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Governments in liberal democracies pursue social welfare, but in 
many different ways. The wellbeing approach instead asks: Why not 
focus directly on increasing measured human happiness? Why not try 
to improve people’s overall quality of life, as it is subjectively seen by 
citizens themselves? 

The radical implications of this stance include shifting attention 
to previously neglected areas (such as mental health and ‘social 
infrastructure’ services) and developing defensible measures of overall 
wellbeing or quality of life indicators. Can one ‘master’ concept of 
wellbeing work to create more holism in policy-making? Or should we 
stick with multiple metrics? These debates have been live in relation to 
an alternative ‘capacities’ approaches, and they are well-developed in 
health policymaking. Most recently, the connections between wellbeing 
and political participation have come into sharper focus. 

Wellbeing remains a contested concept, one that can be interpreted 
and used differently, with consequences for how it  is incorporated 
into policy decisions. By bringing together scholars from economics, 
psychology and behavioural science, philosophy and political science, 
the authors explore how different disciplinary approaches can contribute 
to the study of wellbeing and how this can shape policy priorities.
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1. Introduction: Making Wellbeing 
Policies Effective

Timothy Besley and Irene Bucelli

Few people would doubt that governments can make huge 
contributions to societal wellbeing by improving their choice 
of policies. One of the crowning achievements of much recent 
social science research has been to give greater prominence to 
the importance of mental wellbeing as a policy goal, in addition 
to the past focus on physical welfare, or on incomes and their 
economic situation. But to make government intervention  
practicable and effective in this area, metrics are needed that 
can be used to evaluate alternative policies. Recent years have 
seen a growing interest in wellbeing as a goal of public pol-
icy. This has led to significant advances in our understanding 
of the measurement of subjective wellbeing and its determi-
nants. This book seeks to communicate to a wide audience 
of policy-makers, academics and students the policy impli-
cations of recent research on wellbeing, as well as emerging 
questions and challenges. New frameworks provide ways of 
moving ahead progress in measuring and acting on wellbeing 
at the household, regional or national levels. Some of the pio-
neers in the field are based at the LSE and the contributions 
in this book cover a mixture of well-known arguments and  
novel insights.

Richard Layard opens the book by considering the increas-
ing recognition of wellbeing as an explicit and specific goal 
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of policy-making in the past decades. An approach putting ‘peo-
ple and their wellbeing at the centre of policy design’ recognises 
happiness and subjective wellbeing as the overarching good, and 
makes it the key criterion against which to judge the merit of 
different policy outcomes. This can lead to a radical shift in pol-
icy priorities because happiness research offers grounds to focus 
on social infrastructure policies and services – such as mental 
health, physical health, child development, family life and elderly 
care – rather than on the past priorities around economic infra-
structure and long-term growth. 

Paul Dolan’s chapter next seeks to explore the far-reaching 
policy consequences of adopting wellbeing as a single, domi-
nant metric to assess policy interventions. He advocates using the 
‘wellbeing-adjusted life-year (WELLBY)’ concept for cost-bene-
fit analysis. Focusing on the responses to the COVID-19 pan-
demic, Dolan points out a range of adverse distributional con-
sequences that have been largely overlooked by focusing just on 
mortality risks, and by the use of very restrictive interventions 
such as lockdowns. This analysis argues that adopting a metric to 
capture subjective wellbeing and life experiences would enable 
policy-makers to better identify the costly ripple effects of policy 
responses, and who stands to gain or lose from them.

Yet looking at subjective wellbeing alone may also create dif-
ferent difficulties. In her response to Dolan, Johanna Thoma 
articulates how the use of a single metric necessarily relies on 
settling some contentious moral questions. For instance, well-
being approaches that adopt an equity-weighted cost-benefit 
analysis, and prioritise the experiences of those who are worst-
off on this indicator, neglect other factors. Yet in addition to  
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subjective wellbeing resources, capabilities, or opportunities 
may all reasonably be thought of as of major concern for distri-
butional equality. Other people may also object to the priority 
afforded to distributional concerns in the first place, for instance 
those who prioritise relational rather than distributional equal-
ity. Adopting a single metric may thus overlook and hide these 
contrasting moral concerns. Faced by reasonable disagreements 
about value Thoma argues that we need multiple metrics as an 
input into public deliberation.

The capability approach is one of the main alternative 
approaches to wellbeing in seeking to understand and meas-
ure quality of life. Its exponents often emphasise the challenges 
involved in trying to use subjective wellbeing as a reliable proxy 
for people’s objective quality of life. These difficulties are espe-
cially acute because of the phenomenon of ‘adaptation’ – where 
people adversely affected by marked objective inequalities may 
nonetheless show high levels of subjective wellbeing. Their adap-
tation may hide (and possibly serve to justify) policy inaction on 
the objective inequalities involved. In his chapter, Paul Anand 
underscores not just the differences between the wellbeing and 
capabilities approaches, but also how in practice they often come 
to similar conclusions when identifying policy priorities. He sets 
out what the capability approach specifically contributes as a 
framework for policy, and how it enhances our understanding of 
the different dimensions and drivers of wellbeing.

In recent decades wellbeing research has had remarkable 
impact on health policy. Evidence showing a dynamic relation-
ship between subjective wellbeing and health has grown, with 
influence running in both directions. There has been a widespread 
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adoption of subjective measures of health and their incorpora-
tion into policy-setting. The next two chapters explore this rela-
tionship particularly in relation to mental health. Michael Daly 
and Liam Delaney analyse how the UK’s pandemic responses 
affected mental health. They argue that the institutionalisation of 
wider measures of mental health and wellbeing would have led 
to a more holistic policy approach. It could also fulfil an impor-
tant function in approaching emergency responses beyond the 
pandemic. Greater integration of multidimensional wellbeing 
measures into emergency responses would widen the discipli-
nary expertise informing government advisory bodies. And it 
would enable the development of better structures and frame-
works for devising other timely policy interventions and evalu-
ating societal impacts. 

Annette Bauer next looks more in-depth at the specific types 
of mental health and wellbeing evidence that should be used to 
inform targeted, integrated, and long-term responses to health 
emergencies. Research exploring the root causes of poor men-
tal health, and the mechanisms and factors that matter the 
most for addressing mental health problems, can contribute 
a lot here, as well as economic research to inform resource- 
allocation decisions. 

Poor health and wellbeing may limit many aspects of people’s 
social life, potentially including political participation in lib-
eral democracies. Most political science attention has focused 
on the political determinants of health and health inequalities, 
but the last two chapters examine the less-explored side of the 
coin – how health status and wellbeing affect political partici-
pation and attitudes towards politics. A ‘health gap hypothesis’  
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was often assumed in the past, positing a positive relation-
ship between a person’s health and their political engage-
ment. However, Christopher Anderson, Sara Hagemann and 
Robert Klemmensen present a more nuanced picture. They 
show that while ill-health is negatively correlated with political 
participation overall, there are significant differences across 
demographic groups. Indeed, for some groups there is a pos-
itive relationship between ill health and political motivation. 
Moreover, people’s subjective sense of wellbeing and subjective 
health have stronger effects on their engagement with politics 
than does their reported health. This evidence opens up a set 
of questions which are crucial for policy, in relation to the role 
played by different health care systems and the political mech-
anisms underpinning them. 

Mikko Mattila’s chapter corroborates the multifaceted 
impact of health on different forms of political engagement. 
He particularly illuminates the distinctions and similarities  
between the definitions of health and disability in relation to 
political attitudes and activities. Disability can prevent some 
kinds of activism, but ill health need not. Conflating the two limits 
our understanding of their relationships with different forms of  
political engagement. 

Looking across the book as a whole it is clear that well being 
remains a powerful but contested concept, one that can be inter-
preted and used differently, with consequences for how it is 
incorporated into policy decisions. By bringing together scholars 
from economics, psychology and behavioural science, philoso-
phy and political science, this book explores how different disci-
plinary approaches can contribute to the study of wellbeing and 
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how this can shape both policy priorities and emerging research 
questions and challenges.

Original versions of these chapters were commissioned for an 
issue of LSE Public Policy Review (https://ppr.lse.ac.uk), a journal 
that encourages inter-disciplinary commentary on contemporary 
issues, based on frontier-level research.

https://ppr.lse.ac.uk


2. Wellbeing as the Goal of Policy

Richard Layard

When policy-makers have multiple objectives, they still 
need an over-arching criterion which determines the 
impor tance of the different objectives. The most rea-
sonable criterion is the wellbeing of the population. 
Fortunately, it turns out that this is also the outcome which 
most determines whether a government gets re-elected. 
We therefore argue that, wherever there is a fixed budget 
constraint, money should be allocated to those policies 
which give the greatest increase in wellbeing per pound 
of expenditure. If desired, now policies can focus especial-
ly on areas of life which cause the most misery. The new 
science of well being provides evidence on which these 
are: especially mental and physical illness and poor rela-
tionships at work, at home or in the community. But, to 
approve a policy, there must be evidence of its effective-
ness in dealing with the problem – preferably through con-
trolled experiments. Where a policy increases the length of 
life, this counts as an addition to wellbeing, measured by 
Wellbeing-Years (or WELLBYs) per person born. Even poli-
cy-makers unmoved by wellbeing as an objective should 
promote it because of its large positive effects on produc-
tivity, academic learning and life-expectancy. If wellbe-
ing is to play its proper role in decision-making, this will 
require a major re-organisation of Finance Ministries and 
other decision-making bodies.
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The Overarching Criterion
Most policy-makers have multiple objectives. But in the end, 
they have to decide whether one policy is better than another. 
Policy A may have a bigger impact on one objective and Policy 
B may on another objective. How to choose between the pol-
icies? The decision-maker must implicitly weight the impor-
tance of one objective compared with another. She must have 
some view about which objectives are most important. It would 
be much better to make this explicit by having and applying a 
single overarching criterion, against which to judge the merit of 
different outcomes.

That criterion should be the wellbeing of the people. There 
are of course many good things – health, wealth, freedom and 
so on. But for each of these goods we can ask ‘Why are they 
good?’ and expect an answer. For example, health matters 
because without it people feel lousy. Similarly with wealth, free-
dom etc. But if we ask ‘Why does it matter how people feel?’, we 
can give no answer. It self-evidently matters, which is why the  
happiness of the people is the most obvious candidate for  
the overarching good.

The great philosophers of the 18th-century Anglophone 
Enlightenment came up with the most obvious answer: the 
ultimate criterion is the happiness of the people – how they 
feel about the quality of their life as they themselves expe-
rience it [1]. As Thomas Jefferson put it ‘The care of human 
life and happiness… is the first and only object of good gov-
ernment.’1 So a government committed to ‘building back bet-
ter’ would wish to build back happier, and one committed to 
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‘levelling up’ would want to level up wellbeing and not just 
economic opportunity.

Many policy-makers have problems with the word happiness 
and instead prefer the term wellbeing. That is fine, provided we 
are clear that it is the people’s wellbeing as they themselves judge 
it – not as some researcher or civil servant evaluates it. In other 
words, we are talking about ‘subjective wellbeing’. The typical 
way of measuring this is to ask ‘Overall, how satisfied are you 
with your life these days?’ (0 = very dissatisfied, 10 = very satis-
fied). This question elicits very similar answers to the question 
‘Overall how happy are you with your life these days?’ So when 
we talk about wellbeing, that is what most policy analysts have 
in mind.

Fortunately, more and more policy-makers in OECD 
countries and elsewhere now consider that policy should be 
targeted at wellbeing. In 2020 the EU Council of Ministers 
urged EU countries ‘to put people and their wellbeing at  
the centre of policy design’ [2, 3 p76–79]. In other words, the 
aim of policy must be to create conditions for the greatest  
possible wellbeing.

But this approach can only be implemented if we know 
what causes wellbeing. Until recently there was virtually no 
quantitative information on this subject, which is why the 
18th-century ideal could only have been implemented crudely. 
But over the last forty years a whole new science of well being 
has developed [4, 5], which now tells us enough about the 
causes of wellbeing for this to become the stated objective  
of policy.
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Political Reality
But why would policy-makers want to maximise the wellbeing 
of society? Isn’t their aim to be re-elected? Indeed, it is bound 
to be. But recent research shows that the best way for a govern-
ment to be re-elected is to maximise the wellbeing of the people. 
A study of national elections in European countries from 1974 
onwards [6] found that the best predictor of the government’s 
vote-share in national elections was the life-satisfaction of the  
people. The decisive factor is not, as a Clinton aide once said,  
‘the economy, stupid’. If we look, country by country, at the  
variation of life satisfaction from one election to another, one 
extra standard deviation of life-satisfaction gives the government 
an extra 6 percentage points of the popular vote. By contrast, 
one standard deviation of economic growth gives only 3 extra 
percentage points of the vote(see Figure 2.1). So politicians who 
target the people’s wellbeing increase their chances of remaining 
in – or gaining – power.

Figure 2.1: Effect of life-satisfaction and economic growth 
on the government’s % share of the vote

Note: Effect of 1 standard deviation increase in each variable on the 
government vote share (% points). Source: [6].
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Thus, it is not pie-in-the-sky to advocate (on ethical grounds) 
that policy should target wellbeing. Not only is it ethical, but it 
makes political sense, and is operationally practicable thanks to 
the advances in science.

Policy Appraisal
So how exactly would a policy-maker choose the priorities for 
spending? We have to assume that the total volume of public 
expenditure is set by political forces. The task is therefore how 
to spend this total in the way that produces the most wellbeing. 
That means choosing those policies which produce the most 
wellbeing per pound spent. There would be some cut-off value 
for the cost-effectiveness of policies, with policies only quali-
fying if their ratio of wellbeing-benefit to cost exceeds the cut-
off. Similarly, the redistribution of income would only proceed 
until further redistribution began to reduce total wellbeing. And 
regulations would only be introduced when this would increase  
total wellbeing.

This approach is less revolutionary than it might appear. It 
has in fact been standard practice in the health field in many 
countries. Health states are evaluated for their quality-of-life (on 
a scale of 0–1) and medical treatments are evaluated in terms 
of their impact on quality-of-life-adjusted life-years (or QALYs). 
They are only approved if they produce enough QALYs per 
pound spent.2 The wellbeing approach is essentially an extension 
of this method.

There are of course important differences. Wellbeing is 
how people feel about their whole lives, not just their health. 
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And we are looking at the effects of every aspect of policy, not  
just healthcare.

Some of these effects are economic. So how does the well being 
approach differ from traditional cost-benefit analysis, where 
benefits are measured in units of money? Unlike the traditional 
approach, the wellbeing approach can cover the whole range of 
public expenditure. By contrast, traditional cost-benefit analysis 
can only be applied over a narrow range of issues where the ben-
efits either have an actual price, or a value which is implicit in 
the choices people make. This condition is not satisfied in most 
of health, social care, child protection, law and order, the envi-
ronment and redistribution. Indeed, the reason the state is active 
there is precisely because in these areas market valuations and 
outcomes would be sub-optimal. So in these areas there is really 
no alternative to wellbeing (directly measured) as the criterion 
of benefit.

However, traditional cost-benefit is a totally valid way of 
measuring benefits in those areas where it can be applied. So the 
two approaches are complementary and they can be combined by 
transforming the money measures of benefit (derived from tradi-
tional CBA) into wellbeing measures by multiplying them by the 
marginal impact of money on wellbeing.3 Fortunately the British 
Treasury’s Green Book manual of policy analysis now endorses 
‘social wellbeing’ as the goal and approves the use of direct meas-
ures of wellbeing as well as their monetary equivalents [7, 8].

Social Justice
We shall turn to the evidence on wellbeing shortly, but at this 
point we have to confront a difficult issue. Is total wellbeing really  
the goal? Or should we not pay more attention to the prevention  
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or the relief of misery? In other words, is it more important to 
raise the happiness of someone who is miserable than that of 
someone who is already happy?

Jeremy Bentham, the founder of the wellbeing approach, 
opted for the total sum of wellbeing as the goal. But many mod-
ern thinkers would take a more egalitarian stance [9]. They argue 
that it is more important to increase the happiness of those who  
are more miserable than to increase the happiness of those  
who are already happy.

There are two practical ways of implementing this more egal-
itarian approach. One is to measure social welfare not by total 
happiness, but in a way that gives less value to additional hap-
piness the happier a person is.4 So when policies are being ana-
lysed, their value would be subject to sensitivity analysis to see 
how their comparative claims change as the analysis becomes  
more egalitarian.

Another, more practical approach, is to focus the search for 
new policies more heavily on those areas of life which account 
for the greatest amount of misery in society. This, in essence, 
is what the New Zealand government has done in its wellbeing 
budget from 2019 onwards.

The Science of Wellbeing
That brings us directly to the evidence base for selecting the areas 
for new policy development and for evaluating them [5, 10]. 
What are the main determinants of wellbeing? And what are the 
main causes of misery? Our team at LSE recently analysed the 
findings from major longitudinal surveys in Britain, Germany, 
Australia and the US. The findings were similar in all these coun-
tries, and Figure 2.2 gives the results for Britain. It shows how 
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each factor – mental health, physical health, employment, qual-
ity of work, relationships, income and education – contributes to 
the inequality of wellbeing, holding the other factors constant. A 
parallel analysis shows how much each factor contributes to the 
prevalence of misery, and the ranking of factors is the same for 
each analysis [5 Table 16.1].

Thus, as Figure 2.2 shows, more of the misery in our country 
is due to diagnosed mental illness than to any other factor – and 
physical illness is also important. Next come human relationships –  
at work and in the family – and only then comes income. This 
finding is repeated in country after country. So we need a new, 
broader concept of deprivation – the inability to enjoy life for 
whatever reason, rather than just because of poverty.

This view of priorities is found by relating differences in people’s 
wellbeing to differences in their situation (see Figure 2.2). An alter-
native approach to priorities is to simply ask people ‘How much do 
you worry about the following issues (0 – never, 10 – a lot)?’. The 
results for a representative UK sample are shown in Figure 2.3. 
They broadly confirm the ranking of priorities shown in Figure 2.2.

Figure 2.2: What matters for wellbeing?5

Source: Clark et al. [5 p74].
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Many of our adult characteristics are laid down in childhood, 
which makes it pertinent to ask which aspects of child develop-
ment best predict a satisfying adult life? The answer is that emo-
tional health at 16 is a better predictor of a happy adult life than all 
the qualifications a person ever gets [5 Fig.1.2]. But how can we 
influence a child’s emotional health? The evidence is striking: pri-
mary and secondary schools (and their teachers) affect the emo-
tional health of children as much as their parents do [5 Fig.1.5(b)].

The policy implication of all this is clear. Policy-makers 
should give much lower priority to long-term economic growth 
and much higher priority to the services which sustain mental 
health, physical health, child development, family life and elderly 
care. It is the social infrastructure which matters most, not the 
physical infrastructure (as so many politicians wrongly seem to 
assume). To level up those areas which are left behind it requires 

Figure 2.3: ‘How much do you worry about the following 
issues (0 never, 10 a lot)?’ [11]
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better services more than better economic infrastructure. And 
our education system should teach more than the skills of earn-
ing a living – it should teach the skills of life.

Experiments
But precisely how should we spend the money for these impor-
tant aspects of life? We can only know what works by the process 
of experiment. It is not enough to address the right problem and 
to have good intentions. The next step in advancing wellbeing is 
through conducting thousands of experiments to discover which 
policies make the most difference to wellbeing per pound spent. 
Let me give a few examples.

In British schools there have been a series of attempts to teach 
life skills. The last Labour Government introduced a programme 
called Social and Emotional Aspects of Learning (SEAL). Its 
impact was evaluated in secondary schools and found to be zero –  
no effect on emotional, behavioural or academic outcomes [12]. 
The reason was identified as insufficiently structured materials 
and a lack of teacher training. By contrast, a more recent 4-year 
weekly curriculum in secondary schools called Healthy Minds 
was found to raise the student’s life-satisfaction by 0.4 points  
(out of 10). If we convert this into a measure of quality-of-life, the 
cost per extra QALY was only £1,000 – well below the standard 
criterion of around £25,000 for additional health expenditure 
[13, 14].

Turning to adults, hundreds of clinical trials of modern psy-
chological therapy show 50% rates of recovery for depression 
or anxiety disorders after an average of some 10 sessions. They 
also show that the patients treated will work on average one  
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additional month over the next two years as a result of the treat-
ment. This generates enough additional income to cover the cost of 
the therapy. On this basis, Layard et al. [15] proposed a programme 
of Improved Access to Psychological Therapy. When implemented, 
the results of the trials were repeated in the field [16, 17].

Clearly the same experimental approach should be used 
by voluntary organisations as by public policy-makers. For  
example when the Action for Happiness movement’s Exploring 
What Matters Couse was evaluated, it was found to increase 
life-satisfaction by over 1 point (out of 10) [18].

One general point needs to be made about social experiments. 
Even if the experimenter’s main target is not wellbeing, wellbeing 
should always be measured throughout the experiment.

Cost-Effectiveness and Modelling
It is of course important to evaluate not only new policies but 
also existing policies in terms of their cost-effectiveness. This is 
not easy, and I offer Table 2.1 in the hope that others will improve 
on it. In it I examine the cost effectiveness of different ways of 
reducing by one the number of people in misery over a twelve-
month period. According to this analysis, the cheapest of the 
four methods is treating more people for depression and anxiety 
disorders (this analysis ignores the flow-back of savings). Active 
labour market policies come second – encouraging evidence of 
what we might expect from the current government’s Kickstart 
initiative. Then comes physical health, and finally come income 
transfers to the poor. We could alternatively do the analysis in 
terms of the impact on total wellbeing (rather than on misery) 
but the results would be very similar. Many of the coefficients 
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are already known, but others will need to be determined [10, 
19]. And a major exercise will be needed on the costs and cost- 
savings of each possible policy.

Either way, this analysis is very crude. But, as time passes, it 
will become possible for Finance Ministers to do a much better 
job. For this they will need

• first, much better experimental evidence; and
• second, a model of how an initial change in someone’s 

wellbeing affects their subsequent wellbeing and their 
subsequent claims on public expenditure.

The second of these is a major project – just as it was in previous 
times a major project to develop models of the macroeconomy 
and of the impacts of policy changes upon the finances of house-
holds. This new project is equally important and will need signif-
icant money to finance it.

Table 2.1: Average cost of reducing the numbers in misery, 
by one person

£k per year
Poverty. Raising more people above the poverty line 180
Unemployment. Reducing unemployment by 
active labour market policy

30

Physical health. Raising more people from the 
worst 20% of illness

100

Mental health. Treating more people for 
depression and anxiety

10

Source: [20].
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The Length of Life and WELLBYs
One further point on modelling. Many policies affect the length 
of life. So our measure of the impact of policies needs to take 
this into account. How? We want people to have lives which are 
long and full of wellbeing. So the simplest approach is to say that 
we want for each individual the maximum total wellbeing-years, 
where we simply add up the wellbeing in each year of their life. A 
natural acronym for wellbeing-years is WELLBYs, (just as med-
ics talk of QALYs meaning quality-of-life-adjusted life years). 
So we wish that each life will have the largest possible number 
of WELLBYs. (If the effects are distant – a pure social time- 
preference rate of say 1.5% a year needs to be applied.)

This approach has huge implications for policy, especially for 
policies involving safety and the risk of death. At present the value 
of life in terms of money is derived from one of two methods:

(i) People’s preferences, revealed by how much more they 
would need to be paid to do a job with a higher-risk of 
death, or

(ii) People’s stated preferences when asked what they would 
pay for a reduced risk of death.

These methods involve major assumptions. By contrast, the well-
being approach is very simple: it simply examines the change in 
WELLBYs [21]. And it yields a very different trade-off between 
money and life-years from that implied by traditional methods. 
In the wellbeing approach an extra year of life is of equivalent 
value to up to £750,000 [22].6 By contrast, existing methods yield 
values well below £100,000.
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Which approach is the more plausible? Traditional values would 
not justify a lockdown to save lives threatened by COVID-19,  
while the wellbeing approach would [23]. And public opinion 
supported the lockdowns. So the wellbeing approach would seem 
to be in tune with public opinion. Thus it does seem that future 
policies should give more weight to the preservation of life rela-
tive to other objectives – compared with what happened before 
COVID-19. This does not mean an increase in public expend-
iture, which we take as given. But it does mean a rebalancing.7

The Effect of Wellbeing on Other Goods
We have so far focused single-mindedly on wellbeing as the over-
arching good. We need recruits to this view! But, even if you do 
not buy that, you should take wellbeing very seriously because 
of its good effects on other things you value. So here are some 
important facts.

• Education. Making children happier makes them learn 
better [24–27].8

• Health. Your wellbeing predicts your subsequent longevity 
as well as a medical diagnosis does [28, 29].9

• Productivity. Greater wellbeing increases productivity [30].
• Family/Social cohesion. Happy people create more stable 

families, and happy people are more pro-social [31].

The New Organisation of Policy-Making
So, if a government wanted to implement the wellbeing 
approach, what new procedures would it need? Bids for public 
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money would need to be justified by their effects on wellbeing, 
and this would apply to current as well as to capital expendi-
ture. Officials would need help in making these estimates. 
So the Finance Ministry would need to include a Wellbeing 
Appraisal Group to help train departments in how to make their  
proposals – and then to vet them when they arrive. At local 
level there would be Local Wellbeing Agreements between  
local authorities and local social services about how to raise 
the wellbeing of residents. There would be an annual report to 
Parliament on how the nation’s wellbeing had developed – and 
how government policy had impacted on it.

Conclusion
The wellbeing approach is not new. Its adherents have included 
William Beveridge, architect of the British welfare state and 
Sidney and Beatrice Webb, the founders of the London School 
of Economics.

But now its time has really come. There is an explosion of 
articles (academic and popular) on both wellbeing and mental 
health (see Figure 2.4). More and more universities around the 
world are teaching the subject, producing a body of trained ana-
lysts able to apply these ideas to policy. The OECD have per-
suaded all member countries to measure the wellbeing of their 
people [32]. The governments of five countries have formed an 
alliance called the Wellbeing Economy Governments partner-
ship (WEGo).10 So in future years we shall surely see a major 
change in policy-making. 

The common currency will become not money, but wellbeing.
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Notes

1 Thomas Jefferson to the Republicans of Washington County, 
Maryland, 31 March 1809.

2 The UK’s NHS provides treatments approved by the National Institute 
of Health and Clinical Excellence (NICE) using the QALY framework.

Source: George Ward in [3]. Number of papers in the EconLit and 
Web of Science databases with reference in the title or abstract to: 
subjective wellbeing, subjective wellbeing, life satisfaction, happy, 
or happiness.

Figure 2.4: Articles on wellbeing in academic journals
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3 What economists call the ‘marginal utility of money’. 

4 So social welfare would be not ∑Wi, where W is wellbeing. It would 
be ∑f(Wi) with f ’ > o and f ” < o. One version of f(Wi) is Wia/a, with 
a < 1. 

5 On the quality of work see p.74; 0.16 = (0.4/1.9) × Labour force 
participation rate.

6 This depends on the value of the income coefficient in the well-
being equation. This can be quite low. For example if In a typical 
wellbeing equation, Wellbeing = 0.3 log Income. So dIncome/
dWellbeing = Income/0.3 = say £100,000. Since the typical life-year 
provides 7.5 WELLBYs it would therefore be of equivalent value to 
£750,000. 

7 If benefits are measured in WELLBYs, the monetary equivalent of a 
life-year does not appear directly in the calculations, but it is implicit.

8 The best evidence comes from interventions to improve wellbeing.

9 For UK data see [28]. On USA see [29].

10 Scotland, Iceland, New Zealand, Wales and Finland. https://weall.org/
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3. Accounting for Consequences  
and Claims in Policy

Paul Dolan

Fully appraising any policy requires us to capture all of its 
ripple effects and not simply the size of the splash when 
the pebble of intervention hits the water. It also requires 
that we weight the value of those effects according to mor-
ally relevant characteristics of people, such as their age. In 
this chapter, I discuss the consequences that should feed 
into policy appraisal and the claims that different groups 
may have on resources. 

1. Introduction
One of the main aims of government is to reduce misery and 
suffering by as much as possible, subject to resource con-
straints. Fully appraising any policy requires us to capture and 
quantify all its possible short- and long-term ripple effects, 
and not simply the size of the splash when the pebble of inter-
vention hits the water. Indeed, sometimes the ripple effects 
might turn out to be much more significant than the initial 
splash, especially in the longer term.

In their response to the pandemic, policy-makers have pri-
oritised preventing deaths from COVID-19 above everything 
else. Concerns for lives have trumped concerns for life expec-
tancies, let alone concerns for life experiences, which have 
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been largely ignored. Policies have focused on the splash with 
much less regard for the ripple effects. This has resulted in the use 
of very restrictive mandated non-pharmaceutical interventions 
(NPIs), or ‘lockdowns’. Regardless of what our individual views 
on such responses may be, important lessons can be learned in 
terms of how policy-makers can and should respond to future 
crises. Indeed, there are lessons that come out of COVID-19 for 
how to make better policy decisions in calmer times too.

Figure 3.1 sets out, in a highly stylised and linear way, the ten 
main steps to effective decision-making. It illustrates how step 
3 – the expected splash – has dominated decision-making, whilst 
steps 4–9 – properly accounting for the ripple effects – have 
largely been bypassed. But these are crucial steps if governments 
are to minimise the harms caused by a pandemic, as well as if they 
are to use their resources wisely at any time. Anyone who under-
stands the reality of living in a society with limited resources 
will recognise the incongruence of trying to make good policy 
decisions whilst ignoring the broad aggregated effects that those 
decisions have across society.

Figure 3.1: Ten steps to effective decision-making
1. Reason for action (e.g., COVID-19)
2. Proposed pebble of intervention (e.g., MNPIs)
3. Expected splash (e.g., change in mortality rate)
4. Gather up ripple effects in each sector (e.g., cancers, loneliness, etc.)
5. Quantify effects in each sector (e.g., expected effects of loneliness)
6. Aggregate across sectors into a single metric (QALYs, WELLBYS)
7. Monetise benefits and disbenefits (note: could skip this stage)
8. Compare to costs (i.e., cost-benefit analysis or cost-effectiveness 

analysis)
9. Account for distributional concerns (equity weighted CBA or CEA)
10. Decision based on expected effects (compared to counterfactual)
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In this chapter, I will focus on steps 6 and 9, and especially 
distributional concerns, which can sometimes be an afterthought 
for economists. I will consider the ways in which we might bring 
together the myriad ripple effects of any policy decision into a 
single metric. Much as the ripples on a pond can be quantified 
in a single metric of displaced water, so do we need to construct 
a single metric for policy purposes that shows the cumulative 
effects of a pebble of intervention. Given that we all care strongly 
about how long we and other people live, as well as about the 
quality of those lives [1], we need measures that can better  
capture changes in both life expectancy and life experience. 

This single metric should also account for distributional con-
cerns. Accounting for who gains and who loses, as well as by how 
much, will enable us to allocate resources fairly as well as effi-
ciently. Such accounting requires us to consider the legitimacy of 
the various claims that different groups may have on resources. 
In the case of COVID-19, the mortality and morbidity risks have 
been concentrated amongst older people, so we need to address 
the ethical justification of asking younger people to make enor-
mous sacrifices for people they cannot expect to live as long as.1

2. A Single Metric
Any policy designed to counter the threat of a pandemic will 
affect at least one, if not both, of life expectancy and life experi-
ence. Let us start slowly in our journey towards a single metric 
by focusing on life expectancy. Even if we moved away from lives 
to life years, it is possible to account for the expected effects on 
the life expectancies of those affected by COVID-19, plus those 
who will die sooner due to health services being displaced from 
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elsewhere to treat COVID-19 patients, or due to patients missing 
urgent cancer diagnoses and treatment due to sticking to a ‘stay 
at home’ message [2]. At the same time, any appraisal of policy 
should acknowledge that reductions in educational opportuni-
ties and in people’s mental health also reduce life expectancy [3]. 
Loneliness is another good example because it is a significant 
risk factor for all-cause mortality [4].

The next step would be to adjust life-years to take into account 
their quality, here using quality-adjusted life-years (QALY). 
QALY values are obtained by asking individuals to make 
hypothetical trade-offs between length of life and particular  
quality-of-life-limiting health states, including limitations in 
areas such as mobility, self-care, ordinary activities, pain and  
discomfort, and mental health. By trading off life-years for 
improvements in each of these health states, the value that peo-
ple attach to a particular state can be located on a scale between 
zero for death and one for full health [5]. Given the widespread 
use of QALYs in the UK, it is surprising that they have not fea-
tured prominently in appraisals of pandemic response policies 
either; see Miles et al. (2020) [6] as an exception. 

Using QALYs as an established and widely used welfare met-
ric allows us to readily account for lives as well as life experi-
ences in appraising polices. There are two main problems here, 
though. This first is the hypothetical nature of eliciting values: 
we know that people are not particularly good at predicting 
how certain health states will actually impact their quality of 
life. For example, they may overestimate the duration of the 
impact that a change in their health may have on their lives, 
they may underestimate their capacity to adapt, or they may 
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overly focus on specific details of that change without seeing 
the broader picture [7].

The second challenge is that QALYs focus only on health- 
related life experiences. It is true that most health state descrip-
tive systems do include a wide range of dimensions, but they will 
only capture the effects of loneliness, for example, through its 
effects on those dimensions, such as a person’s usual activities. 
But being asked to stay at home in a single-person household 
for several months will directly and indirectly affect wellbe-
ing through its effect on multiple health-related dimensions of  
wellbeing. The use of QALYs is a huge advance beyond using 
life-years alone, but it will continue to skew resource allocation 
decisions towards health-related interventions.

The next and final step, then, is to use people’s self-reports 
of how they are feeling to adjust life-years by their quality. 
Subjective wellbeing (SWB) measures include people’s over-
all life evaluation or their hedonic experiences on a day-today 
basis. Unlike QALYs, people are not asked to make hypotheti-
cal trade-offs but are surveyed about their wellbeing as they go 
about their lives. This makes these measures less prone to the 
bias resulting from the hypothetical nature of QALY-type trade-
offs. It also allows us to express changes in wellbeing that occur 
due to changes in health, economic, and social conditions in a 
single unit of account [8]. Combining this unit of account with 
life-years yields a wellbeing adjusted life-year (WELLBY). 

There are important yet unresolved issues about how best to 
capture SWB for the purposes of generating WELLBYs. Any 
measure must be able to properly account for the duration as 
well as the intensity of wellbeing. It has therefore been proposed 
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that we measure wellbeing as the flow of feelings over time [9]. I 
define this flow as including hedonic (pleasure-related) feelings 
such as joy, pain, and worry and eudemonic (purpose-related) 
ones such as worthwhileness, pointlessness, and futility [10]. 
This distinction matters. For example, working is an activity that 
is experienced as low in pleasure but relatively high in purpose 
[11]. How people’s SWB is measured will affect conclusions about 
how societies can be structured and about how individual lives 
can be organised to maximise it. 

Notice the focus is on a person’s experiences, rather than on 
their evaluations of, say, life satisfaction. Evaluations of this sort 
will be relevant only when we are paying attention to how well, or 
badly, we think life is going, and even then only in terms of how 
they feed into our feelings of pleasure or purpose. Evaluations 
are also heavily influenced by relative comparisons and therefore 
are shaped by the attentional stimuli to which people are exposed 
[12]. In this way, much like preferences, evaluative measures of 
SWB feed into our feelings. Indeed, reports of life satisfaction 
are arguably closer to a preference-based account of welfare than 
they are to the mental state account [13]. The extent to which this 
is a good or a bad thing is beyond the scope of this chapter.

Whatever measure(s) of SWB we use, for the purposes of eco-
nomic appraisal, it is entirely possible and legitimate to express 
its benefits in a single, non-monetary metric that can then be 
compared to its costs, so generating a cost-per benefit unit. Cost-
per-QALY estimates, for example, allow us to determine the allo-
cation of resources that would generate the most QALYs for a 
given budget allocated to healthcare. If all benefits across differ-
ent sectors could be captured in WELLBYs, then the resources 
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devoted to the public sector could be distributed in a way that 
would generate the greatest number of WELLBYs. This would be 
to use resources as efficiently as possible.

For the purposes of cost-benefit analysis (CBA), benefits 
need to be expressed in the same monetary units as costs. This 
will enable us to determine whether a policy intervention was 
worth it per se – by generating more benefits than costs – in 
addition to whether it was worth it compared to other inter-
ventions. In principle, this will enable us to determine the size 
of the public sector and how best to allocate resources within it. 
There are several ways of monetising wellbeing, but each raises 
several challenges beyond the scope of this chapter. Suffice to 
say that cost-per-WELLBY for analysis might be where we 
finally end up.

Wherever we do end up, we must be able to show just how 
much water is displaced when the pebble of policy intervention 
is dropped into the water. The consequences of policies intro-
duced now are likely to have tidal waves of effect across many 
sectors and domains of society for years to come. These must be 
taken into account in deciding what action to take.

3. Distributional Concerns
At the societal level, citizens and policy-makers care not only 
about how many life years, QALYs, WELLBYs or whatever are 
being generated per pound spent but also about how those ben-
efits are distributed across people. Just as we care about national 
income and about inequalities in income, we care about the size 
of the wellbeing cake and about how fairly the slices are distrib-
uted. The fairness of the distribution will be determined by the 
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legitimacy of the claims that different individuals or groups can 
make on resources [14].

3.1 Five claims on resources 
There are some general statements that most of us would agree 
with when considering where different groups of people should 
be placed in the queue for scarce public resources. Other things 
being equal, those with the greatest claim on resources (those 
with the most ethically justifiable reasons for being towards 
the front of the queue) are those who most fully satisfy the five 
conditions discussed later.2 In principle, all five could be consid-
ered when setting priorities. There is no simple way to resolve 
any ‘dispute’ between the conditions, and different trade-offs 
between competing claims will doubtless be deemed acceptable 
in different circumstances. In determining how to weight each 
competing claim, public preferences over various trade-offs can 
help reach conclusions, so I discuss some of this evidence here.3

Those who have the most to gain

This is a claim to resources based on an individual’s ‘capacity to 
benefit’ as a result of any intervention. The more a person can 
expect to benefit from intervention, the closer to the front of the 
queue they should be. If Person A can expect to gain ten years 
of extra life from an intervention, then their claim is greater 
than Person B, who can expect to gain only ten months of extra 
life. Allocating resources only on this basis would mean that 
resources were being used so as to maximise the bang for the 
buck. Capacity to benefit is all that matters when we conduct 
CBA or cost-effectiveness analysis (CEA), for example, and it 
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would mean generating as many WELLBYs as possible. On a 
fundamental level, capacity to benefit is a prerequisite for a per-
son to even be in the queue: it would be a waste of resources to 
‘treat’ them if there was no expected benefit at all. But it is not all 
that matters in determining their position in the queue. There 
are other morally relevant claims too.

Those who are currently suffering the most

This is a claim to resources based on ‘severity of condition’ in 
the absence of intervention. Let us take the two individuals dis-
cussed above. If Person B will die shortly without an interven-
tion and Person A will live for another five years regardless, 
then our priorities might change. There are now good ethical 
grounds for putting Person B in front of Person A in the queue 
for resources because their prospects are more immediately 
severe in the absence of intervention. The ethical grounds for 
putting Person A in front of Person B on the grounds that they 
will benefit from treatment more remain, however. Herein lies 
a classic trade-off between claims based on benefit and those 
based on severity. 

I have conducted various empirical investigations into what 
the public thinks about how these competing claims should be 
accounted for and traded off against one another. In a nutshell, they  
suggest that a person’s capacity to benefit and the severity of their 
condition both matter in every decision context I have enquired 
into, from triage decisions to macro resource allocations [15]. 
Context matters, of course, and it is impossible to provide a con-
sistent value for the exchange rate between them. Suffice to say 
that the public would want policy-makers to account for what 



Wellbeing36

happens to people both in the presence and in the absence of an 
intervention when deciding what to do.

Those who will suffer the most over the lifetime

Capacity to benefit and severity of condition are both prospec-
tive assessments of what the profiles of future wellbeing look  
like in the presence and absence of intervention. But some peo-
ple might have a legitimate ethical claim to be further up the 
queue based on a retrospective assessment of what happened  
in their past, as well as based on what is expected to happen over 
their lifetime. Imagine that capacity to benefit and severity of 
condition are the same for two individuals or groups, but that 
one has experienced more suffering – or less wellbeing – in the 
past than the other. We might prioritise them on this basis. Or 
we may wish to afford higher priority to those who are expected 
to experience more suffering over their entire lifetime. We might 
also decide to prioritise those who have had less opportunity 
for wellbeing, such as when we prefer to give a given benefit to 
younger over older people.

It is also clear from public preference data that members of 
the public wish to account for wellbeing over the lifetime [16]. 
In one of my empirical studies on priorities by age, we controlled 
for capacity to benefit by asking people to prioritise a fixed five-
year gain in life expectancy for people at age 5, 20, 35, and 55. In 
the study, 70–96 per cent of people had one of the three youngest 
ages ranked first [17], with ‘having lived less’ life being the main 
reason for prioritising younger people [18]. This is consistent 
with the fair innings argument (FIA) – the egalitarian principle 
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that everyone is entitled to some ‘normal’ span of health (usually 
expressed by life-years) and that anyone failing to achieve it has 
been ‘cheated’ [19].

Those who are suffering because of ‘bad luck’

How well or how badly our life turns out is determined by factors 
that lie on a spectrum from being entirely outside of our con-
trol (exogenously determined) and entirely within our control 
(endogenously determined). Although nothing is ever truly cho-
sen, most people would locate illness caused by a genetic cancer 
to be closer to the exogenous end of the spectrum than illness 
caused by the ‘choice’ to go mountaineering, for example. As 
such, someone suffering because of ‘bad luck’ would have a claim 
to be closer to the front of the queue than someone suffering, at 
least in part, because of ‘bad choices’ [20].

The cause of any need for an intervention is a hotly contested 
area of ethical discourse, and public preferences are mixed and 
malleable. In some of my own work, people became much less 
‘harsh’ on bad choices when they had been given opportunity to 
discuss and reflect upon why some people make very poor deci-
sions, at least insofar as their heath is concerned [21]. For what 
it’s worth, as I understand more about how so much of what we 
do is outside of our control, I am less convinced about the moral 
relevance of the causes of the need for resources than I was a cou-
ple of decades ago [22]. But if we accept that we have a modicum 
of agency (which most people do), then truly exogenous ‘bad 
luck’ will reflect a legitimate claim to be closer to the front of the 
queue for resources [23].
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Those who have the greatest impact on others

Imagine that you are responsible for allocating one donor kid-
ney, and you have two people whom it matches equally well. 
One is a 40-year-old homeless man with no family, and the 
other is a 40-year-old happily married man with two young chil-
dren and parents that he supports emotionally and financially. 
Whom would you choose? Either decision is morally justifiable 
(including tossing a coin to decide), and your instincts might 
be to discount the wider benefits that might come from treating 
one person over the other. (The homeless person might also have 
experienced ‘bad luck’, which shows how interconnected the var-
ious claims can be.) In any case, the important point here is that 
it is legitimate to choose the married man on the grounds that he 
has the greatest capacity to benefit other people. 

Unsurprisingly, the expected impact on other people is also 
hotly contested [24]. The utilitarian solution, which is embedded 
in the principles of CBA, is to treat benefits to other people no dif-
ferently than benefits that go directly to the recipients of the inter-
vention. Why treat the ripple effects any differently from the splash? 
Admittedly, not all of us are utilitarian, but there will most likely 
come a point at which most of us would want to account for spillo-
ver effects: imagine our married man was an integral part of a team 
that was on the verge of a cure for cancer. This somewhat extreme 
example illustrates how complex ethical decisions can be and how 
no single principle can be seen to dominate any other in all contexts. 

3.2 Claims in the context of COVID-19 
Based on the foregoing discussion, we would expect policy- 
makers to account for a person’s capacity to benefit, severity of  
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condition, and lifetime suffering in their prioritisation decisions. 
And yet in the case of COVID-19, arguably only severity has been 
considered. It has been very interesting to me that any attempts 
to raise concerns about capacity to benefit and lifetime wellbeing 
have been greeted with moral outrage. Despite the public out-
rage, this is morally relevant. 

This in no way suggests that we simply let people die, but 
rather that we manage their deaths properly so as to create as 
much benefit as possible both for the dying person and, crucially, 
for those left behind. We must do more to accept death, espe-
cially in old age, and to minimise the impact death has on family 
and friends. Some of you might have baulked at the idea of treat-
ing a cancer specialist over a homeless person, but the utilitar-
ian arguments for maximising the benefits from an intervention 
become much more compelling when they are framed around 
minimising the suffering of all those affected by someone’s death.

The impact of a death is unquestionably affected by the age 
of death. The average life expectancy for an 18-year-old in the 
UK today is around 81. According to the ONS, around 60% of 
the deaths from COVID-19 in the UK have been in people who 
are 81 or older. Substantively, most of those bearing the biggest 
burden from COVID-19 won’t live for as long as those who are 
dying from it. If people’s lifetime prospects are an important 
measure of human welfare, then we have engaged in one of  
the biggest redistributions of resources from those who have the 
least to those who have the most in human history. 

It is baffling to me that there has not been more – or any – real 
discussion of the potential injustice of this. Ever since I worked 
with Alan Williams at the University of York in the 1990s, I have 
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supported the FIA. I contend that it is a sentiment shared by most 
of the public. You could say that we are ageist, and we are. But 
not all -isms are unfair. If we afford a 35-year-old priority over a 
70-year-old now, then in 35 years’ time, the current 35-year-old 
will be given less priority as a 70-year-old, so everyone is treated 
equally over the lifetime. This is assuming that we are all lucky 
enough to live that long, which about one in five current 35-year-
olds won’t. When we look at a cohort of older people, we are 
subject to ‘survivorship bias’ – we see only the lucky ones who 
have survived and do not properly consider all those who have 
been cheated out of a fair innings. 

I should again stress here that the FIA I have in mind here 
does not suggest that older people should simply be allowed to 
die because they have already achieved a fair innings, but only 
that they should be afforded less priority for life-saving inter-
ventions than those who have not yet lived as long. During the 
pandemic, younger people have been denied access, for instance, 
to cancer diagnoses and treatment to prevent the deaths of 
older people from COVID-19. This represents a gross violation 
of the FIA. You might say that it is all well and good to have 
rational principles in calmer times, but that a pandemic repre-
sents an immediate threat to life, so all efforts should rightly be 
directed towards mortality risks (severity of condition). Perhaps, 
but times of crisis arguably make rational considerations even  
more important. 

Besides, concerns for lifetime wellbeing don’t just disap-
pear during a pandemic, to which empirical work I conducted 
with Amanda Henwood and Aki Tsuchiya attests [25]. We con-
ducted an online discrete choice experiment (DCE) to elicit the  
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preferences of the UK public on two occasions: May 2020 (n = 
6,153) and February 2021 (n = 1,024). The DCE asked people to 
make trade-offs across four attributes, including excess deaths 
above age 70 and excess deaths below age 35. We found that the 
relative value of mortality above 70 to below 35 is roughly 1:24. 
These preferences were stable across the two surveys and across 
respondents of different ages. 

A more sophisticated version of the FIA would account for life 
experience as well as life expectancy. It is impossible to know what 
ripple effects COVID-19 would have caused if we had pursued a 
different set of policy options (step 10 in Figure 3.1 above), such 
as the focussed protection of older people [26], so we must all 
be measured in our judgements of what should have been done. 
But we do know that lockdowns have disproportionately affected 
families of low income [27], that domestic violence has increased 
for those at risk [28, 29], that school closures will further widen 
the attainment gap [30], and that social distancing causes greater 
harm to those with pre-existing mental health conditions [31], 
lower starting wellbeing [32], younger people [33], women [34], 
and children from disadvantaged backgrounds [35]. Some of 
these effects on mental health may not be easily restored [36].

4. Conclusion
This chapter is not only, or even primarily, about COVID-19. The 
10 steps to effective decision-making set out in Figure 3.1 are 
always required for policy-makers. The process of going through 
each step, especially steps 4 and 5, ensures that the important 
downstream effects of policy are properly accounted for. These 
consequences might affect a population group that is largely 
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ignored (such as young adults who do not go to university), a 
dimension of wellbeing that falls between the cracks of govern-
ment departments (such as loneliness), or that will occur some 
time into the future (such as the effects of childhood develop-
ment on later life). We should be doing all we can to ensure that 
equity-weighted wellbeing measures are developed as quickly as 
possible and used as widely as possible.

The significance of these steps has been magnified during 
the pandemic. Around the world, the dominant response to 
COVID-19 was to seek to significantly reduce social contacts 
through MNPIs, or ‘lockdowns’. This pebble of intervention – 
perhaps the biggest stone that ever has been dropped into the 
water – has been assessed almost entirely in terms of its effects 
on the splash of mortality risks (step 3 in Figure 3.1). Most of the 
significant ripple effects have barely been listed (step 4) let alone 
quantified (step 5). We must do better in the future. In this chap-
ter, I have focused partly on generating a single index (step 6) 
and mostly on distributional concerns (step 9), which will come 
after the single index has been monetised (step 7) and compared 
to costs (step 8).

All policy responses, especially lockdowns, have had enor-
mous distributional consequences [37]. Based on evidence from 
previous and less impactful pandemics, we can be confident that 
inequalities in health and wealth will widen [38]. We also need 
to be alert to the fact that what feeds into the wellbeing of the 
worst off may be different to that which matters on average, or to  
those who are doing the best in society. The policy responses  
to the pandemic have reminded us just how much policy can 
shape the distribution of wellbeing across society.
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Whatever our own views on the measures taken – and the 
absence of a good counterfactual (step 10) makes it impossible for 
any of us to be sure about what should have done [39] – we need 
more public preference data on how people weigh up compet-
ing claims to resources and precisely which principles of justice 
matter most in which contexts. Despite the widespread support 
for MNPIs from polling data, when people are asked to consider 
their effects beyond mortality risks amongst older people, there 
exists a potential disconnect between public preferences and the 
policy responses. 

Empirical investigation of these issues can only get us so far. 
We also need to ensure that the policy-making processes better 
reflect the myriad concerns and impacts of policies, and we need 
to consider that there is a constant backdrop of a powerful social 
narrative to preserve life at almost any cost [40]. But that’s another 
story. For now, the two main messages from this chapter are that 
in times of calm as well as at times of crisis, we should (1) seek  
to express all the consequences of a given policy in a single metric 
and (2) properly account for the legitimate claims that different 
people may have on resources that extend beyond any snapshot  
in time and encompass wellbeing over their entire lifetimes.
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Notes

1 Effective decision-making not only requires distributive justice (an 
efficient and fair allocation of resources) but also requires procedural 
justice (that the processes by which decisions are made are seen to be 
fair). Processes will be especially important when there is uncertainty 
about the outcomes. In court cases, for example, we don’t know 
whether they ‘did it’ or not, so we seek to ensure that the trial process 
by which we reach that conclusion is a fair one. This paper focuses only 
on distributive justice. For more on details on what I would propose 
in relation to better processes, see Dolan et al. (2021) and Dolan and 
Henwood (2021).

2 In what follows, I will assume that (1) there is an agreed measure 
of welfare – life-years, health, happiness, or whatever – and (2) the 
measure allows for some degree of interpersonal comparability.

3 It should go without saying (but I’ll say it anyway) that public 
preference data can never resolve the normative debate about the 
legitimacy of claims – and neither can they resolve the normative 
debate about the degree to which those preferences should be used to 
inform moral judgements in the first place. 
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4. Weighing the Costs and Benefits 
of Public Policy: On the Dangers of 
Single Metric Accounting

Johanna Thoma

This chapter presents two related challenges to the idea 
that, to ensure policy evaluation is comprehensive, all 
costs and benefits should be aggregated into a single,  
equity-weighted wellbeing metric. The first is to point out 
how, even allowing for equity-weighting, the use of a sin-
gle metric limits the extent to which we can take distribu-
tional concerns into account. The second challenge starts 
from the observation that in this and many other ways, 
aggregating diverse effects into a single metric of evalu-
ation necessarily involves settling many moral questions 
that reasonable people disagree about. This raises serious 
questions as to what role such a method of policy eval-
uation can and should play in informing policy-making  
in liberal democracies. Ultimately, to ensure comprehen-
siveness of policy evaluation in a wider sense, namely, 
that all the diverse effects that reasonable people might 
think matter are kept score of, we need multiple metrics as  
inputs to public deliberation. 

On Comprehensive Policy Evaluation and Single 
Metric Accounting
When policy interventions have far-reaching consequences 
for years to come it is important to make sure to take proper 
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account of all relevant effects in evaluating one’s options. This 
is the case for decisions made at times of crisis, like those in 
response to the COVID-19 pandemic, as well as for decisions 
made in ordinary times. As Paul Dolan puts it, there is the ini-
tial splash of the policy, but there are also the ripple effects. 
We must pay attention to both [1, Chapter 3 of this book]. He 
laments that, in the UK at least, there has been too much of 
a focus on one type of initial effect of pandemic responses, 
measured using a single metric, namely, number of lives lost in 
the short-term. Too narrow a focus on this single measure has 
made us lose sight of costly ripple effects on long-term health 
(including mental health) and the economic prospects of young 
generations in particular. 

It is hard to disagree with a call for public policy evaluation 
to be comprehensive, in particular when the stakes are high. Yet 
clearly, this is also a point that often needs (re-)emphasising. 
The pandemic appears to be such a moment in time. Beyond a 
call for comprehensiveness, however, Dolan also defends a par-
ticular form that policy evaluation should take, drawing on his 
long record of ground-breaking research on happiness and pub-
lic policy. Interestingly, a single metric also features as part of 
his proposed strategy for making sure everything is taken into 
account: all costs and benefits, short- and long-term, should  
be aggregated using a single metric. And then policies should be 
evaluated in terms of the value and distribution of that metric. 
More specifically, the metric Dolan proposes to be used is sub-
jective wellbeing adjusted life years, or WELLBYs [1 p4].1 That is, 
what we should be aggregating is how many life years are gained 
and lost as a consequence of the policy intervention, where 
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life years are weighted by a measure of the self-reported qual-
ity of people’s experiences. This WELLBY metric is then used 
in an equity-weighted cost-benefit or cost-effectiveness analysis, 
allowing for gains and losses in WELLBYs to count for more 
when they occur to the worst off.2

WELLBYs will remind the reader of the more well-known 
QALY (quality-adjusted life year) metric, widely used in policy 
evaluation in public health (although, interestingly, as Dolan 
points out, little-used so far during the pandemic). But QALYs 
are restricted to the evaluation of health-related outcomes, 
whereas WELLBYs are intended to be, in line with the guid-
ing thought of the proposal at hand, more comprehensive. And 
while the measurement of QALYs typically relies on hypotheti-
cal comparative judgements people make about different health 
states, the measurement of WELLBYs is supposed to be based, 
as much as possible, on direct reports of how different outcomes 
are actually experienced when lived through. Here Dolan puts 
his cards on the table [1 p5]: What WELLBYs aim to capture is a 
hedonistic notion of wellbeing; a good life is one of good (pleas-
urable, purposeful) experiences. 

Relative to a hedonistic standard of what a good life is, peo-
ple’s own hypothetical comparative judgements often come out 
biased. Using a hedonistic metric as a measure of costs and ben-
efits in a standard cost-benefit analysis is a way of implement-
ing a hedonistic form of utilitarianism, according to which the 
sum-total of subjective wellbeing should be maximised. Equity-
weighting one’s cost-benefit analysis, on the other hand, imple-
ments a hedonistic form of prioritarianism, according to which 
the experiences of the worst-off count for more. 
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The philosophical debate on hedonism as a theory of well-
being, and on utilitarianism and prioritarianism is vast,3 and, it 
is safe to say, will never reach a consensus on the central issues. 
Instead of offering a critical discussion of these particular moral 
views and their application in public policy evaluation, I would 
like to take a step back and consider the more general idea that 
a single metric should be used in order to aggregate the many 
effects of public policies and to articulate the trade-offs involved 
in making a decision. I will offer two related challenges to  
this idea. 

The first is to point out how the use of a single metric lim-
its the extent to which we can take ‘distributional concerns’ into 
account, making the moral commitments embodied in such 
approaches narrower than it might initially seem. The possi-
bility of equity-weighting is often presented as a way to flexibly  
accommodate those with more egalitarian leanings, giving the 
appearance of a ‘broad church’. But equity-weighting can only 
accommodate concerns about the distribution of the single met-
ric that is being equity-weighted. And those with egalitarian 
leanings often also care about the distribution of other things (or 
indeed equality of a non-distributional kind).

The second challenge starts from the observation that in this, 
and in many other ways, the choice of a single metric and its 
implementation in the aggregation of diverse effects necessarily 
involves settling many moral questions that reasonable people 
(including even, sometimes, philosophers) disagree on. This 
raises serious questions as to what role such a method of policy 
evaluation can and should play in informing policy-making in 
liberal democracies. Ultimately, to ensure comprehensiveness of 
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policy evaluation in a wider sense, namely, that all the diverse 
effects that reasonable people might think matter are kept score 
of, we need multiple metrics as an input into public deliberation. 

What Else Might Matter
The hedonistic theory of individual wellbeing is only one of sev-
eral major kinds of theories of what is good for individuals. Some 
have argued that what is good for you is to get the things you 
desire, or would desire under some ideal conditions, whether 
you desire pleasurable experiences or not. The pandemic and the 
policy responses to it around the world have massively frustrated 
people’s life plans. According to desire-fulfilment theories, this 
would matter a great deal whether or not going through with 
those plans would have made people happy. Others have argued 
that there are some things that are good for people whether they 
enjoy or desire them or not. If education, engagement with the 
arts, regular gatherings with family, or direct contact with differ-
ent ways of life are such things, again the pandemic and policy 
responses have undermined these in ways that a hedonistic well-
being measure might not capture. 

Using a metric for policy evaluation based on any one of the 
available theories of wellbeing means using a metric that risks 
leaving out or not doing full justice to some of the things at least 
some reasonable people take to be morally relevant. Moreover, 
many people believe that there are things other than wellbeing 
that matter, such as freedom (as is again very relevant during 
the pandemic), or the preservation of the environment for its 
own sake. In this respect, too, equity-weighted cost-benefit 
analysis using a broadly hedonistic wellbeing measure cannot 
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capture everything deemed to be morally relevant by at least 
some parts of the population. Perhaps less obviously, I want 
to focus here on how even those who agree that the hedonistic 
theory is the correct theory of individual wellbeing, and that 
all else that matters are ‘distributional concerns’ may not be 
satisfied that equity-weighted subjective wellbeing-based cost- 
benefit analysis captures everything that is morally relevant. 
This is because the framework can accommodate some, but not 
all distributional concerns.

Just as there is lively debate on what the correct theory of indi-
vidual wellbeing is, there is debate on the metric(s) of equality or 
priority: Equality of what or priority in access to what matters? 
Having a single metric for the purposes of policy evaluation, 
and accommodating distributional concerns through equity- 
weighting commits us to using that same single metric as our 
metric of equality or priority. In the proposal under discussion, 
what matters is an equitable distribution of subjective wellbe-
ing, or giving greater weight to the subjective wellbeing of those 
who are worse-off in terms of subjective wellbeing. As Dolan 
puts the idea of equity-weighting, the claims individuals have to 
resources depend both on the gain in WELLBYs they can expect 
as a result of those resources, and on their current and expected 
lifetime suffering or wellbeing compared to others (as well as the 
WELLBY effects they have on others) [1].

But those who defend some form of distributional equality or 
priority often care about the distributions of things other than 
wellbeing (be it hedonic or not). For instance, resources, capa-
bilities, or opportunities for wellbeing are alternative potential 
metrics of equality or priority.4 Again, it is easy to think of ways 
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in which distributions of these alternative metrics may have been 
affected in ways not perfectly correlated with wellbeing itself 
during the ongoing pandemic, which would not be captured by 
the proposed method of policy evaluation under discussion. For 
instance, the pandemic and policy response have affected – and 
have most likely diminished – the ways in which resources can 
be translated into wellbeing, but despite that, you might think it 
still matters that some simply have more than others. And the 
pandemic response has taken away many opportunities for wel-
fare people may not actually have made use of, but which you 
might think were nevertheless important for them to have as 
much of as those who did use them. 

So, equity-weighted WELLBY-based cost-benefit analysis is 
narrower in the ways in which it can accommodate distribu-
tional concerns than it might initially seem. And in large part, 
this is down to the ambition of using a single metric to both cap-
ture expected harms and benefits, and to capture distributional 
concerns. Whatever your single measure of costs and benefits, an 
equity-weighted cost-benefit analysis can only take into account 
the distribution of that single metric, and will miss other distri-
butional concerns that have been defended by prioritarians and 
egalitarians. A prominent branch of egalitarianism, social egali-
tarianism, is not even concerned directly with distribution at all, 
but rather with making sure that people can engage with each 
other as equals.5

Finally, even granting a single metric for the purposes of cap-
turing harms and benefits and for distributional concerns, there 
remains an important ambiguity about what kind of distribu-
tional concern equity-weighting involves in the context of risk; 
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that is, when policies impose probabilities of harms and benefits 
on people, rather than certainties. In such contexts, is what mat-
ters the ex ante distribution of risks of harm and chances of ben-
efit, or is it the ex post distribution of harms and benefits? Given 
how central risk is to the evaluation of policy responses to the 
COVID-19 pandemic, the next section will explain this ambigu-
ity in some more detail, and argue that talk of a single metric of 
policy evaluation risks obfuscating the issue. 

Distributing Harms, Distributing Risks
Consider the following choice problem loosely based on an exam-
ple by Peter Diamond [16]. You are in charge of making sure one 
of your equally well-off flatmates – Amal or Bella – moves out, 
and this outcome would be equally bad for each. Do you:

A. Choose Amal,
B. Choose Bella, or
C. Throw a fair coin, giving each a 50% chance of staying?

There seems to be an intuitive equity case for C, even though ex 
post, the outcomes of all three choices have the same wellbeing 
distribution. If you agree, this is likely because you think the dis-
tribution of chances of harms and benefits matters. To show how 
such an intuition might extend to a stylised policy case, suppose 
that as a policy-maker, you have to choose between the following 
two prospects for a population of ten million:

D. Everybody faces an additional 0.002% risk each of a loss of 
30 WELLBYs.
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E. One thousand people who are currently at welfare levels 
that are representative of the population at large face an 
additional 10% chance each of a loss of 30 WELLBYs.

Here, there seems to be an intuitive equity case for D, even 
though it is virtually certain that the loss of WELLBYs is larger 
in D and no more equally distributed ex post. If you agree, then 
again this seems to express concern for the distribution of risks 
of harm, which are much more concentrated on a few individ-
uals in E. 

Cost-benefit analysis in the social welfare function tradition 
can implement equity-weighting in two main different ways in 
the context of risk: It can either introduce equity weights on the 
ex ante expectations of harms and benefits a proposed policy 
imposes on individuals; or it can equity-weight the ex post distri-
butions of harms and benefits in the population for each poten-
tial policy outcome, and recommend the policy option with the 
best expectation of equity-weighted outcomes.6 The recommen-
dations of the two approaches can come apart, as they (likely) 
would in the two examples just described. The first strategy is 
sensitive to the distribution of risks, would recommend option 
C in the first case, and, with the right parameter choices, could 
recommend option D in the second case. The second strategy is 
insensitive to ex ante distributions of risks, and would be indif-
ferent between the options in the first case, and recommend E in 
the second case. 

There is a lively debate about which of these two strategies is bet-
ter. There are also ways to combine them.7 The point I want to raise 
here is not only that defence of an equity-weighted cost-benefit  
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analysis is ambiguous on this morally important question. It is 
also that talk of a single metric may obfuscate the issue. Both 
the ex ante and the ex post approaches (and any combination 
between them) use a single wellbeing metric, and then merely 
proceed to combine this with probabilities and equity-weights in 
different ways. But in so doing, the ex ante approach implements 
a distributive concern for a currency different from wellbeing, 
namely chances of wellbeing, or conversely, risks of harm. If we 
think that the distribution of such chances and risks matters, so 
if we favour the ex ante or a mixed approach, then there are really 
two things we need to keep track of: The expected wellbeing dis-
tribution in the population as a consequence of policies, and how 
the risks of harms and chances of benefits are distributed in the 
population. If we don’t, there is something else that our approach 
to policy evaluation does not keep track of that at least some peo-
ple find morally relevant. 

This issue is especially relevant in the pandemic given how 
central risk is in the management of the pandemic response. 
The virus itself poses a risk of death or serious adverse health 
outcomes that is much higher for some parts of the population 
rather than others. And different potential policy responses dif-
fer in the extent to which they concentrate or spread risks of 
harmful outcomes, such as unemployment, within the popula-
tion. If avoiding an unequal spread of risks of harm is acknowl-
edged as a distinct policy goal, this may in some cases lead us to 
accept lower and no more equitably distributed expected aggre-
gate wellbeing in the population ex post, as in the stylised policy 
example above. 
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The Problem of Reasonable Disagreement
The last two sections canvassed a number of things that mat-
ter morally, according to at least some of the people who have 
thought about them, but that the framework of policy evaluation 
proposed by Dolan will not account for – and that indeed any 
framework insisting on a single metric to capture both costs and 
benefits, as well as distributional concerns will fail to account for. 
There are many more ways in which implementing an equity- 
weighted WELLBY-based cost-benefit analysis involves settling 
on specific answers to a number of contentious moral questions: 
What is the right theory of wellbeing? If it is hedonistic in general, 
which experiences count as bad, which as good? Is wellbeing all 
that matters? Whose wellbeing matters? What should the equity 
weights be? Should they be applied ex ante or ex post (or both)? 
And so on. These are all questions that reasonable, thoughtful 
and well-informed people disagree about. So, policy evalua-
tion using this framework can only hope to be comprehensive 
in the sense that all effects of a policy are accounted for against 
the background of specific answers to these questions. It can’t be 
comprehensive in the sense that it accounts for everything that at 
least some reasonable people take to be morally relevant. 

This problem is not specific to Dolan’s proposal, of course. It 
arises especially starkly for proposals that aspire to aggregate all 
potential effects of policies into a single metric, and output spe-
cific policy recommendations (rather than, say, simply present 
an array of potentially relevant considerations to policy-makers). 
Doing so must involve making judgements about what matters, 
how it matters, and how trade-offs between the things that matter  
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are to be made. Of course, public decision-makers cannot get 
around making such judgements eventually. They have to 
choose, after all, and they must do so against a backdrop of rea-
sonable disagreement in the population they aim to serve. The 
question is what role comprehensive frameworks of policy eval-
uation, presented and advocated for by social scientists – such as 
the one under discussion – can and should play in this eventual 
decision-making process. 

The danger, as I see it, is illustrated by this caricature: If social 
scientists were to simply present policy recommendations based 
on evaluations in terms of a single metric capturing many dif-
ferent effects to policy-makers and to the public without further 
context and qualification, this would not only mask all of the 
contentious moral decisions that went into the construction of 
that metric, but it it would also endow the recommendation with 
the authority of scientific expertise, making it hard for public 
decision-makers to diverge from the recommendation.8 And 
that would be a threat to the liberal democratic ideal of how 
public decision-making in the face of reasonable disagreement 
should be done: Value conflicts should be resolved by democrat-
ically elected officials in a way that is open to public scrutiny.9 Of 
course, policy-making needs social scientific input, and recent 
philosophy of science is also rich in demonstrations that social 
science, just like any science, can’t help but be value-laden.10 But 
there are clearly ways in which social scientists can make sure 
to help, rather than undermine, democratic decision-making. 
When it comes to comprehensive frameworks for policy evalua-
tion like the one advocated by Dolan, there seem to be two main 
strategies for doing so. 
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One strategy is to work closely with the public and democrat-
ically elected officials to devolve as much as possible all impor-
tant value judgements, so that the resulting recommendations 
would have democratic legitimacy.11 There are some sugges-
tions in Dolan’s text pointing towards this kind of strategy. For 
instance, he writes ‘[e]ven if we never end using a single metric 
as the final arbiter on what to do, the processes by which we dis-
cuss the data required to generate one, and debates about how to 
make the diverse array of human experiences commensurable 
with one another, will lead to policy decisions that better account 
for the myriad of ripple effects they generate’ [1 p3]. Moreover, 
he suggests drawing on, and generating more evidence on, what 
the public thinks about various kinds of trade-off to inform, for 
instance, how equity-weights are set, while at the same time con-
ceding that ‘[e]mpirical investigation of these issues can only get 
us so far. We need to ensure that the policymaking processes bet-
ter reflect the myriad of concerns and impacts’ [1 p11]. 

To assuage worries about a lack of democratic legitimacy of 
methods of evaluation that take sides on morally contentious 
questions, however, there would need to be democratic input 
on all the contentious value assumptions. And as the fore going 
aimed to illustrate, these go far beyond the ways in which 
equity-weights are set, but also concern what the appropri-
ate currency of distributive justice is to begin with, and much 
more. Ensuring the democratic legitimacy of every element of 
the analysis would be a large undertaking.12 And it is, more-
over, not clear to me that such an undertaking would result in 
anything like an equity-weighted WELLBY-based cost-benefit 
analysis. For instance, there is some evidence that many people  
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are reluctant to trade-off especially large burdens against 
any number of smaller burdens, which is antithetical to  
this framework.13

The alternative strategy involves presenting one’s preferred 
framework of policy evaluation (or its specific applications) to 
policy-makers as only one of several reasonable ways of evalu-
ating policy options. Rather than a way of settling what policy- 
makers should do, the analysis would be an input into public 
decision-making. To serve as a good basis for public discussion 
and eventual policy choice, there has to be transparency about all 
the value judgements that went into the assessment and that are 
inherent in the general framework.14 But if we care about com-
prehensiveness in the wider sense – that there is proper account-
ing of all the things that reasonable people might find morally 
relevant – we also have to make sure that alternative frameworks 
and metrics are presented to the public, to enable there to be an 
informed public debate amongst people with different values, to 
reveal whether there are options that can be endorsed from any 
or most moral perspectives, and ultimately to give policy-makers 
informed options as to which values to pursue.

Of course, ensuring such wider comprehensiveness is not 
the responsibility of any one scientist or research team or even  
subfield, but rather of the scientific community at large and 
the science policy that sets its parameters. It is from this wider  
perspective that I think the call for a single metric of policy  
evaluation is problematic. From within some particular value 
frameworks (for instance, a hedonistic ex post prioritarian one), 
the call for a single metric of policy evaluation makes sense (assum-
ing there is transparency about what goes into the metric) and  
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can be a means of comprehensively aggregating everything mor-
ally relevant within that moral framework.15 But from the wider 
political perspective, where the goal should be to ensure that the 
outputs of policy-relevant social science enable and inform pub-
lic discourse in the context of reasonable disagreement, what we 
need are multiple metrics and frameworks. 

Conclusion
I have presented two related challenges to the idea that, to ensure 
policy evaluation is comprehensive, all costs and benefits should 
be aggregated into a single, equity-weighted metric. Firstly, the 
only distributional concerns such equity weighting can accom-
modate concern the distribution of that single metric. But those 
with prioritarian or egalitarian leanings often care about the dis-
tributions of things other than our chosen metric of costs and 
benefits (subjective wellbeing in Dolan’s case). Moreover, this is 
just one of many ways in which aggregating diverse effects into 
a single metric of policy evaluation involves settling on specific 
answers to controversial moral questions that reasonable peo-
ple disagree on. The second challenge is that this raises serious 
questions as to what role such a method of policy evaluation, and 
advocacy for it by social scientists, can and should play in inform-
ing policy-making in liberal democracies. There is a wider sense 
of comprehensiveness of policy analysis, where the ideal is that 
everything that reasonable people might think is morally rele-
vant is kept proper score of as an input into public deliberation 
and choice. Given reasonable people disagree on many impor-
tant questions of value, achieving such wider comprehensiveness 
requires the use of multiple metrics. 
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Notes

1 See [2] for a fuller defence of the use of WELLBYs as a currency for 
the evaluation of public health interventions, and [3] for an overview 
of the subjective wellbeing approach to cost-benefit analysis and its 
potential advantages and disadvantages more generally.

2 See [4] on equity-weighting using the more standard QALY metric.

3 [5] and [6] are useful overviews of the philosophical debate on 
theories of wellbeing, including hedonism. [7] provides a good 
overview of defences and critiques of utilitarianism. See [8] for a 
recent, and [9] for the classic defence of the prioritarian view, and [10] 
for an application of prioritarianism to the public health response to 
the pandemic. For a defence of a utilitarian pandemic response, see 
[11], and for an exploration of the difference that the use of utilitarian 
or prioritarian social welfare functions in cost-benefit analysis is likely 
to make in evaluating pandemic responses, see [12].

4 See Section 3 in [13].

5 See [14] for a classic statement of this view. [15] defends a pluralist 
view according to which both social equality and fair distribution 
matter.

6 On these approaches, see [17] and [18] who defends an ex post 
prioritarian approach.

7 [17] reviews some of the formal ways to combine them. [19] defends a 
hybrid egalitarian view that cares about both ex ante and ex post equality.
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8 Or, if the recommendations diverge from those of other groups of 
scientists, e.g. medical ones, call into question the authority of scientific 
expertise.

9 Also see [20] on this worry in the context of the pandemic.

10 See, for instance, [21] and [22]. [23] raises the problem of value-
ladenness specifically in the context of studying the effects of the 
pandemic.

11 A similar proposal is made by Anna Alexandrova in the context 
of establishing ‘mixed claims’ (claims that are partly descriptive and 
partly evaluative) in wellbeing science, to establish a kind of objectivity  
for these claims [24]. Scientists should check value presuppositions for 
controversy, and then consult the relevant parties on their views on 
these controversies.

12 Alexandrova is already concerned about the cost of such exercises in 
establishing mixed claims about wellbeing only, which would only be 
one input in a comprehensive policy evaluation [24]. Also note that by 
departing from classic cost-benefit analysis in abandoning preference 
in favour of subjective wellbeing as a measure of individual welfare, 
Dolan loses what some have taken to be the democratic appeal of 
cost-benefit analysis – that it is a neutral way of aggregating people’s 
preferences over policy options. See, e.g., [25].

13 As discussed in [26], which also defends the reasonableness of such 
reluctance.

14 This is a common minimal demand made by most philosophers 
of science writing on the value-ladenness of science, including, for 
instance, Alexandrova and, in the context of the pandemic, Stephen 
John [24, 23]. 

15 Other value frameworks, for instance ones that are pluralist about 
the objects of egalitarian concern, will themselves require more 
than a single metric of account, even before we consider the need to 
accommodate reasonable disagreement. See [15] for such a pluralist 
egalitarian critique of an exclusive focus on equity-weighted cost-
effectiveness analysis in health care priority-setting.
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5. Wellbeing in Public Policy: 
Contributions Based on Sen’s 
Capability Approach

Paul Anand

This chapter provides a brief introduction to the capabil-
ity approach and its use in public policy-making around 
the world. Specifically, it shows the approach provides a 
definition of wellbeing and a framework for understanding 
how it is produced and distributed. It notes that the frame-
work is useful across the entire life course and so helpful 
for understanding wellbeing in children and retirees as 
well as working age adults. The chapter then discusses the 
practical impacts of the approach on the development of 
monitoring systems in the OECD and UN where the Human 
Development Index paved the way for the globally adopt-
ed Sustainable Development Goals. It highlights the fact 
that behavioural and psychological factors are an impor-
tant contributor to understanding how resources are con-
verted into wellbeing.

Over the past two decades, economists in research and pol-
icy have helped transform the way governments think about 
and act on wellbeing [1]. The traditional economic approach, 
which holds that income is broadly correlated with most 
dimensions of human wellbeing, has been supplemented with 
two approaches that have significantly affected public policy. 
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The first focuses on life satisfaction as experienced by individu-
als, and has encouraged the use of wellbeing in government pri-
ority setting, of behavioural insights in policy design, and has led 
to the introduction of programmes to help individuals improve 
their lives through polices ranging from increased funding of 
mental health services and to the reduction of youth unemploy-
ment [2–4].

A second approach, developed by Amartya Sen and others, 
focuses ultimately on how humans can fulfil their capabilities 
and live a flourishing life, rooting itself in both economics and 
moral philosophy [5]. This ‘capability’ approach often, but not 
always, arrives at similar policy conclusions as the first, though 
sometimes by different routes. Specifically, it argues that an 
individual’s quality of life depends on their activities and expe-
riences, but also on the opportunities and constraints they face 
[6–7]. This approach recognises the multiple dimensions of 
quality of life, and has contributed to the development of the 
UN’s Sustainable Development Goals (SDGs). Philosophically 
sophisticated, this approach is grounded in standard economic 
analysis tools, but by applying them to human wellbeing is trans-
forming international policy-making, as well as practice across a 
range of professions. Crucially, it offers a singular, coherent and 
widely applicable language and framework for policy-makers to 
understand human wellbeing with some advantages discussed in  
this chapter.

Defining Wellbeing and its Production
The capability approach emphasises three aspects of wellbeing. The  
first element consists of an individual’s activities and states 
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(functionings), which depends on the resources they can access 
and their ability to convert these resources into valued activities. 
The second element comprises the individual’s subjective expe-
rience, which depends on their activities and the states in which 
they find themselves. The third and final element comprises  
all the opportunities to do things in different dimensions of  
life – the individual’s capabilities given their resources and con-
version abilities. This approach can be summarised as defining 
wellbeing in terms of three relations:

Activities and States = f(Resources x Conversion Abilities)
Happiness = u(Activities and States)
 Capabilities = (All Possible Activities and States given Resources 
and Conversion Abilities)

Sen’s approach is similar to that of the subjective wellbeing 
model, in that it argues that the individual’s experiential aspect 
of wellbeing depends on activities and states. But it also allows 
for the fact that a person’s wellbeing might be judged on the 
basis of their potentiality, which cannot be directly observed. 
Policies concerned with equality of opportunity are an obvious 
example of how sometimes it matters to the individual and soci-
ety not just what they are doing, and how feel about it, but also 
that the opportunities they have in life are appropriate and fair. 
The philosopher Isaiah Berlin called this aspect ‘positive free-
dom’. Examples range from the ability to bring up a family to 
being able to find good and suitable employment, and are dis-
tinct from negative freedoms, such as the ability to make a deci-
sion without interference from a third party. What a person can 
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decide for themselves is part of their agency and has intrinsic 
value as well as the instrumental value that economists have for 
a long time emphasised. This approach can therefore be used to 
emphasise mental health because it is essential for agency, rather 
than because it has an impact on empirical measures such as 
life satisfaction, which is how the subjective wellbeing approach 
addresses it. So, both approaches emphasise mental health, 
albeit for different reasons. In addition, Sen’s capability approach 
emphasises that public deliberation, and inclusive involvement 
in it by different groups, can be valuable for collective choice 
where the legitimacy of any choice is a consideration, in addition 
to any instrumental and intrinsic benefits it may result in.

There are various ways to depict the capability approach. 
Figure 5.1 offers a generic diagram drawn from a discussion 

of how to apply the approach to housing policy [8].
Kimhur argues that policy often focusses on physical hous-

ing stock, rather than considering how housing policy bears 
on a range of human wellbeing outcomes and opportunities, 
including: safety, permanence, health, access to decent work, 
community membership, tenants’ rights, affordability, access to 
information on housing options and the ability to be consulted 
about maintenance or developments. These contributors to well-
being may seem obvious but it is far from clear that they get the 
attention they deserve. While they may not appear in models of 
satisfaction with total life, such factors are likely to be significant 
in models of satisfaction with housing, especially when there are 
problems or constraints. The multi-dimensional emphasis of the 
capability approach helps to direct attention towards the assess-
ment of different dimensions.
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The framework can also be used to understand that these 
dimensions of wellbeing do not depend just on income, but also 
on personal abilities that help individuals convert resources into 
the activities they value. Someone with a mobility impairment, 
for example, may find it harder to obtain accommodation that 
provides suitable access to decent employment opportunities 
because the travel environment the accommodation is located 
within is less likely to be suited to their situation. Thus, per-
sonal abilities are important ‘conversion’ factors. Furthermore, 
it is conceivable that the impact of some conversion factor, such 
as disability status, might show up more strongly in more spe-
cific models, for instance, in housing satisfaction models more 
than in models of overall life satisfaction. Life satisfaction might 
adapt to, or be compensated by, other factors, whereas problems 
with housing might be salient and specific, making them harder  
to ignore. 

Through this framework, it is also possible for other chal-
lenges to be more effectively redressed. In particular, it can be 
particularly helpful for identifying priority issues and/or target 

Figure 5.1: Example of a capability approach to housing 
policy
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populations. Coates et al., [9] for example, looked at housing 
policy in relation to Irish travellers. Within focus groups con-
ducted for the research, which was ostensibly directed towards 
housing provision, other problems affecting wellbeing emerged. 
One woman noted that a house built by sub-contractors to a 
local authority was damp in winter and caused her children to be 
hospitalised. Another observed that the neighbourhood where 
she was housed was blighted by unemployment due to local 
employer attitudes towards the traveller community, with almost 
three quarters of adults in that community unemployed. And 
a third, younger woman reported that teachers did not ‘push’ 
traveller children, and that this had, ultimately, discouraged her 
from aiming for university.

The story that emerged, as a result, was that by focussing on 
housing, rather than considering the broader wellbeing of the 
community, policy-makers were failing to address the substan-
tive problems. Hopefully, this housing example, of what Robeyns 
calls ‘place based’ capabilities,[10] gives a brief flavour of how 
some of the general concepts can be applied in practical policy 
settings and how the emphasis shifts and broadens as issues of 
wellbeing are brought into the conversation more directly. In the  
next section, we extend these discussions by considering how  
the approach can be used to consider the production of well-
being at different points in the life course.

The Production and Distribution of Wellbeing Over 
the Life Course
Considering wellbeing through this perspective can help us 
answer some perennial questions for science and public policy. 
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For instance, what are the dimensions of wellbeing and how are 
individuals in certain groups able to produce it? Many policies 
seek to improve the capabilities of individuals either by acting on 
the individuals’ own resources or conversion factors, or on the 
environment in which they live and work. Empirical evidence 
on individual capabilities, activities, and states, and how these 
are produced and enhanced is therefore required. What follows 
below is an account of three case studies from the long-standing 
capability measurement project that help to illustrate how such 
evidence can be produced.

Adult wellbeing

In a survey of working age adults conducted internationally, 
Anand et al. asked them to provide Likert ratings [11–12], which 
rate their abilities to do or achieve certain things related to home, 
work, community, physical environment and service access. 
From this work, it is possible to identify some stylised facts 
about the drivers of capabilities at national level. For instance, 
what individuals are able to do in their lives reflects the state of 
economic development of their country, as well as their position 
within its socio-economic strata, although there are also notable 
cross-country variations, even in countries that have compara-
ble levels of economic development. In the USA, for example, 
individuals report that they are more able to get help from the 
police than in European countries, while in the UK, individuals 
report that they are more freely able to get medical assistance, 
and in Italy, respondents appear relatively more critical of their 
local governments’ clearing of waste. These responses reflect 
the approaches taken to particular public services by different 
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countries, such as the UK’s free-at-point-of-use NHS, but also 
reflect differences in political institutions, such as the account-
ability of Italian local authorities to the people. These data also 
help to identify the possible need for other kinds of responses. 
For example, in all countries, work-life balance was low, which 
may suggest the existence of a prisoner dilemma situation that 
is contributing to low wellbeing, which warrants a non-market 
intervention from the state.

Child development and happiness

Wellbeing depends on what individuals are able to do, and this 
changes most rapidly in childhood. To explore this dynamic 
aspect, therefore, it is natural to ask how and when do individual 
capabilities develop, and how might this development be sup-
ported where necessary? Accordingly, in a second project, we 
sought to assess the happiness and development of toddlers in 
Germany using data from the annual German socio-economic 
panel survey [13]. Within this dataset, the ‘mother and child’ 
module contains a particularly rich array of questions on the 
child’s activity involvement, skills and happiness, as reported by 
the parent. Three equations were estimated to understand child 
happiness, with the results showing that of all activities, reading 
with a parent and going on shopping trips were significantly and 
positively correlated with a child’s happiness. 

One interpretation of this data is that these activities con-
tribute to a child’s sense of wellbeing above all others. A more 
subtle interpretation is that other activities also contribute to 
wellbeing but that the ones with the strongest positive corre-
lation were constrained in some way. For example, if reading 
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with a parent promotes the child’s happiness and is constrained 
for some children, such as those whose parents have low 
amounts of time for or interest in reading, then the significant 
coefficient for reading could indicate that for some children, 
the amount of reading with a parent is too little compared with 
what might be optimal. Further, then considering the factors 
behind these numbers, it would seem that income has a small 
positive effect on reading specifically, while it has a negative 
effect on shopping, with lower income families more likely to 
shop with toddlers.

Other factors that proved relevant included the location of 
the children, (possibly reflecting different policies and cultures 
in the former East and West Germanies), certain characteristics 
of the mother, including her education level and migrant status, 
and the number of siblings the child has. More education seems 
to make it easier for mothers to read to their child, while having  
migrant mothers were related to more outdoor activities –  
perhaps because there are fewer social ties and therefore invita-
tions to indoor activities. Siblings have multiple impacts as they 
compete for parental time but also provide alternative sources 
of stimulation. Finally, we investigate how these activities con-
tribute to skill development and find that involvement in related 
activities appears to be particularly important. For example, 
singing and reading help with speech development, while visit-
ing other families is a significant predictor for the development 
of social skills. These results confirm the assumption that income 
plays only a modest role in child development and happiness, 
and that more direct support for parental activities and invest-
ments may generate skills more efficiently.
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Female empowerment and micro-finance

In our third case study, we consider the situation of women in 
an empowerment and enterprise programme based in Uttar 
Pradesh, Northern India [14]. One puzzle in the economics lit-
erature is the fact that these micro-finance programmes often 
are found to have only a modest impact in raising income, but 
that they are subscribed to by vast numbers of people – with  
90 million women participating in India alone. One possi-
ble explanation is that participation in such programmes has a 
more substantial positive impact on other aspects of well being. 
In order to test this hypothesis, we conducted a programme 
evalua tion, comparing capability indicators for women who had 
participated in the programme for some time against those for 
women who were not members.

Using propensity score matching to select controls with sim-
ilar characteristics, and including data on length of time in pro-
gramme to control for unobserved selection effects, we find that 
many aspects of women’s wellbeing are enhanced through partic-
ipation in a self-help group, whether being able to meet socially  
to being able to find interesting employment (see Table 5.1).  
However, there are exceptions. For instance, health limitations 
become more of a constraint on activity as women in the pro-
gramme are now more active outside the house. In a similar, 
but distinct, vein, the risk of assault and discrimination are  
un affected, but this is unsurprising, as the programme targeted 
the women themselves and their capacities, not the social envi-
ronments in which they lived. It seems probable that the signi-
ficant nonfinancial wellbeing impacts of this programme may 
help explain its popularity and those like it with many women 



Wellbeing in Public Policy 79
Ta

bl
e 

5.
1: 

St
at

is
tic

al
 im

pa
ct

 o
f m

em
be

rs
hi

p 
of

 a
 se

lf-
he

lp
 g

ro
up

 o
n 

ca
pa

bi
lit

y 
in

di
ca

to
rs

O
ut

co
m

e
N

ea
re

st
-n

ei
gh

bo
ur

s
K

er
ne

l-b
as

ed
 m

at
ch

in
g

AT
E

AT
T

AT
E

AT
T

C
oe

f.
z-

st
at

C
oe

f.
z-

st
at

C
oe

f.
C

oe
f.

t-
st

at
H

ea
lth

 li
m

its
 a

ct
iv

iti
es

**
*

0.
07

89
3.3

8
0.

08
73

3.3
3

0.
07

19
0.

02
05

3.5
9

A
bl

e 
to

 m
ee

t s
oc

ia
lly

**
*

0.
06

87
4.

72
0.

07
74

4.
56

0.
05

64
0.

05
71

4.
15

Lo
st 

sle
ep

 fr
om

 w
or

ry
 (m

en
ta

l h
ea

lth
)

0.
01

38
0.

72
0.

02
04

0.
97

0.
00

92
0.

01
08

0.
66

A
bl

e 
to

 e
nj

oy
 re

cr
ea

tio
n*

**
0.

10
17

6.
60

0.
12

22
7.2

4
0.

09
75

0.
10

47
5.7

6
O

w
n 

ho
m

e*
**

0.
08

97
5.5

7
0.

09
18

4.
85

0.
08

56
0.

08
36

5.0
9

A
cc

om
m

od
at

io
n 

su
ita

bl
e*

**
0.

09
61

3.7
8

0.
10

86
3.5

5
0.

09
59

0.
10

17
4.

92
Fe

el
 sa

fe
 w

al
ki

ng
**

*
0.

10
59

4.
10

0.
10

62
3.5

1
0.

10
95

0.
11

08
5.5

6
Ri

sk
 o

f f
ut

ur
e 

as
sa

ul
t

0.
00

85
0.

46
0.

01
47

0.
70

0.
01

95
0.

02
09

1.1
8

Ri
sk

 o
f f

ut
ur

e 
di

sc
rim

in
at

io
n

–0
.0

05
5

–0
.2

8
0.

00
05

0.
02

0.
01

11
0.

01
69

1.0
3

In
flu

en
ce

 lo
ca

l d
ec

isi
on

s*
**

0.
14

33
6.

10
0.

14
03

5.3
3

0.
12

61
0.

12
8

6.
19

Fr
ee

do
m

 o
f p

ol
iti

ca
l a

nd
 re

lig
io

us
 

ex
pr

es
sio

n*
**

0.
13

80
6.

17
0.

15
53

5.9
7

0.
12

04
0.

12
88

6.
22

Su
pp

or
t o

f f
am

ily
 a

nd
 fr

ie
nd

s*
*

0.
05

39
2.

13
0.

06
86

2.
24

0.
01

99
0.

02
44

1.2
0

Fr
ee

 to
 li

ve
 li

fe
**

*
0.

10
99

5.0
8

0.
11

26
4.

80
0.

11
05

0.
11

54
5.5

8
Fr

ee
do

m
 o

f c
re

at
iv

e 
ex

pr
es

sio
n*

**
0.

13
95

6.
64

0.
13

68
6.

00
0.

14
19

0.
13

65
6.

66
In

te
re

st
in

g 
w

or
k*

**
0.

17
94

8.
45

0.
18

79
7.5

6
0.

15
47

0.
15

75
7.9

5
N

ot
es

: S
ig

ni
fic

an
ce

 a
t l

es
s 

th
an

 1%
 (*

**
), 

le
ss

 th
an

 5
%

 (*
*)

, l
es

s 
th

an
 10

%
 (*

); 
Ep

an
ec

hn
ik

ov
 k

er
ne

l e
st

im
at

es
 

us
ed

 b
an

dw
id

th
 0

.0
6,

 C
om

pl
et

e 
Sa

m
pl

e, 
N

 =
 54

33
.



Wellbeing80

in rural communities in lower income countries. These case  
studies are just examples of ideas of how the production and dis-
tribution of wellbeing can be assisted by the approach. In the 
section that follows, we consider other applications relating to 
childhood, health, psychology and social justice.

Capabilities in Children, Health, Psychology and 
Social Justice
The literature that uses the capability approach to study well-
being over the life course is now large, and includes work by 
Biggieri et al. who asked children of primary school age and 
above from a range of countries about the dimensions of well-
being that mattered most to them [15]. Within their responses, 
the most prominent were the need for respect, the ability to live 
according to their own identity and religion, some autonomy 
in time use, the ability to move freely, and the value of familial 
connections, such as being loved. These dimensions of well-
being are related to those in adulthood but not identical, with 
it being noticeable how the desired level of autonomy changes 
as children grow.

Work by Heckman et al. has also encouraged the development 
of a significant literature on the technology of skill development 
in children [16]. This literature suggests that there are multiple 
critical periods in childhood for the development of particular 
skills, and that success in life is best enabled through the devel-
opment of both socio-emotional and cognitive skills, skills that 
are developed through parental and educational investment.

Health has also seen a burgeoning literature considered 
through the prism of capability, using it to produce measures of 
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health and wellbeing for use in clinical trials. The ICECAP-O, 
developed by Keeley et al. has helped to highlight the value of 
access to socialising in older age, while the OXCAP-MH com-
prises 16 dimensions of life quality that might be impacted by 
mental illness [17–18]. Others have used the approach to exam-
ine issues of disability, arguing for a need to capture non-physical 
aspects of wellbeing loss not covered by medical models. Mitra 
with Kuklys argue that for those suffering from disability, satis-
faction with their finances indicates that mobility impairment is 
equivalent to the loss of over 25% of income [19–20].

There are also interesting connections between the capabil-
ity approach and psychological literatures. The ability to persist, 
captured by psychometric measures of GRIT, by Duckworth  
et al., has been shown to predict a range of successful educa-
tion-related outcomes, while the closely related ability to plan 
ahead has been found to predict both life satisfaction and income 
[21–22]. One of the founders of positive psychology, Marty 
Seligman has also drawn on ideas about human flourishing to 
argue that positive emotion, engagement, relationships, meaning 
and accomplishment are the building blocks for wellbeing, which 
he nonetheless concludes is subjective [23]. Certainly, capabili-
ties researchers would accept that items such as relationships and 
accomplishments are valuable functionings, and by extension, so 
are the capabilities required for achievements on these dimen-
sions, though they stop short of viewing subjective wellbeing as 
their final metric of wellbeing. Looking into particular dimen-
sions is often informative for policy purposes, while life satisfac-
tion measures fail to identify all aspects of wellbeing, particularly 
non-salient sources of wellbeing, outcomes to which adaptation 
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has taken place, or activities and states of being that have intrin-
sic value not reflected in mental experience.

The capability approach has also helped to encourage work 
related to inequality and social justice, another important 
source of misery in Layard’s language. For example, within eco-
nomics, there is a closely related work that formalises inequal-
ity of opportunity, and finds that cross-sectional income-based 
measures may over-estimate inequalities when compared with 
measures based on permanent incomes, given the presence of 
some social mobility [24]. Taking inequality of opportunity 
(opportunities related to environmental aspects of an indi-
vidual’s capability) into account therefore gives rise to differ-
ent measures compared with those based on income. In other 
disciplines, much of the work is more conceptual and oriented 
towards the drivers of wellbeing. Ruger for example, develops a 
capability approach towards social justice in health, and argues 
that global health institutions can contribute to human welfare 
variously by generating information to alleviate health inequal-
ities, by empowering individuals and groups in national and 
global forums, by providing technical and financial assistance, 
and by adopting multi-sectoral policies that recognise many 
determinants of a healthy life are social and economic rather 
than based on healthcare per se [25].

In work applying the approach to equity in education, 
Unterhalter also considers how failures to ensure that boys and 
girls have the same opportunities for learning might be investi-
gated [26]. She argues that ensuring effective equity, rather than 
just formal equality, is important. Girls and boys, for example, 
may be equally entitled to do homework in formal terms but 
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there may also be social norms that make some groups less able 
to make use of these entitlements than others. This distinction 
between formal freedom and freedom on the ground is often 
particularly useful when trying to understand effectiveness in 
public policies. 

International Impacts of Capabilities on Wellbeing 
Policy
The single most important global governance consequence of 
the capability approach is the development and pursuit of the 
Sustainable Development Goals adopted by the United Nations 
in 2015. However, the capability approach’s effect has been  
wider than this, with many organisations moving towards multi- 
dimensional approaches that co-exist with income-based 
approaches to wellbeing. The first of these was the development 
of the Human Development Index, which added to income, 
health and education as areas to be monitored at a global level 
and has been published almost every year since 1990 [27]. A dec-
ade later saw the launch of the Millennium Development Goals, 
which covered health (particularly maternal and child health) 
and education, and can be seen as one of the first international 
attempts to establish a partial international social welfare func-
tion for economic development. Nearly a decade later, the OECD 
started to produce its own response which took the form of a 
Better Life Compendium [28], an interactive index which allows 
users to compare countries based on capabilities and function-
ings in 11 domains using their own weightings. It also instructed 
departments to take account of wellbeing in all their areas of pol-
icy analysis. Then in 2021, the EU launched a multi-dimensional 
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set of inequality indicators that drew explicitly and in several 
ways on the capability approach [12].

There have also been several country initiatives that drew on 
or were motivated by the capability approach or aspects of it. 
In Australia, it was used as a framework for articulating prior-
ities within government as well as to the public, while Bhutan 
has used it to argue for the preservation of the natural environ-
ment, including wellbeing measures in the country’s planning 
procedures. In the UK, a coalition government, inspired by the 
OECD work, commissioned its National Office of Statistics to 
hold a public consultation and develop a wellbeing dashboard 
comprising 40 indicators, as well as a set of ‘what works’ research 
hubs that have helped support research impact development and 
interactions between practitioners and researchers.

There are also many examples of not-for-profit organisations 
using the capability approach, though these are typically only 
documented, if at all, in grey literature. The old adage about ‘giv-
ing someone a fish and you feed them for a day, teach them how 
to fish and you might feed them for life’ represents an ongoing 
and deep distinction between the ways of supporting individuals 
that not-for-profit organisations adopt. Many NGOs do aim to 
help individuals to have better opportunities than would other-
wise be the case, and the fit between their empowerment nar-
ratives and the conceptual resources of the capability approach 
has proven natural and productive. NGOs are often concerned 
to help individuals improve their own wellbeing by helping indi-
viduals take actions for themselves that are empowering, though 
of course lobbying to remove external constraints on individuals 
who are disadvantaged can also be important.
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So, what is the future for wellbeing and capabilities? Does well-
being stand a chance or do these impacts reflect the influence of 
some prominent economic thinkers in the late 20th and early 
21st centuries? I want to be optimistic, and cannot ignore the evi-
dence that both Sen’s capability approach, based on the concepts 
of real opportunity and wellbeing production functions, and the  
Layardian reworking of utilitarianism, have had huge impacts at  
the international, governmental and local levels. However, ideas 
have to become embedded and able to address new challenges and 
there are a variety of headwinds and tailwinds, deriving from psy-
chological, governance and economics sources, that the wellbeing 
agenda faces. In terms of policy impact, the two variants of the well-
being model often come to similar conclusions, even if some impor-
tant differences remain at the level of theory. Those who advocate 
using the insights of subjective wellbeing models to inform policy 
generally accept the importance of choice, but implicitly. Those who 
advocate using Sen’s account of wellbeing, which emphasises capa-
bilities, accept also that personal experience is informative about 
and important for wellbeing and only demur from the proposal that 
it is the sole source of information about wellbeing.

What the Capability Approach Contributes
Sen’s capability approach to welfare economics and the econom-
ics of happiness literatures have both been successful in terms 
of empirical research and social impact. Together they can be 
seen as subfields of approaches that view income as an input to 
human wellbeing rather than a proxy for it. While their con-
ceptual differences dominate academic discourse, for the most 
part, they lead to similar policy conclusions in practical policy 
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settings. For instance, Layard has successfully used happiness 
benefits to argue for improvements to mental health services 
but mental health is also vital for human agency and the ability 
to make decisions and hence valued by capability researchers. 
Happiness economics has highlighted the importance of good 
social relations, and such relations also feature in many lists of 
capabilities that are important.

Nonetheless, there are differences. Both value democracy but 
in different ways. The capability approach explicitly maintains 
the importance of public deliberation and scrutiny while hap-
piness economics stresses the importance of weights (inferred 
from models of life subjective wellbeing) given to different fac-
tors by individuals. In line with this, the capability approach 
tends to focus on philosophical and social science literatures 
relating to rights, with the happiness literature engaging par-
ticularly with psychological research on experienced wellbeing 
measures. As a result, the capability literature has the potential 
to identify sources of wellbeing (or its absence) that are not often 
used in economic analyses and derive largely from household 
surveys (for example discrimination).

In sum, the capability approach contributes to our under-
standing of wellbeing in various ways but its particular contri-
bution appears to be a foundational framework for thinking 
about the dimensions, drivers and distribution of wellbeing. The 
most practical impact of this framework has been its use by UN 
bodies, motivating first an annual index of human development, 
and then creating a social welfare function for global action  
(the SDGs). Similar kinds of dashboards have been adopted  
by the OECD, EU and several countries and they generally seek 
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to cover key domains of life with a mix of indicators that cover 
the objective-subjective spectrum. These initiatives have not 
replaced the national income paradigm nor do they seek to do 
so, but they do complement it by providing direct indicators of 
wellbeing across key domains and over the life course.
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6. Incorporating Wellbeing and Mental 
Health Research to Improve Pandemic 
Response

Michael Daly and Liam Delaney

This chapter discusses the potential for wellbeing research 
to be institutionalised into emergency response in the UK. 
We review the short and long-run wellbeing impacts of 
COVID-19 policies and argue for a wider scope of groups 
such as the Scientific Advisory Group for Emergencies 
(SAGE). The potential form of such response could be based 
both on emerging multi-dimensional societal wellbeing 
frameworks and on rapid and scalable policy appraisal  
capacities that incorporate wellbeing considerations.

During the pandemic, infection risk, hospitalisations, and 
deaths formed the basis for modelling and government advice. 
For instance, school closures and the introduction of broader 
social lockdown measures were two policies used to reduce 
infection and mortality levels [1–2]. However, anti-contagion 
measures were accompanied by large societal costs includ-
ing job losses, financial uncertainty, mental distress, school- 
disengagement, and domestic abuse [3–4]. While predictions 
of hospitalisations and excess deaths strongly informed gov-
ernment decision-making [5], less attention has been paid to 
how the virus and associated government responses may have 
impacted and may continue to impact population wellbeing. 
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How such impacts should be measured and inform part of the 
institutional response to major emergencies such as COVID-19 
is an important question that has so far been neglected, but that 
we aim to address here.

Specifically, we outline a strong body of research that has 
emerged over the course of the pandemic on immediate harms 
to wellbeing and potential long-term wellbeing effects. We then 
discuss how this evidence has not been reflected in the structure 
of the pandemic response, as the main advisory bodies have been 
predominantly focused on the physical health outcomes of dis-
ease control strategies. Further, we outline how this omission can 
lead to distortions in policy advice and implementation, includ-
ing, but not limited to, incomplete or inadequate communica-
tion of risks, and invalidation of the experiences of wide groups 
of people during the course of the restrictions. This is particu-
larly heightened by the fact that groups at high degrees of risk, 
such as marginalised children, may have particularly low voice 
in the media and in policy-making processes.

The chapter then examines the potential for integrating wider 
measures of mental health and wellbeing into a more holistic 
pandemic response. It draws from a range of literatures, in par-
ticular the development of multi-dimensional wellbeing indica-
tors, the growing movement to integrate wellbeing metrics into 
policy appraisal [6], and the development of ethical frameworks 
in behavioural public policy. This reflects the fact that many 
societies are moving away from using Gross Domestic Product 
(GDP) as a measure of national wellbeing [7–8] and are mov-
ing towards citizen-driven, multi-dimensional wellbeing indi-
ces. A process like this offers strong potential for more holistic 
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responses to major emergencies, including pandemics. The inte-
gration of wellbeing is therefore important both from the point 
of view of the ongoing pandemic response as well as more gener-
ally, in terms of responses to future pandemics and to other types 
of systemic risks.

We conclude by outlining the case for institutionalising well-
being impacts into policy response, including the potential for 
multidimensional scales to inform strategy, the role of wellbeing 
measures in policy appraisal, and the use of wellbeing consid-
erations in appraising the ethics of behaviourally informed risk 
communication strategies.

Wellbeing During the COVID-19 Pandemic in the UK
The widespread disruption and worry caused by the emer-
gence of the pandemic gave rise to concerns that the wellbeing 
of the population may be adversely affected. The early stages of  
the pandemic saw the rapid publication of research focused  
on the potential mental health and wellbeing effects of  
COVID-19 [9]. While the value of much of this research was lim-
ited due to a reliance on cross-sectional and convenience sam-
ples, high-quality evidence from largescale, often pre-existing, 
longitudinal and probability-based samples was acquired and 
published as the pandemic progressed [10]. This survey data 
allowed changes in mental health from before to during the pan-
demic to be estimated. By integrating this evidence, a systematic 
review and meta-analysis of longitudinal studies could show that 
there was an increase in mental health symptoms during the ini-
tial stages of the pandemic (March/April 2020), with depressive 
symptoms most affected [11]. After this point (May–July 2020), 
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the severity of mental health symptoms declined, potentially as a 
result of the easing of restrictions and adaptation to the stressors 
associated with the pandemic (e.g., continuous media coverage, 
fear of infection, financial uncertainty).

In the UK, this pattern was also evident, with notable declines 
in mental health and life satisfaction being observed after the 
outbreak of the pandemic. Data collected as part of the UK 
Household Longitudinal Study showed that an increase in men-
tal health symptoms occurred between April and June 2020 [12]. 
Similarly, estimates from the UK Annual Population Survey 
suggested that life satisfaction declined and anxiety worsened 
throughout this period [13]. The declines in mental health  
and wellbeing were generally most marked for young people and 
women, perhaps reflecting the major social disruption experi-
enced by both groups and the disproportionate way in which 
family and caregiving responsibilities fell upon women [14, 15].

Improvements in wellbeing occurred during the summer 
and autumn of 2020, as restrictions were loosened in the UK [4, 
13, 16, 17]. However, emerging evidence suggests that declines 
in mental health and wellbeing began once again after the rein-
troduction of lockdown measures during the pandemic’s second 
wave, in the winter of 2020/2021 [13, 16]. At this point, parents 
of school-aged children were most likely to experience elevated 
psychological distress, most probably due to the disruptive char-
acter of home-schooling coupled with existing childcare and 
work responsibilities.

As such, there is at least initial evidence that population well-
being was related to the scale of the pandemic and to the asso-
ciated anti-contagion measures in the UK – suffering as cases 
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and deaths rose and restrictions tightened and reverting slowly 
to baseline as transmission levels declined and restrictions loos-
ened. There is also initial evidence that population subgroups 
considered to be most affected by COVID-19 restrictions expe-
rienced the most significant harms to their wellbeing. However, 
understanding the mechanisms linking the pandemic and social 
lockdown measures to population wellbeing has proven difficult 
because changes in infection and mortality rates and restrictions 
tend to occur in tandem.

One approach that has proven somewhat informative for 
understanding the role of changing living conditions during the 
pandemic is the assessment of daily experience through time-use 
diaries and experience sampling methods. For example, Lades 
et al. [18] conducted a day reconstruction study to examine 
time-use and positive and negative affect during the first phase 
of COVID-19 restrictions in Ireland in April 2020. This study 
showed that home-schooling children, social media use, and 
staying informed about COVID-19 during the pandemic were 
associated with adverse wellbeing effects, whereas spending time 
outdoors and in nature predicted wellbeing benefits. Similarly, a 
study of the everyday experiences of Australian adults during the 
pandemic showed that greater screen time was associated with 
reduced wellbeing, whereas time spent outdoors was associated 
with raised emotional wellbeing [19].

By probing the daily activities, interactions, movements, and 
experiences of people, experience sampling and daily diary sur-
veys have the potential to highlight the channels through which 
the pandemic affected and may continue to affect psychological 
wellbeing. The pandemic has also seen the implementation of 
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a pioneering ‘continuous tracking’ approach to gathering data 
on mental health and wellbeing that capitalises on the strengths 
of real-time daily and experience surveys and the representa-
tiveness of national surveys. This approach is illustrated by the 
Understanding America Study [20] where participants drawn 
from a subset of a nationally representative internet-panel com-
plete a tracking survey on a specific day at regular intervals, thus 
providing a representative picture of national trends in key well-
being, behavioural, and attitudinal metrics for each day of the 
pandemic [12]. The German COMPASS survey took a similar 
approach, collecting information on wellbeing, behaviour, and 
COVID-19 related variables from approximately 300 partici-
pants every day throughout the pandemic [21].

These large-scale, high frequency assessments have been vital 
in tracking and demonstrating wellbeing trajectories during the 
pandemic. For instance, there was a marked rise in distress dur-
ing the initial phase of the pandemic in the United States [22, 
23] that was followed by a decline in subsequent months, which 
could be attributed to a return to everyday activities and reduc-
tion in the perceived health and economic risks posed by the 
pandemic [22]. Tracking surveys can also play a crucial part in 
understanding the potential wellbeing impact of COVID-19 pol-
icies and restrictions across time and regions, and the evolution 
of the long-term wellbeing consequences of COVID-19 includ-
ing unemployment, poverty, and financial insecurity [24].

Lasting Wellbeing Effects of COVID-19
At the population-level, the general effects of living through the 
pandemic may have dissipated. However, harms to wellbeing  
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may persist for specific groups, such as immunocompromised 
people, those with extended symptoms of COVID-19 [25], 
healthcare staff who have witnessed mortality among patients 
and colleagues [26], those at risk of domestic abuse [13], and chil-
dren whose specialised educational needs have been neglected. 
These groups may represent part of the coronavirus’ negative 
longer-term legacy [27] and planning to address the ongoing 
needs of the groups most impacted by the pandemic has begun, 
as evidenced by the COVID-19 Mental Health and Wellbeing 
Recovery Action Plan [28]. This report highlights policy actions 
that are planned to support such at-risk groups through invest-
ment within the health and education systems and beyond.

In addition, as acknowledged within the action plan, the 
longer-term economic repercussions of the pandemic require 
consideration. For instance, those who go on to experience 
unemployment and underemployment following the pan-
demic may suffer financial and wellbeing ‘scarring’ as a result 
of financial insecurity and weak attachment to the labour force 
following the pandemic [29–33]. Such wellbeing considerations 
may be particularly useful for understanding the longer-term 
dynamic impacts of COVID-19 and the effects of different types 
of COVID-19 policy response. For example, because longer-
term employment displacement has deeper scarring effects than 
short-term displacement, policies that prioritise macroeconomic 
recovery and a return to work may attenuate the scale of these 
effects. Furthermore, it is likely that younger people can recover 
wellbeing from short-run impacts on friendships and social 
engagement [34]. But far more information is needed on what 
will happen to longer-run wellbeing in the case that restrictions 
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become an embedded part of response to emerging variants and 
new waves of the pandemic.

Institutionalising Wellbeing Approaches to Emergencies
One feature of COVID-19 is that the economic and wellbeing 
impact has been disproportionately borne by younger people 
who have experienced significant labour market displacement 
and significant disruption to social activities [10, 30]. However, 
they have been poorly represented in the governmental decision- 
making focused on COVID-19 responses, with their views and 
experiences likely undercounted and underweighted [35]. While 
it is probable that those who have the expertise necessary to 
make recommendations to government do not fall into this cate-
gory – or the many other categories that are under-represented 
here – it clearly creates the potential for the experiences and 
preferences of younger people and other less represented groups 
to be neglected in the decision-making process.

The potential for elements of young people’s wellbeing to 
be trivialised as a result of this is important to reflect on. For 
example, the need to develop social relationships in early adult-
hood and to find social and sexual partners and to form life-
long relationships is widely recognised in many developmental 
frameworks as a key aspect of early adulthood [36]. Framing 
social activity as non-essential compared to the wider goal of 
reducing infection risk and preserving life diminishes, and even 
potentially invalidates, this important aspect of human develop-
ment and experience. There are many other aspects of human 
social engagement and support that were neglected in this way 
throughout the period [37]. In some sense this is ironic, given 
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that a huge amount of literature in recent decades has sought to 
counter the over-focus on economic outcomes by pointing to the 
importance of robust social support as underpinning wellbeing.

Many of the major risks faced by society in the 21st century, 
such as global warming and population growth, are currently 
being managed by people with very defined, and in some ways 
limited, expertise, despite the responses and consequences being 
spread across the whole of society [38].

In a recent paper, the authors proposed a wellbeing commis-
sion to evaluate the potential population wellbeing impacts of 
major policy projects, including pandemic responses [39]. Such 
a commission could help resolve such limitations within govern-
ment by ensuring that its decision-making is informed by a wide 
range of disciplinary expertise and by the life experiences and 
evaluations of citizens from a range of backgrounds. Already, 
Britain has a range of infrastructure that would facilitate the 
development of this type of institutional capacity, such as regular 
wellbeing measurement [40] and UK Research and Innovation 
(UKRI)-funded centres that include substantial capacity for eval-
uating wellbeing impacts, as well as a history of working across 
government departments and developing ideas in this area [6].

The integration of behavioural and social scientists into the 
COVID-19 policy response has been repeatedly and broadly dis-
cussed, and to some degree, implemented by government [41–
43]. In the UK, the role of the Scientific Pandemic Insights Group 
on Behaviours (SPI-B) was to provide ‘behavioural science advice 
aimed at anticipating and helping people adhere to interventions 
that are recommended by medical or epidemiological experts’ 
[44]. While SPI-B contained members that had written on  
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wellbeing related topics, such as psychosocial resilience, the pri-
mary function of this group was limited to supporting the moni-
toring of and adherence to behaviours, such as social distancing, 
that sought to control the pandemic. Their remit did not allow for 
a holistic assessment of wellbeing impacts of policies. For exam-
ple, it is difficult to imagine how a group like SPI-B could, for 
example, provide wellbeing impact assessment of investments in 
mitigating the long-run psychosocial costs of school disruption 
or of being exposed to bullying or domestic violence.

A report by the Institute for Government illustrates the 
decision-making structure of the UK government’s pandemic 
response during the first six months of the pandemic [45]. While 
evolving over time, the basic structure of a core scientific advi-
sory team complemented by a behavioural advisory group was 
maintained. Developing this structure to allow for rapid assess-
ments of medium to long-run psychosocial impacts is some-
thing that should be considered as a matter of urgency, both in 
the context of the ongoing pandemic response and in relation 
to preparedness for future emergency situations. This is further 
emphasised in evidence submitted by the Nuffield Council on 
Bioethics and the Institute of Development Studies, which dis-
cussed the importance of social science perspectives in inform-
ing decision-making. There, the latter stated that SAGE had 
‘minimal social science representation and is largely confined 
to narrow behavioural science perspectives’ [46] which com-
pared ‘unfavourably’ [46] with other European countries. The 
Institute also suggested that more expert input was required 
from ‘anthropology, geography, sociology, economics, history 
and related fields’ [46].
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The major point of our current paper is not that the research 
community was not providing research on wellbeing effects –  
and indeed, it is clear that there is now a large literature in this 
area both within the context of the UK and internationally. 
Instead, the more pressing point is that there is not an obvious 
channel through which this research could have a meaningful 
impact on ongoing emergency responses.

The institutionalisation of wellbeing measurement into emer-
gency responses could potentially fulfil a number of functions:

1. Incorporate a wider diversity of expertise and views: 
Centring the response around purely medical areas 
and the default metrics of infections, hospitalisations, 
and deaths [47] leads to a very homogenous group of 
advisers and form of input into core policy decisions. 
Multi-dimensional measurement would incorporate a 
far wider set of perspectives and provide a far greater 
range of channels.

2. A framework for evaluating the societal impact of the 
pandemic: A wellbeing index could capture the impact 
of a wide-range of factors during the pandemic [27] 
including infection-related worries, the impact of adverse 
economic circumstances such as unemployment and  
reduced income, and the effects of social isolation  
and psychological distress. Such wellbeing estimates 
could be used to inform policy decisions by providing 
a metric for weighing up potential decision-impacts 
across a range of spheres using population-based data 
representing a diverse set of individuals.
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3. Procedural fairness: The integration of information 
about people’s wellbeing may be a useful input to policy,  
independently of whether it changes the precise  
policy recommendations. People have concerns for pro-
cedural fairness and may wish to have their experiences  
reflected in policy deliberations. Not including such 
information may in itself be disrespectful and suggestive 
that such experiences are not deemed relevant from the 
view of official policy-making.

4. Dampening international conflict and Covid-metric 
nationalism: The presentation of stark international 
comparison statistics and case numbers on a nightly basis 
without context provides conditions for international 
conflict and status comparison. It also creates incentives 
for governments to maximise performance on a single 
index or even to suppress information.

Multidimensional Wellbeing Indices
One potential way to improve the process of responding to 
emergencies would be to draw from pre-existing multidimen-
sional measures of wellbeing. The OECD Better Life Index, for 
example, contains 11 different dimensions of wellbeing, encom-
passing income/wealth, housing, job quality, skills, environmen-
tal quality, subjective wellbeing, safety, work-life balance, social 
connections, and civil engagement [48]. While such measures 
are already intended as top-level indicators of overall societal 
wellbeing, they provide a basis for developing more in-depth 
measures and evaluation structures. Anand [49] argues for the 
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incorporation of such indices to assess the impact of COVID-19 
on capabilities to enable priority setting in policy-making. The 
development and integration of multidimensional well being 
scales into emergency response would enable a more holistic 
approach to the assessment of COVID-19 outcomes.

However, the use of multi-dimensional indices such as the 
OECD framework potentially also comes at the cost of concep-
tual clarity and speed of aggregation. In the context of an emer-
gency situation, moving from eleven broadly defined dimensions 
down to an actionable set of policy actions is not particularly 
straightforward. Similarly, the frameworks themselves do not 
provide off-the-shelf procedures for ranking policy actions in a 
clearly quantifiable way. They should be seen as ways of ensuring 
that key considerations of societal welfare gain a share of atten-
tion in the development of responses and in the formulation of 
decision-making structures rather than in and of themselves 
providing clear-cut solutions.

Wellbeing and Policy Appraisal
Another aspect of COVID-19 decision-making that could poten-
tially benefit from a wellbeing approach is the assessment of par-
ticular policies at different stages of the pandemic. Many policies 
aimed at reducing infection risk have impacts on a wider set of 
factors that influence people’s wellbeing, and the benefits they  
provide in one arena could be usefully set against the harms  
they do elsewhere. For instance, decisions to restrict visits to 
people in nursing homes, mandates for face coverings in edu-
cational settings, and restrictions on social visits, all potentially 
have impacts on wellbeing in a variety of ways.
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Furthermore, such impacts may be subtle and hard to meas-
ure in traditional wellbeing formats. For example, the psychic 
cost of not being able to visit a dying loved one may not be meas-
urable using any standard measure of life satisfaction or episodic 
wellbeing but may occupy a particularly meaningful loss for peo-
ple. It is important that there is a place to consider determinants 
such as this.

Another potential input into emergency response would be to 
identify overall impacts on life satisfaction using an integrated 
index of wellbeing. For instance, the concept of WELLBYs, or 
wellbeing years, was developed to provide a scaled unit to exam-
ine different policies from a cost-benefit perspective [50]. Clark 
et al. [27] employ the WELLBY concept to examine the impacts 
of a range of lock-down scenarios in response to the first wave of 
COVID-19 in the UK. A limitation of this approach is the extent 
of uncertainty surrounding the infection responses to different 
types of non-pharmaceutical interventions (NPIs). However, it 
does serve, within assumptions around NPI impacts, to take into 
account important aspects of COVID-19 response such as the 
psychological impacts of COVID-19 on unemployment, as well 
as a range of other psychologically significant factors.

Wellbeing and Ethics of Behavioural Change Strategies
A focus on wellbeing is also informative for the ethics of behav-
ioural change strategies. In some sense, people’s wellbeing and 
adherence to COVID-19 restrictions are mutually supportive, 
for example research shows that happier people are more likely 
to comply with COVID-19 restrictions [51]. However, there are 
clearly trade-offs in this domain. As case numbers come down, 
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people relax and exhibit less fear of the virus both psychologi-
cally and behaviourally. As discussed above, wellbeing improved 
dramatically during the low period of infection and loosening 
of restrictions in summer and autumn of 2020. However, com-
munications that emphasise and make salient the degree of 
personal risk during such periods could potentially reduce the 
risk of further outbreaks, while also harming wellbeing. More 
generally, regular targeting of COVID-19 information in highly 
salient and emotive ways could potentially encourage people 
to adhere to regulations at the expense of their daily wellbeing  
and experience.

Many bodies, including the WHO [52] and ECDC, advise 
people to limit the amount of time they spend consuming  
information in the media about COVID-19. In our own study, 
spending time reading about COVID-19 is one of the most  
psychologically unpleasant daily activities people regularly 
undertake [18]. In that case, there is an interesting ethical trade-
off surrounding the potential behavioural adherence effects of 
regular press briefings and the discussion of the threat it poses 
and the experiential effect that this has upon the population.

In many frameworks, one explicit goal of risk communica-
tion is to help people manage anxiety and set risk in proportion, 
whereas a policy focused solely on mortality reduction may 
involve explicitly attempting to get people to focus on COVID-
19 risk at the expense of other aspects of their wellbeing. As said 
above, it is also possible that in actuality there is not a trade-off. 
If people become desensitised to regular, alarming broadcasts 
about mortality then their efficacy as a behavioural change tool 
will be diminished [53]. Furthermore, it is highly possible that 
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those engaging most with these messages are both already com-
pliant and highly anxious about COVID-19 anyway.

Conclusion
In 2021, the UK government released a report on integrating men-
tal health into pandemic responses [28]. It was very welcome but 
came one year after Covid was a fully live policy issue. It is urgent 
to rebuild the discussion of COVID-19 around multi-dimensional 
measures of wellbeing that situate health and mortality risk among 
the factors that allow for quality of life across the life cycle. A well-
being focus can inform the development of structures that advise 
the government on its pandemic response and its wider emergency 
response, ensuring that the government’s focus is less myopic. It 
can also potentially be informative with regard to ongoing com-
munication efforts to influence people’s behaviour over the course 
of the next stages of the current pandemic response in the UK. 
More broadly, moving to a wellbeing discourse might serve to bet-
ter recognise the discrete experiences of different groups of people 
during pandemic circumstances, and to provide the government 
with the means to tailor or adjust its response to reflect the differ-
ent needs and struggles of these groups.

The integration of wellbeing considerations into emergency 
preparedness and response also comes with a number of ques-
tions, while the extent to which the public trust and value 
inputs from social and behavioural science relative to STEM 
is still not apparent. In a recent paper Sanders et al. [54], find 
that the media discourse around the role of behavioural science  
in the UK’s COVID-19 response was largely positive, but highly  



Incorporating Wellbeing and Mental Health Research 107

controversial with regard to the specific inputs that drove the 
central response. Understanding trust in social science in high-
stakes environments is thus a high priority for capacity build-
ing in this area, in particular understanding both public and  
policy-makers perception of the role of social and behavioural 
scientists in expert advisory groups.
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7. COVID-19 and Mental Health and 
Wellbeing Research: Informing 
Targeted, Integrated, and Long-Term 
Responses to Health Emergencies

Annette Bauer

The COVID-19 pandemic has posed many questions as to 
how governments should best respond to health emergen-
cies, including questions as to how to develop responses 
that consider mental health and wellbeing impacts. This 
chapter argues that mental health and wellbeing research 
should have an important role in informing responses that 
are targeted, integrated and long-term. It provides relevant 
examples of mental health research, policy, and practice 
in the UK, including research on the dynamic and complex 
relationships between mental health and social determi-
nants of mental health such as poverty and social support. 
A particular focus here is on the impacts of the pandemic on  
children’s and young peoples’ mental health and well being. 
The chapter continues by referring to examples of the role 
of economic research in informing trade-off decisions. The 
chapter ends by describing the role of networks and part-
nerships between policy, practice and research to ensure 
that relevant evidence is produced and appropriately dis-
seminated during health emergencies and beyond. The au-
thor presents a perspective in this paper, which draws on 
her own research and research conducted by the Centre for 
Care Policy and Evaluation Centre (CPEC) at LSE.
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The COVID-19 pandemic has posed many questions for gov-
ernments around the world, not least in terms of how to best 
respond to health crises while still maintaining the general health 
and wellbeing of the nation. The standard response of most gov-
ernments has been to impose lockdown measures, which have 
had a disproportionate impact on children’s and young peoples’ 
mental health and wellbeing.

More generally, the strong focus on the physical impacts of the  
virus might have inhibited governments’ ability to recognise 
the impact on mental health and wellbeing that policies such as 
school closures and social contact restrictions entailed. As argued 
in the chapter by Daly and Delaney in this book (Chapter 6), a 
stronger focus on the mental health and wellbeing impacts of the 
pandemic might have led to the development of more balanced 
and nuanced government measures, including some that priori-
tised the needs of children and young people. Daly and Delaney 
propose the use of policy frameworks and tools to ensure that 
mental health and wellbeing data are available on time and are 
considered by decision-makers during health emergencies. This, 
however, also raises questions about the types of mental health 
and wellbeing evidence that should be used and the contribu-
tions that they can make in responses to health emergencies. In 
addition, there are questions of how decision-makers can have 
timely access to mental health and wellbeing data that they can 
use in response to health emergencies, and what the role of 
those involved in producing and disseminating such evidence  
should be.

Building on some of the arguments made by Daly and Delaney, 
I reflect on these questions in the context of the UK by drawing 
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on examples of research conducted my myself or colleagues at 
CPEC, and consider what their potential role may be in inform-
ing targeted, integrated and long-term responses to health emer-
gencies. This includes the role of economic evidence in helping 
decision-makers faced with difficult trade-offs between different 
courses of action. Assuming the use of evidence in policy and 
practice as a shared responsibility between those using, generat-
ing and disseminating evidence, I provide a few examples of how 
stakeholders can be involved in research. I refer to children and 
young people as a population whose mental health and wellbeing 
needs deserve particular attention during health emergencies.

Relevance of Mental Health Research to Informing Policy 
Responses to Health Emergencies
In the UK, a wide range of mental health and wellbeing data 
has been collected throughout the pandemic, either as a part of 
ongoing research or as part of research conducted specifically 
in response to it. This data has provided important knowledge 
about the population groups most affected by the pandemic, and 
revealed significant patterns in terms of the pandemic’s effects on 
mental health over time, and helps us understand the underlying 
mechanisms that explain differing rates of mental health prob-
lems for different populations [1, 2]. In addition, experiences 
from past, comparable events also provide further evidence that 
can be drawn upon, including research that investigates mental 
health impacts from previous economic and health emergencies 
or shocks. This kind of research is particularly helpful in show-
ing the very long-term impacts and in offering explanations for 
these consequences and identifying their root causes. Drawing 
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from two areas of research concerned with two important social 
determinants of mental health, i.e., poverty and social support, 
the following examples seek to illustrate opportunities for using 
mental health evidence to inform targeted, integrated and long-
term responses to health emergencies.

Example 1: Mental health and poverty

National data revealed that the pandemic did not affect peo-
ple’s mental health equally, and that certain groups, including 
those living in or at risk of poverty, were much more affected. 
For example, among the general population, depression preva-
lence was 11 percentage points higher in deprived than in the 
least deprived areas (28% vs. 17%) [3]. Whilst one in ten of those 
earning £50,000 or more experienced depressive symptoms, the 
prevalence for those earning less than £10,000 a year was four in 

Figure 7.1: Relationship between depression and income 
during the COVID-19 pandemic: Percentage of working 
age adults with depressive symptoms by gross personal 
income, Great Britain, 27 January to 7 March 2021

Source: Office for National Statistics – Opinions and Lifestyle 
Survey.
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ten [3]. Figure 7.1 shows this strong relationship between depres-
sive symptoms and gross personal income, with the analysis of 
longitudinal household survey data [1] showing that financial 
difficulties were a main predictor for deterioration in mental 
health during the course of the pandemic.

As well as this, other data shows that children’s and young 
people’s mental health has been particularly affected by the pan-
demic [4]. Whilst most impacts are likely to be short-term, it is 
likely that some of them will be long-term, especially when they 
are linked with a reduced ability for those affected to find jobs 
and with harm to their long-term earnings prospects. For exam-
ple, a report has estimated the long-term ‘scarring’ cost of the 
pandemic to young people entering the labour market in 2021 in 
terms of lost earnings and damage to employment prospects at 
£14 billion [5].

The link between poverty and mental health and the vicious 
cycle which it inculcates is well established, as is the potential for 
it to lead to substantial long-term harms over a person’s life [6]. 
For example, poverty can adversely affect children and young 
people’s brain development and functioning and lead to stress-
driven or otherwise impaired decision-making, in which future 
benefits are discounted over more immediate rewards, thus 
increasing the likelihood of failure in the education system or in 
future unemployment [7, 8].

There is a growing understanding that interventions which 
seek to reduce poverty have the potential to positively influence 
mental health [9], although important evidence gaps remain 
in terms of what constitutes the best design for programmes or 
interventions that seek to reduce poverty whilst also improving 
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mental health, and how to vary this design for maximum efficacy 
with different populations [10]. Two examples of poverty allevi-
ation programmes, cash transfer and debt advice programmes 
illustrate their relevance in addressing the vicious cycle of pov-
erty and mental health problems.

Cash transfer programmes, which provide regular cash 
payments to individuals or households identified as at risk 
of poverty, are one of the most frequently used poverty- 
alleviation measures globally. Their use has been heavily 
expanded in many countries over the course of the COVID-19 
pandemic [11]. Evaluations of these programmes provide impor-
tant evidence as to the effects that poverty alleviation measures 
can have, demonstrating that they can achieve a range of health 
and wellbeing impacts for individuals and communities [9]. 
Whilst not one of their intended programme goals, benefits can 
include a reduction in certain mental health problems, such as 
depression, including for children and young people living in 
households receiving cash transfer payments, or who receive 
cash payments themselves [10]. 

However, depending on the design and implementation 
of programmes in practice, they can also have adverse effects  
on children and young people’s mental health; for example, when 
children or young people struggle to adhere to a programmes’ 
conditionalities, such as regular school attendance [12]. Whilst 
most evidence on cash transfer programmes stems from low- 
and middle-income countries, there have been evaluations of 
similar programmes, like universal credit schemes, in high- 
income countries, including in the UK. Findings here suggest that 
the introduction of the universal credit scheme in the UK, which 



COVID-19 and Mental Health and Wellbeing Research 121

replaced existing benefit schemes and included an increased use 
of conditionalities and sanctions, led to a significant increase in 
psychological distress and depression among unemployed indi-
viduals affected by the policy [12].

Debt advice programmes, which seek to alleviate poverty by 
supporting people to pay off their debt, are another commonly 
used welfare measure in the UK. An estimated 2.4 million chil-
dren and young people in England and Wales live in households 
with ‘problem’ debt, of which a fifth are thought to have low well-
being [13]. National surveys further suggest that up to a quar-
ter of young people have already experienced debt themselves, 
with many reporting this as substantially affecting their mental 
health [14, 15]. Given this, it is unsurprising that debt advice pro-
grammes can play an important role in improving young people’s 
mental health. Studies have shown that they can help in prevent-
ing families and individuals from becoming homeless and from 
falling under the poverty line, as well as in alleviating the mental 
health effects associated with debt [16]. In addition to improving 
general health and reducing anxiety, they can increase feelings of 
hope and optimism towards the future, although more research 
is needed to establish those effects and possible pathways to 
mental health impact [17].

Both these examples illustrate that programmes in one area 
influence outcomes in the other thus highlighting the impor-
tance of integrated responses. In a Lancet Psychiatry commen-
tary [11], myself and colleagues argue for the need for integrated 
responses to improve the life chances of young people during 
and after the pandemic. We recommend that the integration of 
mental health into poverty alleviation measures should ensure 
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that: 1) welfare measures specifically target young people at risk 
of mental health problems; 2) the potential impacts of poverty 
alleviation programmes on young people’s mental health are 
considered when (re-)designing and improving programmes;  
3) this includes the use of evaluation frameworks that include 
mental health; 4) mental health education and promotion 
resources are available through programmes; and 5) mental 
health treatment is promoted and offered through programmes.

Calls for integrated action to address poverty and mental 
health together have been made long before the pandemic [13, 
18]. A few examples already exist in the UK, which demonstrate 
the feasibility of such integration efforts. For instance, special-
ised online mental health programmes have been developed for 
integration with financial services, which seek to address nega-
tive thinking patterns, avoidance habits and impulse spending 
behaviours [15]. Other examples of interventions, introduced 
before or during the pandemic, include measures to protect 
people using mental health crises services from creditors [20], 
and employment advice services offered alongside mental health 
treatment [19]. More research is needed to understand whether 
those or other interventions are (cost-)effective.

Example 2: Mental health and social support

Measures taken by governments in the UK and in many other 
countries to reduce the spread of the COVID-19 virus have 
had substantial impacts on people’s social lives. In particular, 
children’s and young people’s access to their regular social net-
works were affected through measures such as school closures. 
Loneliness among children and young people increased sharply 
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during the pandemic, with one in three reporting feeling lonely 
often or most of the time [18]. Even before the pandemic, one 
in ten children or young people in England said they often felt 
lonely, which is a higher proportion than for the adult population 
[19]. However, not all children or young people have been equally 
affected. Those with pre-existing mental health problems, living 
in or at risk of poverty, or from Black, Asian or mixed ethnicity 
backgrounds have been more likely to experience loneliness [20]. 
Whilst more research is needed to establish the potential longer-
term impacts of the current COVID-19 pandemic on social sup-
port networks or loneliness, and the reasons for them, given that 
childhood and adolescence are important years for building and 
developing social skills and relationships for the future, it is plau-
sible to think that the disruption to social life, including at school 
or workplaces, might have long-term impacts for some children 
and young people. Evidence from previous lockdown measures 
in response to other pandemics also suggests that social isolation 
and loneliness can persist after enforced isolation ends [21].

The close link between mental health and social networks, 
and the support perceived as coming from such networks, is well 
established [22]. Most research shows the protective effects of 
social support, and the negative long-term impacts of low social 
support or loneliness on quality of life, and for older people, on 
morbidity and mortality, or the negative effects of a lack thereof, 
on mental and physical health [23, 24]. Policy responses before 
the pandemic included a loneliness strategy with allocated 
resources to implement proposed actions, and the appoint-
ment of a loneliness minister [25]. In addition to funding allo-
cated under pre-pandemic policies, the government invested, 
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in response to the pandemic, £31.5 million to organisations sup-
porting people who experience loneliness [26].

Whilst mental health and wellbeing research has played an 
important role in highlighting the importance of addressing lone-
liness to increase population wellbeing, there is currently limited 
and inconclusive evidence about what works and what is good 
value for the money in this area [27]. The absence of evidence on 
what works has potentially encouraged well-intended but poten-
tially oversimplified recommendations or interventions, such as 
those that postulate or assume that simply increasing numbers of 
social contacts will automatically reduce loneliness [28]. While 
those suggested actions might have benefits for some, they might 
not be feasible or appropriate for the populations most at risk of 
loneliness, including marginalised children and young people. In 
our recent systematic review [29], which investigated the ‘logic 
model’ behind interventions that successfully mobilise social sup-
port for children and young people at risk of social isolation, we 
found that most interventions involved complex and long-term 
processes that endeavour to build hope, self-esteem and trust. 
While often assumed to be low-cost, interventions in this area, 
if targeting disadvantaged groups, required substantial resources 
in the form of professionals’ and volunteers’ time, whether 
from public health, social care or education services, and some 
required joined-up efforts from communities [29]. The complex 
mechanisms between social support and mental health have been 
subject to more recent studies, including studies concerned with 
the impact of the pandemic on social support [21, 30–32].

Positively, the national COVID-19 Mental Health and 
Wellbeing Recovery Action Plan [26] sets out an integrated, 
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cross-sector response to address the mental health and well-
being impacts of the pandemic, recognising both the impor-
tance of addressing social determinants of mental as well as 
of addressing the needs of children and young people in par-
ticular. For example, the plan includes actions to put in place 
training for teachers to recognise and support children and 
young people with mental health problems at school. It also 
includes actions for the provision of additional mental health 
support to young people not in education, training or employ-
ment. However, the plan does not set out long-term meas-
ures. Especially as government measures to protect financially 
against the implications of lockdown measures on jobs and 
employment have ended, so will their buffering and protective 
effects on mental health and wellbeing, thus exacerbating the 
need for long-term responses [18].

Role of Economic Evidence in Informing Trade-offs
As argued in the previous section, mental health and wellbeing 
research should have an important role in generating knowl-
edge about the complex, multi-dimensional and interconnected 
nature of mental health and its social determinants. By generat-
ing knowledge about root causes and connections, it can inform 
targeted, integrated and long-term policy responses to important 
societal problems. However, given limited government budgets, 
decision-makers are often left with difficult trade-offs in terms of 
choosing between different policies. The large and far-reaching 
impacts of the COVID-19 pandemic require careful considera-
tion of particularly complex trade-offs between and within areas 
of wellbeing and populations.
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Economic evidence has – together with other considera-
tions, such as those of equity and fairness – an important role 
in informing decisions about which population groups to tar-
get and which kinds of interventions are best designed to max-
imise long-term wellbeing given different government budgets. 
Economic research can inform difficult trade-off decisions by 
making the likely costs and economic consequences linked to 
different courses of action more transparent. Although often 
challenging to conduct [33], economic research has an impor-
tant role in assessing costs and benefits from wider family, com-
munity, societal and long-term perspectives, thus highlighting 
the less ‘visible’ costs or cost savings for and across different gov-
ernment sectors. Economic modelling approaches, which pro-
ject long-term costs and benefits, can be a helpful tool to inform 
decisions amid uncertainty, including in situations when there is 
not sufficient time or resources to conduct new studies, or where 
it is impossible to get all required data from one data source [34]. 
A couple of examples of how economic research, conducted by 
CPEC at LSE, has informed resource allocation decisions in the 
UK are presented below.

By highlighting the size of the problem, and the potential 
opportunity costs for not investing into an area, cost-of-illness 
or cost impact studies can inform priorities for action. For 
example, research which showed that over a third of the total 
costs that can be attributed to dementia are those linked to 
informal care inputs by family members and other unpaid car-
ers [35] informed policies and actions concerned with support-
ing unpaid carers, such as those outlined in the 2009 National 
Dementia Strategy [36] and the 2019 NHS Long-Term Plan 
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[37]. Research [38] showing the high costs of maternal men-
tal health problems during the perinatal period, occurring due  
to long-term impacts on mothers as well as on children, led to 
substantial investment into specialist perinatal mental health 
services in the UK as manifested in the Five Year Forward 
View for Mental Health [39] and NHS Long-Term Plan [37]. 
Utilising evidence from longitudinal studies on the long-term 
impacts of maternal mental health on children’s emotional, 
behavioural and cognitive problems, the research highlighted 
the losses of quality of life and productivity in addition to the 
costs for publicly funded services including not just those of 
mothers giving birth but also those of children who have been 
exposed to maternal mental illness.

Whilst cost-of-illness studies generate important evidence 
about the size of a problem, and thus help in prioritising pop-
ulations and problem areas, they do not provide information 
that can inform decision-making about investing in alternative 
courses of actions to address a problem. Cost-effectiveness stud-
ies, which measure and compare costs and outcomes linked to 
different interventions, are required for this. An example of an 
economic evaluation that informed policy action is the analy-
sis of parenting programmes that seek to improve children’s or 
young peoples’ conduct problems, and which showed that these 
programmes can achieve large cost savings – many of which are 
achieved due to a reduction in costs linked to criminal justice 
services and costs to victims of crime, such as through reduc-
tions in ambulance or victim support services [41]. The study is 
another example of how including a perspective which includes 
more than just immediate outcomes occurring to the person 
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receiving the intervention influences the economic case for 
choosing one intervention over another.

The Use of Research in Policy and Practice
Mental health and wellbeing research needs to ultimately be of 
benefit to those in need of mental health treatment or support 
(including prevention and early intervention). For this to be real-
ised, it must also be of use to those policy-makers, influencers 
and practitioners interpreting and using the research findings. 
Processes by which research informs policy and practice are typ-
ically long-winded and complex [42], while the COVID-19 pan-
demic has highlighted the need for quick and effective processes 
of translating evidence into practice.

Individuals or organisations that advocate on behalf of certain 
populations or for certain causes can have an important broker-
age function in utilising evidence, including of research com-
missioned by them. For example, the above-mentioned research 
on the costs of perinatal mental health problems was part of the 
Everyone’s Business campaign led by the Maternal Mental Health 
Alliance and used to make the economic case for increasing 
access to specialist treatment for women. Economic evidence 
reviewed on interventions to reduce loneliness [27] informed the 
case for investing into actions by the Campaign to End Loneliness 
and evidence on the costs of inadequate support for early years 
was used by the Big Change Start Small campaign of the Royal 
Foundation [40].

Although, as illustrated by those examples, campaigning and 
advocacy can have an important role in achieving impact, they 
are probably only suitable for some types of research addressing  
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certain questions. Campaigns have, by definition, a very spe-
cific purpose under which the research and its findings are sub-
sumed, meaning that they are limited in their capacity to use 
research independently or to answer a broader range of ques-
tions. Therefore, depending on the purpose of the research, other 
processes, including those led by researchers or conducted in 
partnership with different stakeholder groups, might be more 
suitable. This includes knowledge exchange initiatives between 
policy, practice and research, which move away from the more 
traditional ‘knowledge push strategies’, in which the focus is on 
disseminating the findings of researcher’s work. This means that 
there is more engagement between the researchers and the stake-
holders, enhancing the practical viability of the research.

Two projects led by CPEC, which seek to facilitate the use of 
research, are described below. The focus of the two projects is 
on social care users and their carers, which are populations at 
high risk of poor wellbeing and mental health, and who have 
been affected disproportionally by the pandemic, in terms of 
excess mortality and morbidity. The Economics of Social Care 
Compendium project (https://essenceproject.uk/) provides syn-
thesised economic evidence about interventions in ways that 
ensure it is accessible to and useful for decision-makers, add-
ing knowledge that helps them to interpret the evidence, such 
as information about the quality and relevance of the evidence 
in the current context. The project has been co-produced with 
practitioners, policy-makers and service users, and offers a 
number of knowledge exchange opportunities, including semi-
nars and webinars. Feedback from people using the website and 
attending seminars has been positive, and the project received 

https://essenceproject.uk/
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further funding from the NIHR School for Social Care Research 
to continue with its activities.

During the pandemic, international platforms for sharing 
evidence and resources among health and social care provid-
ers, commissioners and users have emerged. An example is the 
Long-term Care Covid platform (https://ltccovid.org/), which was 
started in March 2020 by colleagues at CPEC at LSE with mem-
bers of the International Long-term Care Policy Network (https://
www.ilpnetwork.org/). It has expanded rapidly, now including a 
significant social media presence, and is working alongside many 
partner organisations. Ultimately, the project seeks to share evi-
dence that can inform the response of the long-term care sec-
tor to the pandemic. Its main aims and objectives are to globally 
share learning on the impact of COVID-19 on people using and 
providing social care, including unpaid or informal carers, as well 
as about the factors that mediate and mitigate impacts, and to 
identify effective policy and practices. Thus far, the project has 
produced country reports and received inputs from members in 
more than thirty countries, in addition to a wide range of interna-
tional reports, articles and blogs, some of which directly informed 
policy by international organisations such as the World Health 
Organization. It holds seminars or events on a regular basis. The 
work of the project has received significant coverage, especially 
for producing the first UK and international evidence on the 
number of deaths of care home residents due to COVID-19 [43].

Both projects, Essence and LTC-Covid, build on networks 
and partnerships between policy-makers or influencers, practi-
tioners, service user and carer representatives, and researchers. 
These often involve developing collaborations in which research 

https://ltccovid.org/
https://www.ilpnetwork.org/
https://www.ilpnetwork.org/
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is co-produced in processes that include trust-building based 
on principles of mutuality and equality [44]. Early feedback in 
response to the COVID-19 pandemic suggests that those part-
nerships might have had an important role in supporting an evi-
dence-informed approach in response to the pandemic [45].

Conclusion
The policy response to the COVID-19 pandemic has focused on 
responding to the most immediate pressures, which were cen-
tred around providing adequate financial protection for those 
whose existence is most severely affected by lockdown measures 
or the physical health consequences of the pandemic. However, 
experiences from past health emergencies and economic crises 
show that mental health can become a priority of system reform 
during those times and that there are opportunities for change 
and for ‘building back better’ [46]. This includes designing 
public sector systems that are fit for purpose for future health 
emergencies. The LSE-Lancet Commission on the future of the 
NHS after COVID-19 recommends the incorporation of mental 
health strategies into plans to responses for future health emer-
gencies and highlights the importance of mental health evidence 
in informing such responses [47].

This chapter provides examples of how mental health and 
wellbeing research can potentially inform policy responses that 
tackle complex societal problems, including those posed during 
and after health emergencies. This included research that gen-
erates knowledge about the root causes of poor mental health; 
mechanisms and factors that matter the most for addressing 
mental health problems; and examples of economic research that 
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informed resource allocations from a long-term perspective and 
from the perspective of different parts of society. As argued in 
this chapter, economic research in mental health has an impor-
tant role in informing the difficult trade-off decisions between 
health, economic and social priorities that are typical for health 
emergencies. In order for relevant research to be produced and 
disseminated effectively and efficiently during health emergen-
cies, government and non-government institutions should invest 
in building, developing and maintaining partnerships and net-
works between policy, practice and research.
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Social scientists have examined the causes and conse-
quences of people’s engagement with politics for many 
decades, yet we have only just begun to understand the 
roles that health and wellbeing play in people’s involve-
ment as members of the body politic. Findings from a 
nascent body of research suggest that health predicts 
people’s decision to turn out to vote and whether they feel 
they can have a say in political decisions more broadly, 
but we still lack a systematic understanding of the varia-
ble, as well as specific, ways in which health and feelings 
of well being shape people’s interactions with political life. 
We also know little about how – and if – these patterns 
vary across groups in society, regions, countries, or over 
time. In this contribution, we present a framework for ana-
lysing the ways in which specific health conditions may  
shape the connection between citizens’ wellbeing and 
their interactions with politics and how research should 
endeavour to trace the consequences of these links for 
people’s lives as citizens and their full participation in the 
democratic political process.
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In surveys collected in 29 European countries between 2018 
and 2020, one in three (34.7%) indicated that their health was 
‘fair’, ‘bad’, or even ‘very bad’, while 65.3% rated their health as 
‘good’ or ‘very good’ (The European Social Survey, www.euro 
peansocialsurvey.org, Round 9). In the same surveys, over 1 
in 4 (26.7%) indicated that they were hampered in their daily 
activities by illness, disability, infirmity, or mental problems. 
Hence, depending on how we define physical or mental well-
being and the strains associated with them, between one quarter 
and one third of Europeans report that they are coping with less 
than perfect health.1 Not only do these numbers constitute sig-
nificant proportions of European societies, but as the negative 
correlations of indicators of individual health with measures of 
subjective wellbeing in Figure 8.1 show, they shape how people 
feel about their lives: those who say they are in ill health or are 
hampered in their daily activities because of illness are also sig-
nificantly more likely to say that they are unhappy or dissatisfied 
with their lives. 

The fact that significant proportions of democratic electorates 
report less than perfect health at any given point in time is inter-
esting and important in its own right, but how does it impact 
our societies? The politics and economics of health are well doc-
umented, and health policy, of course, is a long-standing and 
prominent concern across all contemporary democracies. 

As a result, we know that inequalities in health conditions are 
systematic and considerable both within and across countries 
[1]. Long recognised as an important and costly public issue, 
health concerns have received attention from researchers and 
policy-makers interested in how government action can redress 

http://www.europeansocialsurvey.org
http://www.europeansocialsurvey.org
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current inequalities and the potential to reduce future ones [2].2 
Political choices and policy designs matter for health outcomes. 

In a different corner of the social sciences, political scien-
tists for many decades have sought to understand inequalities in 
democratic political participation. How and why citizens engage 
with politics is a cornerstone of the study of politics; decades’ 
worth of scholarship have established that people participate in 

Figure 8.1: Correlations between self-reported health and 
feelings of happiness and life satisfaction

Source: European Social Survey (ESS, Round 9).
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different ways and at different rates because of unequal access 
to resources like time, money, and civic skills or differences in 
the motivation to engage with democratic politics. At the level 
of countries, socio-demographic heterogeneity and economic 
inequality are key drivers of inequalities in political demand and 
democratic representation, alongside differences in the formal 
political institutions that facilitate or hamper people’s access 
to and engagement with political processes and institutions  
(e.g., [3, 4]).

For much of their existence, scholarship in these areas of 
health policy on one hand and political participation on the  
other has proceeded on parallel tracks. Yet, there are good rea-
sons to connect them by examining the nexus between 1) in equa-
lities in health and wellbeing and 2) inequalities in political 
participation and representation. First, while focusing on the 
political determinants of health and health inequalities is impor-
tant, we know comparatively little about the flipside of the coin, 
namely whether and how differences in health and wellbeing 
matter for politics and civic life (cf. [5, 6]). Modern democracies 
devote significant resources to the wellbeing of their members to 
ensure full and equal participation in social and economic life, 
and yet, we have limited knowledge about how health and well-
being in fact shape the ways in which people exercise their rights 
and responsibilities as citizens. Put simply, do policies that are 
designed to produce healthier populations also produce health-
ier democracies?

Second, health and wellbeing as determinants of political 
action are important for the study of politics for normative as 
well as empirical reasons. Commonly viewed as foundational to 
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a well-functioning democracy, citizenship behaviours and atti-
tudes are shaped – whether sustained and enhanced or inter-
rupted and hindered – by the wellbeing of its citizens. It is an 
especially compelling argument from the perspective of demo-
cratic representation: if some groups in society are systematically 
underrepresented among those who make political claims and 
for reasons that are remediable, the democratic edifice is lacking.

Below, we begin by reviewing scholarship in health and health 
inequality on one hand and research on political behaviour and 
representation on the other to delineate the intersections between 
people’s physical and psychological wellbeing and their cognitive 
and physical engagement with politics. Because wellbeing and 
political engagement take many intersecting and variable forms, 
the links between individual health and wellbeing and political 
attitudes and behaviours are complex and not always apparent. 
Moreover, these vary across countries, across different popula-
tion groups, and over time.

More specifically, to understand how health shapes the qual-
ity of democratic life, we need to differentiate among specific 
types of health conditions and how these, in turn, affect particu-
lar kinds of citizenship behaviours. [7, 8] Moreover, we will want 
to know how these relationships vary as a function of individual 
characteristics, such as age, gender, income groups, and levels of 
education, that endow citizens with resources or motivations to 
engage in politics. For example, well-documented skews in polit-
ical engagement show that older, better-off, and more educated 
citizens participate more fully in democratic life. As a result, 
older citizens’ voices are heard more consistently and their pref-
erences are represented more reliably. At the same time, we know 
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that different groups of people have variable odds of experienc-
ing distinct health-related problems for different kinds of rea-
sons (e.g., lifestyle, working conditions, or access to preventive 
and diagnostic care).

Do these patterns go hand in hand or are they, as the example 
of older citizens may imply, at odds with one another? Does it 
matter what the nature of the health condition is? For exam-
ple, do muscular and back pain or heart disease and diabetes 
have the same effect on political engagement, and are they 
consequential for the preferences of different groups of people 
or how these preferences are expressed? Put simply, do health 
problems cut across the currently documented inequalities in 
political participation or do they serve to exacerbate them, and 
do the sources of good and ill health matter differently? These 
questions are important, but their answers are likely to be found 
only in careful analyses of rich data, with the help of different 
methodological approaches.

Finally, we want to understand whether welfare systems and 
access to health care or treatments enhance access to the political 
arena or skew political demand [9]. Health policy is at the core of 
modern welfare states, often a central feature of political debates, 
and its design and operation affect people in ways that shape 
their resources and how they think about themselves as indi-
viduals and citizens. Given existing inequalities in the quality of 
care, access to care, and treatment, do citizens who need, seek, 
and subsequently receive treatment for particular conditions 
participate more fully or differently in politics than those who 
do not or cannot? Do these groups hold systematically differ-
ent views about their country’s health care policies and practices, 
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and to what degree do we detect variance between the groups in 
their behaviours?

Understanding Health and Political Behaviour  
in Democracies
What citizens want from government and what they do to get 
it is one of the core concerns of the study of politics. Political 
scientists have spent decades studying this question and we can 
summarise their insights with the help of some stylised facts. 
First, people’s socio-economic status (SES) – often proxied by 
income, education, and social class – correlates positively with 
becoming involved with politics: higher status individuals par-
ticipate more. Second, the mechanisms that underlie the basic 
correlation between SES and political action revolve around high 
SES individuals possessing the necessary resources – both mate-
rial and otherwise – to engage with politics in various ways [10]. 
Indeed, the classic studies of participation suggest that financial 
resources and civic skills in particular are key to understanding 
why some people participate more than others [11]. In addition 
to these resources, the so-called ‘Civic Volunteerism Model’ 
developed by Verba, Schlozman, and Brady argues that partic-
ipation also requires social connectedness and psychological 
engagement [11]. Taken altogether, individual resources, mobi-
lising networks, and motivation are at the heart of what makes 
people participate.

While research on inequalities in citizen politics and access 
to the necessary resources has therefore been a core concern 
in the study of politics, it has surprisingly little to say about 
the connection between health and political cognitions and  
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behaviours. In stark contrast to long-standing literatures link-
ing health and participation in education, work, and family life, 
standard texts on political participation and voter turnout like 
Milbrath and Goel [12] or Wolfinger and Rosenstone [13] barely 
mention health, and Verba, Schlozman, and Brady’s [12] by now 
classic analysis of political participation completely ignores 
health as a factor that influences involvement in civic life (see 
also Burns, Schlozman, and Verba 2001 [14]). Similarly, even the 
most prominent analysis of political activism among older adults 
in America, which focuses on the importance of resources, does 
not include any mention of health as a key ingredient [15]. And 
Schlozman, Brady, and Verba’s [16] most recent book Unequal 
and Unrepresented: Political Inequality and the People’s Voice in 
the New Gilded Age – a summary of three decades of work into 
political participation in America by some of the most distin-
guished political scientists of our time – references the health of 
citizens exactly once, and only in passing, noting that the most 
politically active citizens also tend to be healthier. As Burden  
et al. [17 p167] summarise this literature: when it comes to the 
question of whether health influences political participation, ‘the 
link between the two is often overlooked, sometimes assumed, 
and poorly documented.’ 

Political scientists’ neglect of health as a determinant of civic 
engagement has been as notable as it has been regrettable. A nas-
cent body of research has begun to address this gap by exam-
ining how various health conditions may affect how people 
think about and actively participate in democratic politics (e.g., 
[18–23]). The most frequent starting point for these studies is 
a ‘health gap hypothesis’, which assumes that there is a positive  
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relationship between a person’s health and the quantity of their 
political involvement [5, 6, 24]. Echoing the civic volunteerism 
model foundational to research on political participation, the 
idea of such a health gap or health bias between more and less 
healthy individuals is rooted in the idea that engaging with poli-
tics has a psychological as well as a physical component and there-
fore requires resources that are linked to health. As Gollust and  
Rahn [18] note, ‘The experience of illness … reduces the non- 
financial resources – including physical, cognitive, and social/
emotional resources – that could promote civic participation.’

As a consequence, health should affect political participation in  
various ways. For example, it impacts people’s ability to engage  
in physical and mental tasks – consider, for example, the cogni-
tive task of deciding who to vote for and then the physical task of 
casting a ballot – thus shaping their ability and skills to partici-
pate fully in democratic politics [18, 25]. In addition, if concerns 
about illness overwhelm a person’s attention to other domains 
in life, including politics, ill health can reduce the motivation to 
become or remain involved. Or, given that physical and mental 
health contribute to the creation and maintenance of social net-
works and participation in social institutions, such as the work-
place or religion, it can affect participation via the likelihood 
of mobilisation and recruitment by social others into political 
activity. Consistent with the health gap hypothesis, one gen-
eral conclusion arising from existing studies is that poor health 
impedes the full participation of citizens in the political process. 
Moreover, the effect seems to be independent of other important 
socio-demographic or psychological factors associated with full 
and active citizenship behaviours [5]. 
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While such baseline findings about the deleterious effects 
of ill health may be intuitive, they have not been documented 
universally. Instead, the studies are generally limited in terms of 
scope and significance, focusing on different groups in society, 
with most research in this area still being early in the scientific 
lifecycle and exhibiting several notable limitations. Some of these 
limitations are empirical and others are conceptual and theo-
retical. For example, it is not exactly clear as to why particular 
health conditions alter the ways people engage in specific kinds 
of political acts and cognitions, or whether they do so consist-
ently across different populations. In addition, important meth-
odological issues and data-related challenges require clarifica-
tion and examination. Taken together, despite a promising and 
emergent body of evidence, we are still some distance from fully 
exploring, let alone understanding, the various ways in which 
health-related factors shape how and how much citizens engage 
with democratic politics across countries and across populations 
and why. At the same time, because the provision of health care 
is increasingly the responsibility of government, it is important 
for both normative democratic theorists and empirical social sci-
entists to fully understand whether and how the voices of the 
healthy or unhealthy are translated into public policy.

Taking Stock: Existing Data and Research
On the whole, then, our knowledge about the link between health 
status and the way individuals think about and engage with  
politics – namely, that ill health seems to be associated with lower 
levels of engagement – is currently based on studies that examine 
the connection between health and participation in very specific 
ways. For example, to date, most studies measure wellbeing with 
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the help of self-reported health; they also most commonly exam-
ine electoral participation (voter turnout) to measure political 
engagement. Both make sense for theoretical and practical rea-
sons, as voting is the most common political activity most people 
engage in during their lifetimes, while self-reported health is a 
reliable and readily available indicator of wellbeing.3

At the same time, we do not know if other acts of partic-
ipation are affected by health in the same way as voting is. 
Moreover, the finding that ill health demobilises citizens is 
not uniformly corroborated by the data. In fact, some studies 
have found that, rather than diminish people’s motivation to be 
engaged, ill health can serve to politicise them (cf. [19, 26]). This 
politicisation arises from self-interest, with the increased activ-
ism hypothesis (or what some have called the reversed health 
gap) predicting that ill health motivates political involvement 
because the stakes of public policies and the provision of health-
care are higher for those highly dependent on health services 
[5]. Thus, people with specific health conditions may be more, 
not less, active in work that involves political parties, contact 
with policy-makers, and political demonstrations to make their 
voice heard to express grievances or needs [19]. Second, as a 
matter of social identity, illness and disease patterns may pro-
duce a shared experience and social identity, with mobilising 
networks and political entrepreneurs organising affected indi-
viduals to make demands on policy-makers [27–30]. Good 
examples of such mobilising identities are networks of cancer 
survivors or associations devoted to raising funding and aware-
ness for particular kinds of diseases.

While research into and thus evidence in favour of this polit-
icisation hypothesis has been much more limited than research 
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on the health gap, it offers a clue that there may be alterna-
tive channels for political engagement among some subsets of  
people with specific conditions. Turned on its head, the politi-
cisation hypothesis may also be useful for capturing a theoret-
ically curious, but empirically well-documented, phenomenon: 
that younger (predominantly healthy) voters are more likely to 
abstain from participating in political life. In line with the politi-
cisation hypothesis, younger voters in good health may well have 
fewer incentives to take political action, believing that the system 
can be relied upon and serves their interests. Hence, the politi-
cisation hypothesis, while plausible, requires more rigorous and 
complete testing than has previously been the case.

Figure 8.2 summarises the current literature linking health 
and political engagement, with our added suggestion of a reverse 
politicisation hypothesis in the top left corner.

Beyond the two stylised conclusions – that ill health is debili-
tating for political engagement and that some forms of ill health 

Figure 8.2: Hypotheses in the literature regarding health 
and political engagement

Source: European Social Survey (ESS, Round 9).
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hold the potential to politicise citizens – we know of few results 
in this emerging literature that would qualify as uncontested. 
For example, looking at the correlations of health and various 
forms of political participation and the attitudes about politics in 
the sample of European citizens we mentioned at the outset, we 
see that they can indeed be found in the data. Figure 8.3, which 
shows correlations between health and political engagement, 
reveals that Europeans who report higher levels of ill health and 
being hampered by illness in their daily lives are, by and large, 
significantly less engaged with politics: they participate less and 
exhibit lower levels of happiness with the political system.4

Figure 8.3: Correlations between political behaviour and 
political attitudes by those experiencing ill health or feel 
hampered in their daily activities
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However, these conclusions are not uniformly supported by 
the data. While reports of health (‘ill health’) are strongly and 
negatively correlated with trust in the political system, satisfac-
tion with the government, or a sense of being able to participate 
in politics (so-called political efficacy), feeling hampered in one’s 
daily activities is essentially uncorrelated with reports of attend-
ing demonstrations or working for political parties. Importantly, 
those who report being hampered are just as interested in poli-
tics as other citizens, while correlations of being hampered and 
turnout in the last elections are modest at best.

We speculate that part of the reason for why findings in the 
emerging literature on individual health and political engage-
ment are mixed is conceptual. In particular, there is a need to 
specify the cognitive and physical requirements and antecedents 
of specific behaviours and opinions more precisely in order to 
subsequently establish which dimensions of health matter and 
in what way. For example, are the critical dividing lines between 
physical and cognitive requirements, chronic and acute ailments, 
the social meaning of diseases and disease identities, or differ-
ential treatment via the health care system? Answering these 
questions requires a framework for specifying what we mean by 
health and political behaviour and to conceive exactly how we 
believe the two to be connected.

Healthy Citizens: Connecting Health and Wellbeing  
in the Study of Politics
We start by defining health as a personal property or asset5 and 
political engagement as an individual-level activity that involves 
concrete and observable acts (e.g, voting, demonstrating, joining  
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a group) as well as political orientations, including motivations 
(e.g., political interest), policy preferences (e.g., left-right ori-
entations), feelings of political efficacy and trust, satisfaction 
with incumbents, and the like [5]. If political engagement, then, 
has physical and psychological manifestations and requires the 
necessary resources, motivations, and mobilising networks, our 
conceptualisations of individual health and wellbeing need to be 
defined relative to the political acts we are studying: some aspects 
of health status involve the ability to perform physical tasks and 
some involve emotion, others cognition. Importantly, perhaps, 
there also are blurry conceptual lines between, say, chronic dis-
eases and disability. Moreover, some forms of action, such as 
casting a ballot, require different kinds of physical resources than 
others, such as making an online donation to a political organi-
sation, while some attitudes are more heavily cognitive in nature 
with others being more related to affective states.

In combination, then, health and political acts need to be 
seen in relation to one another. Similar to Mattila et al.’s [5] dis-
cussion of the notion of ‘accessibility’ of political behaviour, we 
ask, ‘What does this type of engagement require?’ Once we can 
answer that question, we can define a particular kind of health 
status as potentially being facilitating or debilitating with regard 
to specific political actions or the formation of particular atti-
tudes. That is, we think of political acts as being hindered or 
enabled, depending on the specific health concern involved and 
depending on the person’s experience of how their wellbeing is 
thus affected.

Our generic individual-level model hence links health status 
and engagement, where the effects of health on behaviour are 
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likely to be conditional on a) the specific attitude or action to be 
explained, b) the specific health issue(s) at hand, and c) intervening 
factors, such as demographic factors, socio-economic resources, 
attitudes (like identity), and mobilising agents and networks. In 
the aggregate, inequalities arise because individual-level physical 
and psychological resources necessary for political engagement 
are distributed unevenly across social groups in a population. 

In this way, we expect the influence of health on engagement to 
be conditional, and in several ways. For one, ill health manifests 
in different ways and in ways that are differentially relevant to 
specific actions. Moreover, there are likely to be significant differ-
ences between somatic and psychological wellbeing – differences 
that do not necessarily point in the same direction of more or less 
involvement. In fact, absent the need to perform a physical task, 
physical wellbeing may serve to produce countervailing effects on 
civic attitudes. For example, as discussed above, good health may 
induce people to believe that all is well and thus produce more 
positive attitudes about government and politics, while ill health 
may have the opposite effect and mobilise to action.

These direct effects are interesting but only the beginning of 
the story. As mentioned above, it is likely that they are condi-
tional on individual traits, characteristics, and attitudes. Thus, 
political ideology may moderate these effects, as may politically 
and psychologically relevant identities like gender or socio- 
economic status. To complicate matters even further, the logic 
of physical resources and political engagement may not translate 
neatly to the effects that cognitive resources and abilities may 
have on people’s involvement with politics. While education 
has long been a potent predictor of physical and psychological 
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involvement with politics, it is yet to be determined if the availa-
bility of cognitive resources functions in the same way that phys-
ical ones do. 

As a last point in this complex chain of relations whose logic 
we seek to unravel, we expect these relationships to be embed-
ded in particular political, institutional, and cultural contexts and 
thus to vary as a function of differences across countries. Hence, 
aggregated to the level of countries, we should see cross-national 
differences in the strength of the individual-level associations 
as well as aggregate correlations that are contingent on national 
factors (such as formal political institutions, political culture, or 
characteristics of the social policy and health care policy systems).

Figure 8.4 above illustrates our main argument: that health 
and wellbeing directly, as well as in conjunction with other iden-
tifiable factors, affect political action on a sustained basis. 

Figure 8.4: Relationship between individual health status, 
social context and a person’s political engagement
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A Brief Look at Some Data
In this section we conduct a brief empirical probability probe 
to see if some of these patterns can be detected in the European 
Social Survey data mentioned above. The intention is merely to 
establish whether the overall picture of these correlations holds 
true in order for future research to then engage with these rela-
tionships more rigorously and more in-depth. 

In Figure 8.6 we correlate reports of political action and atti-
tudes with reports of subjective health and wellbeing hampered 
in daily activities. Importantly we subset these by gender, educa-
tion, and income, given that they are well known antecedents of 

Person X’s
political

engagement

Figure 8.5: Health and institutional factors affecting political 
engagement depending on a person’s socio-economic context
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political engagement and because they are likely to proxy for dif-
ferences in the availability of resources to compensate for diffi-
culties arising from bad health outcomes. Figure 8.5 summarises 
these factors – health, institutional and socio-economic factors –  
and their impact on a person’s political engagement.

The top row of Figure 8.6 shows correlations of health with 
political engagement for women and men, the second row shows 

Figure 8.6: Effects of health on political engagement 
dependent on gender, income, and education, respectively

Source: European Social Survey (ESS, Round 9).
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these correlations for respondents with low and high levels of 
education, and the third row for high- and low-income earners. 

The patterns are as interesting as they are straightforward. 
Generally speaking, reports of ill health are negatively correlated 
with measures of physical and psychological political engage-
ment, particularly when it comes to attitudinal measures of 
political engagement, including political trust, satisfaction, and 
a sense of being able to participate in politics. In contrast, cor-
relations with actual reported political activities are significantly 
lower. Thus, the data show that reported health status is indeed a 
significant factor in people’s engagement with politics, but even 
more so is a person’s subjective sense of wellbeing. 

Just as importantly for our purposes of demonstrating the 
complexity of the relations between health and political engage-
ments, there are consistent differences in the strength of these 
correlations across the different demographic groups. Specifically, 
we see that ill health has a significantly more debilitating effect 
on attitudes and behaviours among women and individuals with 
lower levels of education and income. At the same time, we also 
see that our measure of reported (subjective) health has signif-
icantly stronger correlations with the various outcomes than 
reports of actually being hampered in daily life because of illness.

On the flipside, we also see that ill health appears to have the 
potential to be a positive driver of political motivation, especially 
among the highly educated and individuals with higher incomes. 
Among these two groups, we see a positive correlation between 
ill health and political interest, as well as a positive but more 
modest correlation with reports of having worked for a political 
party. Taken together, these correlations suggest that the health 
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gap hypothesis has broad applicability, but that health status has 
different correlations with attitudes and actions as well as across 
groups of individuals with more or fewer political resources. 
In particular, it is striking that being hampered in their daily 
lives appears to mobilise and motivate people of higher socio- 
economic status to be politically involved to a greater extent  
than those of lower socio-economic status.

Looking Ahead: Some Suggestions
While these correlations only scratch the very surface of what 
may lie underneath the relationships between health and polit-
ical engagement, they point to some of the key challenges to be 
addressed as part of future research in this area. On a theoretical 
level, they highlight differences between the dependent varia-
bles under examination – action versus attitudes – and why we 
may see them. More importantly, perhaps, they remind us of the 
importance to conceptualise and specify the physical and cogni-
tive demands they put on people with different kinds of health 
experiences. Moreover, on the independent variable side, they 
raise the question of why subjective health has stronger effects 
on engagement variables than reported health; this suggests the 
need to specify how to capture the different kinds of limits that 
physical and cognitive abilities impose on citizens.

Among the various ways of categorising these, we would 
imagine there to be important disparities, depending on whether 
differences in health are due to chronic or acute ailments, dif-
ferent kinds of chronic ailments, disease identities and stigmas, 
or how we categorise and incorporate the study of disabilities 
into the study of wellbeing and political engagement. On the  
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cognitive resources side of the ledger, too, we will need to under-
stand variation across different kinds of mental health condi-
tions, for instance, and the extent to which they may or may not 
impede cognitive engagement with politics.

Aside from important conceptual and definitional issues, 
there are important empirical considerations to bear in mind. 
For one, the more specific and finely grained the disease patterns 
or impairments we are looking to study, the bigger and more pre-
cise our datasets need to be in order to achieve sufficient empir-
ical leverage to tease apart how the different manifestations of ill 
health matter. Aside from the need for rich and plentiful data, 
there also is the need to move beyond purely correlational evi-
dence in order to pin down the consequences of ill health for 
political behaviours. Causality is difficult to establish with exist-
ing data sources. Outside the laboratory, longitudinal panel data 
that trace people’s wellbeing and political engagement over the 
life course may allow us to track changes in individual outcomes. 
Alternatively, certain statistical techniques can be helpful, pro-
vided the data are rich and samples sizeable, to draw inferences at 
the level of individuals. In particular, so-called matching meth-
ods, where we match individuals on all relevant characteristics 
except for the statistical treatment of interest – here, an individu-
al’s health status [31, 32] – may be especially useful.

Aside from allowing richer, more comprehensive, and more 
extensive cross-nationally valid measurement of health status as 
well as political behaviour, comparing individuals across coun-
tries will allow us to establish with greater precision whether 
the impact of health varies across different health care systems. 
Do differences in health care systems shape and moderate the  
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connection between health inequality and political inequality? 
Given the considerable cross-national variation in terms of how 
health care is funded or the nature and extent of provision [33], 
it will be important to establish whether people across specific 
social groups (e.g., age, income, and education) are systematically 
advantaged or disadvantaged when it comes to the formation and 
expression of political preferences, depending on the provision of 
healthcare in a society. Together, these building blocks will allow 
us to establish whether there is a connection between health and 
democracy, what form it takes, and whether that connection is spu-
rious or causal. Of course, what policy-makers are likely to do about 
these findings and whether they can serve to articulate proposals to 
address inequalities of participation resulting from differences in 
health outcomes has to remain an open question for another day.

Notes

1 The number of respondents across these surveys was 49,320. There 
are cross-national differences, with Lithuanians and Latvians most 
likely to say they feel healthy and the Swiss and the Irish least likely to 
do so, or Lithuanians and Latvians least likely to say they are hampered 
in their daily activities and Italians and Spaniards most likely to say so.

2 Thus, researchers have found, for example, that inequalities in 
population health are lower in the more generous and universal welfare 
states of Scandinavia [34] or that the choices governments make when it 
comes to designing health, education, and social policies are systematic 
drivers of health outcomes that mediate the impact of people’s socio-
economic position on their wellbeing [35].

3 Often examined in the context of age and lifecycle effects in health 
and voting, researchers have found that ill health reduces turnout, and 
this effect is especially pronounced later in life.
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4 European Social Survey data have been used in some of the most pro-
minent European studies of health and wellbeing and political engage-
ment (www.europeansocialsurvey.org). Here, we look at political actions 
and attitudes asked repeatedly over a number of years. Actions include 
voting, attending demonstrations, and working for a political party; 
attitudes include people’s trust in political institutions and satisfaction 
with the government, political interest, and political efficacy.

5 We acknowledge that people can also be affected by the health 
challenges of social others, such as family members or friends.
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9. Health and Disability Gaps in 
Political Engagement: A Short Review

Mikko Mattila

This review presents a short overview of the current state 
of research in the field of health, disability, and political  
engagement. I focus on the individual-level relationship 
between health and political behaviour or political atti-
tudes. Most of the existing studies have analysed the effects  
of health or disability on electoral turnout, and almost 
all of these studies have found a negative association  
between poor health, disability, and turnout. The relation-
ships between health and other forms of political partic-
ipation are more complex; poor health and disability can 
actually promote certain types of participation (e.g., sign-
ing petitions or participation in social media). However, 
studies of political attitudes show that poor health and 
disability are connected to lower levels of trust and  
external political efficacy and that this disengagement 
may even lead, for example, to increased support for 
right-wing populist parties. In general, political actors and  
researchers need to be encouraged to implement new, 
more inclusive solutions to bridge the health and disability 
gaps in political engagement.

In this review, I present a short overview of the current state 
of research in the field of health and political engagement. 
The overall aim is to provide an easily accessible evaluation of  
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the main concepts and empirical contributions for readers inter-
ested in the rapidly expanding field. I focus on the individual-level 
relationship between health and political behaviour or attitudes, 
that is, on what we know about the effect that individuals’ health 
status has on their engagement with democratic politics. Given 
the briefness of this review, it is impossible to do justice to all  
of the research in this rapidly growing field. However, I try to 
present a balanced view by highlighting the most important 
research results and developments in the field.

I start by briefly discussing the definitions of health and disa-
bility, because it is important to acknowledge the differences and 
similarities between these two concepts for two reasons. First, 
political science researchers often do not make a distinction 
between the two. Although health and disability are two sepa-
rate concepts, they can sometimes overlap empirically. Second, 
if we acknowledge the similarities between these concepts, 
there is much that political scientists can learn from the disabil-
ity studies field, particularly when it comes to policies that aim 
to bring the voice of these disadvantaged groups into political 
decision-making.

After this conceptual part, I will turn to a discussion of the 
existing state of knowledge in the field of health, disability, and 
political engagement, starting by reviewing what we know about 
the health implications for politics and then discussing the pol-
icy implications of this accumulated knowledge.

Health and Disability
The concepts of health and disability are related, but the exact 
nature and overlap between the concepts is rather difficult to 
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define because the nature of both is contested, with little con-
sensus on their substance. One of the most frequent definitions 
of health is that provided by the World Health Organization 
(WHO), which defines health as ‘a state of complete physical, 
mental, and social well-being and not merely the absence of dis-
ease or infirmity’ [1]. But compared with health, defining disabil-
ity is even harder. Depending on the approach, disability can be 
defined as an impairment (medical definition), a functional lim-
itation that prevents participation in work life (administrative or 
legal definition), or barriers in society that restrict the lives of 
people with disabilities (social definition). 

Turning once more to WHO, they define disability as an 
umbrella term incorporating three dimensions: (1) impairment, 
(2) activity limitation, and (3) participation restriction [2]. The 
first dimension refers to a problem with bodily functions or 
structure, whereas an activity limitation is a difficulty encoun-
tered by an individual when executing a task or action. From 
the perspective of democratic government, the third dimension 
is perhaps the most interesting. Participation restrictions are 
defined as problems affecting individuals’ involvement in life 
situations. This dimension is particularly important for politi-
cal scientists, as participation in democratic politics is one of the 
most central subjects of study in the field. 

The concepts of health and disability are thus distinct, but 
overlap in part. For instance, not all persons in poor health 
belong to the group of disabled persons, but those with chronic 
illnesses may fall into this category. For example, diabetes may 
cause blood-flow problems in feet, which may lead to amputa-
tion and permanent movement restrictions. Likewise, a person 
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with a disability may otherwise be in excellent health, but others 
may have health concerns beyond their disabilities. The essential 
point here is that both conditions may restrict or disable people’s 
participation in democratic life.

For political scientists, it is possible that when they say they are  
analysing the relationship between health and politics, they often 
mean they are interested in how disabilities affect people’s engage-
ment with politics. Here, the term disabilities incorporates the 
standard definition discussed earlier but also includes chronic 
health problems. Short-term health problems are not, in and of 
themselves, challenging for democracies. If a person catches a 
common cold just before election day and does not vote because 
of this condition, it will not be a problem for democracy as long 
as these short-term conditions are dispersed relatively randomly 
in the population. However, chronic health conditions are differ-
ent. They are long-lasting by definition, and we know that they 
are not randomly distributed among different socio-economic 
groups in the population. They affect less well-off people to a 
greater extent than other groups, and this group also often has 
other difficulties in their lives that affect their political partic-
ipation. These kinds of health differences produce health gaps 
in democratic participation between those in good health and 
those in poor health, which in turn are likely to result in bias in 
policies, because the voices of all groups are not equally heard  
in the decision-making process [3].

Therefore, it appears that political scientists are in fact more 
interested in participation limitations in democratic politics 
brought about by long-term impairments than in the effects of 
health conditions. This would imply that they are interested in 
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not only the effects of health but also disability. Because there 
already exists a large body of literature studying societal partici-
pation in the field of disability studies, political scientists should 
certainly engage with this literature more in their own studies as 
the issues confronted by people with health problems are often 
similar to those limitations faced by people with disabilities.

Health and Disability Gaps in Politics
Health and disability gaps in politics refer to differences in polit-
ical engagement between those in good health and those in 
poor health, or between those with disabilities and those with-
out. The gaps may be related to participation or to differences in 
political attitudes, values, or identifications. Most studies have 
focused on different forms of political participation, and studies 
analysing the effects of health [4] or disability [5] on electoral 
turnout have been particularly popular. Almost all of these have 
found a negative association between health and turnout, with a 
scoping review of 40 studies showing that this negative relation-
ship is robust, has electoral consequences, may shape policies, 
and may deepen existing health inequalities [6]. Theoretically, 
researchers have attributed this negative effect to a lower sense 
of political efficacy, lower levels of social and financial resources, 
or diminished social networks amongst people with poor health. 
However, more information is needed about condition-specific 
effects on turnout, because it seems that although the relation-
ship is usually negative, some conditions increase the likelihood 
of turning out [7].

Poor health seems to affect voting choices as well. In terms 
of the traditional left-right dimension, people with poor health 
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or disabilities are more likely to identify themselves with the 
political left [8]. Most studies of actual party choices in elec-
tions have been conducted in countries using the first-past-the-
post electoral system, with results from the UK showing that 
people in poor health in general [9] or people with depression 
[10] are more likely to favour Labour over the Conservatives, 
and in the United States, results show that the Republicans 
are similarly favoured by those in good health [11]. However, 
more recent studies of European multiparty systems indicate 
that poor health is associated with a higher likelihood of voting 
for right-wing populist parties [12]. Finally, there are also some 
results indicating that mental health issues may affect voting 
choices in referendums as well, as was the case with the Brexit 
referendum [13].

Regarding forms of political participation other than vot-
ing, the results are more varied and depend on the context, 
type of illness, and participation form. The pioneering study 
by Söderlund and Rapeli found that among Nordic citizens,  
poor health can actually motivate people to participate [14]. Poor 
health can intensify the importance of politics for individuals 
because welfare policies, particularly those related to healthcare 
services and transfers, become more important for people with 
health problems. Similar results were subsequently found in a 
wider European comparison and also in other contexts [15]. For 
instance, contacting politicians, signing petitions or initiatives, 
being politically active in social media, and boycotting certain 
products were found to be typical forms of participation in  
which people with poor health were more active than those  
in good health.
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Interest in politics is a key indicator of citizens’ attitudes 
towards politics. Interest is usually quite a stable trait that is 
developed in adolescence and is generally relatively consistent 
over the individual’s life course. Findings relating to the correla-
tion between health and interest are somewhat mixed. Analyses 
with cross-sectional data have shown that depression and dis-
abilities are associated with lower levels of interest in politics [16], 
but a longitudinal study of the effects of general health on interest 
levels found evidence of a relatively weak connection [17].

One of the main attitudes promoting political participation is 
political efficacy, which is typically broken down by political sci-
entists into two subcomponents. The first, internal political effi-
cacy, refers to individuals’ evaluation of their own competence 
in terms of understanding and analysing politics. The second, 
external efficacy, refers to beliefs that politicians and the political 
system in general are responsive to demands from citizens. For 
those with high political participation, this engagement is typi-
cally preceded by the belief that one is capable of acting politi-
cally (internal efficacy) and that it is possible to make a difference 
through one’s actions (external efficacy). Available results on how 
health is related to political efficacy vary. In one study, data col-
lected from Finland showed that poor health was associated with 
lower levels of external efficacy but was unrelated to internal effi-
cacy [18]. However, a later European-wide study suggested that 
in addition to external efficacy, low internal political efficacy is 
also related to people’s poor health status [19]. Disability is also 
linked with lower levels of both types of efficacy, although the 
gap in internal efficacy disappears after controlling for education 
and certain other socioeconomic factors [20].
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Another important predictor of political participation is polit-
ical trust. Data on how health is related to trust show stronger 
patterns than results concerning efficacy. People in poor health 
have lower levels of trust in policy-makers and in the functioning 
of the political system [21]. However, the effects of low levels of 
trust on actual political participation are not necessarily obvious. 
Research from Finland shows that poor health leads to lower lev-
els of trust, which in turn depresses traditional forms of partici-
pation (such as voting), but that it has the opposite the effect on 
non-institutional participation. Health problems in combination 
with low levels of trust motivate people to engage in participa-
tory forms that bypass traditional party-based institutions (e.g., 
demonstrating, boycotting products and political participation 
in social media) [22]. This poor-health-related disengagement 
from traditional forms of participation may also be related to 
the observation that when people become ill, their identification 
with political parties also decreases [23].

To sum up, we know quite a lot about how health or dis-
ability affects political engagement in general. Poor health or 
disabilities affect both the amount of participation and the way 
people participate. They depress traditional partybased partici-
pation (such as turnout) and are linked to disappointment with 
the political system (low levels of trust and external efficacy). In 
contrast, this disappointment also encourages certain types of 
political activities. Poor health often motivates people to engage 
in actions that are directly relevant to their needs, such as par-
ticipating in demonstrations related to insufficient public health 
care policies, or contacting politicians to try to affect decisions 
that go to local level health services. Hence, it is difficult to say 
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whether poor health or disabilities reduce participation in gen-
eral (except in self-evident cases of extreme impairments), but it 
certainly transforms the way people participate in politics. 

Obviously, there are still several important topics not covered 
by the existing research. First, the literature does not inform us 
enough on the relative importance of health problems in com-
parison to the main indicators of individuals’ socioeconomic sta-
tus. For instance, questions such as ‘How significant is the effect 
of poor health or disabilities on political engagement when com-
pared to low income, unemployment or low education?’ have not 
yet been sufficiently answered. Furthermore, we do not know if 
and how health problems interact with socioeconomic status or 
life habits, although there are some results indicating that the 
health effect is independent of persons’ social class [24].

Second, we do not know enough of the potential context spec-
ificity of the health gaps. It is probable that the effects of health 
are heterogeneous; that is, they vary in different cultures and 
political systems, or amongst different groups of people. Few 
studies have looked comparatively at health or disability gaps in 
different welfare state regimes. The hypothesis that differences 
between health groups should be smaller in societies where pub-
lic healthcare services (combined with extensive social support 
networks) are widely available makes sense. Nevertheless, avail-
able analyses only partially support this idea. Comparisons of 
health gaps in trust and political efficacy show that both polit-
ical trust and political efficacy are higher in more encompass-
ing European welfare states, but the differences between those 
in good and poor health are also largest in these strong welfare 
states [25]. One explanation for this observation could be the 
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‘Nordic paradox’, which suggests that the Nordic welfare model 
has been unsuccessful in reducing health inequalities between 
socioeconomic groups, and that these inequalities ‘spill over’ to 
affect the health-political engagement relationship as well [26].

Implications for Policies 
What are the policy implications of these results? What can be 
done to reduce the health and disability gaps? An obvious solu-
tion would be to reduce health inequalities, although this is 
something that should be done regardless of gaps in political 
engagement between those who are healthy and those who are 
not. However, as the results from the Nordic countries show, this 
is not a straightforward task because policies aimed at promot-
ing general levels of health in the population do not necessar-
ily diminish political engagement gaps between health groups. 
Thus, we need to focus both on general levels of political activ-
ity (which are only partly related to health differences) and the 
between-group differences.

One way to help the situation is by promoting awareness of 
health gaps in political engagement, and especially by emphasis-
ing how the subdued voice of people with poor health may bias 
decision-making in favour of those in good health. This effort 
should entail increased cooperation with various health and dis-
ability advocacy groups and organisations. Public advocacy work 
would also benefit from more research on the matter. Currently, 
the biggest obstacle for high-quality research into health gaps is 
the lack of suitable data. To uncover the often complex and inter-
mingled mechanisms between health issues, socioeconomic sta-
tus, and political engagement, better data are needed. In practice, 
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this kind of analysis requires longitudinal panel data that track 
people’s situation in terms of health and political engagement over 
several years or even decades. Unfortunately, existing panel data 
projects are not very suitable for these purposes. There are some 
excellent survey panel projects that include good measures of 
health, but these only consider a very limited range of indicators 
of political engagement (e.g., the UK Household Longitudinal 
Study). Political panel survey projects have also provided good 
data following changes in political engagement, but typically 
they do not include good measures of health or disability (if any 
at all). Suitable data would also encourage researchers to apply 
rigorous research designs to unravel the causal effects that health 
and disabilities have on political engagement. Currently, too 
much of the research is based on designs, methods, or data that 
can only reveal correlations without really being able to test the 
causal mechanisms connecting health to political engagement.

Building new or modifying existing social institutions to 
increase the voice of those with health issues could also alleviate 
the situation. Nowadays, for example, countries such as Finland 
require that all municipalities have compulsory disability coun-
cils, which should be consulted in all matters that could have 
consequences for the situation of people with disabilities. Often, 
however, the influence of these kinds of mandatory bodies is lim-
ited, and more research is needed into how these kinds of insti-
tutional setups can actually have a greater influence on political 
decision-making. Furthermore, as recent developments in party 
research have emphasised the importance of intraparty democ-
racy and inclusiveness [27], a way to strengthen the voice of 
disadvantaged health groups could be to build similar ‘councils’  
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within parties that are ultimately responsible for political deci-
sions affecting the lives of people with health issues. 

Equality in elections is considered to be one of the corner-
stones of democracy, so special attention needs to be given to 
inclusive voting practices [28]. Hence, it is not a surprise that 
voting accessibility has been on the agenda in many countries. 
Voting has been made easier with various facilitation arrange-
ments put in place, such as advance voting, e-voting, postal 
voting, or proxy voting, but the results – in terms of encour-
aging turnout – vary and are not always as helpful as expected. 
Comparative results from Europe indicate that health gaps are 
not smaller in countries which have these kinds of voter facilita-
tion practices; in fact, the situation seems to be quite the reverse 
[29]. The reason for this may be that when new measures are 
not directly targeted specifically at people with poor health (such 
as advance voting), these measures may motivate other voter 
groups even more than those with health issues. It is also possible 
that countries have begun to implement voter facilitation instru-
ments because of concern over existing health gaps. There is also 
contrary evidence relating to useful reforms, which has helped to 
close the turnout gap, at least to some extent. In the US context, 
allowing voting by mail has increased the turnout among people 
with disabilities [30]. Furthermore, providing more polling sta-
tions closer to where people live might help, because increasing 
physical distance from polling stations decreases the likelihood 
of voting among people in poor health [31].

Conclusion
In conclusion, although health and disability gaps do not exist in 
all areas of political engagement, they do so in many areas, and 
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it is a matter of concern that such a situation can lead to partial 
political disempowerment of people in poor health and people 
with disabilities. Overall, the results point to increased political 
disengagement and disappointment with politics amongst peo-
ple with poor health, as well as to an increased willingness to 
engage in political protest behaviour and participate in politics 
in ways that bypass the traditional party-based system. Hence, 
measures attempting to bridge turnout gaps between health 
groups are particularly important. However, focusing on turn-
out alone will not ensure that the voice of these disadvantaged 
groups is heard in political decision-making. More efforts to 
raise awareness are required, along with research on this topic 
and a focus on building accessible public institutions, in order to 
achieve more inclusive democracy.
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