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“…policy should seek to help people to feel as good as they can
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for as long as they can. This over-arching goal can easily get lost
in a world of national targets, performance benchmarks and
healthcare league tables.”

Imagine two individuals who are the same
in every way except for their health. One
has ‘some problems in walking about’ and
the other has ‘moderate anxiety or depression’. Now, imagine a treatment for each
that could alleviate these problems completely and that both treatments cost the
same. Now, for the tricky bit: there is only
enough money to treat one of the two people. Which one would you treat, and why?
Your answer must surely depend on who
has most to benefit from treatment. But
how would you go about judging who has
most to benefit? More than 2000 years of
ethical argument have given us three ways
of answering this question [1] . The person
who has most to benefit is the one who:
1) needs the treatment the most; 2) desires
it the most; or 3) feels best from getting it.
The individual with greatest need for
treatment is determined by an external
judgment about who benefits most. A doctor could decide based on his assessment
of which of these two problems – walking
about and anxiety/depression – creates the
biggest loss, or we could look at what philosophers consider to be the most important determinant of the good life [2] . In
our example, different doctors and philosophers will have different views about who
should win the race for scarce resources. I
suggest that a good life is only good for
these individuals if it allows them to satisfy
more of their desires or if it makes them
feel better.
So, the first misconception – health should
be valued using the external assessments of
experts. It should not.

We could simply ask each individual to
say just how much they desire the treatment. In markets, this is done through
observing each individual’s willingness
to pay for treatment. Where markets do
not exist, such as publicly funded healthcare systems, economists have developed
methods that elicit willingness to pay values from hypothetical questions. Because
of ethical and methodological problems
in attaching monetary values to health,
health economists have developed methods that elicit willingness to pay using different metrics, such as the risk of death (the
standard gamble method) and reduced life
expectancy (the time trade-off [TTO]
method) [3] . Due to the concerns about
values elicited from patients themselves,
such as the possibility of responses being
influenced by self-interest, health economists have elicited standard gamble and
TTO values from members of the general
public, asked to imagine what it would be
like to experience a range of health states.
TTO-based general population values
for the EQ5D health state classification
system are now being used by the NICE
in the UK to value the health benefits
associated with new therapies. The EQ5D
defines health in terms of five dimensions:
mobility (including some problems walking about), self-care, usual activities, pain
or discomfort and anxiety or depression
(including moderate anxiety or depression), leading to a total of 243 combinations of health states [4,5] . As things
stand, some problems walking about are
considered to be about 85% of full health
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and moderate anxiety or depression slightly higher [6] . So, in our
example, the individual with problems walking about would
marginally win the race for scarce resources.
Preference (desire)-based valuations, however, suffer from a
major problem: the values elicited reflect imaginations about the
impact of those states when people are focusing attention on that
impact. That is to say, the 15% loss associated with some problems walking about is the loss associated with some problems
walking about when those problems are the focus of attention.
So, they are not especially useful in saying how severe different
conditions are when they drift in and out of attention in the
day-to-day experiences of life. This matters because some conditions are more attention seeking than others. Moderate anxiety
or depression attracts more attention more of the time than some
problems walking about. It is little wonder, then, that the former
has about ten times as much of an impact on happiness than
the latter [7] . By the way, things are not much better if we ask
hypothetical questions only of those with direct experience of the
specific health problems: a person with problems walking, who
is asked to imagine having their walking restrictions alleviated,
will inevitably imagine actively enjoying the freedom of normal
walking, which they will quickly take for granted.
So, the second misconception – health should be valued using
preferences elicited from the general public or from patients. It
should not.
So, we must value health benefits according to the impact that
treatments have on how people feel. We must directly measure
happiness. We have made enormous advances in the last couple
of decades in developing measures of happiness and we now know
quite a lot about the causes and consequences of happiness. For
one thing, we can be pretty confident that the individual who has
anxiety or depression has more to gain in terms of better feelings
from treatment than the person with some problems walking.
We also know that people adapt to obesity, so, there is little
hedonic incentive to shed the pounds [8] . If we want to understand
and change health-related behaviors, we need a better understanding of the feedback loop between what we do and how we feel
about it. Moreover, it is now firmly established that happiness
causes longer lives and better health [9,10] .
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As of April 2011, the Office for National Statistics in the UK
has included happiness questions in some of its largest national
surveys. Happiness measures are now also part of the UK
Treasury’s Green Book on economic appraisal and, as a consequence, they are increasingly being used to evaluate interventions in many areas of public policy [11] . This will allow us to
compare the effectiveness of healthcare relative to other uses of
public money. The knowledge we have about happiness measures
can be readily and more widely applied in health – for example,
by assessing happiness before and after key stages of a treatment
to consider the impact of that treatment on people’s lives. NICE
is currently reviewing their guidelines, which are still predicated on the preferences approach to valuing health benefits [5] .
The review is, therefore, an opportunity to consider the use of
happiness measures in economic evaluations.
There are a number of ways in which happiness can be measured. The questions being used by the Office for National
Statistics are a good place to start [12] . While assessments of life,
overall, provide useful additional information about how well
life is going, I would like to see more research efforts devoted to
measuring happiness as the experience of feelings over time [13] ,
which should include the feelings of purpose that we get from
our daily lives as well the pleasure and pain [14] .
I have no doubt that policy should seek to help people to feel as
good as they can for as long as they can. This over-arching goal
can easily get lost in a world of national targets, performance
benchmarks and healthcare league tables. Happiness measures
can now provide us with a robust metric that focuses our eyes
firmly on the ultimate prize of better lives.
So, the final conception – health should be valued using reports
of happiness.
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