. In
this way the complicated considerations which arise
in relationships between known persons would be
avoided.
For the advocate of the principle of maximum

benefit this division into levels of decision-making,
with considerations of optimal allocation only
entering in at the administrative level, may be
desirable in itself. After all, the maximising
strategy must be introduced within the limits of
the practically feasible. Just as an earlier generation
of utilitarians thought of the principle of personal
responsibility to be practically the best way of
achieving the maximum attainable level of social
welfare,37 so the practice of doctors concentrating
on doing their best by their own known patients,
but within allocational limits that have been
administratively determined, might be just the best
way of implementing the principle of maximum
benefit. In other words, if the personal element of
medical care interferes with a prudent allocation of
resources, it may be better to have those who are
not personally acquainted with the recipients taking
the allocational decisions.

Moreover, the personalist argument is vulnerable
at one crucial point. The principles which are taken
to score certain relationships can only be made
intelligible in terms of the attitudes and expectations
which the parties involved bring to that relationship.
Public attitudes may well change towards the
rationing role of the doctor, and Kendall38 may well
be right in suggesting that the public is capable of
appreciating the implications of scarce medical
resources for the conduct of doctors. Perhaps
therefore the scoring of the relationship between
doctor and patient will change. In so far as it does,
the direction of change looks as though it will
support the principle of maximum benefit.

Conclusion
I have tried to argue that the statistical lives paradox
can be eliminated only by supposing that the
principle of maximum benefit is productive on
balance of greater good than the alternative of
favouring known lives in present danger. As such
the statistical lives paradox presents no objection,
in principle, to shifting medical resources in a more
efficient direction. Nothing in what I have said
implies a particular view about what would be a
more efficient direction. Although great expectations
are held out on behalf of preventive medicine, one
should remain agnostic until the case is demon-
strated one way or the other. Perhaps an efficient
allocation of resources, as measured by mortality
rates, would dictate that preventive medicine be
given greater priority relative to curative medicine.
Perhaps not. All I have sought to establish is that

at least one supposed ethical barrier to an efficient
allocation is not as compelling as some have sup-
posed. There is nothing right in itself or good on
balance about discriminating in favour of known
lives in present danger, if greater efficiency can be
achieved otherwise.
Having come to that positive conclusion in

favour of the principle of maximum benefit, I
should like to conclude by noting what I take to be
the major ethical difficulty with its implementation.
As I have noted, minimising average mortality risks
at any given level of expenditure implies no view
about the distribution of those risks. It is possible
that maximising the effectiveness of treatment may
increase inequality as between diseases or causes of
mortality, social classes or income groups, age-
groups, the sexes and the regions. Nor need the
movements in respect of different types of in-
equality be consistent with one another. For
example, inequality of risk between disease cate-
gories may decrease, though social class inequalities
may increase. Despite these complications there is
no reason why the distributional implications of the
allocation of medical facilities should be ignored,
any more than an increase in national income
achieved only with a less equal distribution should
always be regarded as beneficial. I have argued that
abstracting from the distribution of risks it would
be prudent for persons to favour the maximising
strategy. However, someone might hold to a
distributive principle by which average gains had
to be weighed against distributional considerations.
In terms of the present argument this would mean
that even prudent persons might find it impossible
to converge on an agreed system of allocating
health resources. I have left any mention of this
difficulty until the end because I am unconvinced
that a great deal of theoretical value can be said on
it. In the end a political theorist may simply be in
the position of pointing to the possibility of value
conflict whilst acknowledging that only the political
process can reconcile conflicting interests into an
acceptable, if not ideal, social policy.
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