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Abstract 

The overarching aim of this article is to scrutinize how severity can work as a qualifier for the moral impetus of malady. 
While there is agreement that malady is of negative value, there is disagreement about precisely how this is so. 
Nevertheless, alleviating disease, injury, and associated suffering is almost universally considered good. Furthermore, 
the strength of a diseased person’s moral claims for our attention and efforts will inevitably vary. This article starts 
by reflecting on what kind of moral impetus malady incites. We then analyze how severity may qualify this impetus. 
We do so by discussing the relationship between severity and need, well-being and disvalue, death, urgency, rule of 
rescue, and distributive justice. We then summarize our thoughts about severity as a moral qualifier. We conclude that 
severity is, and should continue to be seen, as a morally significant concept that deserves continued attention in the 
future. 
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Background
Malady1 is universally viewed as something bad; for indi-
viduals, groups, and society. Although there may be disa-
greement about what kinds of values are involved, there is 
agreement that malady is of negative value.2 Furthermore, 
instances of malady—say, a diseased person—seems to 
evoke, in most people, a moral impetus to alleviate dis-
ease and its consequences for others. Cure and care have 

motivated persons, professions, and institutions through-
out recorded history [1]. Many ethical positions, such as 
consequentialism, deontology, virtue ethics, and proxim-
ity ethics, give rise to moral arguments for an obligation 
to intervene. It is also an incontrovertible fact that pre-
venting and curing malady, as well as caring for the suf-
ferer and alleviating malady, has been an integral feature 
of mystic rites, religious practices, all branches of philoso-
phy, the natural sciences, and an omnipresent concern for 
individuals, professionals, institutions, and states [2].3

In the paragraph above, we have made two sweeping 
claims—that malady is universally a bad; and that curing 
or caring for the ill has permeated all human enterprise. 
Both claims can be challenged and can be qualified. It is 
easy to find accounts that ennoble the suffering, empha-
size its capacity to build character, direct focus away from 
trivial matters, and allow its victims to emerge strength-
ened by escaping malady’s claw [3]. We claim that none 
of these suffering accounts contradicts the basic badness 
of malady—instead, such accounts point to a possible 
silver lining. Even if an individual is believed to summa 
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summarum benefit from an encounter with malady, these 
accounts all recognize that there is something bad about 
malady, which nevertheless can be offset by other moral 
considerations. Malady is universally recognized as bad 
in some sense or another.

The second assertion should not be interpreted as that the 
alleviation of malady has been a concern for all instances 
of all human institutions. There will be counterexamples. 
Instead, this assertion merely points to the fact that, with 
very few exceptions, there are instances of concern for cure 
and care found within all levels of human interaction.

In this article, we assume that most cases of malady, con-
sidered in isolation, instill in fellow humans a moral impetus 
towards actions that mitigate the malady strickens’ unfor-
tunate situation. This impetus’ strength, however, seems 
highly variable and will depend on several particulars.

One central factor, we argue, is how severe the malady 
is. The etymology of the term severity underscores its 
importance: The word itself can be traced back through 
the Latin ‘severus’ to the proto-Indo-European ’segh,’ 
meaning ’to hold’ or to ’overpower.’ The Latin ‘severus’ 
meant ‘extremely strict’, ‘extremely grievous,’ or ‘exacting, 
painful.’ In Norwegian, the corresponding term ‘alvorlig’ 
likely hails from Old Norse ‘all var’, loosely translatable as 
’commanding your full being,’ while the Swedish equiva-
lent term ‘svår’ has its roots in Latin ‘serius,’ which traces 
to ‘heavy,’ or ‘grave.’4 Thus, something severe is serious, 
weighty, and adjures our undivided attention.

The concept of severity for priority setting purposes 
has also been subject to recent criticism by philosopher 
Daniel Hausman. Hausman follows several different lines 
of argument. He appears skeptical of a severity criterion 
for priority setting in health care because severity lacks 
moral justification and concludes that severity "is in need 
of moral justification" [4].

Several attempts to operationalize severity have been 
provided for priority setting purposes [5, 6]. Two notable 
examples are the absolute QALY shortfall (AQS) and the 
proportional QALY shortfall (PQS). We will not dig deep 
into the priority-setting debate here but use the oppor-
tunity to take one step back and discuss to what degree 
severity may or may not be of moral significance for 
action-guiding purposes.

The existence of multiple concepts of severity generates 
three partly conflicting hypotheses. Within moral philos-
ophy, pluralism can be construed as evidence for either 
of two extreme positions: first, by following the argument 
from relativity by John Mackie [7], pluralism would sug-
gest that the concept of severity itself is an error.5 At least, 

the fact that there exist variations of ‘severity’ may render 
it unsuited as a general moral qualifier of malady. Second, 
and by contrast, Derek Parfit’s metaphor of “climbing the 
same mountain on different sides” [8] suggests that peo-
ple may approach the same severity construct from dif-
ferent directions. That is to say, the very same variations 
of severity that may instead indicate different approaches 
toward the same elusive concept. A third hypothesis is 
that there may be only specific (limited) conceptualiza-
tions of severity that can do the job as a moral qualifier 
of malady. The truth of the first hypothesis would weaken 
the impetus of severity, the second may strengthen it, and 
the third could provide a middle ground.

The aim of this article is to scrutinize how severity may 
qualify the moral impetus of malady. Our article pro-
ceeds as follows: after this introduction, we begin dis-
cussing what kind of moral impetus malady does incite. 
Next, we proceed to the main objective—an analysis of 
how severity may qualify the moral impetus of malady. 
We discuss the relationship between severity and need, 
well-being and disvalue, death, urgency, the rule of res-
cue, and distributive justice. We conclude that severity is, 
and should continue to be seen, as a morally significant 
concept that deserves continued attention.

Discussion
What kind of moral impetus does malady incite?
Being confronted with a person with a malady can poten-
tially be action-guiding in different ways. While malady 
can be action-guiding for the person having the malady 
(not exposing others to infection, seeking help, adapting 
to an injury) [9], we focus on the impetus malady has on 
others. How do bystanders, family, or society act when 
someone is ill, and what is the moral component of these 
actions?

Furthermore, we believe that the moral content 
of actions guided by the moral impetus of malady is 
graded. A malady could generate a weak moral impetus 
towards acting, moderate in terms of a moral reason to 
help, strong in implying a duty, or very strong in terms 
of a moral imperative.6 Most European countries legally 
encode a general civil duty to help persons—often called 
a ‘rule to rescue’—when health or life itself is endan-
gered. Their presence bears witness to deep-rooted cul-
tural taboos against abandoning people in dire straits. 
Compared to general citizens, healthcare workers have a 
stronger legal obligation to aid.

4 See “seǵ," "severus” or “serius” in Wiktionary, or “severe” in Oxford Diction-
ary of English Etymology.
5 The argument from relativity is often referred to as the argument from 
disagreement.

6 In moral philosophy, one has been more concerned with moral dilemmas 
and seemingly insolvable challenges at the margin of life than with everyday 
moral practices where consensus is implicit.
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Moreover, the moral impetus may be seen as superero-
gate or as fundamental and existential, for instance, by 
the phenomenology of intersubjective responsibility.7 Yet 
another way to justify a moral impetus of malady is from 
the perspective of justice, where malady interferes with a 
fair distribution of goods.8 In other words, that malady 
should be alleviated to secure fair opportunity or out-
come in terms of a good and meaningful life in relation to 
other, more fortunate members of society.

The point we argue here is this: our shared culture indi-
cates that another person’s malady provides moral reasons 
to act towards mitigating that someone’s condition. Con-
fronted with malady, we often empathize with whoever 
has fallen ill; we wish them a speedy recovery or care and 
hope when recovery is impossible. For health profession-
als, diagnosing a person with a malady is action-guiding, 
where the actions are directed toward curing, reducing, or 
palliating the malady [9]. Depending on our proximity to 
the patient, we might also experience a moral obligation 
to ‘do something,’ even if acting requires a great sacrifice 
from us.9 [11].

While there may be disagreement on how strong the 
moral impetus of malady is, there seems to be unanimous 
agreement that malady carries some moral impetus for 
action. This moral impetus appears graded from weak to 
strong. Furthermore, it is first and foremost characterized 
by guiding us to act to alleviate the malady and the associ-
ated suffering, even when this comes at a (personal) cost.

How does severity qualify the moral impetus of malady?
Not all maladies carry the same moral momentum. A 
common cold does not demand that we ‘drop everything 
and scramble to aid,’ while most people will feel com-
pelled to ’do something’ faced with a life-threatening 
acute illness. Several notions exist about the magnitude 
of a malady’s impact on a person. This impact may be on 
their well-being, bodily function, life length, social stand-
ing, or role in their close or extended family. It is com-
mon to describe some maladies as severe (or serious).

In what follows, we identify different notions of sever-
ity related to the moral impetus of malady.10

Severity as a dimension of need
One central concept in healthcare is need. Many juris-
dictions claim implicitly or explicitly to implement 
a needs-based healthcare system (in distinction to a 
demand-driven or something of sorts.) Need is an allu-
sive concept, but a typical account of need builds on a 
ternary predicate N(x,y,z) to be interpreted as ’x needs 
y for z.’ In health care, then, a person p needs health-
care intervention T (treatment, care, etc.) to obtain the 
health benefit B—that is N(p,T,B)—if and only if there 
is a health-gap between zgoal and znow such that T would 
move p from znow towards zgoal [12, 13]. In this frame-
work, ‘severity’ can be understood in terms of the health 
gap  znow and l. Of course, T might not confer  zgoal for p. 
There could be a difference between what p needs, and 
what p gets. Such a conceptualization requires a defini-
tion or delineation of health, an understanding of the 
healthcare system’s goal in terms of health levels, and to 
what extent there is a gap in relation to the person’s cur-
rent situation. There is no severity when there is no gap, 
and hence no healthcare need either. On the other hand, 
this needs-account also includes the capacity to benefit, 
and following this, a person might have a condition with 
tremendous and incapacitating pain and suffering, but no 
healthcare intervention exists to reduce the pain and suf-
fering. In such a situation, there is no moral impetus to 
act for the healthcare system in a needs-based healthcare 
system as there is no healthcare need (defined in terms of 
actionability). Hence, a needs-(and-actionability-) based 
conception of severity does not ascribe a moral impetus 
towards people in great pain and suffering if it cannot be 
addressed. On the other hand, the most severe condition 
can be addressed in some form, for instance, by providing 
comfort or by showing empathy.

Severity as lack of well‑being and disvalue
There is a range of theories of well-being [14] that give 
different conceptions of severity. While (a) hedonis-
tic theories of well-being define the severity of malady 
in terms of the magnitude of pain, (b) preference- and 
desire-based theories define severity in terms of frus-
trated preferences or desires, and (c) objective list 

7 E.g., in the philosophy of Emanuel Levinas, where the face of another person 
(the Other) constitutes a moral claim-making ethics. Here, ethics is the first 
philosophy.
8 E.g., A. Caplan: "disease and disability become the object of concern in 
Western society because they are seen as a threat to equal opportunity, and 
in turn to the moral foundation of economic life" (Caplan [10], p. 236).
9 Live kidney donors are, for example, mainly parents, spouses, or siblings 
(Ralph et al. 2019) .

10 One reviewer suggested that we categorize severity in line with "subjective" 
and "objective." We agree that the subjective–objective dichotomy is a valu-
able distinction in philosophy for many purposes. However, in the context of 
this article, there is a risk that the distinction would instead make our discus-
sion of dimensions of severity more rigid rather than add a novel perspective 
to our inquiry. What is more, if we were to use these two concepts, we would 
have to clearly define "objective" (e.g., mind-independent) and stick with that 
definition throughout the article.
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theories will define severity in terms of lack of specific 
values, which are considered to be so independently of a 
person’s attitude towards them. Common to the different 
theories of well-being is that malady will induce negative 
well-being [15]. Hence, the stronger the negative well-
being, the more severe the malady will be. The strength 
of the pain, frustration of preferences and/or desires, 
reduction in function, and number and characteristics of 
symptoms will all contribute to the severity of a malady.

Overall, a malady may give rise to two main forms of 
harm. One is intrinsic harm, that which is harmful in 
and of itself. For instance, pain is typically considered an 
intrinsic form of harm. Another critical form is extrin-
sic harm—not harmful in itself but rather because of its 
effects on other values. The latter type of harm is often 
formulated as counterfactual (comparative) harm: A 
malady can (factually) harm a person overall if that per-
son (counterfactually) would have been better off had the 
malady not occurred.

Severity as death (losing one’s life)
If a person dies from a malady, this is often considered 
to be severe, and the relationship between severity and 
death thus merits separate discussion. By death, we do 
not mean the process of dying (which takes place within 
life) but rather the event of death (i.e., losing one’s life.) 
It is uncontroversial to hold that the morbidity belongs 
to the diseased individual. Concerning the event of 
death itself, it is less clear who the victim is. Recall that 
it is common to hold that death is an irreversible event. 
Moreover, from a secular perspective, it is common to 
hold that death implies the permanent extinction of an 
individual (as there is no belief in an afterlife). In this 
sense, "being dead" cannot be intrinsically bad for an 
individual. Nevertheless, everyone agrees that a particu-
lar person’s death can be bad for the family, friends, and 
society left behind. This is not to say that all deaths inflict 
relatives adversely; sometimes, a slightly earlier death of a 
suffering relative can be perceived as a better (or the least 
bad) outcome. But the ambiguity surrounding if and how 
a person can be harmed by her own death,11 is not gener-
ally mirrored in ambiguity about if and how relatives of 
the deceased may be harmed.

Still, the orthodoxy within the so-called badness of 
death discourse in analytic philosophy is that death can 
be bad (and sometimes good) for those who die. Many 
hold that death is a particular type of counterfactual 
harm. The orthodoxy today is that death (i.e., the inci-
dent of death) cannot be intrinsically bad but only bad 

compared to the life you could have had, had you not 
died. This counterfactual account of the harm of death 
will generally imply that death is worse the earlier in life 
it occurs. That is to say, the counterfactual account of 
the harm  of death takes a purely forward-looking per-
spective. This account captures the common intuition 
that since, in general, young individuals have more pro-
spective good life left compared to older individuals, the 
death of the former will be worse than the death of the 
latter. In the context of severity, such an account of death 
implies that ceteris paribus, the death of young individu-
als, is more severe than the death of older ones. Moreo-
ver, the more likely a malady can result in death, the more 
severe it is. This again makes (the concept of ) severity 
depend on prognosis, which can be uncertain or greatly 
variable amongst individuals in a group.

Severity as urgency
Etymologically, urgency relates to the Latin urge, which is 
related to "to press hard, push forward, force or drive." In 
the ethics literature, that which is urgent is pressing and 
demands quick action. As such, this seemingly overlaps 
with our etymological findings on severity. However, 
an’urgency’ has strong temporal connotations in eve-
ryday use. Something is urgent now and cannot remain 
urgent for very long. Concerning health care and malady, 
something is described as urgent when there is a narrow 
window to act either to (a) prevent further irreversible 
deterioration or (b) to salvage bodily function other-
wise irretrievably lost. Severity and urgency, therefore, 
often coincide. From a secular perspective, death has an 
irreversible nature.12 Furthermore, even from religious 
perspectives, it is common to hold that death implies 
irreversible loss of earthly existence.13 Since irrevers-
ibility may be a necessary criterion (but not sufficient) 
for urgency. In fact, many cases of urgency will relate 
to death cases. There is no complete overlap between 
severity and urgency. A hypothermic finger may require 
urgent treatment to prevent the irreversible loss of the 
finger, but this does not automatically imply severity. 
In some circumstances, urgency and severity can even 
appear as independent notions. Cerebral infarction has 
become more urgent after the advent of modern anti-
thrombolytic treatments [16] but arguably not more 
severe [17, 18]. As such, urgency appears more aligned 
with popular accounts of need than severity: something 
is urgent when you need it now. Other diseases, like ALS, 

11 With "death," we here mean the "incident of death" rather than "the process 
of dying." Of course, the process of dying (which only takes place while still 
alive) can be bad for those who die.

12 That is to say, from a secular perspective, it is common to presume the ter-
mination thesis—which states that death implies the irreversible loss of exist-
ence.
13 One notable exception is death’s irreversibility is, of course, the belief in 
reincarnation. Another more secular exception is the belief in cryonics.



Page 5 of 7Solberg et al. BMC Medical Ethics           (2023) 24:25  

are considered very severe but not urgent. Urgency, as 
such, seems to imply (i) irreversibility if no action is taken 
(ii) and an opportunity to mitigate. Both urgency and 
severity create an impetus toward action. While overlap 
may be seen (both in particular instances and concepts), 
urgency and severity also diverge. Hence, urgency cannot 
independently characterize severity as a moral qualifier 
for malady.

Severity and the rule of rescue
The “rule of rescue” has spawned its subliterature of bio-
ethics [19]. Following Brock, “The Rule of Rescue (RoR) 
states if one can save people whose lives are imminently 
threatened, at reasonable cost or risk to oneself, one 
has a moral obligation to do so” [20]. Whether this so-
called rule has any moral justification and it has spurred 
an ongoing discussion since it was first introduced into 
health policy ethics over 35 years ago [19, 21]. Objections 
to the RoR involve questioning whether it is a moral rule 
rather than a psychological trait unsupported by ethical 
argument. According to this view, the RoR causes us to 
unfairly favor identifiable patients over unidentified but 
equally needy patients [22]. There is general skepticism 
that a coherent version of the RoR can be formulated in 
health policy [23]. Notwithstanding, ethically and legally, 
the RoR applied to cases of malady is commonly viewed 
as a weak duty that only applies when an identifiable indi-
vidual is in grave danger and when the prospective helper 
will not suffer unreasonable harm by providing aid [24, 
25].

However, the rule of rescue is a powerful psychologi-
cal motivation for individual behavior, sometimes called 
the ‘identifiable victim effect’ [26]. Moreover, it tends to 
involve severity somehow, rendering severity defined 
in terms of the rule of rescue circular. For example, The 
Australian Pharmaceutical Benefits Advisory Commit-
tee (PBAC)14 specifies one requirement for applying the 
Rule of Rescue to national pharmaceutical coverage deci-
sions: "The medical condition defined by the requested 
restriction is severe, progressive, and expected to lead to 
premature death. The more severe the condition, or the 
younger the age at which a person with the condition 
might die, or the closer a person with the condition is to 
death, the more influential the rule of rescue might be 
in the consideration by PBAC.” [23, 28]. Hence, defining 
severity (and its moral impetus) in terms of the rule of 
rescue may lead to circularity.

Severity and distributive justice
Distributive justice has a comparative nature. The most 
frequent categories of distributional justice are utilitari-
anism, egalitarianism, prioritarianism, and sufficientari-
anism. Concerns for utilitarianism have already been 
discussed elsewhere in this article. Additionally, there 
have been further attempts to tie severity and distribu-
tive justice together. Accordingly, on egalitarianism, a 
negative value is put on inequality in and of itself, and 
the negative impact of malady to society cannot simply 
be added to the condition itself or its context but one 
must also account for how each person with a malady 
is contributing to the distribution of ill health. Thus, the 
egalitarian concern is relative in this sense. Moreover, 
prioritarianism emphazises aiding those absolutely worse 
off. In many cases, the malady may contribute to such 
worse off-ness. According to sufficientarianism, being 
below the sufficiency threshold might also add an extra 
moral impetus to severity.15

Severity as a moral qualifier
In our coarse-grained analysis, we find that severity is a 
useful concept to describe the disvalue of malady, and 
we hypothesize that other ways to describe this disvalue 
can be translated into severity. This does not imply that 
severity fully corresponds to the moral impetus of malady 
since other factors will also plausibly impact whether the 
malady will be a call to action (e.g., resources.,16 efforts,17 
size of benefit,18 relational factors, factors related to 
desert, etc.).

Our analysis has not allowed us to put a number on the 
moral impetus of severity. Such an endeavor would nec-
essarily include severity’s definition, possibly a method 
for severity’s measurement (if severity comes in degrees), 
and an ethical argument to support why severity should 
invoke such a moral impetus. In specific areas, e.g., for 
particular diseases, severity indexes have been developed 
and applied. Instead, we have explored how various ethi-
cal arguments can defend different accounts for why and 
how severity may be a moral qualifier for this impetus.

In being a central factor for describing the disvalue 
of malady, and thereby central for the moral impetus—
severity will have an important role in different settings 

14 This is one of few explicit references to the RoR. However, it has been 
observed that other jurisdictions (e.g., England and its HTA-authority NICE) 
might use it implicitly. See [27].

15 An additional use of severity enables a breach of otherwise accepted norms: 
e.g., allowing late-term termination of pregnancy when a severe fetal condi-
tion is diagnosed.
16 Resources, broadly construed, are one crucial factor for the strength of 
the moral impetus.
17 When the efforts required to alleviate malady are sufficiently low, we 
believe that most people would experience a moral impetus to act to miti-
gate malady.
18 Another factor of this impetus is the size, in some sense, of the benefit 
the intervention would impart (recall the above discussion on need).
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where malady should result in a call for action—be it in 
the clinical situation, as a bystander to someone taken ill 
outside the healthcare system or for priority setting of 
resource to and within healthcare.

Conclusions
The aim of this study was to scrutinize how severity may 
qualify the moral impetus of malady.

We have looked at the relationship between sever-
ity on the one hand and a set of six selected phenom-
ena that are commonly considered morally significant 
on the other hand (i.e., need, well-being and disvalue, 
death, urgency, rule of rescue, and distributive justice.) 
We probed the "mountain from different angles" hypoth-
esis by approaching severity and each of the respective 
morally significant phenomena through a Venn dia-
gram line of thinking, see Fig. 1. By searching for overlap 
between severity and the six morally relevant concepts, 
we have moved closer to a conceptual core of sever-
ity: a shared aspect of all six phenomena seems to be 
that they are associated with accounts of severity and 
impart a moral impetus for action. Based on our analy-
sis, we conclude that severity likely is a morally signifi-
cant phenomenon. Severity as a moral qualifier will have 
implications for health policy, priority setting, and the 
professional-patient relationship, as it directs the moral 
impetus towards individual patients, groups of patients, 
and persons, as well as the health of populations. Never-
theless, we remain agnostic on the moral significance of 
severity for specific priority-setting purposes, and we are 
open to the shortcomings of the current priority-setting 

operationalizations of severity. That being said, we con-
clude that severity is a morally significant concept that 
deserves continued attention.
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