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ror, in addition to relying on the specific numbers, I con-
structed a dummy variable that identifies the 13 countries 
with an estimated 2003 HIV prevalence of 5% or more: 
Botswana, Burundi, Cameroon, Haiti, Kenya, Mozambique, 
Malawi, Nigeria, Rwanda, South Africa, Tanzania, Zam-
bia, and Zimbabwe. Whether added to the regressions in 
column 1 or column 3 of Table 2, neither the dummy nor 
the prevalence estimate attracts a statistically or economi-
cally significant coefficient (not shown). It seems astonish-
ing that reported life satisfaction should be unaffected by 
a plague whose severity is unparalleled in modern times. 
Even if people do not know that they are HIV-positive, 
it is hard to believe that their life satisfaction is unaffect-
ed when more than a fifth of adults in their country are 
infected and burials of the victims are a daily occurrence.

Life Satisfaction, Age, and GDP

Figure 2 shows the global relationship of life satisfaction 
and per capita GDP on a log scale. It also contains three 
lines. The middle line shows average life satisfaction for 
each level of per capita GDP while the outer two lines 
show the same thing, but for two age groups, ages 15 to 
25 — the upper line for most of the figure — and ages 60 
and over — which is usually the lower line. For most of 
the world, life satisfaction declines with age; the excep-
tions being among the very highest-income countries — 
including the United States, Canada, United Kingdom, 
Australia, and New Zealand — where life satisfaction is 
U-shaped with age, falling at first and rising after middle 
age. For example, in the United States average life satisfac-
tion scores go from about 7.8 at 20, fall to about 6.8 by the 
late 30s, and then rise back to about 7.8 by the early 60s.

The decline of life satisfaction with age is largest among 
the middle-income countries of Figure 2 and is particu-
larly marked among the countries of Eastern Europe and 
the former Soviet Union, where there is an almost uniform 
pattern of life satisfaction declining with age, often quite 
sharply. In Russia, for example, the average life satisfac-
tion score for 15- to 19-year-olds is 5.95, while the average 
life satisfaction score for those aged 65 and over is 4.28; 

in Hungary, the corresponding figures are 6.88 and 4.77. 
(These patterns are unconditional averages of life satisfac-
tion with age, with no adjustments for cohorts or other 
covariates.) Whatever aspects of the economic transition 
are making the citizens of these countries dissatisfied with 
their lives, the effects are much more pronounced among 
the elderly. Perhaps it is they who have suffered the adverse 
consequences of disruption, who were most satisfied with 
their old lives, and who cannot expect to live long enough 
to see any improvements that might occur in the future.

For most of the world, life 

satisfaction declines with age; 

the exceptions being among the 

very highest-income countries.

Figure 2 has one other notable feature. In the low-in-
come countries, the decline in life satisfaction with age 
is relatively small; in the middle-income countries, it is 
larger; and then it diminishes with GDP per capita un-
til there is a reversal among the rich. At least in 2006, 
and in countries with per capita GDP of more than 
$5,000, living in a higher-income country appears to pro-
tect people against the effects of age on life satisfaction.

I have replicated the income results in Tables 1 and 2 by 
age group, and the results are qualitatively similar to those 
for all age groups combined. For each of the age groups, 
the level of national income is an important positive de-
terminant of life satisfaction, and the rate of growth of 
income a negative determinant. In further work, when the 
individual income numbers from the World Poll are more 
developed, it may be possible to use the data to look at in-
come distribution across age groups, or to compare the ef-
fects of income on life satisfaction within each country with 
those estimated here from the international comparisons.
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Health Satisfaction and Health Systems

I now turn from overall life satisfaction to satisfac-
tion with health. Gallup World Poll respondents 
are asked whether or not they are satisfied or dis-
satisfied with the state of their personal health.

Figure 4 shows the global relationship between the frac-
tion of people who are satisfied with their health, GDP per 
capita, and age. Countries are plotted as circles with diam-
eters proportional to population; these show the fraction 
of people satisfied with their health in the population as a 
whole. Variation of health satisfaction with age is plotted 
as a series of fitted nonparametric regression curves that 
show average health satisfaction against GDP per capita for 
seven different age groups; I am assuming that the GDP 
per capita figure is a suitable indicator for all age groups in 
each country. The figure shows that people are more likely to 
be satisfied with their health in high-income countries, and 
that they become less satisfied with their health as they age. 
As we might expect for health, the effects of age are much 
larger than the effects of national income. Remarkably, the 
rate at which health satisfaction deteriorates with age is 
greater in low- and middle-income countries than in high-
income countries, where income seems to provide some pro-
tection against the effects of aging on self-perceived health. 
At the top right of Figure 4, the 50 to 59 age group is actu-
ally less satisfied with its health than is either of the two 
older groups, and this pattern can be confirmed in individual 
rich countries such as the United States. It is most improb-
able that this reversal can be attributed to any objective 
health conditions or disabilities. Perhaps the 50 to 59 age 
group is particularly intolerant of the early signs of aging.

In health satisfaction, as in life satisfaction, the countries of 
Eastern Europe and the former Soviet Union report extraor-
dinarily low levels — in fact, these countries represent 11 of 
the 20 lowest countries in the world in health satisfaction 
including (ranked from lowest to highest): Ukraine (rank 1), 
Russia (3), Georgia (4), Armenia (5), Belarus (6), Moldova 
(8), Hungary (9), Latvia (12), Estonia (13) Romania (15), 
Kazakhstan (17), and Bulgaria (19). More understandably, 

other low-ranking countries in health satisfaction include 
such high-mortality countries such as Haiti (2), Rwanda (7), 
Uganda (10), Burundi (11), Cambodia (14), Chad (16), Be-
nin (18), and Cameroon (20). (South Korea ranks 21st for no 
immediately obvious reason.) In all of these countries, the 
fraction of people reporting themselves satisfied with their 
health is between one-half and two-thirds, which is worth 
contrasting with the situation in some of countries worst-
hit by the HIV/AIDS epidemic: Tanzania (71%), Zimba-
bwe (75%), Botswana and South Africa (both 78%), and 
Kenya (82%). Indeed, the percentage of Kenyans satisfied 
with their health is the same as the proportion of Britons 
and is a percentage point higher than the fraction of Ameri-
cans, though at least some of this comes from the younger 
average age of the Kenyan respondents. If we age-adjust 
to the British population, the fraction of Kenyans satisfied 
with their health is 10 points lower than in Britain and nine 
points lower than in the United States. Even so, it appears 
that the declines in life expectancy in the countries of the 
former Soviet Union have had a much larger effect on re-
ported life satisfaction than the much larger declines in life 
expectancy in the African countries affected by HIV/AIDS.

It appears that the declines in 

life expectancy in the countries 

of the former Soviet Union have 

had a much larger effect on 

reported life satisfaction than 

the much larger declines in 

life expectancy in the African 

countries affected by HIV/AIDS.

We can also examine the way that health satisfaction declines 
with age and how that decline varies internationally. In the 15 
to 19 age group, almost everyone is satisfied with their health. 
In the rich countries, satisfaction falls relatively slowly, and 
in the United States, it actually improves with age after age 
50 — overtaking the generally more stoical British at around 
the age at which the respective age-specific mortality curves 
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cross, although this is probably coincidental. In the Eastern 
European and former Soviet Union group, health satisfac-
tion falls very rapidly with age, and very large fractions of 
the elderly report themselves as dissatisfied with their health.

Table 3 explores the correlates of health satisfaction, follow-
ing the same general procedures as in Table 2, regressing 
average health on a set of possible covariates. Because age is 
a much more important determinant of health satisfaction 
than of life satisfaction, all of these regressions control for the 
age structure of the population. Column 1 shows, consistent 
with Figure 4, that the 
fraction of people satis-
fied with their health is 
higher in higher-income 
countries; however, the 
effect is a good deal 
smaller than for life sat-
isfaction, even allowing 
for the fact that health 
satisfaction is a yes/
no question so that the 
scale of this dependent 
variable is a tenth as 
large as the scale for life 
satisfaction. As was the 
case for life satisfaction, 
recent economic growth 
is negatively associated 
with health satisfaction 
conditional on the level 
of GDP per capita; once again, the countries of Eastern Eu-
rope and the former Soviet Union drive much of this result. 
In column 2, neither the level of life expectancy, nor its in-
crease from 1990 to 2005, has any effect on health satisfac-
tion. This lack of a link between reported health satisfaction 
and at least these objective measures of health is disturb-
ing, so I investigate it further. Declines in life expectancy 
are associated either with HIV/AIDS (itself mostly in sub-
Saharan Africa), or with the transition countries of Eastern 
Europe, so I constructed three dummy variables, one for the 

Eastern European countries, one for sub-Saharan Africa, 
and one the dummy for HIV prevalence that has already 
been described. The first of these dummies (Eastern Europe) 
attracts a negative and significant coefficient; the second 
(sub-Saharan Africa), an insignificantly negative one; and 
the third (HIV), a coefficient that is neither negative nor 
significant. This result is perhaps not surprising given the 
evidence in Figure 4, where it is clear that the poor health 
satisfaction in the transition countries (at the bottom of the 
graph) cannot be attributed entirely to the objective decrease 
in life expectancy, as the decrease is even worse in sub-Saha-

ran Africa. These results 
also reinforce the fact 
that even high levels of 
HIV prevalence do not 
much affect the health 
satisfaction reports — or 
at least not in propor-
tion to their dire effects 
on mortality. I have also 
interacted the dum-
mies with the change 
in life expectancy (re-
sults not shown) to test 
the possibility that the 
changes in life expec-
tancy have different 
effects in the different 
areas, or with differ-
ent causes, but the es-

timated effects are neither significant nor informative.

One variable correlated with average health satisfaction is 
what people think of their healthcare system. The Gallup 
World Poll asks people to report whether or not they have 
confidence in their healthcare or medical system. The aver-
age level of confidence for each country is entered in the last 
row of the last column of Table 3, where it has a positive and 
statistically significant coefficient. Of course, because this re-
sponse is itself subjective, we do not know whether it is a useful 
indicator of the actual performance of the healthcare system. 

Figure 4
Health Satisfaction, Age, and Per Capita GDP
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Put differently, both health satisfaction and healthcare con-
fidence may be functions of third factors which themselves 
vary by region, time, or age group. It would certainly be un-
warranted to interpret the last column of the table as evidence 
that healthcare systems are effective in delivering health.

The degree of confidence in the healthcare system var-
ies widely from country to country, as shown in Figure 5, 
and although it is correlated with income, the correlation 
is weak. Almost all the inhabitants of high-income coun-
tries are well-satisfied with their healthcare and medical 
systems; that the United States is an exception in this regard 
is well-known. Davis et 
al. (2007) find that while 
the United States does 
not lag in the effective-
ness of healthcare, it does 
so in other dimensions 
such as equity, access, 
and safety. Experience 
is much more diverse 
among the low-income 
countries of the world, 
but people in some low-
income countries such 
as Vietnam, Thailand, 
Malaysia, and Cuba 
have great confidence 
in their healthcare and 
medical systems, and 
the majority of those 
in low-income countries show greater public confidence 
than does the United States, even though the people of 
those countries experience much worse health outcomes. 
In terms of confidence in the healthcare and medical sys-
tems, the ranking of the United States in the World Poll 
(88 out of 120 nations, five of which do not have income 
data and so do not appear in Figure 5) is even worse than 
reported by the World Health Organization (2000), which 
ranked it 37th out of 191. (WHO ranked Sierra Leone 
191st, which is only three places behind the United States 

in the World Poll.) However, it should also be noted that 
WHO’s methodology has been effectively challenged by 
several commentators, see particularly Williams (2001).

Given the high correlation between subjective evaluations 
in different domains — here between satisfaction with per-
sonal health and with the healthcare system — it is worth 
returning to life satisfaction and asking whether we can “ex-
plain” life satisfaction in terms of health satisfaction. This 
inquiry follows Easterlin (2006), who relates overall life sat-
isfaction to satisfactions in the various domains, thus aggre-
gating satisfactions into an overall evaluation. If we repeat 

the regressions of aver-
age life satisfaction in 
Table 2, adding health 
satisfaction as another 
explanatory variable, the 
health satisfaction vari-
able has a large (close 
to 4) and statistically 
significant coefficient. 
Moreover, with this 
variable added, the co-
efficients on life expec-
tancy, the change in life 
expectancy, and the rate 
of economic growth lose 
their significance. While 
such regressions are 
useful for understand-
ing the life satisfaction 

responses (though one might just as well argue for re-
gressing health satisfaction on life satisfaction), they are 
less useful for deciphering the relationship between the 
satisfaction reports and the objective circumstances of life.

Discussion

Without health, there is very little that people can do, and 
without income, health alone does little to enable people 
to lead a good life. Other factors such as education or the 
ability to participate in society are important too, although 

Table 3
Cross-Country Regressions of Average Health Satisfaction
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income and health tend to get the primary attention in most 
evaluations of human well-being. For many reasons, elabo-
rated by Sen and others, self-reports of satisfaction with life, 
with income, or health are given little weight. People may 
adapt to misery and hardship, and cease to see it for what it 
is. People do not necessarily perceive the constraints caused 
by their lack of freedom; the child who is potentially a great 
musician but never has a chance to find out will not ex-
press a lack of life satisfaction. Whole groups can be taught 
that their poor health or their lack of political participa-
tion are natural or even desirable aspects of a good world.

In spite of these argu-
ments, reports of life 
satisfaction, at least on 
average, may provide a 
useful summary of the 
different components 
of peoples’ capabilities. 
Some of the results in 
this paper support that 
position, more so than I 
had originally expected. 
In particular, the very 
strong global relation-
ship between per capita 
GDP and life satisfac-
tion suggests that on av-
erage people have a good 
idea of how income, or 
the lack of it, affects their 
lives. It is not true that the people of India are as satisfied with 
their lives as the people of France, let alone Denmark; nor is 
it true that people in sub-Saharan Africa, or Afghanistan, or 
Iraq, or Cambodia are as satisfied as people in India. Beyond 
that, the misery of many of the countries of Eastern Eu-
rope and the former Soviet Union seems plausible enough, 
as does the special misery of the elderly in those countries.

It is far from clear why questions of life satisfaction should 
be so closely related to national incomes. A good deal of the 

literature emphasizes the relative nature of such responses; 
when people answer such questions, they must surely assess 
their life satisfaction relative to some benchmark, such as 
their own life in the past, or the lives of those around them. 
Indeed, in their recent review, Clark, Frijters, and Shields 
(forthcoming) argue that life satisfaction is sensitive to re-
spondent’s income relative to those with whom they most 
closely associate, which implies that there should be no 
relation between average national life satisfaction and na-
tional income, unless there is some other aspect of national 
income that raises everyone’s life satisfaction together. A 

simpler interpretation of 
the World Poll find-
ings is that when asked 
to imagine the best and 
worst possible lives for 
themselves, points 10 
and 0 on the scale, peo-
ple use a global standard. 
Danes understand how 
bad life is in Togo and 
other poor places, and 
the Togolese, through 
television and newspa-
pers, understand how 
good life is in Denmark 
or other high-income 
countries. If this inter-
pretation is correct, the 
high correlation is a 

consequence of the globalization of information and could 
not have existed in its absence. Such an interpretation is also 
consistent with the Easterlin paradox. The “best possible life 
for you” is a shifting standard that will move upwards with 
rising living standards, so that we might expect the Danes 
to continue to report 8 out of 10 as national income rises, 
provided they stay in the same position in the global in-
come rankings. Indeed, it is hard to see how they could do 
differently faced with a scale that has a maximum of 10. 

Figure 5
Confidence in Healthcare and Medical Systems Around the World
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According to this view, average national life satisfaction will 
be a useful measure in the cross section, but not over time.

When we turn to health and its effects on life satisfaction, 
the poll results diverge from what would be required in a 
“capabilities approach” to an understanding of the sources 
of human well-being. Longer life expectancy surely enables 
people to do more with their lives and is arguably the best 
single indicator of population health. Yet, conditional on in-
come, longer life expectancy has no apparent effect on life 
satisfaction. Instead, it is changes in the expectation of life that 
seem to have an effect, no matter whether life expectancy is 
high or low. Even satisfaction with health, a more focused 
question, is not related to life expectancy. The extraordinary, 
low health satisfaction ratings for Eastern Europe and the 
countries of the former Soviet Union are a testament, not 
to their poor population health, but to a decline in health 
among a population that was used to a better state of affairs. 
In the high-income countries, it is people in their 50s, not in 
their 60s or 70s, who report the least satisfaction with their 
health. Clearly, the health of people in their 50s is better than 
that of their elders, but this is an age when people experi-
ence serious health problems for the first time; perhaps it is 
not poor health that is hard to bear, but the first intimations 
of mortality. In the low-income countries, and particularly 
in Africa, where the joint evolution of man and parasites has 
ensured that, for hundreds of thousands of years, morbidity 
has been a constant companion throughout life (Iliffe, 1995), 
health satisfaction declines rapidly with age. But this pattern 
does not make health satisfaction a good indicator of health 
capabilities in the poorest countries. After all, countries with 
high rates of HIV prevalence do not systematically report 
poorer health satisfaction, a finding that is in line with ear-
lier reports that self-reported health measures are often bet-
ter in places where people are sicker, and presumably more 
used to being sick (Sen, 2002; Murray and Chen, 1992).

In spite of the positive relationship between life satisfaction 
and national income, and in spite of the plausibility of dissatis-
faction with life and health in the countries of Eastern Europe, 
neither life satisfaction nor health satisfaction can be taken as 

reliable indicators of population well-being, if only because 
neither adequately reflects objective conditions of health.

Even if this conclusion is accepted — and for a some-
what different view see Graham (2005) — the satisfac-
tion questions are clearly of interest in their own right, as 
is the analysis of their correlates. The survey measures of 
life and health satisfaction are direct measures of an im-
portant aspect of human experience, and economists and 
other social scientists need to understand what they mean, 
how they relate to familiar objective measures such as in-
come and life expectancy, whether they are superior, infe-
rior, or just different measures of well-being, and whether 
they are really as irrelevant as might be supposed from a 
reading of all but the most recent economic literature.

For more information on the Gallup World Poll, as well 

as Gallup’s other consulting and research services, 

please e-mail worldpollpartners@gallup.com or call 

202.715.3030 (United States) or  

+44.0.20.7950.4402 (Europe).
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