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The cuts and poor health: when and how can we say that
one thing causes another?
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Life expectancy in England and Wales has stalled.
At some older ages, it is declining. One of the most
widely used measures of the health of the population,
life expectancy is calculated from age-speciﬁc death
rates. Life expectancy at birth in high-income countries has been improving steadily, albeit with some
small ﬂuctuations, for decades. If the data are accurate, in the absence of other causative factors – endemic disease, environmental event such as war or
natural disaster, or mass migration – stagnation of
life expectancy, or worse still, decline, suggests substantial societal problems. This possibility is not,
however, supported by the Government, which
rejects any suggestion that its policies, in particular
austerity and its eﬀects, might have played any causal
role in the observed trends.
First, it is necessary to describe what has been
happening. Data from the Oﬃce for National
Statistics (Figure 1) show trends in life expectancy
at birth from 1980 to 2016 in England and Wales.
After 2010, there is a clear slowdown in the rate of
improvement. As this has coincided with the
imposition of austerity measures by the coalition
government elected in that year, this has inevitably
raised questions of whether there might be a causal
link. In particular, while spending on health
and social care continued to grow year-on-year,
annual percentage increases were much less than
before,1 especially aﬀecting general practice, the
main setting for care of most people with chronic
diseases. It has experienced a declining share of the
NHS budget,2 widespread closures of general practices, unﬁlled staﬀ vacancies and growing problems
of access.3
There is a growing literature suggesting a link
between austerity and slowing of improvements in
life expectancy at birth, and in some cases actual
increases in death rates in older people.4 Some of
these have invoked inadequate spending on health
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and social care.5–11 Yet, others reject this argument,
citing alternative explanations such as unknown
infectious agents,12 cold weather and inﬂuenza.13,14
Others have noted the challenges of interpreting
short-term trends and urged caution in inferring
causality from an observed association.15,16 In a
recent debate on life expectancy and austerity that
cited extensively our previous research, Conservative
Members of Parliament focused on three main arguments.17 First, as Robert Court MP (Conservative,
Witney) said in the debate, ‘life expectancy cannot
be expected to increase forever’. Second, slowdowns
in the rate of improvement have been seen in some
other European countries. Third, the situation is
complex and it is not possible to attribute any
changes to a single cause. The ﬁrst point is undoubtedly true but ignores how the United Kingdom has
some way to go to reach the level seen in the best
performing countries, such as Norway and Sweden,
where life expectancy at birth is over a year longer.
The second is also true, but other countries have
also experienced reductions in social expenditure.
Thus, according to OECD data, between 2010 and
2016 it fell, as a percentage of Gross Domestic
Product in the United Kingdom from 22.8% to
21.5% and in Germany from 25.9% to 25.3%. In
contrast, it increased from 26.3% to 27.1% in
Sweden.18 The third point was that the situation is
complex and it is diﬃcult to ascertain causality,
which we explore here. As Mr Court also said,
‘It is simplistic to look at a straightforward line
between necessary control of public spending and
an impact on life expectancy. As we have heard,
a whole range of factors aﬀect life expectancy and
mortality—quality of life, mental health, obesity,
housing, air quality—and simply to draw that
straightforward causation line is to make things far
too simple.’
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Figure 1. Trends in life expectancy at birth, England and Wales, 1980–present (Source: Office for National Statistics).
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Jackie Doyle-Price, Under-Secretary of State for
Health, argued that ‘We need to be circumspect
about drawing too much by way of conclusion’.
It is obvious that the situation is complex and multiple factors are bound to play a role, including both
cohort and period eﬀects, some of which have been
explored in our previous research in which we examined trends in deaths at diﬀerent ages and from
diﬀerent causes. Complexity does not prevent factors
that have contributed to what is observed being
elucidated. It is, however, the issue of causality that
we now examine. Correlation does not always imply
causation: an association between two events does
not mean that one causes the other. So, when and
how might we be able to say that one thing causes
another? Without a randomised controlled trial, the
‘gold standard’ method in medicine for establishing
causality, how can we refute or conﬁrm the
association?
Clearly, a randomised controlled trial is not possible. It would require two groups of people, equal in
all other ways except that one would be assigned,
at random, to living through austerity measures.
The closest natural experiment involves comparison
with other countries in Europe that have made diﬀerent policy choices. Thus, as noted above, in the
Nordic countries, life expectancy continues to rise
at a steady rate. However, there are too many diﬀerences between these countries and England and
Wales to make a fair comparison.
In 1965, Sir Austin Bradford Hill proposed nine
‘viewpoints’ to be considered before invoking causality.19 Drawing on both empirical and rational

traditions, the Bradford Hill criteria are: strength of
association, consistency, speciﬁcity, temporality, biological gradient, plausibility, coherence, experiment
and analogy. Here, we apply these in turn to what
is known about the recent changes in life expectancy.
Some are easily met. Coherence (‘. . . interpretation
should not seriously conﬂict with generally known
facts of the natural history and biology of the disease’), plausibility (is there a plausible mechanism
between cause and eﬀect?) and consistency (‘has it
been repeatedly observed by diﬀerent persons, in different places, circumstances and times?’) can be
demonstrated by reference to a now extensive body
of research on the impact of ﬁnancial crises on health,
albeit recognising that these associations are complex, including some causes of death (traﬃc injuries)
that do fall.20 The consequences of weakened health
systems were apparent in an admittedly extreme
example, the collapse of the Soviet Union,21 although
the adverse eﬀects of economic hardship can also be
seen today in the USA22 and in Greece, which has
experienced a marked slowing in the rate of decline
from some causes of death and an actual increase
in others, such as those amenable to healthcare.23
The converse is seen, with evidence that wellfunctioning health systems are associated with declining mortality. Temporality, another of Bradford
Hill’s criteria,24 is also clear: the imposition of cuts
precedes the decline and stalling in life expectancy.
The others are less straightforward.
Biological gradient refers to a situation whereby
increasing exposure (cuts) leads to worse outcomes
(death). This is more diﬃcult to assess, although the
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scale of pension cuts at the level of local authorities
has been linked to diﬀerences in early mortality.25
However, other research has found increases in elderly mortality in all areas – poor and aﬄuent.10 This
does not exclude the link, but neither does it establish
it. Speciﬁcity of eﬀect is diﬃcult to establish, but the
older population are more dependent on a well-functioning health and social care system, and are the
group that have seen the increases in deaths, with
corresponding declines in life expectancy at older
ages.6 Assessing the strength of the association is
more diﬃcult when there is no obvious alternative
exposure with which to compare austerity, a problem
that is well recognised in the epidemiological
literature.26
Concluding his nine viewpoints, Bradford Hill
highlights that none of them provide ‘indisputable
evidence’, but they help answer the fundamental
question: ‘is there any other way of explaining the
set of facts before us, is there any other answer
equally, or more, likely than cause and eﬀect?’19 To
date, no alternative to austerity has been established
as the reason for the stalling life expectancy.
Unlike in the physical sciences, establishing causality in epidemiology is complex. Newton’s insights to
generate the laws of motion were brilliant, but technically easy to demonstrate. With complex human
systems, such as populations, one needs to exclude
chance, bias in all its forms and confounding. Thus,
few conclusions can ever be deﬁnitive. However, as
data from across Europe for the year 2016 are
released soon, and then for 2017 (12 months after
that), it will become increasingly clear whether the
UK and other countries that have chosen extreme
austerity have become signiﬁcant outliers – or not.
Health is determined by far more than healthcare.
The social determinants of health – the conditions in
which we are born, live, work, grown and play27 – all
impact the health of the population, and, in turn, are
all impacted on by austerity. Yet, each time it has
been raised, the Department for Health and Social
Care has been dismissive at best. Carrying on as
normal without understanding what has caused this
decline prevents any measures being taken to halt it.
As the evidence builds to suggest a link between cuts
and stalling life expectancy, and lacking evidence of
an alternative cause, it must be taken seriously and
investigated thoroughly.
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