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What the ONS failed to mention about deaths
Key Points
•
•
•
•

Deaths are currently running at levels expected 15-20 years into the future
Previous ONS forecasts do not anticipate the changes in deaths which have
occurred from 2012 onward
Hospital admissions have risen in parallel with the increase in deaths
Whitehall appears reluctant to discuss the implications

A series of articles in BJHCM and elsewhere have been exploring the importance of the role
of absolute number of deaths in the marginal changes in health care demand and costs
(Jones 2016f). The basic importance lies in the fact that the last year of life, irrespective of
the age at death, marks a period of rapid functional, cognitive and biochemical decline such
that emergency admissions especially escalate in the last 22 weeks of life. This reaches a
crescendo in the last weeks of life. The last year of life can account for over 55% of lifetime
admissions and bed occupancy (Beeknoo and Jones 2016).
It is not the ageing population that matters, hospital demand is simply shifted to higher age
as life expectancy increases. Hence the trends in the total number of deaths are of vital
importance to understanding the marginal changes in admissions and especially emergency
admissions.
In this respect, Figure 1 shows the calendar year total trend in deaths in England from 2001
onward, along with various Office for National Statistics (ONS) forecasts for future deaths.
Several points require elaboration. Firstly, the 2004-based forecast rises more rapidly than
the other forecasts simply because the ONS was underestimating the increase in life
expectancy back at that point in time. As an example, the older 2000-based forecast (only
available for the whole of the UK, data not shown) expected deaths to reach a minimum
between 2009 and 2012. Next there is a degree of volatility in the actual annual numbers,
which then cascades into volatility in the forecasts, i.e. the successive forecasts start at
higher or lower positions in Fig 1.
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However, there was nothing in any forecast to anticipate that which happened after 2011. As
can be seen, in recent years deaths have been running at a level expected for some 15 to
20 years into the future.
Figure 1: Office for National Statistics (ONS) forecasts of total deaths in England
versus actual deaths
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Footnote: All data from Office for National Statistics. Figure for 2017 is an estimate.
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/monthlyfigure
sondeathsregisteredbyareaofusualresidence

Several recent studies have attempted to suggest that the huge increase since 2011 are due
to austerity and cuts to local government expenditure on (elderly) social services (Loopstra
et al 2016, Hiam et al 2017a,b, Green et al 2017). However, very small-area outbreaks of a
presumed infectious agent totally contradict this theory (see Jones 2017a,b), as does the
observed increase in the stillbirth rate and the gender ratio which accompany these events
(Jones 2017b). NHS staff sickness absence also rises and falls in response to these
presumed infectious events, along with the ratio of follow-up to first outpatient attendances
(Jones 2015b,2016b). Most importantly, medical admissions, medical length of stay, and
hence occupied beds also increase (Jones 2015b-d,2016e-f). The proportion of total deaths
which occur in hospital also rises (Jones 2016d). Persons with neurological conditions suffer
the highest increase in deaths (Jones 2016a). It has been proposed that the volatile nature
of the actual deaths in Fig 1 arise from the intermittent nature of these presumed infectious
outbreaks.
Indeed, one of the studies attempting to implicate austerity in the increased deaths, noted a
curious saw-tooth pattern of single-year-of-age increase in deaths for those aged 75+
between 2014 and 2015 (Hiam et al 2017b). This single-year-of-age pattern has been
repeatedly associated with these events (Jones 2014). Such patterns are generated by
antigenic original sin, which is a process of immune priming by repeated exposure to
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different strains of the same infectious agent (Jones 2016g). In addition, these events can be
traced back to the 1950s (Jones 2015a), which precludes recent austerity.
Figure 2: Number of admissions per death for persons aged 75+ in England
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Footnote: Financial year deaths were calculated from ONS monthly data
(https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/
monthlyfiguresondeathsregisteredbyareaofusualresidence). 75+ admissions are from Hospital
Episode Statistics (HES) obtained from NHS Digital. http://content.digital.nhs.uk/hesdata

Some may claim that such enhanced numbers of elderly deaths since 2010 in Fig. 1 are
entirely desirable since it leaves fewer elderly to care for, and so costs will reduce. However,
as Figure 2 elegantly demonstrates there have been around 9 to 10 admissions for persons
aged 75+ per death since 2011/12. The rise in admissions per death since 2001/02 was
largely driven by the A&E 4-hour target, and the simultaneous opening of assessment units.
There are now around 1.5 million more same day emergency ‘admissions’ than in 2001/02.
A figure of 10 medical admissions per death has also been calculated in Northern Ireland
(Jones 2016g).
A run of five years in a row of vastly higher deaths has accrued more than 130,000
unexpected deaths, 1.3 million excess admissions, and more than £1,300 million of
unanticipated costs over the period. Given relatively flat-line funding since 2010/11 it is no
wonder the NHS has a £1 billion deficit. Two large outbreaks of this suspected infectious
agent centred around 2003 and 2008, which are partly hidden by the downward trend in
Figure 1, led to £750 to £1,000 million (in today’s costs) of extra costs (Jones 2012).
However, those were the days when the Blair government was increasing funding at around
8% per annum, and the resulting higher costs were quickly overwhelmed by ongoing
increases in funding.
In the meantime, Whitehall maintains a wall of inscrutable silence which would make the
fictional character Sir Humphrey (in ‘Yes Minister’) proud. Political expediency seeks to lay
the blame for the associated rises in medical admissions on the NHS for not being ‘efficient’
enough. While political expediency may create a short-term solution for politicians, it acts to
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deflect the attention of the medical research community away from developing solutions to
the real problem.
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