
Hyry et al. Orphanet Journal of Rare Diseases 2013, 8:135
http://www.ojrd.com/content/8/1/135
RESEARCH Open Access
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Abstract

Background: Life-saving orphan drugs are some of the most expensive medicines. European Union governments
aim to accommodate their provision within stretched healthcare budgets but face pressure to reduce funding of
such treatments. Patients struggle to retain or gain access to them as their special status is questioned, causing
distress and in some cases, fears of premature death. In the UK and EU reimbursement and pricing model of drugs,
and orphan drugs in particular, is being re-evaluated.

Methods: Using the United Kingdom as a case study we present, for the first time, legal arguments which compel
governments to provide orphan medicinal products. These include (i) disability legislation, (ii) national and
organisational constitutions, (iii) judicial review, (iv) tort law and (v) human rights legislation. We then address
directly potential objections to our analysis and counter arguments which aim to limit provision of orphan drugs to
the intended patient recipients.

Results: We demonstrate that a compelling case can be made that the law demands the treatment of orphan
diseases.

Conclusions: Our legal framework will assist doctors and patients in ensuring the continued provision of
treatments despite significant economic pressure to reduce funding. These legal avenues will empower
stakeholders in drafting funding guidelines throughout the EU. The legal right to treatment extends beyond rare
diseases and our analysis may therefore affect allocation of healthcare budgets throughout the EU.
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Orphan drugs at a time of austerity
Many rare, ‘orphan’, drugs are among the most expensive
medical treatments [1]. High pricing results from the
marketing monopolies provided by orphan drug acts to
incentivise companies to develop treatments for rare dis-
eases. However, the legislation has no price caps and
funding remains the duty and prerogative of Member
States [2], thus leaving individual countries to allocate
health care budgets [3]. Their high cost has led to such
drug provision being challenged. OECD countries’ spen-
ding on pharmaceutical products is growing faster than
their total health spend [3]. In Sweden, a national health
authority recently withdrew the exemption for Gaucher
treatments from cost effectiveness assessment due to
their “very high price” [4]. The Netherlands has ques-
tioned whether treatment for Fabry and Pompe diseases,
costing up to €200,000 and €700,000 per patient per year
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reproduction in any medium, provided the or
respectively, should be fully reimbursed [5]. In view of
the “continuing and mounting pressure” on the £11 bil-
lion NHS budget [6-8], the UK has adopted the Health
and Social Care Act 2012 with broad provisions
for reform.

The cost of not funding orphan drugs
High prices and constrained budgets often leave patients
to argue for access to what they see as life-saving treat-
ment [9]. The burden placed on patients and their families
is exacerbated further by the need to confront health care
providers and engage with the impersonal world of health
bureaucracy to plead for access to treatment. In Greece,
fears have been expressed that stopping treatment will
cause some patients to die prematurely [10].
Beyond the human toll, orphan diseases also have eco-

nomic consequences. Individually rare, orphan condi-
tions affect one in 2,000 EU citizens, equating to
between 27 and 36 million patients in the EU [11]. Or-
phan diseases thus present a major challenge to popula-
tion health and, untreated, are likely to contribute to
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large social and economic losses affecting more than the
individual, since often family members must forego em-
ployment outside the home in order to care for their
sick relatives. In contrast, treated patients, for example
two individuals with Gaucher’s disease, pay income tax
on successful careers in national politics and corporate
law - they are unlikely to require other high cost proce-
dures, such as pain management and surgery.

Legal arguments for securing funding
The European Union is committed to equality of care,
stressing the “paramount” need for “equity and solidar-
ity” of care between orphan and common diseases [12],
as well as requiring “delivery of high-quality, accessible
and cost-effective healthcare” for those suffering from
rare diseases [13].
We have previously argued that present pricing of

some orphan drugs may warrant a competition law in-
vestigation [14] and that this could reduce cost, and with
appropriate dialogue, preserve the necessary commercial
incentives for therapeutic innovation.
Here we introduce five legal routes which physicians

and patients may use to advocate for funding of treat-
ment, and ensure that once started, it is not withdrawn:
(1) disability legislation, (2) national and health system
constitutions, (3) judicial review, (4) tort law and (5) hu-
man rights legislation. We examine the position in the
United Kingdom as an example, and consider European
Union law where relevant.
Scrutiny of this legal framework is timely. Under the

UK Health and Social Care Act, the “very high cost” or-
phan treatments will be assessed separately from April
2013 by the National Institute of Clinical Excellence. Its
aim is to devise a “robust, independent and transparent”
mechanism for the commissioning of orphan products
[15]. A separate Commissioning Board will have re-
sponsibility for determining the number of centres and
levels of funding for patients affected by rare condi-
tions, and ministers will retain the power to decide
which services should be commissioned [15]. These
mechanisms and decisions must be arrived at within
the constraints of the law which we explore below.
These constraints must also apply to commissioning
decisions of non-orphan therapies.

Disability legislation
Disability Legislation is enshrined by the UN Convention
of 2007, EU disability legislation and in the UK, the
Equality Act.

(i) UN Convention on the Rights of Persons with Disabilities
The 2007 UN Convention on the Rights of Persons with
Disabilities [16] promotes the rights of those with dis-
abilities including those who require intensive support
[17]. Government departments of signatory countries are
required to “consider what the Convention says when de-
veloping a policy or programme that affects disabled
people” and to involve them when developing policies
which affect them [18]. Thus a consultation period is not
only advisable but mandatory; any policy implemented
without regard could be challenged in the Courts.
Article 25 of the Convention ensures the right to enjoy

“the highest attainable standard of health without dis-
crimination on the basis of disability”, and signatories
must take “all appropriate measures to ensure access for
persons with disabilities to health services,” including
“the same range, quality and standard of free or afford-
able health care and programmes as provided to other
persons” (emphases added) [19].
The Convention specifically addresses the need to pro-

vide “those health services needed by persons with disabil-
ities specifically because of their disabilities, including
early identification and intervention as appropriate, and
services designed to minimize and prevent further disabil-
ities, including among children…” (emphasis added) who
suffer disproportionately from orphan diseases [19]. Ap-
propriately, the EU has designated rare diseases a priority
area [12] for delivery of high-quality, accessible and cost-
effective health care [13].
Additional file 1: Table S1 summarises other key provi-

sions of the Convention, including why rare diseases
likely qualify as a disability. Breach of Convention rights
by a country can be appealed to the UN by virtue of the
Optional Protocol to the Convention [18,20].
(ii) EU disability legislation
All EU countries are signatories to the UN Convention
but the Union has also proposed its own further protec-
tions against discrimination for the disabled, ensuring ef-
fective access for disabled persons or groups to health
care, provided that this would not provide a dispropor-
tionate burden [21]. Draft Article 11 also postulates a
dialogue with relevant stakeholders of the kind envisaged
by the UN Convention.
(iii) United Kingdom Equality Act
The UK Equality Act 2010 creates a duty on public bod-
ies (such as NICE, the NHS and commissioning groups)
to consider how their policies and service delivery will
affect people with disability [22,23]. This is defined as a
physical or mental impairment which substantially af-
fects a person’s ability to perform normal day-to-day ac-
tivities in the long term [24,25]. Though not mentioned
explicitly, this would include rare diseases, as other pro-
gressive conditions such as multiple sclerosis, cancer
and motor neurone disease are treated as a disability
from the point of diagnosis [24].
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Under the Act public bodies must eliminate unlawful
discrimination and to advance equality of opportunity. The
UK Department of Health acknowledges that this extends
to healthcare commissioning decisions [26]. Discrimination
occurs when a disabled person is treated unfavourably be-
cause of their disability (here a rare disease) and this can-
not be proved to represent a proportionate means of
achieving a legitimate aim (section 15). Other features are
summarised in Additional file 2: Table S2.
Disability legislation was recently used to overturn a rec-

ommendation by NICE. In Eisai v NICE, the High Court
found discrimination against patients with Alzheimer’s
disease after they were required to perform a mini mental
state assessment to qualify for the drug Aricept, as this re-
quirement had inadequate regard to those with atypical
forms of the disease [27,28]. The claimants were able to
demonstrate that certain patients were especially disabled
by disease onset and that their cases were therefore unlike
those of the majority of patients with this dementia. Simi-
larly, patients affected by rare diseases are small groups
suffering from particular genetic conditions, and there
may be further subgroups within each disease of particu-
larly strongly affected individuals.
The High Court has overturned another recent deci-

sion after withdrawal of support to patients with severe
learning disabilities by a city council [29]. Although the
Court did not wish to set priorities on behalf of the
council, it concluded there had been a failure to consider
the impact on disabled persons and no attempt made to
make savings elsewhere [29]. By implication, funding for
health-preserving orphan diseases cannot be curtailed
without seeking to make savings elsewhere first. The
Court has also affirmed the legal duty to promote equality
of opportunity and to consider disabilities even where that
involves treating the disabled more favourably [30], which
augers in favour of allocating a larger per capita share of
the health care budget to those affected by rare diseases.

National and organisational constitutions
National constitutions may additionally prescribe rights
to treatment. The French and German constitutions are
thought to contain a legal obligation to assist individuals
in danger, which could apply to the development of life
saving treatments [31]. The UK does not have a written
constitution but the NHS Constitution for England,
underpinned by the Health Act 2009 and earlier legisla-
tion, is committed to non-discrimination and respect for
human rights, and provides in particular six rights which
can protect those with orphan disease. These are set out
in Additional file 3: Table S3.

Judicial review
Judicial review is a process for challenging the proced-
ural basis on which a decision is made by a public
authority [32,33]. Though traditionally aimed at ensuring
the public body considers the necessary factors [34], the
English Courts have broadened their scope in cases
where human rights [33,35] or a “life or death decision”
[36] are involved, as is the case with healthcare.
Indeed, the Courts have frequently overturned local au-

thority decisions in favour of patients to ensure support or
treatment is provided [29,30,33,37-40]. Patients’ requests
for judicial review have also succeeded where the only
available and clinically effective treatment has been denied
[41], or when there have been insufficient clinical grounds
for distinguishing between different members of a group
that was in principle eligible for the drug, as was the case
with the breast cancer treatment herceptin [36].
The courts have not found against allocating priorities

per se, provided that (i) the policy genuinely recognises the
possibility that there could be an overriding clinical need
and requires each request for treatment to be considered
on its individual merits, and (ii) the authority accurately as-
sesses the nature and seriousness of each type of illness, de-
termines the effectiveness of various forms of treatment for
it, and gives proper effect to these assessments in the for-
mulation and individual application of its policy [42]. Like-
wise, these are key elements of a sound funding policy for
rare disease treatment and should feature in the revised
funding guidelines for orphan medicinal products.

Tort
Rare disease patients may argue that denial of treatment
breaches tort law – a gap-filling area of the law which
addresses any situations not captured by contract or
criminal law. The English Court of Appeal has affirmed
that in tort “it is the doctor’s duty to provide a treatment
that he considers to be in the interests of the patient
and that the patient is prepared to accept” [43]. As
health care reform will see doctors taking a leading role
in resource allocation, the duty to exercise reasonable
skill and care [44,45] will likely apply to resource alloca-
tion. Health authorities are vicariously liable for any neg-
ligence on part of a doctor under tort law [45,46], and
can also be directly liable for failure to take care in pro-
viding treatment [45,47] although, at least in the context
of available medical equipment, the Court will pay some
regard to budgetary constraints [45,48].
Patients affected by rare diseases could therefore seek

redress for a doctor’s and/or hospital’s negligent denial
or withdrawal of treatment. But litigation is strenuous
and expensive. The preferred route would be for guide-
lines to be established as to when an orphan product
should be reimbursed, to guide doctors in making a
judgment as to whether to prescribe, whenever they
judge it to be in the interest of a particular patient. Such
decentralized assessment is helpful when the clinical
situation is highly patient specific. In this regard,
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“interest” may be broader than proof of clinical efficacy:
for some rare diseases such as Niemann-Pickdisease type
C, where the approved therapy may stabilise a patient’s
condition rather than improve it, but provision is im-
perative in order to sustain the patient until a more effi-
cacious therapy is developed.

Human rights legislation
Finally, a persuasive argument can be advanced that the
European Convention on Human Rights (ECHR) de-
mands the supply of orphan medicinal products to those
in need. Central is Article 2 which provides that “every-
one’s right to life shall be protected by law”. Other ele-
ments are summarised in Additional file 4: Table S4.
The European Court of Human Rights has specifically

addressed orphan drug reimbursement in Nitecki v
Poland. Mr Nitecki was diagnosed with motor neuron
disease and prescribed RilutekTM with the Polish health
authority agreeing to cover 70% of the drug cost [49].
However, the patient could not afford his 30% share and
argued that refusal to refund fully violated his right to
life under Article 2, as inability to take prescribed dose
could result in untimely death.
However the Court found that the failure to cover the

remaining 30% did not amount to a breach of Article 2,
“bearing in mind the medical treatment and facilities
provided to the applicant, including a refund of the
greater part of the cost of the required drug” [49]. By
implication, had the patient received no medical treat-
ment or facilities, or less than a “greater part of the cost
of the required drug”, Article 2 might have been vio-
lated. This point could assist patients faced with an au-
thority unwilling to reimburse 50% of cost or denying
access altogether. The courts would likely also consider
the actual cost of any regimen: for example 30% of the
drug treatment for Pompe could total £150,000 per
annum [5] – something less than 1% of the UK popula-
tion could afford [50], and would in effect amount to a
denial of treatment, thus breaching Article 2. Indeed, the
expectation that a patient cover a prohibitively large per-
centage of the cost arguably violates the NHS Constitu-
tion which provides care based on clinical need rather
than ability to pay (see Additional file 3: Table S3).
The English Courts have affirmed that Article 2 would

“plainly” be violated if a “National Health doctor were
deliberately to bring about the death of a competent pa-
tient by withdrawing life-prolonging treatment contrary
to the patient’s wishes” where the treatment will provide
overall clinical benefit [43]. The case concerned the right
to care at the end of life, and the courts would likely
take an even stronger view for treatments which are life
prolonging and at the start of life. Further, despite the
pronouncements in Osman v UK [51], the text of Article
2 does not allow states to derogate from the right to life
on fiscal grounds. Article 2 therefore appears to offer a
promising platform for justifying access to treatments.

Objections for funding orphan medicinal products
Despite the protections enshrined in law, the right of pa-
tients with rare diseases to access treatment has been
questioned. Here we counter some potential objections
to our analysis.

Rarity not valued by society
It has, incredibly, been argued that there is inadequate
evidence that society values equal opportunity for citi-
zens affected by rare diseases to justify their high cost of
treatment [52].
This is inaccurate, as shown by orphan drug enact-

ments throughout the world, drawn up and ratified by
parliaments representing a majority of each population,
including the EU. The human rights and disability legis-
lation considered above are further if indirect legal pro-
nouncements of this view. These legal expressions of the
society show rarity is to be valued.
Further, while pressure to reduce excessive cost must

be exerted [14], current price levels result directly from
the marketing monopoly provided by the orphan drug
acts. It can be argued that the enactment of the EU
Regulation 141/2000 without any price caps implies that
society is willing to forego traditional cost-effectiveness
measures for orphan medicinal products. One might re-
spond that the financial impact of foregoing price caps
was not known at the time. However, by the time the
EU came to enact Regulation 141/2000, the US Orphan
Drug Act had been in place for 17 years, and the prob-
lem of “unreasonably high” orphan drug costs had been
aired even before the US House of Representatives [53].
Thus the impact of not capping prices was – or should
have been – well known in Europe.

Rare disease not a disability
It may be suggested that patients with rare diseases are
not legally disabled as such legislation has traditionally
been concerned with, for example, the use of wheel-
chairs in public transport vehicles – indeed the Equality
Act devotes much attention this. However the Act de-
fines disability to include progressive conditions, and no
distinction is drawn between life threatening or chronic-
ally debilitating orphan diseases, and other progressive
conditions such as multiple sclerosis identified by the
Government as disabilities [24]. Indeed, rare diseases are
understood to fall within the definition of disability
under the United States Social Security Act [54,55].

The cost of orphan drugs is unusually high for a disability
The public justifiably spends very substantial sums on
providing wheelchair access. It would be unthinkable to
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propose limiting access to the British Museum to wheel-
chair users, or to apply a QALY-metric to see if such ac-
cess is cost effective. Society is reluctant to cost certain
things, even when lives are not at stake. No sound dis-
tinction can be drawn between a wheelchair-bound pa-
tient whose disability may never improve, and a patient
with an orphan disease whose treatment only stabilises
their clinical condition and does not reverse it (although
many orphan drugs demonstrate such efficacy). Challen-
ging funding for high cost orphan treatments therefore
rests on an unjustifiable double-standard.

Floodgates of disability
Innumerable conditions could be characterised as a dis-
ability, allowing access to rare disease and other treat-
ments under the disability (and human rights) legislation
irrespective of cost. This would open the flood gates of
reimbursement for various conditions. The correct view
must be that it is for each patient or group to argue why
their condition should be classified as a disability (and
patients need not have special public appeal or be well
organised to so argue – most of the legal cases we show-
case above have been brought by single individuals).
Should they, too, succeed, this is a legitimate result of
the wording of the legislation. If costs become unten-
able, this must be addressed on a governmental level,
and not at the expense of an individual disabled citizen
or small patient group.

Disproportionate burden
Finally, some may contend that orphan treatments place a
disproportionate burden on health services. This is a limi-
tation felt acutely by the Courts when reviewing decisions
of public authorities: “it is for the authority, not the court,
to allocate resources within its limited budget to the best
advantage of its many patients” [56,57]. The Court has
suggested that had a trust refused Herceptin treatment on
the basis of budget constraints rather than personal char-
acteristics, “it would be very difficult, if not impossible, to
say that such a policy was arbitrary or irrational” [36].
Similarly, in granting access to Avastin, the High Court in-
dicated that it might have found differently if resource
scarcity had been a “decisive feature” [41].
Our response is six-fold.
First, prices flowing from the EU Regulation 141/

2000 are arguably not so disproportionate as to prevent
reimbursement. After all, the legislation was approved
without price caps. EU citizens therefore foresaw and
accepted the impact of orphan medicinal products on
the public purse (subject to the broader legal frame-
work of the EU, including the need to avoid abusive
pricing [14]).
Second, in assessing the budget impact of a rare dis-

ease therapy, the burden of the cost should not be
considered only at the present date, but over the lifetime
of a patient. It is hoped that the prices will decrease after
the 10 year exclusivity periods expire and competing
therapies enter the market. Further, a healthier patient
can partake in employment, pay taxes and become a net
economic contributor despite the high cost of treatment.
Third, the first principle of the current UK commis-

sioning regime is to source services from providers best
placed to cater to patients’ needs [26]. In the orphan
field the producer of a treatment is best placed to satisfy
such needs: due to the monopoly regime, the choice is
normally between the only existing and therefore best
(and best value) treatment, and no treatment at all. The
commissioning regime thus supports the funding of or-
phan products.
Fourth, despite the English Courts’ timidity in interfer-

ing with priority setting, they do expect local authorities
to prioritise serious illnesses [42] and consider statutory
obligations including the human rights and disability pro-
visions reviewed above. These dual considerations place
orphan treatments at the top of any priority setting list.
Fifth, the Courts find it easier to overturn an authority’s

denial of treatment where the impact on resources is less
marked. This is unjustified. If society and its courts priori-
tise low-cost therapies, it allows morally arbitrary factors,
such as disease prevalence, to determine whether a person
can obtain full health.
Finally, every health authority decision carries an oppor-

tunity cost and impacts on resource allocation. Courts
must therefore be courageous and not deny treatment or
judicial review simply to avoid impacting on political re-
source allocation. Priority setting can be discriminatory
and must comply with legal frameworks – a proper over-
sight role for the Courts. Were this to be otherwise, simply
justifying decisions on budgetary grounds could place all
decisions of a public authority outside the scope of human
rights and discrimination laws, and the remit of judicial
review. This is not the intention of the European or
United Kingdom Parliament.

Conclusion
Using the UK as an example, we have set out five legal
approaches to safeguard the treatment of orphan dis-
eases. While they together make a compelling legal case,
judicial proceedings can be expensive, time-consuming
and strenuous, especially while struggling with illness.
This legal framework is therefore best used to negotiate
national reimbursement guidelines for the European
Union. Vulnerable rare disease patients on expensive
treatments may become the first target of national
spending cuts when ‘austerity measures’ are applied. It is
therefore imperative that pricing and purchase decisions
are made with full understanding of the legal protections
available to these patients.



Hyry et al. Orphanet Journal of Rare Diseases 2013, 8:135 Page 6 of 7
http://www.ojrd.com/content/8/1/135
Additional files

Additional file 1: Table S1. UN Convention on the Rights of Persons
with Disabilities [58].

Additional file 2: Table S2. United Kingdom Equality Act 2010.

Additional file 3: Table S3. NHS Constitution [59-62].

Additional file 4: Table S4. European Convention of Human Rights
[63,64].

Competing interests
All authors will complete the Unified Competing Interest form at www.icmje.
org/coi_disclosure.pdf (available on request from the corresponding author)
and declare no support from any organisation for the submitted work. The
following financial relationships with organisations might have an interest in
the submitted work in the previous three years: HIH and JCPR have received
funding from the European Gaucher Alliance and Susan Lewis Memorial
Fund, and HIH from the Helen Manuel Foundation. JCPR has attended
symposia and received hospitality from Shire Human Genetic Therapies and
speaking fees from the Genzyme Corporation and Actelion Pharmaceuticals.
JM has received travel grants to attend industry sponsored meetings from
Genzyme, Shire, Protalix and Pfizer. The EGA of which JM is Chairman
receives unrestricted grants to support its activities from Genzyme, Shire,
Protalix, Pfizer, Amicus and Actelion. The UK Gauchers Association has
received sponsorship from Genzyme, Shire and Protalix for its UK activities
and following his retirement as Chairman of the UK Gauchers Association,
Genzyme presented an unrestricted and unsolicited donation to the UK
Gauchers Association in his honour to be used to support Gaucher related
activities at his discretion with agreement of the Board of the UK Gauchers
Association. TMC has receives research support from the UK government, as
well as unrestricted research grants from Genzyme and Shire, and he advises
pharmaceutical companies engaged in the orphan disease setting, including
Actelion, Genzyme, Shire, Amicus Therapeutics, and Protalix Biotherapeutics,
receiving speakers’ fees and travel costs. HIH has had two younger sisters die
of an orphan disease. There are no other relationships or activities that could
appear to have influenced the submitted work.

Authors’ contributions
JCPR conceived of the idea of applying disability legislation to the orphan
funding problem. HIH conceived of the other ideas and developed the legal
analysis. All authors have contributed to the legal, scientific and clinical
analysis and their application to the orphan context. All four authors wrote
the paper. TMC acts as guarantor for this work. All authors read and
approved the final manuscript.

Authors’ information
HIH is a lawyer with a background in philosophy, politics, and economics.
JCPR is a medical doctor with a research interest in orphan diseases. JM is a
lawyer, Chairman of the European Gaucher Alliance and Director and Co-
Founder of UK Gauchers Association, Trustee of the Helen Manuel
Foundation and was formerly a patient representative to the UK Department
of Health National Commissioning Group on Lysosomal Storage Disorders.
TMC is a physician who cares for patients with rare disorders. The views
expressed here are the authors’ own and do not represent the view of any
firm, company or charitable trust.

Author details
1Department of Medicine, University of Cambridge, Cambridge CB2 0QQ, UK.
2European Gaucher Alliance, UK Gauchers Association, 340 West End Lane,
London NW6 1LN, UK.

Received: 25 March 2013 Accepted: 12 June 2013
Published: 6 September 2013

References
1. Walsh B: The tier 4 phenomenon: shifting the high cost of drugs to consumers.

Washington DC: AARP; 2009. http://assets.aarp.org/rgcenter/health/tierfour.pdf.
2. Testori Coggi P, Director General of the Directorate-General for Health and

Consumers of the European Commission: Orphan Products and Rare Disease
Therapies. Brussels: 6th European Conference on Rare Diseases & Orphan
Products; 2012.

3. European Commission: Competition DG: Pharmaceutical sector inquiry –
final report. http://ec.europa.eu/competition/sectors/pharmaceuticals/
inquiry/staff_working_paper_part1.pdf.

4. The Swedish Dental and Pharmaceutical Benefits Agency: Assessment of
treatment for Gaucher disease ends, (in Swedish). 2012. http://www.tlv.se/
lakemedel/omprovning-av-lakemedel/avslutade-omprovningar/omprovning-
av-lakemedel-for-gauchers-sjukdom-avslutad/.

5. Sheldon T: Dutch doctors call for EU evaluation of cost effectiveness of
high cost orphan drugs. BMJ 2012, 345:e5461.

6. Department of Health: A new value-based approach to the pricing of branded
medicines – Government response to consultation. 2011. http://webarchive.
nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/
Consultations/Responsestoconsultations/DH_128226.

7. Hawkes N: Why is the press so nasty to NICE? BMJ 2008, 337:a1906.
8. Nuffield Council on Bioethics: Forward Look 19–20 May 2011 - Hyper-

expensive treatments - background paper. http://www.nuffieldbioethics.org/
sites/default/files/files/Hyper_expensive_treatments_background_paper.pdf.

9. Anand G: Uncertain miracle—a biotech drug extends a life, but at what
price? Wall Street Journal 2005.

10. Jack A, Hope K: Greek crisis gets under skin of vulnerable. Financial Times 2012.
11. European Commission: Rare diseases – what are they? http://ec.europa.eu/

health/rare_diseases/policy/index_en.htm.
12. Council Recommendation of 8 June 2009 on an action in the field of rare

diseases. (2009/C 151/02). http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?
uri=OJ:C:2009:151:0007:0010:EN:PDF.

13. Directive 2011/24/EU of The European Parliament and of the Council of 9
March 2011 on the application of patients’ rights in cross-border healthcare.
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:
L:2011:088:0045:0065:EN:PDF.

14. Roos J, Hyry H, Cox TM: Orphan drug pricing may warrant a competition
law investigation. BMJ 2010, 341:c6471.

15. NICE to assess high cost drugs for rare conditions. 2012. http://www.nice.org.
uk/newsroom/news/NICEToAssessHighCostDrugsForRareConditions.jsp.

16. UN Convention on the Rights of Persons with Disabilities. http://www.un.org/
disabilities/convention/conventionfull.shtml.

17. UN Convention on the Rights of Persons with Disabilities, Article 1 and Recital
(j). http://www.un.org/disabilities/convention/conventionfull.shtml.

18. UK Department for Work and Pensions: UN Convention on the Rights of
Disabled People. http://odi.dwp.gov.uk/disabled-people-and-legislation/un-
convention-on-the-rights-of-disabled-people.php.

19. UN Convention on the Rights of Persons with Disabilities, Article 25. http://
www.un.org/disabilities/convention/conventionfull.shtml.

20. United Nations: Optional Protocol to the Convention on the Rights of Persons
with Disabilities. http://www.un.org/disabilities/default.asp?id=311.

21. Proposal for a Council Directive on implementing the principle of equal
treatment between persons irrespective of religion or belief, disability, age or
sexual orientation {SEC(2008) 2180} {SEC(2008) 2181} /* COM/2008/0426 final -
CNS 2008/0140 */. http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?
uri=COM:2008:0426:FIN:EN:HTML.

22. Explanatory Notes to Equality Act 2010. http://www.legislation.gov.uk/ukpga/
2010/15/notes/contents.

23. Equality Act 2010. http://www.legislation.gov.uk/ukpga/2010/15/contents.
24. Disability Discrimination Act – Guidance on matters to be taken into account

in determining questions relating to the definition of disability. http://www.
equalityhumanrights.com/uploaded_files/guidance_on_matters_to_be_
taken_into_account_in_determining_questions_relating_to_the_
definition_of_disability.pdf.

25. Equality Act 2010, s6(1). http://www.legislation.gov.uk/ukpga/2010/15/contents.
26. Department of Health: Securing best value for NHS patients. 2012. https://

www.gov.uk/government/uploads/system/uploads/attachment_data/file/
156122/PCCR-consultation-Final.pdf.pdf.

27. Eisai Ltd v National Institute for Health and Clinical Excellence 2007 EWHC 1941.
28. Ac v West Primary Care Trust 2010 EWHC 1162.
29. R (on the application of W) v Birmingham City Council 2011 EWHC 1147 (Admin).
30. R (on the application of Chavda and others) v Harrow London Borough

Council 2007 EWHC 3064 (Admin):para 40 (concerning access by elderly
disabled persons to community care).

31. Gericke CA, Riesberg A, Busse R: Ethical issues in funding orphan drug
research and development. J Med Ethics 2005, 31:164–168.

http://www.biomedcentral.com/content/supplementary/1750-1172-8-135-S1.doc
http://www.biomedcentral.com/content/supplementary/1750-1172-8-135-S2.doc
http://www.biomedcentral.com/content/supplementary/1750-1172-8-135-S3.doc
http://www.biomedcentral.com/content/supplementary/1750-1172-8-135-S4.doc
http://www.icmje.org/coi_disclosure.pdf
http://www.icmje.org/coi_disclosure.pdf
http://assets.aarp.org/rgcenter/health/tierfour.pdf
http://ec.europa.eu/competition/sectors/pharmaceuticals/inquiry/staff_working_paper_part1.pdf
http://ec.europa.eu/competition/sectors/pharmaceuticals/inquiry/staff_working_paper_part1.pdf
http://www.tlv.se/lakemedel/omprovning-av-lakemedel/avslutade-omprovningar/omprovning-av-lakemedel-for-gauchers-sjukdom-avslutad/
http://www.tlv.se/lakemedel/omprovning-av-lakemedel/avslutade-omprovningar/omprovning-av-lakemedel-for-gauchers-sjukdom-avslutad/
http://www.tlv.se/lakemedel/omprovning-av-lakemedel/avslutade-omprovningar/omprovning-av-lakemedel-for-gauchers-sjukdom-avslutad/
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/Consultations/Responsestoconsultations/DH_128226
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/Consultations/Responsestoconsultations/DH_128226
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/Consultations/Responsestoconsultations/DH_128226
http://www.nuffieldbioethics.org/sites/default/files/files/Hyper_expensive_treatments_background_paper.pdf
http://www.nuffieldbioethics.org/sites/default/files/files/Hyper_expensive_treatments_background_paper.pdf
http://ec.europa.eu/health/rare_diseases/policy/index_en.htm
http://ec.europa.eu/health/rare_diseases/policy/index_en.htm
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:C:2009:151:0007:0010:EN:PDF
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:C:2009:151:0007:0010:EN:PDF
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:L:2011:088:0045:0065:EN:PDF
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:L:2011:088:0045:0065:EN:PDF
http://www.nice.org.uk/newsroom/news/NICEToAssessHighCostDrugsForRareConditions.jsp
http://www.nice.org.uk/newsroom/news/NICEToAssessHighCostDrugsForRareConditions.jsp
http://www.un.org/disabilities/convention/conventionfull.shtml
http://www.un.org/disabilities/convention/conventionfull.shtml
http://www.un.org/disabilities/convention/conventionfull.shtml
http://odi.dwp.gov.uk/disabled-people-and-legislation/un-convention-on-the-rights-of-disabled-people.php
http://odi.dwp.gov.uk/disabled-people-and-legislation/un-convention-on-the-rights-of-disabled-people.php
http://www.un.org/disabilities/convention/conventionfull.shtml
http://www.un.org/disabilities/convention/conventionfull.shtml
http://www.un.org/disabilities/default.asp?id=311
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2008:0426:FIN:EN:HTML
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2008:0426:FIN:EN:HTML
http://www.legislation.gov.uk/ukpga/2010/15/notes/contents
http://www.legislation.gov.uk/ukpga/2010/15/notes/contents
http://www.legislation.gov.uk/ukpga/2010/15/contents
http://www.equalityhumanrights.com/uploaded_files/guidance_on_matters_to_be_taken_into_account_in_determining_questions_relating_to_the_definition_of_disability.pdf
http://www.equalityhumanrights.com/uploaded_files/guidance_on_matters_to_be_taken_into_account_in_determining_questions_relating_to_the_definition_of_disability.pdf
http://www.equalityhumanrights.com/uploaded_files/guidance_on_matters_to_be_taken_into_account_in_determining_questions_relating_to_the_definition_of_disability.pdf
http://www.equalityhumanrights.com/uploaded_files/guidance_on_matters_to_be_taken_into_account_in_determining_questions_relating_to_the_definition_of_disability.pdf
http://www.legislation.gov.uk/ukpga/2010/15/contents
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/156122/PCCR-consultation-Final.pdf.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/156122/PCCR-consultation-Final.pdf.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/156122/PCCR-consultation-Final.pdf.pdf


Hyry et al. Orphanet Journal of Rare Diseases 2013, 8:135 Page 7 of 7
http://www.ojrd.com/content/8/1/135
32. R (SB) v Governors of Denbigh High School 2006 UKHL 15:para 68.
33. R (on the application of De Almeida) v Royal Borough of Kensington and

Chelsea 2012 EWHC 1082.
34. Associated Provincial Picture Houses Ltd v Wednesbury Corporation 1948 1 KB 223.
35. Manchester City Council v Pinnock 2011 UKSC 6:paras 45 to 73.
36. R (on the application of Rogers) v Swindon NHS Primary Care Trust and

another 2006 EWCA Civ:392.
37. Keenan v United Kingdom 2001 33 E.H.R.R. 913:para 11, applying İlhan v.

Turkey [GC], no. 22277/93, § 87, ECHR 2000-VII.
38. R (on the application of (HA) (Nigeria)) v Secretary of State for the Home

Department 2012 EWHC 979 (Admin). The Court accepted that inter alia
absence of “appropriate medical treatment” to alleviate the detainee’s
mental illness breached Article 3 (paras 179 and 181).

39. R (on the application of D) v Secretary of State for the Home Department
2012 Unreported.

40. R (on the application of Booker) v NHS Oldham 2010 EWHC 2593.
41. R (on the application of Otley) v Barking and Dagenham NHS Primary Care

Trust 2007 EWHC 1927, especially para 26 which sets out further reasons for
granting judicial review.

42. Regina v North West Lancashire Health Authority (Ex parte A, D and G) 2000 1
WLR 977.

43. R (on the application of Oliver Leslie Burke) v the General Medical Council 2005
EWCA Civ 1003.

44. Gladwell v Steggall 1839 5 Bing NC 733.
45. Clerk and Lindsell on Torts, Sweet & Maxwell 20th edition.
46. Roe v Ministry of Health 1954 2 QB 66.
47. Cassidy v Ministry of Health 1951 2 KB 343.
48. Wilsher v Essex AHA 1987 1 QB 730 (hospital had only four ventilators and

none was made available to a baby who needed one: no negligence in the
health authority merely because it did not have more at its disposal).

49. Nitecki v Poland ECHR. Application 65653/01.
50. HM Revenue & Customs: National and Official Satistics. http://hmrc.gov.uk/

stats/income_distribution/3-1table-feb2012.pdf.
51. Osman v UK, (Case 87/1997/871/1083) 1999 1 FLR 193.
52. McCabe C, Stafinski T, Menon D: Is it time to revisit orphan drug policies?

BMJ 2010, 341:c4777.
53. United States Congress: Orphan drug reauthorization: hearing before the

Subcommittee on Health and the Environment of the Committee on
Energy and Commerce, House of Representatives, One Hundred Third
Congress, second session on H.R. 4160, a bill to amend the Federal
Food, Drug, and Cosmetic Act, the Public Health Service Act, and the
Orphan Drug Act to revise the provisions of such acts relating to orphan
drugs. Washington; 1994:2.

54. US National Organization for Rare Disorders: Social Security Disability Assistance.
http://www.rarediseases.org/advocacy/initiatives-updates/ssa-disability.

55. U.S. Social Security Administration: Disability Planner: What We Mean By
Disability. http://www.ssa.gov/dibplan/dqualify4.htm.

56. R v Cambridge Health Authority, Ex parte B 1995 1 WLR 898.
57. R v North and East Devon Health Authority, ex p Coughlan 2000 2 WLR 622.
58. Dunoyer M, GlaxoSmithKline: Value & Specificity of Rare Diseases Business Model.

Brussels: 6th European Conference on Rare Diseases & Orphan Products; 2012.
59. NHS Act 2006, s172.
60. National Health Service (Charges for Drugs and Appliances) Regulations 2000.
61. NHS Constitution: appendix page 118.
62. Weale A, Clark S: Co-payments in the NHS: an analysis of the normative

arguments. Health Economics, Policy and Law 2010, 5:225–246.
63. D v United Kingdom 1997 24 EHRR 423.
64. R (on the application of Condliff ) v North Staffordshire Primary Care Trust 2011

EWHC 2011:895 (Admin).

doi:10.1186/1750-1172-8-135
Cite this article as: Hyry et al.: The legal imperative for treating rare
disorders. Orphanet Journal of Rare Diseases 2013 8:135.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://hmrc.gov.uk/stats/income_distribution/3-1table-feb2012.pdf
http://hmrc.gov.uk/stats/income_distribution/3-1table-feb2012.pdf
http://www.rarediseases.org/advocacy/initiatives-updates/ssa-disability
http://www.ssa.gov/dibplan/dqualify4.htm

	Abstract
	Background
	Methods
	Results
	Conclusions

	Orphan drugs at a time of austerity
	The cost of not funding orphan drugs
	Legal arguments for securing funding
	Disability legislation
	(i) UN Convention on the Rights of Persons with Disabilities
	(ii) EU disability legislation
	(iii) United Kingdom Equality Act

	National and organisational constitutions
	Judicial review
	Tort
	Human rights legislation

	Objections for funding orphan medicinal products
	Rarity not valued by society
	Rare disease not a disability
	The cost of orphan drugs is unusually high for a disability
	Floodgates of disability
	Disproportionate burden

	Conclusion
	Additional files
	Competing interests
	Authors’ contributions
	Authors’ information
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


