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The value of health and how to measure it is a fundamental topic in public health ethics, and so we are delighted to be able to present this symposium on Daniel Hausman’s Valuing health: well-being, suffering and freedom (OUP, 2015). Valuing health provides a timely, systematic and novel account of the terrain, and will be discussed for many years to come. The papers in this symposium derive from a one-day conference convened by the UCL Health Humanities Centre in June 2015.

When looked at from a population perspective, health resources are always scarce. However much money and staff time are available, there will always be more interventions that could further improve health, given more resource. In addition, health ministries across the world are currently feeling the squeeze from a combination of increasing healthcare needs as populations age, rising costs of novel interventions, and lack of willingness to significantly increase the budget allocation.

There is a broad consensus that scarcity of healthcare resources requires a commitment to fair prioritisation. All plausible ways of doing this require some kind of measurement, whether of the severity of the suffering to be avoided, the cost-effectiveness of the intervention to be used, or something else. One central question is what variables should be measured for the purposes of healthcare resource allocation, and how should they be measured.
 One familiar answer would be that the fundamental variables to measure are the burden of disease, and the cost-effectiveness of different interventions to reduce disease burden; and that burden of disease should be measured by the methodologies used by the Global Burden of Disease Study. (Murray and Lopez 2013) An alternative would be to use the EuroQol five dimensions questionnaire (EQ-5D) to generate information about Quality Adjusted Life Years (QALYs). (EuroQuol Group, 1990)

Much of Hausman’s subtly argued book is devoted to unravelling what, if anything, purported health measures are in fact measuring. One of Hausman’s key conclusions is that projects such as the Global Burden of Disease study, which purport to be measuring health, are mistaken. This is because it is unclear what it is for one state to contain more health than another — except when looked at a very gross level. What is most likely going on, Hausman argues, is that those surveyed are stating preferences with regard to different health states, health states with which they may or may not have had direct experience.

The upshot, Hausman argues, is that health policymakers should be clear that they are measuring judgements about the value of health states, rather than measuring health itself. Once this has been clarified, the key question is how the value of health should be measured. Hausman argues that existing instruments measure the private value of health—that is, health’s “contribution to whatever the individual cares about or should care about” (2015, p. 158), whereas what should be measured for resource allocation purposes is the public value of health, which is the value health should be accorded from the perspective of the liberal state. Hausman argues that the public value of health should be measured by the extent to which (a) suffering and (b) activity limitations are relieved.

The papers

Each of the symposium commentators engages with a different aspect of Hausman’s argument. Elselijn Kingma interrogates the account of health advanced in chapter 2. Notwithstanding what he has to say about valuing health later in the book, Hausman argues that health itself should be understood naturalistically and non-normatively in terms of the contribution of the functioning of parts to survival and reproduction. Kingma argues that any naturalistic account must come up with a solution to what she calls the problem of situation-specific disease. In cases such as priapism, a functioning that is healthy and desired in one context is thought of as a disease in other contexts if the functioning occurs for too long or when undesired. The naturalistic account thus “must specify under what conditions and within which range a particular physiological configuration counts as normal functioning; and under what conditions it does not,” (Kingma 2017, p. 4) but it is hard to see how it can do so without making normative assumptions.

Hausman argues that the appeal to survival and reproduction can play a useful role in distinguishing situation-specific disease. In cases such as morning sickness, something that would otherwise count as a disease (nausea) is not thought of as a disease because it is seen as part of a package that includes pregnancy, and this package makes an enormous contribution to survival and reproduction. By similar reasoning, priapism (though not discussed by Hausman), could count as a disease despite the contribution of erections to reproduction, because of the broader problems the condition can cause for survival and reproduction in the long term.

Chapters 7–9 of Hausman’s book examine the pros and cons of preferences versus subjective evaluations as ways of measuring the value of health. Most work on the valuation of health (for example the EQ-5D) depends on eliciting the preferences of individuals about how they would value time in a particular health state of less than full health against time spent in full health.
 Amongst other criticisms, Hausman argues in chapter 7, that, even by economists’ own lights, an individual’s preferences will give a reliable guide to what would in fact make them better off only given a number of assumptions that are rarely met in reality.

An alternative approach proposed by Dolan and Kahneman (2008) aims to measure experienced subjective utility instead. At regular intervals, participants are asked to record their occurrent utility. Thus rather than asking individuals to predict how they would feel about an experience or to remember how it felt, researchers ask them to record it as it happens. The momentary utility recorded can then be summed or averaged to determine the difference that a particular health condition makes. Experienced utility approaches seem to presuppose that how good a life is overall is a simple function of how good it is at each separate moment, but most people (including Hausman) think that the shape and order of events in a life makes a difference to how well it goes. If so, the goodness of a life as a whole cannot be determined simply by “adding up or averaging how good it is during separate periods.” (Hausman 2015, p.12)

Adam Oliver (2017) explores an apparent inconsistency between Hausman’s accounts of health and well-being. Despite denying that an “adding up” view of well-being is plausible, Hausman does think that how healthy a life is can be measured in this way, because “[t]he trajectory and narrative of a life are crucial elements of well-being that are irrelevant to the appraisal of health” (2015, p. 123). As both Oliver and Hausman acknowledge, it is not immediately clear how we should determine whether an “adding up” or a more holistic account of health is most plausible, though as Hausman points out, if we do not assume an adding up view of health, the measurement of health “becomes immensely more difficult”. (Hausman 2017, p. 12)

In chapters 10–12 Hausman argues that there are significant problems in attempting to measure well-being, and this entails that valuing health through its impact on well-being is also problematic. Anna Alexandrova (2017) is sympathetic to the arguments Hausman makes, but aims to make some room for the possibility that well-being may be measurable for public policy purposes after all.

Alexandrova argues that both the way that Hausman conceives of well-being and how he conceives of measurement can be challenged. Hausman conceives of well-being as the “dynamic coherent integration of objective goods into an identity” (2015, p. 141), whereas Alexandrova points out that this is only one conception of well-being, and that there will be other less demanding conceptions of well-being that are useful for public policy purposes. Some of these more contextual measures of well-being have been appropriately validated. Thus, “whether well-being is measurable depends on how flexible we are willing to be about what counts as well-being and what counts as valid measurement.” (Alexandrova, 2017, p.2) Hausman acknowledges that Alexandrova’s account of the validation of contextual well-being measures goes some way to allaying his concerns, but argues that deep problems remain: the only methods of measuring well-being for public policy purposes seem to rely on either (a) preferences or (b) subjective experiences, both of which Hausman critiques at length in the book.

Hausman argues in chapter 13 and 14 that, rather than measuring health’s effects on well-being, policymakers should measure the public value of health. In doing so he references existing work by Erik Nord and others, but aims to go significantly beyond it. Hausman argues that the public value of health is measured appropriately by focusing on activity limitation and suffering.

Nord (2017, p.3) argues that Hausman at best ends up reinventing the wheel, given that three of EQ-5D’s five dimensions focus on activity limitation, and the other two on suffering. Nord further argues that the cost-value analysis that he has pioneered (see e.g. Nord 1993, 1999) already includes ways of incorporating societal concerns about fairness into resource allocation decisions. Moreover, Hausman’s weightings come apart in significant ways from the weightings in EQ-5D, particularly around severe pain and suffering. EQ-5D, unlike Hausman’s weightings, is based on empirical research about how bad different populations feel it to be in severe pain. Such discrepancies raise a challenge for Hausman’s public value account: “Why should a benevolent liberal state take a different view from that of the people the state is supposed to help?” (Nord, 2017, p. 6)

Hausman’s response is that despite the fact that EQ-5D focuses on similar elements to his account, it does so for different reasons; EQ-5D only aspires to measure the private value of health, whereas his account aims to measure the public value of health. In addition, Nord has failed to realise that Hausman’s account contains two separate steps. First, measuring the public value of health, and second working out how such public values should be treated alongside other concerns, such as severity, within public decision-making. Concern for severity is not best accounted for by adding a numerical weighting to the health gains of those who are more severely ill, but in responding appropriately with ethical values such as compassion that are separate from and not reducible to concerns about health maximisation. Thus, unlike Nord, Hausman thinks that the role of cost-effectiveness analysis must be limited in health policy: “the real challenge lies in figuring out how to make policy when, as will often be the case, numbers provide no guidance.” (2017, p.23)

Chapter 16 examines how the public value of health should be combined with the other ethical values. One of Hausman’s arguments concerns pairwise comparison, which has long been a popular nonconsequentialist approach to resolving cases where not all needs can be met. (Nagel 1979) Pairwise comparison requires that the claims of individuals are compared side-by-side, ensuring that only those with the strongest individual claims are prioritised. Importantly, it denies that bringing small benefits to each of a very large group can outweigh meeting the strong claim of a single individual. As Hausman explores, this would seem to have radical and counter-intuitive implications if taken seriously as a basis for health policy, given that existing health systems do devote a significant amount of resources to dealing with minor ailments.

Alex Voorhoeve (2017) argues that we should combine a commitment to pairwise comparison in certain cases with a commitment to aggregation in others. On Voorhoeve’s view, only claims that are relevant to one another in strength may be aggregated. As Voorhoeve concedes, it is initially unclear how such an approach—which seems to say that minor ailments should not even be put on the same scales as much more serious ones—is compatible with the type of approach actually taken within publicly funded health systems. Voorhoeve canvasses two possible explanations: first that it may be more efficient to deal with minor ailments within the public system rather than to require out of pocket payment. Second, that minor ailments may turn into more serious complaints.

Hausman argues that the success of the latter reply is crucial, but that it faces a dilemma that is familiar to nonconsequentialist accounts of risk. How should the strength of a claim to treatment be judged for a minor ailment that, in extremely rare cases, would turn into a life-threatening ailment? If the strength of a claim is discounted by the likelihood of its occurring, then the claim to treatment in this case would be too weak to be relevant when compared with serious conditions. If so, there will thus be no justification for treating minor ailments. But on the other hand, if the strength of a claim is not discounted by its likelihood, and there is some small likelihood of even the most minor ailment turning into a more serious one, then it would seem that on Voorhoeve’s account pretty much all minor ailments will be relevant to more serious ones. If so, then Voorhoeve’s aggregate relevant claims account would not in fact do anything to rule out aggregation in health care.

In the book’s final chapter (chapter 17), Hausman broadens his focus from health policy to public policy in general, setting out a normative framework that he calls restricted consequentialism. For the restricted consequentialist, government policy-making not only is, but ought to be, largely siloed in individual government departments. Each department has its own goal linked to a fundamental public value, which it should pursue in a maximizing way (subject to constraint by other non-consequentialist values).

James Wilson (2017) raises a number of challenges to restricted consequentialism. One is that it is unclear that the goal of health policy should be constrained maximisation of the public value of health; other non-health related goals such as financial protection also seem to be relevant. Another is that Hausman says little about the crucial question of how maximization should be appropriately constrained by a range of other values. In reply, Hausman acknowledges that it was a mistake for him to draw the conclusion that health policies should be assessed only by their impact on health. He agrees that questions about how consequentialism should be constrained are not answered by his account, but argues that this is the “fundamental problem of political evaluation” (2017, p. 27) and that it has not been solved by anyone else either.
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�	� As Hausman explores in chapter 16, there are another set of questions about how information from such measures should be used in allocation decisions. Even if all sides are agreed that a hyper-expensive drug for a very rare disease will produce many less QALYs than funding a treatment for a common condition, then this does not by itself settle whether the drug should be funded.


�	� The techniques include rating scale, standard gamble and time trade-offs. For more see Bleichrodt and Johannesson (1997).
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