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Inequality costs the NHS 

£20 billion a year

158,000 preventable 

emergency admissions
3.7

Least

Deprived 

Fifth

Most

Deprived 

Fifth

9.0

Unfair Health Emergencies

Emergency hospital admissions considered preventable, 

per 1,000 people
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Notes: 
1. Admissions for long-term conditions like heart and lung disease, diabetes and dementia

2. Source: Hospital episode statistics; England 2011/12; indirectly age-sex adjusted

158,000 preventable 

emergency admissions

and 38,000 deaths from 

treatable conditions
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Source: Institute for Fiscal Studies https://www.ifs.org.uk/publications/8210

Distributional analysis for budget day

Why not do distributional analysis:

• In terms of lifetime health and 

wellbeing, not just annual income

• For all public decisions, not just tax 

and benefit reforms?
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Understanding Causes

A lifetime perspective on 
the wealth-health link

Understanding Causes        Clarifying Principles        Finding Solutions        Confronting Trade-Offs        Monitoring Progress 



Health

Behaviour

1: Family inheritance and 
childhood development

Family

Wealth Health

Childhood Development
• Physiological

• Cognitive

• Social and Emotional
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Health

Behaviour

2: Living conditions

Wealth Health
Living 

Conditions

Chronic stress
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3: Ill-health impacts on wealth

Wealth Health

Mental and physical ill-health reduce earnings and 

increase costs of health and social care
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Family
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Childhood Development
• Physiological

• Cognitive

• Social and Emotional

Living 

Conditions

Breaking the wealth-health link

State
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Can the NHS reduce health inequality?  
Yes it can!

Understanding Causes        Clarifying Principles        Finding Solutions        Confronting Trade-Offs        Monitoring Progress 

Inequality in mortality amenable to health care

England vs. Ontario, 2004-11



Clarifying Principles

Why clear thinking about the ethics of 
reducing health inequality requires 

a lifetime perspective

Understanding Causes        Clarifying Principles        Finding Solutions        Confronting Trade-Offs        Monitoring Progress 



Who are the worse off?

e.g. Should the NHS fund: (1) a new drug for skin 
cancer or (2) screening for maternal depression?

• Current health perspective

– Skin cancer: greater severity of illness; more immediate 
and certain health gains

• Lifetime health perspective

– Maternal screening: disproportionately benefits poorer 
mothers and children with low life expectancy at birth

– More than half of skin cancer deaths in the UK are in 
people age 70 or over

Understanding Causes        Clarifying Principles        Finding Solutions        Confronting Trade-Offs        Monitoring Progress 



The lifetime health perspective 
gets short shrift

• Not promoted by conventional or social media

• Not protected by legislation

• Not quantified by policy analysts

Understanding Causes        Clarifying Principles        Finding Solutions        Confronting Trade-Offs        Monitoring Progress 
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The lifetime health perspective
Fictitious example, loosely based on data for England in 2010

Average 
75

Some of the variation around the average 

of 75 might be considered “fair”

• Pure luck

• Individual choice or responsibility

Some might be considered “unfair”

• Social responsibility

Often hard to disentangle “fair” and 

“unfair”, with room for disagreement

• e.g. smoking, gender
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This average gap of 

12 years of healthy life 

seems clearly “unfair”

12 year 
average 

gap

Paul has to be 

lucky to have 

as long and 

healthy a life as 

Richard

The lifetime health perspective
Fictitious example, loosely based on data for England in 2010
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Finding Solutions

Equity-informative 

health economic evaluation
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III. Lose-Lose IV. Lose-Win

I. Win-WinII. Win-Lose

Cost-Effectiveness
(Total Health Impact)

Equity 
Impact

+

-

-

+

Health Equity Impact Plane

Cost-effective
Improves equity

Cost-effective
Harms equity

Cost-ineffective
Improves equity

Cost-ineffective
Harms equity
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Unequal uptake of bowel cancer screening, UK
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Bowel cancer screening reminders
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Standard approach (“Win-Lose”) 

vs.
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Confronting Trade-Offs

How much do you care about 
reducing health inequality versus 

improving total health?

Understanding Causes        Clarifying Principles        Finding Solutions        Confronting Trade-Offs        Monitoring Progress 
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Setting Equity Benchmarks
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Monitoring Progress

Equity-informative

quality assurance

Understanding Causes        Clarifying Principles        Finding Solutions        Confronting Trade-Offs        Monitoring Progress 





Preventable emergency admissions in each neighbourhood,

by deprivation 

Source: Hospital episode statistics 2015, * indirectly standardised for age and sex
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