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Disease and Disadvantage
in the United States and in England

James Banks, PhlD
Michael Marmaot, NI
Foe Oldheld. ¥5e
James P, Smith, Phlb

HE LUWITED STATES HAS A COM-

siderably greater expenditure

on medical cane (US55274 per

capita) than in the United
Kingdom (115 § 2164 adjusting for pur-
chasing power).! To detenmine whether
that expenditure translates into better
health cutcomes for the adult US popu-
lation, data on the degree of morhidity
inecach country |'.-:1.11|1£| the childhood
YCars arc ne eded.

Given the strong link between so-
cioeconomic position and health in
both conntries, cross-country compari-
sons ol morhidity should examine varia-
tion of morhidity according to compa-
rable measures of socioeconomic
[osition. Cross-couniry Comparison ol
social differences in illness provides
some insight into potential cavsal ex-
planations, Access to health care is a
particular case in point, Although pub-
licly funded health care is available in
both countries o citizens older than 65
years, the UK Mational Health Service
has noage criterion for eligibilivy. Thus,
British houscholds are more i=olated
from any financial impacts of out-of-
pocket medical expenses. A similar ar-
gument applies Lo earnings and job
lnsses, lorwhich the morne generons UK
income maintenance system shonld
mitigate any effects of health changes
on income and wealth there com-
pared with what i= available in the
United States.

Wi compare measures of morhidity
according to 2 salient measures of so-

L2006 American Medical Association. All rights reserved.

Context The United States spends considerably more money on health care than the
United Kingdom, but whether that trarelates to better health outcomes B unknown,

Objective To assess the relative heath status of older individuaks in England and the
United States, especially how their health status varies by important indicators of so-
cioeconomic position.

Design, Setting, and Participants "We analyzed representative samples of resi-
dents aged 55 to &4 years from both countries using 2002 data from the LIS Health
and Retirement Survey in=4328)and the English Longitudinal Study of Aging in=3&21),

which were designed to have directly comparable measures of health, income, and

education. This analysis & supplemented by samples of those aged 40 to 70 years from
the 1992-2002 waves of Mational Health and Mutrition Examination Survey {n=2097)
and the 2002 wave of the Health Survey for England (n=5526). These surveys con-
tain extensive and comparable biclogical disease markers on respondents, which are
usad to determine whether differential propensities to report illness can explain these
health differences. To ensure that health differences are not solely due to health -
sues in the black or Lating populations in the United States, the analysis is limited to
non-Hispanic whites in both countries.,

Main Outcome Measure Self-reported prevalence rates of several chronic dis-
eases related to diabetes and heart disease, adjusted for age and health behavior risk
factors, were compared between the 2 countries and across education and income
dasses within each country.

Results The S population in late middle age is kess healthy than the equivalent Brit-
ish population for diabetes, hypertersion. heart disease, myocardial infarction. stroke,
lung disease, and cancer. Within each country, there exists a pronounced negative so-
dioeconomic status (5E5) gradient with self-reported disease so that health disparities
are largest at the bottom of the education or income variants of the SE5 hierarchy. This
condusion is gererally robust to control for a standard set of behavioral risk fadors, in-
duding smoking, overw eight, obesity, and alcohol drinking, which explain very littke of
these health differences. These differences bebween countries or across SES proupswithin
each country are not due to biases in self-reported disease because biokgical markers
of disease exhibit exactly the same patterns. To illustrate, among those aged 55 to &4
years, diabetes prevalence is twice as high in the United States and only one fifth of this
difference can be explained by a common st of risk factors. Similady, among middle-
aged adults, mean kevels of C-reactive protein are 20% higher in the United States com-
pared with England and mean high-density lipoprotein cholesteml levels are 14% lower.
These differences are not sclely driven by the bottom of the SES distribution. Inmany
diseases, the top of the 5E5 distribution is less healthy in the United States as well.

Conclusion Based on self-reported illnesses and biclogical markers of disease, US
residents are much less healthy than their English counterparts and these differences
exist at all paints of the SE5 distribution.

JAMA. 2006 FE-2057-2045

cioeconomic status (SES —education

and household income—in nationally

representative samples in the United
States and England. One common prob-

(Reprntsdl AW A Blay 3 2006Vl 293

W TR .Com

Huthor Affillations 2= listed atthe end of this arlicle
Corresponding Author Midhael Marmct, M0, De-
partment of Epidemiokegy at University College Lon-
dan, 1-19 Tarngton Place, London r".'E1E EET
England tm. manmebEucl ac. k).
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m TABLE 15-2

lllustrating the Tax Subsidy to Employer-Provided Insurance

Marginal Employer health Pre-tax After-tax Personal health After-tax, after-health
product, wage insurance spending wage wage insurance spending insurance income
Jim $30,000 0 $30,000 $25,500 $4,500 $21,000

Peter $30,000 $5,000 $25,000  $21,250 0 $21,250
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Price of
each visit

$100

S10
SO

Deadweight loss

Supply =
social marginal cost

Demand =
social marginal benefit

Private marginal cost

Q:

Q2

Number of visits
to doctor’s office
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