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 LETTERS 

A small fraction of patients with repetitive injuries ac-
count for a large portion of medical costs. Eur J Public
Health. 2004;14:161–167.

KANNUS RESPONDS

Jansson is worried about the effect of possible
changes in registration practice on mortality
trends. More specifically, he pays attention to
changes in the International Classification of Dis-
eases (ICD) and possible changes and differences
in coding practice at national statistics agencies
that might blur country-to-country comparisons.
According to Jansson, these problems may lead
to underestimation of fall injury mortality.

For the study that prompted Jansson’s
letter,1 we obtained research data from the
Finnish official cause-of-death statistics for
adults aged 50 years or older who died as a
result of a fall-induced injury between 1971
and 2002. In each selected case, the underly-
ing or primary cause of death was a fall that
resulted in fatal traumas in the body. Through-
out the study years and irrespective and inde-
pendent of changes in the ICD, the coding
system used in these official statistics and the
instructions for its use in injury-induced
deaths have deliberately been kept unchanged,
thus providing a firm basis for analysis of fall-
injury mortality trends in Finland. As we re-
ported, the register and its coding system have
been quality controlled by the Cause-of-Death
Bureau at Statistics Finland since their incep-
tion and have excellent coverage and high ac-
curacy for epidemiological purposes.2,3

Thus we have every reason to believe that
the observed increases in fall-induced deaths
of elderly Finns between 1971 and 2002
were indeed real, reflecting the rising prob-
lem of falling among our older adults. Natu-
rally, our Finnish statistics do not allow direct
country-to-country comparisons, but they do
emphasize the need for nation-specific studies
in other countries and locations to speed up
implementation of proven fall-prevention
interventions.4–6
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REDISTRIBUTION AND HEALTH

In their evocative thought experiment, Woolf et
al. demonstrate that reducing racial disparities
might result in greater gains in life expectancy
than investments in medical technology.1 In
calculating reductions in mortality attributa-
ble to medical technology, the authors conser-
vatively assumed that medical technology was
responsible for 100% of the observed reduc-
tion in mortality over the study period. Unfor-
tunately, there is a catch to this assumption
that renders it less conservative. Over the
1991–2000 study frame the authors used,
increases in the Gini coefficient occurred.2

This suggests that socioeconomic disparities
for the overall population (not just African
Americans) worsened. If disparities are caus-
ing declines in health, they will hide a portion
of the observed gains in life expectancy
owing to medical technology.

For instance, suppose that increasing dis-
parities resulted in a loss of 1 year of life ex-
pectancy for the overall US population over
the 1991–2000 study frame. The actual im-
provement in life expectancy was 1.5 years.3

Therefore, if improvements in medical tech-
nology were responsible for all gains in life
expectancy, the actual gains from medical
technology would have been 2.5 years rather
than the observed 1.5 years. Nonetheless, the
study points to a critical issue that requires
further examination by policymakers. Most

educational interventions produce dollar re-
turns.4 Therefore, shifting societal resources
toward improving the educational attainment
of African Americans makes sense from a
public policy standpoint, regardless of the
relative gains in health.
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WOOLF RESPONDS

We agree with Professor Muennig that in-
come disparities, among other potential fac-
tors, might dampen the effectiveness of med-
ical treatments. This point is precisely the
subtext of our article.1 However, whether a
greater effect of medical advances on mortal-
ity might have been realized had circum-
stances in 1991–2000 been more equitable
bears little on how one measures the effect
that actually did occur. To borrow Muennig’s
example—that medical advances might have
increased life expectancy by 2.5 years had
the Gini coefficient been zero—does not
change the reality that life expectancy in-
creased by only 1.5 years.2

Perhaps Professor Muennig intends a more
subtle point: that advances in medical tech-
nology may be bound up in efforts to resolve
disparities and cannot be treated indepen-
dently. We acknowledge this concern and
raised it ourselves.1 To the extent that such
confounding occurs, we agree that our calcu-


