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Abstract

Objectives We aimed to synthesise knowledge on the relative social value of child and adult health.
Methods Quantitative and qualitative studies that evaluated the willingness of the public to prioritise treatments for children 
over adults were included. A search to September 2023 was undertaken. Completeness of reporting was assessed using a 
checklist derived from Johnston et al. Findings were tabulated by study type (matching/person trade-off, discrete choice 
experiment, willingness to pay, opinion survey or qualitative). Evidence in favour of children was considered in total, by 
length or quality of life, methodology and respondent characteristics.
Results Eighty-eight studies were included; willingness to pay (n = 9), matching/person trade-off (n = 12), discrete choice 
experiments (n = 29), opinion surveys (n = 22) and qualitative (n = 16), with one study simultaneously included as an opinion 
survey. From 88 studies, 81 results could be ascertained. Across all studies irrespective of method or other characteristics, 42 
findings supported prioritising children, while 12 provided evidence favouring adults in preference to children. The remainder 
supported equal prioritisation or found diverse or unclear views. Of those studies considering prioritisation within the under 
18 years of age group, nine findings favoured older children over younger children (including for life saving interventions), 
six favoured younger children and five found diverse views.
Conclusions The balance of evidence suggests the general public favours prioritising children over adults, but this view was 
not found across all studies. There are research gaps in understanding the public’s views on the value of health gains to very 
young children and the motivation behind the public’s views on the value of child relative to adult health gains.
Clinical Trial Registration The review is registered at PROSPERO number: CRD42021244593. There were two amendments 
to the protocol: (1) some additional search terms were added to the search strategy prior to screening to ensure coverage and 
(2) a more formal quality assessment was added to the process at the data extraction stage. This assessment had not been 
identified at the protocol writing stage.

1 Introduction

Economic evaluations typically adopt welfarist or extra-wel-
farist frameworks, usually assigning the same value to each 
unit of health regardless of the recipient. [1]. The possibility 
that the social value of health gain varies with characteristics 
such as age, health-related lifestyle and social role has been 
explored in preference elicitation studies [2]. As noted by 
Nord, “any procedure for estimating the social value of a 
health care outcome … must reflect community views on the 
trade-offs between treating different groups of patients.” [3].

We use the term social value to mean judgement about 
“what is good for society” [4]. This covers three uses: (i) 
an individual’s judgement of the relative importance of 
outcomes for society taking into consideration their equity 
concerns over efficiency; (ii) a decision-maker’s aggregation 
of individual social judgements; and (iii) A decision-maker’s 
aggregation of judgements by individuals about what is good 
for themselves or their families, where aggregation could 
allow for distributional concerns.

Differences in age-related social value potentially arise 
through both equity (fairness/justice) and efficiency consid-
erations [5]. Equity-based claims typically draw on achieving 
equal health outcomes across the life course, or a ‘fair innings’ 
[6], and on children’s vulnerability [7]. Efficiency-based 
claims draw upon such factors as the effect that the health of 
a child may have on family members, age-based differences in 
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Key Points for Decision Makers 

This systematic review of the evidence exploring the 
relative value of child to adult health found some public 
support for giving greater weight to the identical health 
gain for children, but this pro-child preference was not 
found across all studies.

Evidence based on parents’ willingness to pay for 
their own child’s health relative to their own and from 
responses to trade-off questions with clearly described 
and measured health gain find greater relative value for 
child health than identified in opinion surveys. The latter 
tend to use more general questions about prioritisation 
and access and find more egalitarian views.

Future research that seeks to understand the public’s 
motivation for their views on the values of health gain 
across different ages, including infants, would be of 
value. This may help shed light on the variability in 
results by study method, and the extent of public support 
for implementing pro-child healthcare prioritisation.

current and future productivity, and in the capacity to benefit 
from treatment. These motivations are described in Table 1.

Decision-making agencies (e.g. Australia’s Pharmaceu-
tical Benefits Advisory Committee, England’s National 
Institute for Health and Care Excellence, and the Canadian 
Agency for Drugs and Technologies in Health) typically 
assess the strength and relevance of evidence on the social 
value of health gains and public concerns around equity [8]. 
Some decision-making agencies explicitly weight health 
gain to certain groups based, for example, on condition 
severity (e.g. Norway [9], England [10] and the Netherlands 
[11, 12]). Severity weights, particularly when derived based 
on absolute health shortfall, are more likely to be operation-
alised in considerations that affect younger patients [13]. 
Agencies also use implicit means to incorporate equity con-
siderations into funding and reimbursement decisions [14].

Whilst no decision-making agencies explicitly apply 
different weights to health gains for children, whether the 
intervention is targeted at children may be a deliberative fac-
tor [15–17]. The case has been made that the public values 
health gains to children more than adults [18]. Conducting 
health technology assessments (HTAs) relevant to children is 
acknowledged to be challenging [19], with tension between 
respecting equality legislation and pro-child preferences. 
Greater clarity on public views on the social value of child 
relative to adult health gains, the methods used to identify 
those views, and the relationship between methods and iden-
tified public views are important to supporting HTA delib-
erations and methods development.

The purpose of this review was to synthesise knowledge 
around the social value for health gains for children (aged 
less than 18 years) compared to adults, drawing on evidence 
from the health economics literature and fields such as trans-
port and environment economics. The inclusion of the latter 
two fields is pertinent to our review given their overlap to 
public health interventions and because empirical studies in 
these fields often define health gains in generic terms such 
as length and quality of life. Values derived from compar-
ing context-specific gains (e.g. the relative value of improv-
ing the safety of a child compared with an adult cyclist) 
would be considered independently. Evidence spans a range 
of methods assessing the relative value for changes in chil-
dren’s health versus adults and includes length of life and 
health-related quality of life (HRQoL). As noted by Devlin 
et al. [20], it is the role of decision makers not instrument 
developers or health economists “to make the necessary 
value judgements” when considering what approach to take 
in valuing child health. Therefore, the scope of the review 
was developed to identify and synthesise evidence relevant 
to HTA bodies when considering how the social values of 
health gains should be accommodated. Statements are often 
made that the public values child health gains more than 
adult health gains; however, importantly the review aims to 
place this in the context of heterogeneous views.

This review asked five questions:

1. Do individuals give different weights to the same health 
gain when received by a child compared to an adult?

2. Does the estimated value of child to adult health vary by 
methodology?

3. Does the estimated value of child to adult health differ 
for extensions of length of life versus improvements in 
HRQoL and across different HRQoL domains?

4. Does the estimated value of child to adult health differ 
among the public, decision makers, patients, parents or 
according to specific respondent characteristics?

5. Does the estimated value of child health vary by the age 
of the child?

2  Methods

A protocol outlining the systematic search strategy for 
studies reporting data on the relative value of the health of 
children compared to adults, and within children of differ-
ent ages, was developed and registered with the Prospec-
tive Register of Systematic Reviews (CRD42021244593). 
Reporting has followed the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) guide-
lines [21]. The analysis of qualitative data used a thematic 
synthesis [22].
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2.1  Eligibility Criteria

Original empirical studies (not a review, commentary, 
protocol, abstract or book review), published in English, 
and with an empirical method that assessed the value of 
health of children compared to adults, or within children 
of different ages, were eligible. Study types included were: 
direct trade-offs or choices between health gains/losses 
to children versus adults; comparison between the value 
given to child health (HRQoL and/or years of life) rela-
tive to the value given to adult health in terms of another 
attribute (e.g. money or own time); public opinion sur-
veys on the extent to which different age groups should 
be prioritised within healthcare; and qualitative studies 
eliciting views, opinions and reasons for different val-
ues on child health relative to adults. Opinion surveys on 
healthcare prioritisation that discussed saving lives were 
included as these can contextualise other empirical work 
rather than provide a weighting. Studies that analysed data 
from another study were excluded unless they included 
additional data or analyses related to the research question 
of this review.

Stated or revealed preference studies were excluded if 
they only included the relative value for a prevented fatal-
ity. Prevented fatalities combine the expected future number 
of years to be lived and the value of time spent in different 
health states over that period, and for different people; it is 
difficult to disentangle the value of healthy and less-healthy 
time from unobserved assumptions about life expectancy. 
All population samples were included: general public, 

patients, clinicians, decision makers, specific age groups, 
parents and students.

2.2  Information Sources

Five databases were searched to 8 December, 2021: Ovid 
MEDLINE, Ovid EMBASE, Ovid Transport Database, 
EconLit and Web of Science Social Science Citation. Addi-
tionally, the grey literature was searched using the Cana-
dian Agency for Drugs and Technologies in Health’s Grey 

Matters: A Practical Tool for Searching Health-Related 

Grey Literature [23]. All agencies listed under HTAs and 
health economics were searched using keyword searches. 
Additional material was identified through reference lists of 
retrieved articles, citation searches on studies that met inclu-
sion criteria, contact with review authors and collaborators, 
and scanning reviews in related topics.

2.3  Search Strategy

A search strategy was developed iteratively. Twelve “pearl” 
papers provided the initial list of keywords [24]. Search 
terms were developed to cover: age, priority setting, con-
text (e.g. HTA, healthcare) and method (e.g. willingness 
to pay [WTP], discrete choice experiment [DCE], person 
trade-off [PTO]). Search terms are provided in the Tables 
A and B of the Electronic Supplementary Material (ESM). 
Searches were limited to papers indexed from 1990 onwards. 

Table 1  Potential motivations for giving greater weight to health gains for children

Reason Explanation

Equity considerations

 Fair innings Gains experienced by those unlikely to reach a (quality-adjusted) life expectancy in line with pop-
ulation norms should be given more weight [6]. Crossing a threshold of normal life expectancy 
can be seen as reducing an individual’s legitimate claim on collective resources, particularly for 
life-extending interventions

 Vulnerability differences Vulnerability varies by age, with the very young and very old uniquely vulnerable in the sense of 
lacking a political voice, needing to be cared for and have decisions about their life made by oth-
ers. As questioned by Culyer [7], “do we not feel impelled to cherish the life-years of the very 
young and the very old?” (p. 25) [7]

Efficiency considerations

 Different capacity to benefit from treatment Patients’ capacities for health gains from treatment are directly related to their age in terms of life 
expectancy. Capacity to benefit may also indirectly relate to age in terms of the risk of compli-
cations or the likely success of treatment. Treating children therefore has the potential to confer 
higher benefits in terms of reduced morbidity and life-years gained over their lifetime

 Current and future productivity The contribution made by middle-aged individuals to formal and informal employment (such as 
caring roles) is an argument sometimes made in favour of age weighting to capture this produc-
tivity effect [67]. This principle may be extended to consider future productivity and linked to 
other beneficial activities that differ by age and are hindered by poor health, such as learning 
and development. These factors imply a differential return to health by age

 Impact across the family Age may link to the consequences for others through, for example, caring needs or grief. This also 
creates a differential return to health by age
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Extraction, assessment, and synthesis of quantitative and 
qualitative studies were undertaken separately.

2.4  Selection Process

Titles and abstracts were screened followed by full papers. 
One reviewer (TP) conducted the initial screen, with 20% of 
title/abstracts and full papers blind screened by MS and RR. 
Disagreements and queries arising were discussed and agreed.

2.5  Data Items

Four reviewers (TP, MH, AS, RR) extracted quantitative 
data and one reviewer (MS) extracted qualitative data using 
standardised extraction forms appropriate to study type. Two 
studies in each quantitative study type were independently 
extracted by two reviewers to ensure comparability. Data 
extracted included study characteristics, sample population 
details, study methods (recruitment, mode of administration, 
perspective, type of health gain, analysis) and study results 
(summary of findings including weights for health or length 
of life gain by age for identical health loss).

2.6  Reporting Quality

Quantitative studies were assessed using a checklist derived 
from Johnston et al. [25] covering best-practice recommen-
dations for stated preference studies intended to inform deci-
sion making. Of the 23 recommendations, eight focus on 
reporting guidelines and recommendations for conducting 
work [25]. The remainder were re-formatted as a 15-item 
checklist with a simple scoring system: 1 (Yes, high qual-
ity), 2 (Probably or unclear), 3 (No, low quality) or NA (not 
applicable to the study type). The checklist was applied to 
all studies, accepting that some criteria were less relevant 
to some study types. The checklist is included in Table C of 
the ESM. Four reviewers (TP, MH, AS, RR) conducted the 
assessments. Two studies in each type were independently 
extracted by two reviewers to ensure comparability. No for-
mal quality assessment was conducted on the qualitative 
studies. Given the nature of the review, reporting bias was 
not able to be assessed.

2.7  Presenting Study Outcomes

Where possible, findings were presented as a ratio of rela-
tive weight attributed to children or adolescents compared 
to adults. For some studies, this required calculation of the 
ratio using reported results. To address the review questions, 
the findings from the quantitative studies were given two 
classifications, first, whether they provide evidence for chil-
dren of any age compared to adults and second, whether they 

provide evidence between different childhood age groups. 
For the childhood age groups, for clarity of meaning we 
have assigned age ranges to the descriptions; however, some 
studies only used descriptors. The categories used to classify 
findings are listed below.

Provides evidence of relative weight of children com-
pared to adults:

(a) Favouring a ‘child’ over an adult (where the age of 
child is not specified, or age groups overlap);

(b) Favouring infants and very young children (aged 0–5 
years) over adults;

(c) Favouring children (aged 5–18 years) over adults;
(d) Evidence for different child ages (e.g. specific ages such 

as 5, 10 and 15 years, or different age groups, such as 
very young children aged less than 5 years);

(e) Favouring younger adults (aged 18–35 years) over chil-
dren of any age;

(f) Favouring adults over children (where the age of the 
adult is not clearly defined, for example as ‘working 
age’);

(g) Equal priority between adults and children;
(h) Diverse or inconclusive views;
(i) Evidence relating to life saving;
(j) Unclear or difficult to interpret.

Findings relating to within childhood age categories:

(a) Favouring older children (aged 12 years and older) over 
younger children (aged less than 12 years);

(b) Favouring younger children (aged less than 12 years) 
over older (aged 12 years and older) children;

(c) No evidence for age-related preferences within child-
hood age groups.

Results reported for multiple age groups within a single 
study have been classified appropriate to the findings for 
each age group.

Classification was based on decision rules developed and 
agreed a priori by the research team and applied by each 
reviewer (described in Table F of the ESM) with ambiguities 
discussed within the team. Statistically significant findings 
are highlighted in the tables and figures. All findings were 
reported irrespective of statistical significance, as we aimed 
to be inclusive and identify trends.

More than one ‘finding’ per study was included where 
different questions (e.g. using different methods) or differ-
ent types of health gain (e.g. extending life vs HRQoL) were 
addressed. Multiple results within a category (e.g. different 
types of health condition, or different number of years of 
extended life) and different sub-groups (e.g. young or old 
responders) were not treated as separate findings.
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2.8  Synthesis Methods

Results were tabulated by study type. We aimed to consider 
consistency (within and between study types) and explore 
explanations for divergence of findings. Findings were con-
sidered as providing evidence for prioritising children (clas-
sification 1a–1c above), evidence against doing so (1d–1g) 
or not providing clear evidence (1h–1j). The percentage pro-
viding evidence in favour of prioritising children was con-
sidered in total (review question 1), across different research 
methods (review question 2), across different types of health 
gain (review question 3) and across different respondents 
(review question 4). To address the final review question, 
we considered the number of findings favouring younger 
children over older children (2a and b). Counting of findings 
does not consider the precision or magnitude of the results, 
nor study quality. These are addressed within the results sec-
tion as a reflection on the overall body of evidence. Weight-
ing findings was not undertaken because of the variability 
in age comparisons within and across studies, the heteroge-
neity of results (e.g. between means and medians) and the 
different study methods, which do not lend themselves to 
comparable estimates of precision. Furthermore, even within 
single-study types, the range of settings and conditions (i.e. 
disease specific and generic) is highly variable.

For qualitative studies, consistent with thematic synthe-
sis guidelines [21], participant quotations and text under 
the results/findings or conclusion/discussion sections were 
imported into NVivo Plus (version 12; QSR International, 
Burlington, MA, USA) software. One investigator (MS) 
performed line-by-line coding of the findings from studies 
generated by the database search, and inductively identified 
concepts about participants’ experiences and perspectives 
on HTA and policy for children compared to adults. Similar 
concepts were then grouped into themes. Following this, 
and in consultation with TP, MH and RR, a coding structure 
was developed to capture the concepts about participants’ 
experiences and perspectives on prioritisation for children 
compared to adults. To ensure that coding captured all rel-
evant issues and reflected primary data, researcher triangula-
tion was used, with four reviewers (MS, TP, MH, RR) inde-
pendently reviewing the preliminary themes and analytical 
framework and discussing the addition or revision of themes.

3  Results

This section describes included studies, the results from the 
quality assessment and study findings. A summary of results 
extracted from individual studies is shown in Table F of the 
ESM. Findings on the associations with respondent charac-
teristics are in Table H of the ESM.

3.1  Study Selection

We identified 4135 articles, of which 181 full texts were 
reviewed with 71 quantitative and 14 qualitative papers 
meeting the inclusion criteria (one paper [26] included in 
both). A PRISMA flow diagram is shown in Fig. 1. No 
additional studies were identified from the grey literature 
that were not also found as published articles in the citation 
databases. A list of all 102 excluded studies and the reason 
for their exclusion can be found in Table E of the ESM.

Quantitative research methods included: matching (PTO or 
health gain trade-off), sometimes referred to as benefit trade-
off or equivalence studies), DCE, WTP and opinion survey. 
Categorisation was based on the definitions shown in Table D 
of the ESM. In some cases, the method category was not clear 
or more than one method was included. Two studies (Prosser 
2005, 2011) [27, 28] included time trade-off questions asking 
adults their willingness to give up time at the end of their life 
both to avoid illness for themselves and a hypothetical child, in 
addition to WTP; for simplicity these are included under WTP. 
Additionally, some studies reported different components of 
the study or different subgroups in more than one article.

3.2  Study Characteristics

Study characteristics are summarised in Table 2 and details 
of individual studies in Table F of the ESM. Of the 88 stud-
ies, 33% were DCEs, 25% opinion surveys, 18% qualitative, 
14% matching/PTO and 10% WTP. The majority were Euro-
pean (55%) followed by North American (20%) with 65% 
published since 2011. Of the 29 studies that used DCEs, 
87% were published after 2011, with only opinion surveys, 
matching/PTO and qualitative studies published before 2000. 
Sample size ranged from less than 50 to more than 1000, with 
27% having more than 1000 participants. Participants in 65 
(74%) of the studies included either the general population 
or other groups of adults, with only seven (8%) including 
parents as a specified sub-group. The majority (56%) asked 
participants to take the perspective of a decision maker with 
only a small number (9%) seeking a ‘self’ perspective. Most 
of the studies (86%) considered generic conditions being 
defined in terms of severity, function or length/quality of life.

3.3  Reporting Quality

The quality of reporting assessment scores by study type is 
shown in Fig. 2. Details of assessments across each criterion 
for each paper are shown in the ESM.

There were some areas of concern regarding reporting, 
particularly in relation to generalisability and ensuring that 
the scenarios and questions were understood for example 
through reported qualitative pilot work. An overview for 



182 T. Peasgood et al.

Records iden�fied through database searching (Ovid MEDLINE 

n=2734; Ovid EMBASE n=1923; Ovid Transport database n=10; 

Econlit n=165; WSSS n= 21) (n = 4853)

Addi�onal records iden�fied through other sources including 

references of included ar�cles and ar�cles recommended by 

the review team 

(n = 15)

Records a�er duplicates removed

(n = 3782 + 1121 update)

Records screened

(n=4918)

Records excluded from screening at �tle and abstract 

(n = 3618 + 1110) (n=4728)

Full-text ar�cles assessed for 

eligibility

(n = 190)

Full-text ar�cles excluded (n = 102 of which:)

� Qualita�ve work in which priority for child vs adult 

health not discussed (n=10)

� Quantita�ve work with no values for child health (n=52)

� Quan�ta�ve work on VSL with only value for prevented 

fatality or undefined ‘health’ gain (n=6)

� Review (n=4)

� Abstract (n=14)

� No empirical data (n=11)

� Book review (n=2)

� Protocol (n=1)

� Replicates findings from an included study (n=1)

Studies included in the synthesis

(n = 88)

Addi�onal records iden�fied 

through updated database search 

on 26th July 2022 (Ovid MEDLINE

n=335; Ovid EMBASE n=826; Ovid 

Transport database n=0; Econlit 

n=3; WSSS n= 117) (n=1281)

(n = 508)

WTP for child 

vs adult health 

gain

(n = 9)

Qualita�ve 

study

(n = 17) 

Also includes 

Werntof (2005)

DCE

(n = 29) 
Survey including 

ranking or Q sort 

(n=22)

Also includes 

Werntof (2005)

Matching studies 

ques�ons - PTO 

or GTO

(n=12)

n
oit

acifit
n

e
dI

g
ni

n
e

erc
S

ytili
bi

gil
E

In
cl

u
d

e
d

Fig. 1  Study identification and selection. The study by Werntof et al. 
[27] is included in opinion survey and qualitative studies, hence the 
number of studies within each classification does not sum to the total. 

DCE discrete choice experiment, GTO gain trade off, PTO person 
trade-off, VSL value of a statistical life, WTP willingness to pay
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Table 2  Summary of characteristics of included studies

Characteristic Matching/PTO 
(n = 12)

WTP (n = 9) DCE (n = 29) Opinion survey 
(n = 22)

Qualita-
tive (n = 
16)

Location

 African region 1 0 2 1 0

 Asian region 1 1 2 1 0

 Australia/New Zealand 2 0 5 4 1

 European region 7 3 16 13 9

 North America 1 5 4 3 5

 South America 1

Date of publication

 Pre-2000 2 0 0 6 3

 2000–10 5 3 5 5 2

 2011+ 5 6 24 11 11

Samplec

 General public 5 5 9 12

 Subgroups (e.g. students, older people, parents) 7 1 9 8 9

 Parents 0 3 0 0 4

 Decision makers/health professionals 0 0 9 1 4

 Mixed 0 0 2 1 3

Position adopted by the study questions

 Decision maker 11 0 26 12 –

 Citizen/SIPa 1 2 2 10 –

 Own perspective 0 7 1 0 –

Sample size

 ≤ 50 2 0 4 3 10

 51–100 3 0 4 4 3

 101–500 1 5b 5 1 3

 501–1000 2 2 9 4 0

 1001+ 4 2 7 10 0

Data collection method

 CAPI 1 0 1 3 –

 One on one interview or survey 5 3 2 7 10

 Focus groups 0 0 0 1 5

 Citizen panel 1

 Q-sort 0 0 0 22 –

 Online self-complete 5 4 16 6 –

 Postal 0 1 5 2 –

 Paper self-complete 0 0 5 0 –

 Telephone 0 1 0 0 –

 Unclear or mixed mode 1 0 0 1 –

Benefit valued (Based on number of findings, therefore n differs to number of studies)

 Length of life improvement 6 1 1 5 –

 QoL improvement for an identified duration 8 12 6 2 –

 Combined 0 0 12 0 –

 Uncertain 0 0 12 16 –

Health condition

 Generic 11 6 26 18 –

 Specific 1 3 3 3 –
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each criterion across the study types is summarised in the 
Table G of the ESM.

3.4  Overall Synthesis

A detailed summary by study method can be found in the 
ESM.

3.4.1  Quantitative Studies

From 71 quantitative studies, 80 separate ‘findings’ were 
identified; of which 42 support prioritising children over 
adults, 12 provide evidence that responders favour treating 
adults in preference to children, seven support equal pri-
oritisation and 13 report diverse views. In total, 12 studies 
included comparisons of different childhood age groups 
(Table F of the ESM), given the heterogeneity in age 
groups considered, the findings have not been able to be 
synthesised in Table 3. Table F of the ESM also includes 
the estimates of ratios or odds ratios between age groups 
for the matching studies, DCEs and WTP. These have been 
used to identify findings that favour age groups; however, 
further synthesis has not been undertaken given the het-
erogeneity of study types and key characteristics such as 
health states considered, perspective and participants. 
Table 3 shows the percentage of quantitative findings sup-
porting favouring children over adults, disaggregated by 
study characteristics. Figure 3a–c provide a schematic of 
the findings of each study by research method. There was a 
high degree of heterogeneity in age categories for children 
and adults across the studies including descriptive terms 
(e.g. ‘child’, ‘adult’), broad and narrow age ranges, and 
discrete ages. This variation is captured in Fig. 3a–c and 
the age or age ranges considered in each study and those 
most favoured. Of those studies that included different 

childhood age groups, four (33%) favoured older chil-
dren over those aged less than 5 years, two (16%) showed 
no difference, while six (50%) favoured young children 
(aged 5 years or younger) over older children. Of note, 
of the six studies that favoured young children, all but 
one were for specific conditions including organ transplant 
[29], asthma [30] and influenza vaccination [27, 31, 32]. 
Given the heterogeneity of study types and characteristics 
including age groups, health conditions and perspectives, a 
meta-analysis of the quantitative findings was not possible. 
Studies exploring the interaction between age and severity 
of health states (described either as a percentage of qual-
ity of life [33, 34] or as life expectancy without treatment 
[35]) do not find a consistent pattern.

3.4.2  Qualitative Studies

Sixteen articles published from 1995 to 2023, involving at 
least 1260 people from ten countries were identified (Fig. 1). 
Characteristics of the included studies are summarised in 
Table 1, with the details of each study provided in the Table 
I of the ESM. No study included children or young people 
as respondents, 11 included members of the public and six 
reported the inclusion of parents. Five included policy mak-
ers, or public health professionals, four decision makers and 
five health professionals. Thematic synthesis identified two 
major themes with regard to prioritising treatment in chil-
dren compared to adults: maximising health and social gains 
and navigating ethical and moral concerns.

3.4.2.1 Maximising Health and  Social Gains Participants 
discussed age in the context of wanting to maximise health 
gains but some considered age to be an imperfect indica-
tor of capacity to benefit from treatment over a life course. 
Some policymakers and administrators believed that devi-

Table 2  (continued)

Characteristic Matching/PTO 
(n = 12)

WTP (n = 9) DCE (n = 29) Opinion survey 
(n = 22)

Qualita-
tive (n = 
16)

Compared health gain is the same between groups (Yes if at least some questions in the study compared a health gain that was the same 
between groups. Based on the number of findings)

 Yes 14 7 14 4 –

 No 0 1 17 19 –

 Uncertain 0 5 0 0 –

CAPI computer-assisted personal interviewing, DCE discrete choice experiment, PTO person trade-off, QoL quality of life, SIP socially inclu-
sive personal, WTP willingness to pay
a A SIP perspective combines personal and social perspectives (Reckers-Droog et al.) [64]. Respondents are asked about an insurance pool to 
which they contribute and the hypothetical patient group who will benefit could contain themselves, their family, friends and/or acquaintances
b One of these studies (Balmford et al.) [68] also contained results based on a sample of 996 cTotal may differ to number of studies where studies 
use different samples
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ating from existing HTA frameworks was not warranted 
because cost-effectiveness and health-loss criteria could be 
seen to already “favour the young over the old” believing we 

should not deviate from standardised principles, such as it 
relates to “efficiency and equity across age groups” [33]. For 
example, they felt that clinical guidelines already account 

Fig. 2  Quality assessments. 
Assessment questions: 1. 
SCENARIO DESCRIPTION. 
2. QUALITATIVE TESTING, 
3. EXPERIMENTAL DESIGN, 
4. MODE OF DATA COLLEC-
TION, 5. CHOICE BETWEEN 
WILLINGNESS TO PAY 
(WTP) AND WILLING-
NESS TO ACCEPT (WTA), 6. 
INCENTIVE-COMPATIBLE 
RESPONSE FORMATS, 7. 
NO-ANSWER OPTION, 8. 
PAYMENT VEHICLE, 9. 
HYPOTHETICAL BIAS, 
10. ECONOMETRIC ESTI-
MATOR SELECTION, 11. 
HETEROGENEITY, 12. 
RESPONSE ANOMALIES, 
13. GENERALISABILITY, 
14. INTERNAL VALIDITY, 
15. TRANSPARENCY IN 
REPORTING. Scoring 1 = Yes 
(high quality/low risk of bias), 
2 = Probably or unclear, 3 = 
No (low quality/high risk of 
bias), NA = not applicable for 
the study types. DCE discrete 
choice experiment, WTP will-
ingness to pay
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for age-related factors relevant to treatment success and, 
therefore, the effects of age were already part of decision 
making. At the societal level, however, age was also deemed 
relevant to the quality of life and well-being of carers and 
some professionals questioned current economic evalua-
tions underpinning value assessments for child health tech-
nologies [34].

Relatedly, some people felt the health system and econ-
omy would likely benefit from prioritising younger people 
in the long term by preventing chronic diseases that burden 
the health system and having improved market participa-
tion. Similarly, some participants also believed the benefits 
of prioritising children may extend to other social benefits 
and these other benefits should be accounted for in HTAs, 
including impacts on the family unit (e.g. well-being and 
productivity) [34–36]. “So that’s lost income for our family 
and it’s also lost tax dollars.” [36]

3.4.2.2 Moral and Ethical Concerns Participants in the major-
ity of studies believed children should be prioritised from a fair 
innings perspective [33, 34, 36–40]. The perception was that 
it is fair and morally appropriate to prioritise young people to 
enable experience of the lifespan and recognition that a lifes-
pan needs to end at some point [34, 36, 41]. Similarly, partici-
pants from one study referred to children as a “distinct” popu-

lation from a sociocultural perspective and, therefore, held the 
view that there was a moral obligation to prioritise children’s 
health [34]. Children were considered disadvantaged as they 
lacked a voice in society and there are significant barriers in 
developing and accessing child-specific drugs [34]. In addi-
tion, some health professionals felt this normative distinction 
meant society should accept a “higher [cost effectiveness] 
threshold when dealing with children than with adults” [34, 
36]. Participants from other studies highlighted other vulner-
able and disadvantaged groups they believed should be priori-
tised, including socioeconomically disadvantaged individuals 
[33, 39], women [42], and elderly individuals. It was felt that 
society should consider the relative disadvantage of a popu-
lation beyond the value assessment in economic evaluations. 
In addition, some of the public believed a medical urgency 
should take precedence over age, and the “sickest” should be 
“rescued” [43] regardless of age [44].

Conversely, some older participants, consistent with an 
egalitarian framework, believed “all patients should be treated 
equally when interacting with the health system, and that dif-
ferentiating across social groups lacked ethical or clinical jus-
tification” [33]. They felt everybody should be entitled to the 
healthcare they need and want, with little discussion of eco-
nomic implications, “people should have the same life-saving 
treatment, no matter what their age” [44], “[You] can’t say a 

Assessment questions: 1. SCENARIO DESCRIPTION. 2. QUALITATIVE TESTING, 3. EXPERIMENTAL DESIGN, 4. MODE OF DATA 

COLLECTION, 5. CHOICE BETWEEN WILLINGNESS TO PAY (WTP) AND WILLINGNESS TO ACCEPT (WTA), 6. INCENTIVE-

COMPATIBLE RESPONSE FORMATS, 7. NO-ANSWER OPTION, 8. PAYMENT VEHICLE, 9. HYPOTHETICAL BIAS, 10. 

ECONOMETRIC ESTIMATOR SELECTION, 11. HETEROGENEITY, 12. RESPONSE ANOMALIES, 13. GENERALISABILITY, 14. 

INTERNAL VALIDITY, 15. TRANSPARENCY IN REPORTING

Scoring 1 = Yes (high quality/low risk of bias), 2 = Probably or unclear, 3 = No (low quality/high risk of bias) NA- not applicable for the study 

types

Fig. 2  (continued)
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74-year-old does not have the same rights as a 20-year-old […], 
you cannot say that per se.” [41]. This reluctance to engage 
in prioritising patients was consistent with acknowledgements 
from the public that they had little understanding of allocation 
protocols [43], found it difficult making these types of deci-
sions and “playing god” [40] or had concerns about imposing 
“arbitrary” age cut-offs, believing that decision making should 
be based on the disease and the population experiencing regard-
less of age [45]. This was despite also recognising scarcity and 
the need to make resource allocation decisions in health, which 
they felt was “highly problematic” [41].

4  Discussion

Our review identified an extensive evidence base for the 
social value of the health of children and young people 
compared with adults across a range of methods, ques-
tions and perspectives. To our knowledge, this is the first 
comprehensive review that brings together evidence from 
different research methods, disciplines and countries that 
have explored comparisons involving child health. The 
review helps to create an in-depth understanding of pub-
lic preferences and a better awareness of how methods and 
framing impact upon estimates of social value. Quality-
adjusted life-years or equivalent are widely used as the 

Table 3  Summary of results by 
study characteristics

DCE discrete choice experiment, PTO person trade-off, WTP willingness to pay

Characteristic Number of findings with child-
adult comparisons

Number 
favouring 
children (%)

Empirical method

 Matching/PTO 14 10 (71)

 WTP 11 9 (82)

 Opinion survey 20 4 (20)

 DCE 30 19 (63)

Compared health gain is constant

 Yes 39 28 (72)

 No 33 13 (39)

 Unclear 3 1 (33)

Health condition

 Generic 58 35 (60)

 Specific 16 7 (44)

Type of health gain

 Length of life 13 7 (54)

 Quality of life 25 18 (72)

 Combined 12 8 (67)

 Unclear health gain 25 9 (36)

Type of responder

 Decision maker 10 5 (50)

 Parent 4 4 (100)

 Public (including subgroups) 27 13 (48)

 Representative sample of public 31 17 (55)

 Mixed 3 3 (100)

Perspective adopted by the study questions

 Decision maker 51 30 (59)

 Citizen 15 5 (33)

 Own 9 7 (78)

Setting

 Africa 4 4 (100)

 Asia 5 1 (20)

 Australia/New Zealand 14 11 (79)

 Europe 38 17 (45)

 North America/South America 14 9 (65)
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Fig. 3  a Summary of matching/person trade-off findings showing 
included and preferred ages. Red squares and bars indicate when 
an age or age range was preferred over others included in the study. 
Black diamonds indicate discrete ages that were included in the study 
but not preferred and black lines with arrows indicate age ranges that 
were included in the study but not preferred. Studies that reported no 
age preference are indicated by having all black lines and diamonds 
for all ages [18, 47, 58, 63, 65, 69–75]. Note the Petrou et  al. [18] 
results shows only a sample of their results based on children (5-year 
differences) compared to adults aged 40 years. ext. extension, phys. 
physical, QoL quality of life, yr years. b Summary of willingness-
to-pay (WTP) findings showing included and preferred ages. Red 

squares and bars indicate when an age or age range was preferred. 

Black diamonds indicate discrete ages that were included in the study 
but not preferred and black lines with arrows indicate age ranges that 
were included in the study but not preferred. Studies that reported 
no age preference are indicated by having all black lines and dia-
monds for all ages [27, 28, 30, 68, 76–79]. gastrointest. gastrointes-
tinal, QoL quality of life, TTO time trade-off. c Summary of discrete 
choice experiment findings showing included and preferred ages. Red 
squares and bars indicate when an age or age range was preferred. 
Black diamonds indicate discrete ages that were included in the study 
but not preferred and black lines with arrows indicate age ranges that 
were included in the study but not preferred. Studies that reported no 
age preference are indicated by having all black lines and diamonds 
for all ages [29, 31, 32, 60, 80–103]
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basis for assessing and funding interventions. However, 
compared with adults, the HRQoL utilities that underpin 
QALYs for children and young people are subject to mul-
tiple areas of uncertainty including whether social values 
for children over adults should be explicitly considered in 
decisions [46]. We provide an overview of the evidence 
for each of the review questions.

4.1  Do Individuals Give a Different Weight 
to the Same Health Gain When Received 
by a Child Compared to an Adult?

Of the 39 ‘findings’ considering the same health gain (the 
same years of life extension or the same HRQoL improve-
ment for the same duration), the majority (72%) support 

prioritising children. Whilst the balance of evidence sug-
gests public opinion favours children over adults, this view 
was not always evident. There are diverse views within stud-
ies, with a small number of studies reporting little or no 
support for prioritising child health. This may reflect the way 
questions were framed (e.g. around a specific condition of 
situation) or the perspective participants were asked to take. 
There is insufficient agreement across studies to recommend 
specific age groups or weightings to apply to health gains in 
children and adults, particularly not between children and 
young adults. In addition, whilst with most of the quantita-
tive studies it was possible to identify an odds ratio or equiv-
alent measure that could be used to quantify the magnitude 
of favouring one age group over another, the heterogeneity 
of study types and key characteristics including the framing 

Fig. 3  (continued)
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of questions and comparisons and age groups considered, 
limits the ability to synthesise these estimates by way of a 
meta-analysis or other summary of weights.

4.2  Does the Estimated Value of Child to Adult 
Health Vary by Research Methodology?

The evidence supporting favouring children varies by study 
methodology with WTP studies finding the most support 
(82%), followed by matching/PTO studies (71%), then DCE 
(63%) and lastly opinion surveys (20%). The WTP results 
may be due to the respondents’ own child’s health (or a 
hypothetical family member) generally being valued and 
being influenced by altruistic preferences or interdependent 
utility functions.

The lower support in opinion surveys relative to Match-
ing/PTO studies replicates Nord [47] who found opinion 
survey respondents did not prioritise between patients on 
the basis of their age but in PTO interviews respondents 
prioritised the young even where life expectancies were the 
same. Nord proposed four possible explanations (1) sam-
ple difference; (2) survey framing effects between choos-
ing between individual patients at the ‘admission level’ and 
matching interviews framed in a less personal context of 
programme budgets; (3) differences in question structure 
whereby surveys asked about broad age groups or general 
comparisons versus the PTO questions of specific numbers 
and ages treated. Nord suggests the PTO questions “may 
have made the consequences of choosing different options 
clearer to the respondents and hence encouraged more reflec-
tive responses” [47]; and (4) the PTO technique, which may 
encourage people to engage in numerical trade-offs rather 
than focus on principles of equal entitlement to treatment.

The slightly lower support found within for DCE stud-
ies, which allow for trade-offs over multiple variables, com-
pared with matching/PTO, which usually only allow trade-
offs with respect to age, may arise from artificially focusing 
respondents’ attention and hence perceived importance on 
age. However, no studies incorporated a design to explicitly 
test the impact of this focus.

The findings from qualitative studies are supportive of the 
overall synthesis of findings from the quantitative studies 
in that they identify diverse reasons for and against favour-
ing children and young people. Moral and ethical concerns 
and maximising health gains underpin the appropriateness 
of prioritising children and young people over adults. Rea-
sons against favouring children and young people include 
notions of egalitarianism, expectations that existing poli-
cies and guidelines already consider age and that age is only 
one aspect to consider when identifying vulnerable groups. 
Other methodological aspects of studies also associated with 
the findings include the perspective, the similarity of health 

gain for different age groups, and framing as health gains 
or losses.

4.2.1  Perspective (Decision Maker/Citizen/Individual)

Most matching/PTO and DCE study questions were framed 
from a ‘decision-maker’ perspective. Opinion surveys were 
split between ‘citizen’ and ‘decision maker’ and WTP stud-
ies mostly adopted an individual perspective with prefer-
ences on allocation within the family. The higher weight 
towards protecting child health in WTP studies may, in part, 
be due to the different perspectives.

Whether a personal perspective is appropriate for public 
healthcare distribution is a normative judgement. Culyer 
noted that this perspective may not be appropriate evidence 
for decisions about equity: “the source of value for mak-
ing judgements about equity lies outside, or is extrinsic to, 
preferences ... The whole point of making a judgement about 
justice is so to frame it that it is (and can be seen to be) a 
judgement made independently of the interests of the indi-
vidual making it.” [48]. If the parent, as a member of society, 
contributes to valuation of health through public preferences 
(e.g. the relative importance of depression vs pain from their 
own perspective), why they should not also influence the 
relative importance of alleviating pain in their children ver-
sus depression in themselves is noteworthy.

The influence of framing questions either as a ‘citizen’ or 
a ‘decision maker’ on the relative value of child versus adult 
health is not clear. Both tap into individual views of social 
value and both are recipients of healthcare, i.e. potential 
future beneficiaries. The extent to which personal benefit is 
more strongly reflected in the ‘citizen’ perspective is unclear. 
As questions relate to children rather than the individual 
themselves, this distinction is ambiguous. For example, 
Denburg et al. [34] describe the perspective as being from 
‘a citizen advisor to a health system administrator’ as a deci-
sion maker rather than a citizen because they considered that 
the advice relates to treatments for a condition that respond-
ers are unlikely to have. Despite this ambiguity, it is clear 
that WTP for health gains of family members speaks to the 
equity of resource allocation within the household and not 
to questions of fairness for social collective resource alloca-
tion. The perspective given to responders in the text of the 
study is likely to matter less than whom the questions are 
referring to.

4.2.2  Controlling for Size of Health Gain

The review suggests that studies which ask questions about 
clearly identified health gains (e.g. one extra year of life, 
or avoiding a well-described period of illness), which are 
held constant between groups, are more likely to find a 
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willingness to prioritise children. This is surprising because 
where the gain of health is unclear, this may be interpreted as 
offering a greater benefit to younger patients who have more 
years ahead of them therefore more years in which to benefit. 
More generally, studies that ask about the distribution of 
a quantifiable single health gain are more likely to favour 
children than questions implying a general move towards 
prioritisation of children. This could arise if respondents are 
cautious of longer term implications of prioritisation and the 
potential for moves towards something they may consider 
as discriminatory. For example, Tong et al. [49] note that 
respondents were unwilling to continue to prioritise children 
for receiving transplant organs if older patients would never 
receive a donor organ.

Some WTP and matching/PTO studies find higher val-
ues for ages with a higher risk of complications from the 
health condition (e.g. influenza in the very young or very old 
[28] and asthma control [29]). Respondents may take into 
consideration age-related risk factors, suggesting a need for 
the validation of interpretation of the health condition by 
age group in future studies. Additionally, respondents may 
interpret an identically described health state as having a 
different consequence on health-related quality of life for 
children. For example, limitations in personal care for chil-
dren may be seen as being mitigated by parental support [20] 
. Without a better understanding of what drives responses, 
it is difficult to isolate a willingness to prioritise based on 
age per se versus perceptions of age-related clinical need or 
age-related judgement of the impact of the health limitation 
on health-related quality of life.

There is substantial revealed and stated preference work 
exploring the relative willingness to pay for reducing health 
risk or preventing a fatality to children compared with adults 
not included in this review because the health gain varied 
between children and adults. Revealed preference studies 
based on purchases of products with safety features (such as 
vehicles) report mixed results. For example, data on child-
safety seats [50] estimated that the value of reducing risk to 
children aged under 5 years was about twice that of adults. 
Conversely, smaller estimates for the VSL for children 
compared with adults based on data on bicycle helmet sales 
have been reported [51]. A recent review of stated prefer-
ence studies valuing avoiding mortality risks found WTP 
to reduce risks to children were between 1.2 and 2.8 times 
higher than for reducing mortality risk for adults [52]. How-
ever, this may not translate to a willingness to prioritise chil-
dren for the same health gain. The extent to which VSL var-
ies across the whole life course remains contested. Revealed 
preference studies based on wage-risk trade-offs have found 
an inverted U shape with age (e.g. Aldy and Viscusi [53] 

find a peak at age 46 years). Stated preference studies asking 
respondents’ willingness to pay for mortality risk reductions 
or reductions in the risk of future sick-days find inconsistent 
results (e.g. Alberini et al., [54], Krupnick, [55] Cameron 
and DeShazo [56]). Inferring relative values for children 
compared with adults is not possible from the wage equation 
literature or from studies relating to the personal demand for 
health based on own income as valuing children necessitates 
identifying other-regarding preferences.

4.2.3  Framing as Health Gain or Loss

One possible explanation for differences according to the 
study method is if respondents feel differently about favour-
ing one age group over another when the question is framed 
in terms of gains or losses. Li et al. [57] found that when a 
vaccine intervention was framed as ‘lives saved’ (for 2 years 
of life gain) the age of beneficiaries was not considered rel-
evant to prioritisation, yet when framed as ‘lives lost’ (with 
the same remaining life expectancy) respondents chose to 
prioritise the young. For most studies, it is difficult to know 
whether respondents interpret the intervention or health state 
as a gain or a loss. For example, if the question is described 
as ‘avoiding an illness’, this could be interpreted as either 
framing. The importance of the way questions are framed 
remains an important methodological factor that impacts on 
study findings in ways that are unable to be quantified.

4.3  Does the Estimated Value of Child to Adult 
Health Differ for Extensions of Length of Life 
Versus Improvements in HRQoL and Across 
Different HRQoL Domains?

The proportion of studies generating evidence for a greater 
weight on health gains by children varied by the type of 
health gain. For length of life, 54% favoured children; for 
HRQoL improvement, 72% favoured children; combined 
length of life and HRQoL (mostly DCEs), 67% favoured 
children; and where health gain was ‘unclear’, only 36% 
favoured children (63% from opinion surveys). Two match-
ing/PTO studies included different types of health gain 
within the same study [47, 58], enabling a more direct com-
parison. However, neither found a clear difference in weights 
given to children and adults for the different types of health 
gain.

The evidence does not provide a clear distinction in age 
weighting between HRQoL compared with length of life. 
Very little evidence explored the distinction between differ-
ent aspects of HRQoL.
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4.4  Does the Estimated Value of Child to Adult 
Health Differ Among the Public, Decision 
Makers, Patients, Parents and Other 
Respondent Characteristics?

Details of the association between responder characteristics 
and study findings are shown in Table H of the ESM. The 
characteristic tested most frequently was age (n = 26) with 
half finding this to be non-significant. More studies (n = 10) 
concluded that older responders were less willing to priori-
tise children than younger responders compared with those 
concluding the opposite (n = 3). The reason for the variation 
in views by respondent age is not known. Thirteen studies 
assessed sex, with most finding no significant effect. Parent 
status was tested in nine studies of which six found that par-
ents were more likely to favour children. Of the four studies 
including only parents as responders, all found support for 
favouring children; however, these were all WTP studies 
with a personal rather than social perspective.

There was no clear difference in opinions between differ-
ent groups of responders. Although parents report greater 
willingness to favour their own children over themselves, it 
is not clear if this generalises to a social preference in favour 
of children. There is some suggestion that older responders 
are less willing to favour children.

4.5  Does the Estimated Value of Child Health Vary 
from Newborn to Late Adolescence?

Of those studies considering prioritisation within the under 
18 years of age group, nine findings favoured older chil-
dren over younger (including for life-saving interventions), 
six favoured younger children and five found diverse views. 
Charney et al. [59] conducted interviews with 54 respond-
ents as part of a pilot study for a larger study that explored 
reasoning for responses. These interviews revealed that some 
respondents preferred to save an 8-year-old rather than a 
two-year-old because “the eight-year-old is more aware of its 
situation, is more of a ‘person’ and has had a much greater 
investment of parental effort and emotion.”

Of the 42 findings favouring children over adults, 20 pro-
vided evidence only for children 5 years of age and older. 
Only three of the studies favouring children framed the ques-
tion for children under 5 years of age; and all found greater 
weight was given to the under 5 years of age group compared 
with adults [31, 60] or all other ages [61]. The remainder 
spanned age groups or referred to ‘children/child’ without 
clear reference to age. Overall, given the slight weight of evi-
dence in favour of older versus younger children, we cannot 
assume that the evidence for children aged between 5 and 18 
years compared to adults can be applied to children under the 

age of 5 years. Of note in those studies where young children 
(< 5 years of age) were favoured over older children all, except 
for one, addressed specific rather than generic health condi-
tions such as vaccination where elderly individuals were also 
favoured over younger adults. This is consistent with a view 
that vulnerability to a condition is also relevant to determining 
whether one group should be favoured over another.

5  Limitations Within the Included Studies

Despite the extensive number of papers identified, there are 
some important evidence gaps.

5.1  Evidence Not Available on the Views of All Age 
Groups

Most studies did not recruit respondents under 18 years of 
age and the youngest were 15 years of age. Similarly, many 
do not capture the views of very old individuals [49, 62–64]. 
Many WTP studies focus only on people with young chil-
dren at home who are likely to be younger adults.

5.2  Health Gain Between Age Groups 
is not Constant in Some Studies

Of the 80 findings identified, 39 (49%) included questions in 
which health gain was constant between age groups; while 
for 35 (44%) this was unclear. This may not be a limitation 
if different study types and descriptions of health gain tap 
into different resource allocation considerations.

5.3  Evidence Across Different Childhood Age 
Groups is Limited

Most studies included only one age group for children 
defined by a range or a single age. Very few included age 
groups that would allow the assessment of variation between 
adolescents and younger children, and even fewer included 
very young age groups (<5 years).

5.4  Evidence on the Effect of Different Health 
Conditions/States is Limited

It is expected that framing, description, and focus of the 
health conditions being addressed will influence stated 
preferences including age-related preferences. However, 
the review did not identify studies specifically addressing 
these questions, and study heterogeneity does not allow any 
meaningful conclusions to be drawn.
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5.5  Minimal Understanding of Respondent 
Interpretation and Motivation

Few studies report the rationale for respondent choices. When 
pilot studies were conducted, they were generally poorly 
reported. Respondents may perceive the health gain to differ 
between age groups, and this can be the case even where years 
of life gain are constant [65] or the treatment intervention is 
the same (e.g. avoiding influenza or dialysis). It is not possible 
to identify the extent to which the possible motivations out-
lined in Table 1 are driving results. Furthermore, respondents 
may base responses on considerations that could be incorpo-
rated into benefit measurement such as parental productivity 
or other spillover effects. Failure to understand respondent 
motivation risks double counting of benefits.

6  Limitations of the Review

The search strategy was limited to papers that included 
terms relating to age and children within the abstract/key 
words. This enabled a sensitive search; however, studies 
exploring healthcare prioritisation more broadly may have 
evidence relating to the relative value of child versus adult 
health may be missed. This may mean that some studies 
where adult versus child health gains are a secondary con-
sideration have been excluded. As with any search of this 
type, there are trade-offs between sensitivity, specificity 
and the yield of citations. The body of evidence on rela-
tive preferences for improving HRQoL between children 
and adults relies heavily on responses to questions that 
use a limited number of sample health conditions (such as 
influenza and asthma control) and questions about prior-
itisation for donor organs. Relative priorities for these may 
not generalise to other health interventions.

The review only included evidence published in Eng-
lish. Synthesising evidence from different cultures is 
problematic because the relative value of health gains for 
children compared to adults is culturally influenced, hence 
global evidence on average weights may not be generalis-
able. However, combining international evidence enables 
an evaluation of the impact of study methodology.

Most of the evidence is drawn from static questions 
relating to a single trade-off. However, respondents may 
hold views on the more dynamic nature of prioritisation. 
The study by Tong et al. [49] found that whilst responders 
were willing to prioritise children for transplant, they also 
wished to see a constraint on this if it led to a restriction 
on access to transplant for older aged recipients. The evi-
dence identified here merges questions about measuring 
value with questions of access. The apparent inconsist-
ency across methods may arise if individuals acknowledge 

greater gain from treating children yet also give weight to 
equity of access, and different question styles tap more or 
less strongly into these different concerns.

On balance, the evidence suggests a willingness to pri-
oritise children. However, many studies do not demon-
strate that respondents have good awareness that prioritis-
ing children would “not produce winners only” (Bobinac 
et al.) [66]. The zero-sum nature of prioritisation is often 
opaque, and without explicitly drawing attention to this and 
confirming preferences with this understanding there is a 
danger that opinions and preferences are a response to the 
framing of survey questions. The broad scope of the review 
has not allowed a meta-analysis of quantitative findings to 
be undertaken. This limits the ability to identify the magni-
tude of weights, if any, that could be justified for cost-effec-
tiveness assessments of interventions specific to children 
and young people. Whilst there are a few studies of similar 
design where results could be combined, they present only 
a small fraction of the evidence on the research questions 
and if reported would provide undue emphasis.

Finally, we focused on the social value of child health 
gains versus adults. We did not include other considerations 
of decision making including the difficulty of generating 
cost-effectiveness evidence across patient age groups. The 
challenges of generating the same certainty of evidence for 
children arose as a theme within the qualitative studies, 
although was not discussed here.

7  Future Research

Our research has identified key areas for future research.

7.1  Methodological Considerations

There are several key methodological considerations that 
continue to contribute to the uncertainties in quantifying 
social preferences. Of particular importance is the influence 
of question framing, the specificity of the health condition 
and the contextual detail provided to respondents. This is 
not limited to positive and negative framing but also the 
extent to which concepts of opportunity costs and trade-offs 
between equity and efficiency are captured and understood.

7.2  Views on Prioritisation for Under 5‑Year‑Olds 
and Between Adolescents and Younger Children

There is little evidence on valuing quality and length of life 
gains for children under the age of five or between children 
of different age groups.
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7.3  Influence of Cultural and Social Perspectives

Most of the evidence is from North America and Europe and 
there is little understanding of the role that differing cultural 
backgrounds or healthcare settings may play in social values 
and priorities.

7.4  Motivation for Preferences Remains 
Underexplored

There is a need to understand the motivation for peoples’ 
preferences. This is true for those who see a greater gain 
in treating children and those who see saving the lives of 
children to have no less value than saving the lives of elderly 
individuals. There remains uncertainty in understanding 
public views on fairness and particularly why equity of 
health across individuals at a single moment in time dif-
fers to considerations of equity over a lifetime. Furthermore, 
the extent to which pro-child preferences may be driven by 
spillover effects is uncertain.

7.5  Understanding How People Feel About 
Prioritising Age Groups in Practice

There is limited understanding of how people view the rela-
tive value of child to adult health in the context of real-world 
decision making. Individuals who give greater weight to 
children in PTO or DCE questions may or may not support 
the use of different cost-effective thresholds for HTAs.

7.6  WTP Comparisons Between Another Adult 
and Child

The only WTP study to compare third person adult (rather 
than self) to a third person child found a substantially lower 
ratio of WTP between children and adults; however, this 
study relied upon a WTP for a very small reduction in risk 
of ill-health. Future research which values both a child and 
a third person adult within the household and ask questions 
about health loss with certainty to avoid the additional com-
plexity of asking about a reduction in the risk of health loss.

8  Conclusions

The balance of evidence included in this review suggests 
public opinion favours prioritising children over adults, 
but there is variation in this view reflecting different study 

methods, framing, perspective and other underlying con-
cepts. Studies that ask about distribution of a quantifiable 
single health gain between children and adults (particularly 
older adults) are more likely to result in favouring children 
than questions implying a general move towards prioritisa-
tion of children.

The evidence was not able to distinguish between the 
value of life extensions versus improvements in HRQoL 
for children and adults, nor between the views of different 
groups of responders. Whilst there was a tendency for par-
ents to give greater weight to children and older respondents 
less weight, this was not tested systematically across differ-
ent empirical methods.

The evidence on the relative value of infants' health 
relative to the health of older children or adults is limited, 
but where within-childhood age comparisons were made, 
slightly more studies found responders were willing to pri-
oritise older children over infants. There are outstanding 
research gaps in understanding the public’s views on the 
value of health gains to infants and the motivation behind 
the public’s views on the relative value of child relative to 
adult health gains.

Finally, the review identifies important implications rel-
evant to the formulation of policy and decision frameworks 
for funding of interventions aimed at children and young 
people. Whilst a social value or weight in favour of chil-
dren and young people is evident on average, the review 
found diversity of opinion both within and between studies. 
It needs to be recognised that there are many factors, includ-
ing the health condition being evaluated, that influence both 
the direction and magnitude of the social value of the health 
of children and young people compared to adults.
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