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ABSTRACT
Objective  To compare life expectancy levels and within-
country geographic variation in life expectancy across six 
high-income Anglophone countries between 1990 and 
2018.
Design  Demographic analysis using aggregated mortality 
data.
Setting  Six high-income Anglophone countries (USA, 
UK, Canada, Australia, Ireland and New Zealand), by sex, 
including an analysis of subnational geographic inequality 
in mortality within each country.
Population  Data come from the Human Mortality 
Database, the WHO Mortality Database and the vital 
statistics agencies of six high-income Anglophone 
countries.
Main outcome measures  Life expectancy at birth 
and age 65; age and cause of death contributions to 
life expectancy differences between countries; index of 
dissimilarity for within-country geographic variation in 
mortality.
Results  Among six high-income Anglophone countries, 
Australia is the clear best performer in life expectancy at 
birth, leading its peer countries by 1.26–3.95 years for 
women and by 0.97–4.88 years for men in 2018. While 
Australians experience lower mortality across the age 
range, most of their life expectancy advantage accrues 
between ages 45 and 84. Australia performs particularly 
well in terms of mortality from external causes (including 
drug- and alcohol-related deaths), screenable/treatable 
cancers, cardiovascular disease and influenza/pneumonia 
and other respiratory diseases compared with other 
countries. Considering life expectancy differences across 
geographic regions within each country, Australia tends to 
experience the lowest levels of inequality, while Ireland, 
New Zealand and the USA tend to experience the highest 
levels.
Conclusions  Australia has achieved the highest life 
expectancy among Anglophone countries and tends to 
rank well in international comparisons of life expectancy 
overall. It serves as a potential model for lower-performing 
countries to follow to reduce premature mortality and 
inequalities in life expectancy.

INTRODUCTION
Life expectancy in high-income countries 
indicates the frontiers of what is attainable 

in contexts with high standards of living and 
ample resources directed towards improving 
health and well-being. While high-income 
countries achieved robust life expectancy 
gains during the 20th century, trends have 
been much less favourable in the 21st century, 
even prior to the COVID-19 pandemic. 
Several countries experienced large, simul-
taneous life expectancy declines between 
2014 and 20151 and overall slowdowns in 
gains since 2010.2 3 Stalled reductions in 
cardiovascular disease mortality, along with 
rising drug overdose and mental and nervous 
system disease mortality, are key contributors 
to these trends.2–4 Notably, sizeable mortality 
inequalities across socioeconomic status5–10 
and geographic region11–18 exist within most 
of these countries and have tended to widen 
in recent decades.12 16 19–23 There is wide-
spread interest in understanding the drivers 
of this widening.7 19 24–32

Prior studies of cross-national life expec-
tancy differences focused on explaining why 
US life expectancy lags behind other high-
income countries.4 33–36 One study provided 
evidence of similarities across Anglophone 
countries, which experience relatively high 
younger age (below age 50) and external cause 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ We use high-quality data on age- and cause-specific 
mortality and decomposition methods to examine 
life expectancy trends and levels among six high-
income Anglophone countries with distinct cultural, 
linguistic and institutional similarities.

	⇒ This study evaluates differences in geographic in-
equality in mortality within these countries, which 
have received much less attention in cross-national 
comparisons of life expectancy.

	⇒ Limitations of our study include potential differenc-
es in cause of death coding across countries and 
the lack of data availability for smaller subnational 
geographic units.
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mortality compared with other high-income countries.33 
Traditionally classified as liberal welfare regimes, Anglo-
phone countries have a greater focus on private versus 
collective responsibility for individuals, lower public bene-
fits and lower regulation of labour markets compared with 
social democratic or conservative regimes.37 38 Further-
more, these countries share a common language and 
some cultural similarities (eg, diet and lifestyle), as well as 
current and historically high levels of income inequality.39 
Some typologies further separate out Australia and New 
Zealand (and sometimes Ireland and the UK) as ‘radical’ 
welfare state regimes that use redistribution to address 
poverty and income inequality.38 Previous research 
identified shared mortality trends in the USA and UK—
both countries experienced sizeable life expectancy 
declines between 2014 and 2015 and marked slowdowns 
in improvements since 20101 3 40—and in the USA and 
Canada, which have severe drug overdose epidemics.41–44 
There are also important differences between these coun-
tries, which could contribute to differences in mortality. 
They are spread across geographically diverse continents 
and regions and differ in their healthcare systems, welfare 
systems, policy environments, cultures and behaviours, 
inequality, racial and ethnic composition, and history of 
immigration. For example, the UK has a socialised health 
system free to users, while the others have varying combi-
nations of private and government-subsidised healthcare. 
The USA and Ireland are outliers as they lack universal 
healthcare, although Ireland’s healthcare reform is slated 
for completion by 2030.45 46

These similarities and differences have not been fully 
explored. This article compares mortality among six 
high-income Anglophone countries: Australia, Canada, 
the Republic of Ireland (Ireland), New Zealand, the 
UK and the USA. We also characterise the extent of 
geographic variation in mortality within each country, an 
important dimension that has received less attention in 
cross-national comparisons.

DATA AND METHODS
We obtained national life tables for men and women 
in six Anglophone countries and 14 additional high-
income countries (Austria, Belgium, Denmark, Finland, 
France, Germany, Italy, Japan, the Netherlands, Norway, 
Portugal, Spain, Sweden and Switzerland) from the 
Human Mortality Database (HMD) between 1990 and 
2019.47 The 14 additional countries are used to contex-
tualise life expectancy in the Anglophone countries and 
are dropped for the rest of the analysis. We compared 
life expectancy across the six Anglophone countries and 
assessed how they rank among the broader set of 20 coun-
tries. The life tables are also the source of the all-cause, 
age-specific death rates used in our analyses.

Detailed mortality data for each Anglophone country 
by sex, age and cause of death come from the WHO 
Mortality Database.48 We combined the HMD and WHO 
mortality data and used Arriaga’s decomposition49 50 to 

calculate age and cause of death contributions to the 
difference in life expectancy at birth between Australia 
and each of the other countries. For Australia, Canada, 
Ireland, the UK and the USA, we use data from 2018. For 
New Zealand, we used the cause-specific proportions of 
total deaths from 2016 (the most recent year available) 
applied to the life table quantities from 2018. We do 
not expect the proportions in 2016 and 2018 to be very 
different. As a robustness check, we repeated the analyses 
using data from 2015 for all countries (results available 
upon request) and found very similar results.

We used 18 mutually exclusive and exhaustive cause of 
death categories (online supplemental table 1), capturing 
a diverse and meaningful set of causes, including those 
identified in prior studies as important contributors to 
mortality trends within these countries.3 4 34 51 In the main 
text, we combine some categories so that for each age 
group, the five leading contributors and one category 
containing all remaining causes are shown for that age 
group. This allows for a clearer and more parsimonious 
presentation of results. Online supplemental figures 1 
and 2 show all 18 categories.

We obtained life tables by subnational region from each 
Anglophone country’s national vital statistics agency. We 
aimed to maximise the comparability of these geographic 
units across countries in terms of population size (online 
supplemental table 2). We created choropleth maps of 
life expectancy at birth and age 65 to illustrate within-
country geographic inequalities. To measure geographic 
inequality within each country, we used 4-year average 
age- and sex-specific death and population counts 
(2013–2016 for New Zealand and Yukon territory in 
Canada, 2015–2018 for all other countries) to calculate 
the index of dissimilarity (ID), a commonly used measure 
of inequality.52 The ID is interpreted as the propor-
tion of total deaths that would need to be reallocated 
to a different subnational region for a given country to 
achieve geographic equality in mortality.

Patient and public involvement
Patients and the public were not involved in the design, 
conduct, reporting, or dissemination plans of this 
research.

RESULTS
Life expectancy levels and trends
Among these high-income Anglophone countries, 
Australia has been the best performer in life expectancy 
at birth since the early 1990s (figure 1). For most of the 
period between 1990 and 2019, Canada had the second-
highest life expectancy. Most recently, Ireland and New 
Zealand converged with Canada. In every year since 
2001, the USA has been the worst performer. In the most 
recent decade, the UK generally had the second-lowest 
life expectancy. Similar trends are observed for life expec-
tancy at age 65, with Australia generally performing the 
best and the US the worst. Two differences are that the 
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USA’s poor performance in life expectancy at age 65 
emerged more recently and New Zealand performs rela-
tively better at age 65.

Ireland experienced remarkable life expectancy gains 
between 1990 and 2019: its life expectancy at birth 
increased by 8.29 (men) and 6.66 (women) years. Initially, 
Irish men and women had the lowest or second-lowest life 
expectancy among these countries; by 2019, they ranked 
second (men) and third (women). After Ireland, New 
Zealand, Australia and the UK had the largest gains, while 
Canada and the USA experienced the smallest gains.

The gaps in life expectancy at birth between the best- 
and worst-performing Anglophone country widened over 
time. In 1990, Canadian men and women had the highest 
life expectancies—74.23 and 80.63 years, respectively. 
American men and Irish women had the lowest life expec-
tancies—71.85 and 77.72 years, respectively. The corre-
sponding gaps were 2.38 and 2.91 years. By 2019, these 
gaps had doubled to 4.75 years for men and increased by 
30% for women to 3.80 years.

Comparisons to 14 additional countries contextualise 
where these Anglophone countries stand among the 
broader set of high-income countries typically consid-
ered in cross-national comparisons. Anglophone coun-
tries never ranked among the top performers in female 
life expectancy over this period, but they ranged from 
performing fairly well to having the lowest life expectancy. 

For example, in 2019, the best-ranked Anglophone 
country (Australia) had the sixth-highest life expectancy, 
while the worst-ranked Anglophone country (USA) had 
the lowest life expectancy.

In contrast, men in most Anglophone countries (except 
the USA) perform more favourably, typically ranking in 
the top half over the past decade. Australian men ranked 
in the top four in all but 1 year between 1990 and 2019. 
American men have had the lowest life expectancy since 
2005. The patterns for life expectancy at age 65 are very 
similar. Men in high-performing Anglophone countries 
perform even better at age 65. For example, Australian 
men have been the world leaders in life expectancy at age 
65 since 2009.

Age group contributions
In the subsequent analyses, we focus on comparisons 
across Anglophone countries. Differences in life expec-
tancy between Australia, the best-performing country, 
and the other countries are shown in table 1. The contri-
butions sum to the total difference in life expectancy 
at birth between each focal country and Australia. The 
country with the smallest gap was Canada (women, 1.26 
years) or Ireland (men, 0.97 years); the country with the 
largest gap was the USA (3.95 and 4.88 years for women 
and men, respectively).

Figure 1  Life expectancy at birth for (A) women and (B) men and at age 65 for (C) women and (D) men, 20 high-income 
countries, 1990–2019.
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The contribution of mortality differences at the 
youngest ages (0–24) varies across countries. This age 
group contributes to Australia’s life expectancy advantage 
relative to New Zealand, the USA and Canada (women 
only), accounting for 12%–16% of life expectancy gaps 
for men and 9.5%–20% for women. It makes almost no 
contribution for the UK, while Ireland and Canadian 
men have lower mortality at these ages than Australia.

The next two age groups, 25–44 and 45–64, account for 
45% (women) and 55% (men) of the US life expectancy 
shortfall. Recent mortality trends for these age groups 
have been particularly adverse in the USA.12 51 These ages 
tend to make smaller contributions for the other coun-
tries. It is striking that even among these countries, which 
share relatively high levels of younger-age mortality, 
mortality at the young and prime adult ages still accounts 
for a substantial portion of the US life expectancy gap.

The 65–84 age group typically makes the single largest 
contribution to life expectancy gaps (American men, for 
whom the 45–64 age group makes the largest contribu-
tion, are the exception). Its contribution ranges from 39% 
(USA) to 78% (Ireland) among women, and from 30% 
(USA) to 100% (Ireland) among men. The open-ended 
age group, 85+, accounts for relatively small proportions 
of the gaps in the USA and Canada. Its contribution is 
more important for the other countries, accounting for 
about a fifth (women) and 11%–21% (men) of the gaps.

Cause of death contributions
Next, we examine which causes of death account for 
life expectancy differences between each country and 
Australia (figure 2). Negative bars indicate mortality from 
a particular cause narrows the gap; positive bars indicate 
a cause widens the gap. For a given country, the bars 
sum across the five panels to the total difference in life 

expectancy at birth between that country and Australia. 
Within each age group, five age-group-specific leading 
causes are highlighted, with the sixth category consisting 
of all remaining causes.

Starting with women, for four countries, perinatal condi-
tions and congenital anomalies in the 0–24 age group are 
key contributors to life expectancy gaps; however, they 
are not major contributors for Ireland. Mortality from 
motor vehicle accidents and other external causes is 
higher in the USA, Canada and New Zealand, but lower 
in the UK and Ireland than in Australia. Drug overdose 
contributes to the gaps for Canada and the USA, but not 
for the other countries. Irish women’s mortality advan-
tage relative to Australian women at these ages comes 
mainly from motor vehicle accidents, drug overdose and 
other external causes. In the 25–44 age group, drug over-
dose, other external causes and cancers dominate. Drug 
overdose makes the largest contribution to the gap for 
the USA and also contributes to the gaps for Canada and 
the UK. Motor vehicle accidents contribute to the gaps 
for the USA and New Zealand, but other countries expe-
rience lower mortality than Australia. Australian women 
experience an advantage in cancer mortality compared 
with all other countries except Canada. Firearm-related 
deaths are only key contributors to the gap between 
American and Australian women.

At ages 45–64, ischaemic heart disease, other circu-
latory diseases, cancers and respiratory diseases are key 
contributors. Drug overdose continues to make sizeable 
contributions to the USA and UK shortfalls. The same 
four causes contribute to life expectancy gaps in the 
65–84 age group, as do mental disorders and nervous 
system diseases (Alzheimer’s disease and related demen-
tias (ADRD) account for most of this category). Finally, 

Table 1  Contributions of age groups (years and %) to differences in life expectancy at birth between each country and 
Australia, 2018

Country

Canada Ireland New Zealand UK USA

Years (%) Years (%) Years (%) Years (%) Years (%)

Women

 � 0–24 0.24 (19.4) −0.05 (−3.9) 0.20 (12.0) 0.06 (2.7) 0.37 (9.5)

 � 25–44 0.15 (11.6) 0.01 (0.6) 0.11 (6.7) 0.12 (5.1) 0.58 (14.7)

 � 45–64 0.25 (20.2) 0.11 (8.3) 0.27 (16.3) 0.49 (21.0) 1.19 (30.1)

 � 65–84 0.67 (52.8) 1.02 (77.7) 0.76 (45.0) 1.26 (53.4) 1.55 (39.3)

 � 85+ −0.05 (−3.9) 0.23 (17.3) 0.34 (20.0) 0.42 (17.8) 0.25 (6.4)

 � Total 1.26 (100.0) 1.32 (100.0) 1.68 (100.0) 2.36 (100.0) 3.95 (100.0)

Men

 � 0–24 0.23 (16.4) −0.14 (−14.5) 0.16 (14.9) 0.02 (0.8) 0.59 (12.1)

 � 25–44 0.25 (18.1) −0.13 (−13.7) 0.04 (3.3) 0.14 (7.1) 1.03 (21.0)

 � 45–64 0.31 (22.2) 0.06 (5.7) 0.15 (14.0) 0.48 (24.7) 1.68 (34.4)

 � 65–84 0.58 (42.0) 0.99 (101.5) 0.52 (48.7) 1.10 (56.0) 1.47 (30.1)

 � 85+ 0.02 (1.2) 0.20 (21.0) 0.20 (19.0) 0.22 (11.3) 0.11 (2.3)

 � Total 1.38 (100.0) 0.97 (100.0) 1.07 (100.0) 1.96 (100.0) 4.88 (100.0)
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ischaemic heart disease, other circulatory diseases, 
respiratory diseases and mental disorders and nervous 
system diseases are key contributors at ages 85+. Austra-
lian women have lower circulatory disease mortality than 
women in the USA, New Zealand and Ireland, but higher 
mortality than women in the UK and Canada. American 
and Canadian women have lower cancer mortality than 
Australian women.

Overall, the patterns for men are highly similar. Moving 
from younger to older age groups, we see a shift from 
external causes (eg, drug overdose and firearm-related 
deaths) and perinatal conditions and congenital anoma-
lies as key contributors to circulatory diseases, respiratory 
diseases, cancers and mental disorders and nervous system 
diseases. Key differences are that external causes like 
drug overdose, alcohol-related mortality, firearm-related 
deaths and motor vehicle accidents make much larger 
contributions for men than women, and their influence 
persists into older age groups for men. While Australian 
men experience mortality advantages from cancer, these 
contributions tend to be smaller than for women. Circu-
latory and respiratory diseases are especially important 
contributors to the gaps for men aged 65+.

Geographic inequality within countries
We examine geographic variation in life expectancy at 
birth within each country (figure 3; online supplemental 
figures 3, 4 and table 3 show life expectancy at age 65; 
online supplemental figures 5–8 show additional maps). 
Canada and the USA contain the lowest-performing 
regions (13 US states in the lowest category for men and 
women), while all regions in the UK and Ireland have life 
expectancies above 81 years for women and 76.5 years 
for men. Australia performs particularly well: except for 
the Northern Territory, all Australian states fall in the 
top two (men) or three (women) categories. In all of the 
other countries except the USA, male life expectancy in 
at least some regions also falls into the highest category. 
In contrast, only one region in New Zealand falls into 
the top category for female life expectancy; none of the 
subnational regions in the other four countries reach this 
level of female life expectancy.

Next, we examine the index of dissimilarity, an age-
specific measure of evenness in the spatial distribution 
of mortality within each country (table 2). Values shaded 
in darker red (blue) indicate higher (lower) inequality. 
Geographic inequality in mortality is typically highest at 
younger ages and decreases with age in all countries. For 

Figure 2  Cause decomposition of differences in life expectancy at birth between five Anglophone countries and Australia by 
age group for (A) women and (B) men, 2018. For each age group, five leading causes of death are shown, with the sixth ‘all 
other causes’ category consisting of all remaining causes of death. The ‘all other causes’ category differs across age groups. 
See online supplemental figures 1 and 2 for more detailed cause-of-death groupings.
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both men and women, Australia has the lowest inequality, 
especially at ages above 40, followed by Canada. Among 
women, inequality tends to be highest in New Zealand, 
Ireland and the USA; among men, it is highest in New 
Zealand, the UK and the USA. The ID values tend to be 
similar for men and women within each country, with 
somewhat larger sex differences observed for the UK and 
Ireland.

DISCUSSION
The six Anglophone countries in our study represent 
some of the richest economies in the world and range 
from the worst (USA) to the best (Australian men) 
performers in life expectancy among high-income 

countries. Compared with their counterparts in other 
high-income countries, men in Anglophone countries 
tend to perform better than women. With the exception 
of the USA, these countries tend to have lower ratios of 
female-to-male life expectancy compared with other high-
income countries, an interesting observation that could 
be explored in future research.

Australia is clearly the best-performing Anglophone 
country. While Australian men and women have lower 
mortality at nearly all ages, their mortality advantage 
at ages 45–84 accounts for the bulk of Australia’s life 
expectancy advantage. At younger ages, Australia has 
lower mortality from perinatal conditions and congen-
ital anomalies, drug- and alcohol-related mortality and 

Figure 3  Life expectancy at birth by subnational region, six Anglophone countries, (A) women and (B) men, 2018. Data are 
for 2018 except for Yukon territory (2014–2016), Nunavut territory (2016–2018), Northwest Territories (2016–2018) and Prince 
Edward Island province (2016–2018) in Canada and Ireland (2016). See online supplemental figures 3 and 4 for life expectancy 
at age 65 and online supplemental figures 5 and 6 for additional maps using 2014–2016 for all provinces/territories in Canada.
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external causes. Australia has lower motor vehicle acci-
dent mortality than similarly large (in terms of land 
area) countries with high driving rates, like the USA and 
Canada. Chronic diseases, including circulatory disease, 

respiratory diseases and cancers, make substantial contri-
butions at ages 65–84. At the oldest ages, mental and 
nervous system diseases are important contributors to life 
expectancy gaps between Australia and Canada, the UK 

Table 2  Subnational indices of dissimilarity in mortality by age and country

Age Australia Canada Ireland New Zealand UK USA Legend

Women

0 0.071 0.052 0.043 0.103 0.092 0.079 0.000–0.019

5 0.075 0.066 0.105 0.178 0.071 0.083 0.020–0.044

10 0.097 0.103 0.172 0.298 0.064 0.073 0.045–0.059

15 0.064 0.151 0.156 0.195 0.069 0.090 0.060–0.069

20 0.088 0.144 0.165 0.166 0.085 0.096 0.070–0.079

25 0.051 0.107 0.181 0.195 0.086 0.116 0.080–0.099

30 0.092 0.089 0.121 0.164 0.091 0.117 0.100–0.159

35 0.054 0.093 0.071 0.133 0.113 0.111 0.160–0.299

40 0.049 0.074 0.057 0.097 0.092 0.102

45 0.033 0.050 0.074 0.074 0.070 0.088

50 0.027 0.040 0.077 0.065 0.057 0.083

55 0.024 0.028 0.077 0.070 0.057 0.079

60 0.022 0.036 0.068 0.065 0.058 0.070

65 0.019 0.033 0.053 0.064 0.059 0.065

70 0.018 0.027 0.070 0.056 0.057 0.063

75 0.014 0.031 0.056 0.045 0.051 0.057

80 0.012 0.028 0.067 0.036 0.039 0.050

85 0.005 0.016 0.070 0.022 0.029 0.032

Men

0 0.065 0.094 0.062 0.103 0.066 0.085

5 0.078 0.066 0.091 0.177 0.160 0.082

10 0.050 0.068 0.094 0.298 0.107 0.087

15 0.063 0.062 0.141 0.185 0.112 0.087

20 0.093 0.048 0.130 0.165 0.143 0.079

25 0.071 0.092 0.138 0.201 0.164 0.097

30 0.090 0.110 0.127 0.167 0.133 0.110

35 0.071 0.111 0.107 0.136 0.056 0.099

40 0.048 0.110 0.077 0.097 0.080 0.093

45 0.034 0.085 0.064 0.078 0.088 0.080

50 0.036 0.058 0.046 0.070 0.086 0.073

55 0.041 0.054 0.030 0.075 0.080 0.073

60 0.028 0.048 0.024 0.064 0.076 0.070

65 0.020 0.047 0.027 0.060 0.074 0.060

70 0.019 0.044 0.031 0.049 0.059 0.059

75 0.012 0.038 0.030 0.043 0.071 0.054

80 0.013 0.034 0.029 0.044 0.062 0.048

85 0.005 0.028 0.017 0.035 0.070 0.037

IDs were calculated using 4-year average death and population counts from 2015 to 2018, with the exception of New Zealand IDs, which 
were calculated using 2013–2016 death and population counts due to a lack of subnational data published since 2016. Values shaded in 
darker red (blue) indicate higher (lower) inequality.
ID, index of dissimilarity.
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and the USA. Possible reasons for this include differences 
in chronic disease burdens and smoking and alcohol 
consumption.53 ADRD will likely play an increasingly 
important role in cross-national life expectancy differ-
ences in the coming decades.

Geographic inequalities within countries vary greatly. 
Our results show large and striking inequalities in Canada, 
reaching 12.19 (women) and 11.36 years (men). They 
are driven by very low life expectancy in Nunavut and the 
Northwest Territories, which have high percentages of 
people who identify as indigenous (85.8% in Nunavut and 
49.6% in the Northwest Territory, respectively).54 Previous 
studies found that life expectancy differentials of 10 years 
between indigenous (First Nations, Métis and Inuit) and 
non-indigenous populations in Canada.55 56 Areas with a 
high percentage of residents identifying as First Nations 
had much higher all-cause and injury-related mortality.57

Indigenous inequalities are also relevant for Australia. 
While Australia had the lowest within-country geographic 
inequality, we still found disparities. Life expectancy in 
the worst-performing Northern territory, where Aborig-
inal and Torres Strait Islanders make up 30.8% of the 
population,58 was 6.20 (men) and 4.96 (women) years 
lower than in the highest-performing state. A prior study 
found that the gap in life expectancy between indigenous 
and non-indigenous people in the Northern Territory 
was 16.7 years in 2000 and primarily resulted from high 
cardiovascular disease and diabetes mortality.59 Indige-
nous populations in Australia experience higher socio-
economic disadvantage and have higher rates of smoking 
and obesity.60 Interestingly, we find little variation in 
life expectancy among the higher-performing states in 
Australia.

Southern states in the USA had the lowest life expec-
tancy, in line with prior studies.11–13 16–18 61 Consistent with 
our ID results showing higher inequality in mortality at 
younger ages, Dollar et al62 found a persistent younger age 
mortality disadvantage attributable to motor vehicle acci-
dents and firearm homicides in the South, which also has 
higher firearm suicide rates than other regions.63 State 
policies may influence these inequalities.29 For example, 
southeastern states tend to have less restrictive laws 
regulating firearm possession.62 Racial inequalities and 
behavioural factors, such as poor diet and high smoking 
rates, may also contribute to this disadvantage.13 52

In the UK, we find a distinct North-South inequality, 
with Northern regions having a lower life expectancy. 
Mortality differences between Scotland and England 
have historically been explained by higher levels of 
poverty and deprivation in Scotland.64 65 In England and 
Wales, life expectancy has stalled (and the gap between 
the most and least deprived regions has widened) since 
2011, which some hypothesise may be related to austerity 
measures.66–68 Our ID analysis showing higher levels of 
geographic inequality for men than women in the UK 
suggests that men may be particularly affected.

Geographic inequality in mortality, particularly at 
younger ages, is generally higher for Ireland and New 

Zealand compared with the other countries. One poten-
tial explanation is the smaller geographic units used 
for these countries. However, studies have found high 
within-country inequalities in healthcare access, which 
may also contribute to subnational inequalities in Irish 
mortality.45 69–71 In New Zealand, inequalities between 
indigenous (Māori) and non-indigenous populations72 73 
and by neighbourhood socioeconomic deprivation74 may 
contribute to geographic inequalities in mortality.

Given their proximity, it is interesting that Australia 
outperforms New Zealand. To the best of our knowl-
edge, this question has not been extensively explored by 
existing studies. Prior explanations include differences in 
historical migration streams (ie, Australia received more 
migrants from Northern and Southern Europe while New 
Zealand received more migrants from Northern Europe 
and the Pacific Islands, who had potentially higher circu-
latory disease rates75), healthcare systems and popula-
tion composition.75 76 While indigenous groups like the 
Aboriginal and Torres Strait Islanders experience large 
disadvantages in Australia, these populations make up a 
very small percentage of the overall population (3.8% in 
2021)58 and are concentrated in the Northern Territory. 
In contrast, indigenous populations constitute a much 
higher proportion of the population (16.5% in 2018)77 
in New Zealand.

Several factors may explain why life expectancy in 
Australia is higher than in other Anglophone countries 
more generally. Australia has the highest foreign-born 
share of its population, reaching nearly 30% in 2018.78 
Prior studies have found that immigrants, who tend to 
have higher life expectancy than the native-born, can 
make important contributions to national life expec-
tancy.79–81 In 2000, immigrants contributed 0.3–0.4 years 
to Australian life expectancy.79 These contributions 
reached 1.4–1.5 years in the USA80 and 0.16–0.17 years 
in some Nordic countries in the 2010s.81 The foreign-
born share of the population is around half of Austra-
lia’s in lower-performing countries like the USA and the 
UK. How immigration influences Australia’s advantage is 
unclear but constitutes a fruitful area for future research.

Considering health behaviours, Australia had a less 
severe smoking epidemic, particularly compared with 
the USA and the UK. Australian men have had faster 
reductions in smoking-attributable mortality since the 
1980s and, along with men in New Zealand, they had the 
lowest level of smoking-attributable mortality by the early 
2000s among these six countries.82 Among these coun-
tries, Australian women had the lowest levels of smoking-
attributable mortality in 1980 and 2003.82 These patterns 
could contribute to Australia’s lower mortality from 
respiratory diseases, cancers and circulatory diseases.83 
However, Australia has the second-highest obesity rate, 
suggesting that its health and life expectancy levels could 
be improved further.

Australia tends to have lower firearm-, drug- and alcohol-
related mortality. This may be related to its strong public 
health efforts. In 1996, Australia instituted strong gun law 
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reforms, followed by substantial buyback programmes.84 
In 2006, Australia implemented an innovative national 
network for youth mental healthcare (headspace), which 
may have improved mental health literacy and provided 
timely access to mental health services.85 86 These, in 
turn, may reduce suicide and drug- and alcohol-related 
mortality. Finally, a 2021 Commonwealth Fund report 
found that Australia’s healthcare system outperformed 
that of the UK, New Zealand, Canada and the USA.87 88 
Australia experiences a mortality advantage from circu-
latory and respiratory diseases, cancers and perinatal 
and congenital conditions, which are linked to superior 
healthcare system performance (eg, cancer screening 
and treatment, influenza vaccination, and cardiovascular 
disease prevention, diagnosis and treatment).

Cross-national differences in cause of death coding are 
one potential limitation of our study. This may be partic-
ularly relevant for causes like ADRD and the ‘symptoms, 
signs and abnormal clinical and laboratory findings’ cate-
gory,89 and for mortality at the oldest ages, as causes of 
death may be harder to differentiate among people with 
multiple chronic conditions.90 These issues are important 
to keep in mind when considering findings at the oldest 
ages (eg, the 85+ age groups in figure  2). However, all 
of the countries in this study are high-income, developed 
countries with well-functioning vital registration systems. 
We used categories that are broad enough to avoid relying 
on fine distinctions between causes but still informative 
enough to draw meaningful conclusions.

We have maximised comparability across countries 
given the limited availability of subnational mortality 
data. However, it is possible we might find larger inequal-
ities if data for smaller geographic units were available. 
For example, previous studies have found that life expec-
tancy varied by up to 17.4 years for men between local 
neighbourhoods in Glasgow in 2017–2019.91 However, 
understanding disparities at the state or regional levels 
is important given that health or economic policymaking 
often occurs at these levels.

CONCLUSIONS
Although Anglophone countries have shared charac-
teristics, large differences exist among them. In 2019, 
period life expectancy at birth for men in Australia, the 
best-performing country, was 4.75 years higher than 
in the USA, the worst-performing country. Australia’s 
life expectancy advantage comes from its consistently 
lower mortality from perinatal conditions, drug over-
doses, cancers, circulatory diseases, respiratory diseases 
and mental and nervous system diseases. Not only does 
Australia exhibit superior performance at the national 
level, but it also has the lowest within-country geographic 
inequality. Australia performs well but still has room 
for improvement, particularly in the area of reducing 
inequalities among its indigenous populations. Overall, 
Australia offers a potential model for lower-performing 
Anglophone countries, such as the USA and UK, to follow 

to reduce both premature mortality and inequalities in 
life expectancy.

Contributors  JYH conceived and designed the study. JYH and RZW collected and 
analysed the data. JYH and RZW drafted the initial manuscript and revised the 
manuscript. All authors approved the final version of the paper. JYH and RZW are 
responsible for the overall content as guarantors.

Funding  Research reported in this publication was supported by the National 
Institute On Aging of the National Institutes of Health under Award Numbers R01 
AG060115 and R01 AG080438. The content is solely the responsibility of the 
authors and does not necessarily represent the official views of the National 
Institutes of Health.

Map disclaimer  The depiction of boundaries on the map(s) in this article does not 
imply the expression of any opinion whatsoever on the part of BMJ (or any member 
of its group) concerning the legal status of any country, territory, jurisdiction or 
area or of its authorities. The map(s) are provided without any warranty of any kind, 
either express or implied.

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication  Not applicable.

Ethics approval  Ethics approval was not required for this study since it is not 
considered human subjects research. The study is based on secondary analysis of 
aggregate vital statistics data.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available in a public, open access repository. 
All data used in this study are publicly available from the Human Mortality 
Database, the WHO Mortality Database and the respective vital statistics agencies 
of the countries considered in this study.

Supplemental material  This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer-reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Jessica Y Ho http://orcid.org/0000-0003-3240-6219

REFERENCES
	 1	 Ho JY, Hendi AS. Recent trends in life expectancy across high 

income countries: retrospective observational study. BMJ 
2018;362:k2562. 

	 2	 Ho JY. Causes of gains and losses in life expectancy in OECD 
countries. In: Is cardiovascular disease slowing improvements in life 
expectancy?: OECD and the King’s fund workshop proceedings. 
Paris: OECD Publishing, 2020: 39–52.

	 3	 Raleigh VS. Trends in life expectancy in EU and other OECD 
countries: why are improvements slowing? Paris: OECD Publishing, 
2019.

	 4	 Mehta NK, Abrams LR, Myrskylä M. US life expectancy stalls due to 
cardiovascular disease, not drug deaths. Proc Natl Acad Sci U S A 
2020;117:6998–7000. 

	 5	 Hendi AS. Trends in U.S. life expectancy gradients: the role of 
changing educational composition. Int J Epidemiol 2015;44:946–55. 

	 6	 Hendi AS. Trends in education-specific life expectancy, data quality, 
and shifting education distributions: A note on recent research. 
Demography 2017;54:1203–13. 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

b
y g

u
est

 
o

n
 S

ep
tem

b
er 9, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
13 A

u
g

u
st 2024. 

10.1136/b
m

jo
p

en
-2023-079365 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-3240-6219
http://dx.doi.org/10.1136/bmj.k2562
http://dx.doi.org/10.1073/pnas.1920391117
http://dx.doi.org/10.1093/ije/dyv062
http://dx.doi.org/10.1007/s13524-017-0574-2
http://bmjopen.bmj.com/


10 Wilkie RZ, Ho JY. BMJ Open 2024;14:e079365. doi:10.1136/bmjopen-2023-079365

Open access�

	 7	 Hendi AS, Elo IT, Martikainen P. The implications of changing 
education distributions for life expectancy gradients. Soc Sci Med 
2021;272:S0277-9536(21)00044-7. 

	 8	 Mackenbach JP, Stirbu I, Roskam A-JR, et al. Socioeconomic 
inequalities in health in 22 European countries. N Engl J Med 
2008;358:2468–81. 

	 9	 Murtin F, Mackenbach JP, Jasilionis D, et al. Educational inequalities 
in longevity in 18 OECD countries. J Dem Econ 2022;88:1–29. 

	10	 van Hedel K, Avendano M, Berkman LF, et al. The contribution of 
national disparities to international differences in mortality between 
the United States and 7 European countries. Am J Public Health 
2015;105:e112–9. 

	11	 Dwyer-Lindgren L, Bertozzi-Villa A, Stubbs RW, et al. Inequalities 
in life expectancy among US counties. JAMA Intern Med 
2017;177:1003. 

	12	 Elo IT, Hendi AS, Ho JY, et al. Trends in non-Hispanic white mortality 
in the United States by metropolitan-Nonmetropolitan status and 
region, 1990–2016. Popul Dev Rev 2019;45:549–83. 

	13	 Fenelon A. Geographic divergence in mortality in the United States. 
Popul Dev Rev 2013;39:611–34. 

	14	 Seaman R, Riffe T, Leyland AH, et al. The increasing LifeSpan 
variation gradient by area-level deprivation: A decomposition 
analysis of Scotland 1981–2011. Soc Sci Med 2019;230:147–57. 

	15	 Vallin J, et al. Inequalities in life expectancy between and within 
European countries. In: Neyer G, Andersson G, Kulu H, eds. 
The demography of Europe. Dordrecht: Springer Netherlands, 
2013: 139–73.

	16	 Vierboom YC, Preston SH, Hendi AS. Rising geographic inequality in 
mortality in the United States. SSM Popul Health 2019;9:100478. 

	17	 Wang H, Schumacher AE, Levitz CE, et al. Left behind: widening 
disparities for males and females in US County life expectancy, 
1985–2010. Popul Health Metrics 2013;11:8. 

	18	 Wilmoth JR, Boe C, Barbieri M. Geographic differences in life 
expectancy at age 50 in the United States compared with other high-
income countries. In: International differences in mortality at older 
ages: dimensions and sources. Washington, DC: National Academies 
Press, 2011.:12945.

	19	 Mackenbach JP, Bos V, Andersen O, et al. Widening socioeconomic 
inequalities in mortality in six Western European countries. Int J 
Epidemiol 2003;32:830–7. 

	20	 Mackenbach JP, Kulhánová I, Artnik B, et al. Changes in mortality 
inequalities over two decades: register based study of European 
countries. BMJ 2016;353:i1732. 

	21	 Monnat SM. Trends in U.S. working-age non-Hispanic white 
mortality: rural-urban and within-rural differences. Popul Res Policy 
Rev 2020;39:805–34. 

	22	 Richardson EA, Pearce J, Mitchell R, et al. Have regional inequalities 
in life expectancy widened within the European Union between 1991 
and 2008 Eur J Public Health 2014;24:357–63. 

	23	 Shkolnikov VM, Andreev EM, Jdanov DA, et al. Increasing absolute 
mortality disparities by education in Finland, Norway and Sweden, 
1971–2000. J Epidemiol Community Health 2012;66:372–8. 

	24	 Eikemo TA, Hoffmann R, Kulik MC, et al. How can inequalities in 
mortality be reduced? A quantitative analysis of 6 risk factors in 21 
European populations. PLOS ONE 2014;9:e110952. 

	25	 Ho JY. The contribution of drug overdose to educational gradients 
in life expectancy in the United States, 1992–2011. Demography 
2017;54:1175–202. 

	26	 Ho JY, Fenelon A. The contribution of smoking to educational 
gradients in U.S. J Health Soc Behav 2015;56:307–22. 

	27	 Mackenbach JP. Should we aim to reduce relative or absolute 
inequalities in mortality Eur J Public Health 2015;25:185. 

	28	 Mackenbach JP, Bopp M, Deboosere P, et al. Determinants of the 
magnitude of socioeconomic inequalities in mortality: A study of 17 
European countries. Health Place 2017;47:44–53. 

	29	 Montez JK, Beckfield J, Cooney JK, et al. US state policies, politics, 
and life expectancy. Milbank Q 2020;98:668–99. 

	30	 Preston SH, Elo IT. Are educational differentials in adult mortality 
increasing in the United States J Aging Health 1995;7:476–96. 

	31	 van Raalte AA, Kunst AE, Lundberg O, et al. The contribution of 
educational inequalities to LifeSpan variation. Popul Health Metr 
2012;10:1–10. 

	32	 Vierboom YC. Trends in alcohol-related mortality by educational 
attainment in the U.S., 2000–2017. Popul Res Policy Rev 
2020;39:77–97. 

	33	 Ho JY. Mortality under age 50 accounts for much of the fact that US 
life expectancy lags that of other high-income countries. Health Aff 
(Millwood) 2013;32:459–67. 

	34	 Ho JY. Causes of America’s lagging life expectancy: an international 
comparative perspective. J Gerontol 2022;77:S117–26. 

	35	 National Research Council. Explaining divergent levels of longevity in 
high-income countries. Washington, DC: National Academies Press, 
2011.

	36	 National Research Council (US), Institute of Medicine (US). US health 
in international perspective: shorter lives, poorer health. Washington, 
DC: National Academies Press, 2013.

	37	 Baird M, O’Brien M. Dynamics of parental leave in Anglophone 
countries: the paradox of state expansion in liberal welfare regimes. 
Community Work Fam 2015;18:198–217. 

	38	 Bambra C. Defamilisation and welfare state regimes: a cluster 
analysis. Int J Soc Welfare 2007;16:326–38. 

	39	 Bambra C. Health inequalities and welfare state regimes: theoretical 
insights on a public health ‘puzzle. J Epidemiol Community Health 
2011;65:740–5. 

	40	 Hiam L, Dorling D, Harrison D, et al. Why has mortality in England 
and Wales been increasing? an Iterative demographic analysis. J R 
Soc Med 2017;110:153–62. 

	41	 Fischer B, Rehm J, Patra J, et al. Changes in illicit opioid use across 
Canada. CMAJ 2006;175:1385. 

	42	 Fischer B, Jones W, Rehm J. High correlations between levels 
of consumption and mortality related to strong prescription 
opioid Analgesics in British Columbia and Ontario, 2005 – 2009. 
Pharmacoepidemiol Drug Saf 2013;22:438–42. 

	43	 Ho JY. The contemporary American drug overdose epidemic 
in international perspective. Population & Development Rev 
2019;45:7–40. 

	44	 King NB, Fraser V, Boikos C, et al. Determinants of increased opioid-
related mortality in the United States and Canada, 1990–2013: A 
systematic review. Am J Public Health 2014;104:e32–42. 

	45	 Connolly S, Wren M-A. Universal health care in Ireland—what are the 
prospects for reform? Health Syst Reform 2019;5:94–9. 

	46	 Jones G, Kantarjian H. The many roads to universal health care in the 
USA. Lancet Oncol 2019;20:e601–5. 

	47	 HMD. Human mortality database. 2022. Available: https://www.​
mortality.org/

	48	 World Health Organisation. WHO mortality database. 2021. Available: 
https://www.who.int/data/data-collection-tools/who-mortality-​
database

	49	 Arriaga EE. Measuring and explaining the change in life 
Expectancies. Demography 1984;21:83–96.

	50	 Preston SH, Heuveline P, Guillot M. Demography. measuring and 
modeling population processes. Oxford: Blackwell Publishing, 2001.

	51	 Committee on Rising Midlife Mortality Rates and Socioeconomic 
Disparities, Committee on Population, Committee on National 
Statistics, et al. High and rising mortality rates among working-
age adults. In: National academies of sciences, engineering, and 
medicine. High and rising mortality rates among working-age adults. 
Washington, DC: The National Academies Press, Available: https://
www.nap.edu/catalog/25976

	52	 Hendi AS, Ho JY. Smoking and the widening inequality in life 
expectancy between metropolitan and Nonmetropolitan areas of the 
United States. Front Public Health 2022;10:942842. 

	53	 Livingston G, Huntley J, Sommerlad A, et al. Dementia prevention, 
intervention, and care: 2020 report of the lancet Commission. Lancet 
2020;396:413–46. 

	54	 Government of Canada SC. Census Program Data Viewer.2022. 
Available: https://www12.statcan.gc.ca/census-recensement/2021/​
dp-pd/dv-vd/cpdv-vdpr/index-eng.cfm

	55	 Tjepkema M, Bushnik T, Bougie E. Life expectancy of first nations, 
Métis and Inuit household populations in Canada. Health Rep 
2019;30:3–10. 

	56	 Wilkins R, Uppal S, Finès P, et al. Life expectancy in the Inuit-
inhabited areas of Canada,1989 to 2003. Health Rep 2008;19:7–19.

	57	 Peters P, Oliver L, Kohen D. Mortality among children and youth in 
high-percentage first nations identity areas, 2000-2002 and 2005-
2007. RRH 2013. 

	58	 Australian Bureau of Statistics. Estimates of Aboriginal and Torres 
Strait Islander Australians, 2021. Available: https://www.abs.gov.​
au/statistics/people/aboriginal-and-torres-strait-islander-peoples/​
estimates-aboriginal-and-torres-strait-islander-australians/latest-​
release

	59	 Zhao Y, Dempsey K. Causes of inequality in life expectancy 
between indigenous and non-indigenous people in the Northern 
territory, 1981–2000: a decomposition analysis. Med J Aust 
2006;184:490–4. 

	60	 Zhao Y, Wright J, Begg S, et al. Decomposing indigenous life 
expectancy gap by risk factors: a life table analysis. Popul Health 
Metr 2013;11:1. 

	61	 Dwyer-Lindgren L, Bertozzi-Villa A, Stubbs RW, et al. US County-
level trends in mortality rates for major causes of death, 1980-2014. 
JAMA 2016;316:2385–401. 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

b
y g

u
est

 
o

n
 S

ep
tem

b
er 9, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
13 A

u
g

u
st 2024. 

10.1136/b
m

jo
p

en
-2023-079365 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://dx.doi.org/10.1016/j.socscimed.2021.113712
http://dx.doi.org/10.1056/NEJMsa0707519
http://dx.doi.org/10.1017/dem.2021.22
http://dx.doi.org/10.2105/AJPH.2014.302344
http://dx.doi.org/10.1001/jamainternmed.2017.0918
http://dx.doi.org/10.1111/padr.12249
http://dx.doi.org/10.1111/j.1728-4457.2013.00630.x
http://dx.doi.org/10.1016/j.socscimed.2019.04.008
http://dx.doi.org/10.1016/j.ssmph.2019.100478
http://dx.doi.org/10.1186/1478-7954-11-8
http://dx.doi.org/10.1093/ije/dyg209
http://dx.doi.org/10.1093/ije/dyg209
http://dx.doi.org/10.1136/bmj.i1732
http://dx.doi.org/10.1007/s11113-020-09607-6
http://dx.doi.org/10.1007/s11113-020-09607-6
http://dx.doi.org/10.1093/eurpub/ckt084
http://dx.doi.org/10.1136/jech.2009.104786
http://dx.doi.org/10.1371/journal.pone.0110952
http://dx.doi.org/10.1007/s13524-017-0565-3
http://dx.doi.org/10.1177/0022146515592731
http://dx.doi.org/10.1093/eurpub/cku217
http://dx.doi.org/10.1016/j.healthplace.2017.07.005
http://dx.doi.org/10.1111/1468-0009.12469
http://dx.doi.org/10.1177/089826439500700402
http://dx.doi.org/10.1186/1478-7954-10-3
http://dx.doi.org/10.1007/s11113-019-09527-0
http://dx.doi.org/10.1377/hlthaff.2012.0574
http://dx.doi.org/10.1377/hlthaff.2012.0574
http://dx.doi.org/10.1093/geronb/gbab129
http://www.ncbi.nlm.nih.gov/books/NBK115854
http://www.ncbi.nlm.nih.gov/books/NBK115854
http://dx.doi.org/10.1080/13668803.2015.1021755
http://dx.doi.org/10.1111/j.1468-2397.2007.00486.x
http://dx.doi.org/10.1136/jech.2011.136333
http://dx.doi.org/10.1177/0141076817693599
http://dx.doi.org/10.1177/0141076817693599
http://dx.doi.org/10.1503/cmaj.060729
http://dx.doi.org/10.1002/pds.3404
http://dx.doi.org/10.1111/padr.12228
http://dx.doi.org/10.2105/AJPH.2014.301966
http://dx.doi.org/10.1080/23288604.2018.1551700
http://dx.doi.org/10.1016/S1470-2045(19)30517-0
https://www.mortality.org/
https://www.mortality.org/
https://www.who.int/data/data-collection-tools/who-mortality-database
https://www.who.int/data/data-collection-tools/who-mortality-database
https://pubmed.ncbi.nlm.nih.gov/6714492
https://www.nap.edu/catalog/25976
https://www.nap.edu/catalog/25976
http://dx.doi.org/10.3389/fpubh.2022.942842
http://dx.doi.org/10.1016/S0140-6736(20)30367-6
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/dv-vd/cpdv-vdpr/index-eng.cfm
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/dv-vd/cpdv-vdpr/index-eng.cfm
http://dx.doi.org/10.25318/82-003-x201901200001-eng
https://pubmed.ncbi.nlm.nih.gov/18457208
http://dx.doi.org/10.22605/RRH2424
https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-islander-peoples/estimates-aboriginal-and-torres-strait-islander-australians/latest-release
https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-islander-peoples/estimates-aboriginal-and-torres-strait-islander-australians/latest-release
https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-islander-peoples/estimates-aboriginal-and-torres-strait-islander-australians/latest-release
https://www.abs.gov.au/statistics/people/aboriginal-and-torres-strait-islander-peoples/estimates-aboriginal-and-torres-strait-islander-australians/latest-release
http://dx.doi.org/10.5694/j.1326-5377.2006.tb00340.x
http://dx.doi.org/10.1186/1478-7954-11-1
http://dx.doi.org/10.1186/1478-7954-11-1
http://dx.doi.org/10.1001/jama.2016.13645
http://bmjopen.bmj.com/


11Wilkie RZ, Ho JY. BMJ Open 2024;14:e079365. doi:10.1136/bmjopen-2023-079365

Open access

	62	 Dollar NT, Gutin I, Lawrence EM, et al. The persistent Southern 
disadvantage in US early life mortality, 1965–2014. Demogr Res 
2020;42:343–82. 

	63	 Centers for Disease Control and Prevention, National Center for 
Health Statistics, National Vital Statistics. Mortality 1999-2020 on 
CDC WONDER online database, released in 2021. Data are from 
the multiple cause of death files, 1999-2020, as compiled from 
data provided by the 57 vital statistics jurisdictions through the 
vital statistics cooperative program. Centers for Disease Control 
and Prevention, 2020. Available: https://wonder.cdc.gov/icd10.​
html

	64	 Carstairs V, Morris R. Deprivation: explaining differences in mortality 
between Scotland and England and Wales. BMJ 1989;299:886–9. 

	65	 Norman P, Boyle P, Exeter D, et al. Rising premature mortality in the 
UK’s persistently deprived areas: only a Scottish phenomenon. Soc 
Sci Med 2011;73:1575–84. 

	66	 Hiam L, Harrison D, McKee M, et al. Why is life expectancy in 
England and Wales ‘stalling J Epidemiol Community Health 
2018;72:404–8. 

	67	 Bhandari R, Kasim A, Warren J, et al. Geographical inequalities in 
health in a time of austerity: baseline findings from the Stockton-on-
Tees cohort study. Health Place 2017;48:111–22. 

	68	 Raleigh VS. Stalling life expectancy in the UK. BMJ 2018;362:k4050. 
	69	 Heavey P. The Irish Healthcare system: A morality tale. Camb Q 

Healthc Ethics 2019;28:276–302. 
	70	 Jabakhanji S, Sorensen J. Pns97 geographic differences in Irish 

health status. Value Health 2019;22:S778. 
	71	 Turner B. Putting Ireland’s health spending into perspective. Lancet 

2018;391:833–4. 
	72	 Disney G, Teng A, Atkinson J, et al. Changing ethnic inequalities 

in mortality in New Zealand over 30 years: linked cohort studies 
with 68.9 million person-years of follow-up. Popul Health Metr 
2017;15:15. 

	73	 Rutter C, Walker S. Infant mortality inequities for Māori in New 
Zealand: a tale of three policies. Int J Equity Health 2021;20:10. 

	74	 Tobias MI, Cheung J. Monitoring health inequalities: life expectancy 
and small area deprivation in New Zealand. Popul Health Metrics 
2003;1:1–11. 

	75	 O’Donoghue B, Howden-Chapman P, Woodward A. Why do 
Australians live longer than new Zealanders Health Educ Behav 
2000;27:307–16. 

	76	 Aye PS, Elwood JM, Stevanovic V. Comparison of cancer survival in 
New Zealand and Australia. N Z Med J 2014;127:127:14–26:.

	77	 Stats NZ. 2018 Census ethnic group summaries, 2020. Available: 
https://www.stats.govt.nz/tools/2018-census-ethnic-group-​
summaries/m%C4%81ori

	78	 OECD. Foreign-born population (indicator). 2023. 

	79	 Page A, Begg S, Taylor R, et al. Global comparative assessments of 
life expectancy: the impact of migration with reference to Australia. 
Bull World Health Organ 2007;85:474–81. 

	80	 Hendi AS, Ho JY. Immigration and improvements in American life 
expectancy. SSM Popul Health 2021;15:100914. 

	81	 Wallace M, Thomas MJ, Aburto JM, et al. Immigration, mortality, and 
national life expectancy in the Nordic region, 1990–2019. SSM Popul 
Health 2022;19:101177. 

	82	 Preston SH, Glei DA, Wilmoth JR. Contribution of smoking to 
international differences in life expectancy. In: International 
differences in mortality at older ages: dimensions and sources. 
Washington, DC: National Academies Press, 2010. Available: https://​
doi.org/10.17226/12945

	83	 Reitsma MB, Kendrick PJ, Ababneh E. Spatial, temporal, and 
demographic patterns in prevalence of smoking tobacco use 
and attributable disease burden in 204 countries and territories, 
1990–2019: a systematic analysis from the global burden of disease 
study 2019. Lancet 2021;397:2337–60. 

	84	 Chapman S, Alpers P, Jones M. Association between gun law 
reforms and intentional firearm deaths in Australia, 1979-2013. JAMA 
2016;316:291–9. 

	85	 Rickwood D, Paraskakis M, Quin D, et al. Australia’s innovation 
in youth mental health care: the Headspace centre model. Early 
Intervention Psych 2019;13:159–66. 

	86	 Department of Health. Evaluation of the National Headspace 
program - final report. 2022. Available: https://www.health.gov.au/​
sites/default/files/documents/2022/10/evaluation-of-the-national-​
headspace-program.pdf

	87	 Schneider EC, Shah AS, Doty MM. Mirror, mirror 2021 – reflecting 
poorly: health care in the U.S. compared to other high-income 
countries. 2021. 

	88	 Mengistu TS, Khatri R, Erku D, et al. Successes and challenges of 
primary health care in Australia: A Scoping review and comparative 
analysis. J Glob Health 2023;13:04043. 

	89	 Désesquelles A, Demuru E, Salvatore MA, et al. Mortality from 
Alzheimer’s disease, Parkinson’s disease, and Dementias in France 
and Italy: a comparison using the multiple cause-of-death approach. 
J Aging Health 2014;26:283–315. 

	90	 Meslé F, et al. Causes of death among the oldest-old: validity and 
comparability. In: Robine J-M, Crimmins EM, Horiuchi S, eds. Human 
longevity, individual life duration, and the growth of the oldest-
old population. Dordrecht: Springer Netherlands, 2007: 191–214. 
Available: https://doi.org/10.1007/978-1-4020-4848-7_9

	91	 Whyte B, Young M, Timpson K. Health in a changing city: Glasgow 
2021. In: A study of changes in health, demographic, socioeconomic 
and environmental factors in Glasgow over the last 20 years. 
Glasgow: GPCH, 2021.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

b
y g

u
est

 
o

n
 S

ep
tem

b
er 9, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
13 A

u
g

u
st 2024. 

10.1136/b
m

jo
p

en
-2023-079365 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://dx.doi.org/10.4054/demres.2020.42.11
https://wonder.cdc.gov/icd10.html
https://wonder.cdc.gov/icd10.html
http://dx.doi.org/10.1136/bmj.299.6704.886
http://dx.doi.org/10.1016/j.socscimed.2011.09.034
http://dx.doi.org/10.1016/j.socscimed.2011.09.034
http://dx.doi.org/10.1136/jech-2017-210401
http://dx.doi.org/10.1016/j.healthplace.2017.10.002
http://dx.doi.org/10.1136/bmj.k4050
http://dx.doi.org/10.1017/S0963180119000100
http://dx.doi.org/10.1017/S0963180119000100
http://dx.doi.org/10.1016/j.jval.2019.09.1999
http://dx.doi.org/10.1016/S0140-6736(18)30461-6
http://dx.doi.org/10.1186/s12963-017-0132-6
http://dx.doi.org/10.1186/s12939-020-01340-y
http://dx.doi.org/10.1186/1478-7954-1-2
http://dx.doi.org/10.1177/109019810002700305
https://pubmed.ncbi.nlm.nih.gov/25530328
https://www.stats.govt.nz/tools/2018-census-ethnic-group-summaries/m%C4%81ori
https://www.stats.govt.nz/tools/2018-census-ethnic-group-summaries/m%C4%81ori
http://dx.doi.org/10.2471/blt.06.036202
http://dx.doi.org/10.1016/j.ssmph.2021.100914
http://dx.doi.org/10.1016/j.ssmph.2022.101177
http://dx.doi.org/10.1016/j.ssmph.2022.101177
https://doi.org/10.17226/12945
https://doi.org/10.17226/12945
http://dx.doi.org/10.1016/S0140-6736(21)01169-7
http://dx.doi.org/10.1001/jama.2016.8752
http://dx.doi.org/10.1111/eip.12740
http://dx.doi.org/10.1111/eip.12740
https://www.health.gov.au/sites/default/files/documents/2022/10/evaluation-of-the-national-headspace-program.pdf
https://www.health.gov.au/sites/default/files/documents/2022/10/evaluation-of-the-national-headspace-program.pdf
https://www.health.gov.au/sites/default/files/documents/2022/10/evaluation-of-the-national-headspace-program.pdf
http://dx.doi.org/10.7189/jogh.13.04043
http://dx.doi.org/10.1177/0898264313514443
https://doi.org/10.1007/978-1-4020-4848-7_9
http://bmjopen.bmj.com/

	Life expectancy and geographic variation in mortality: an observational comparison study of six high-­income Anglophone countries
	Abstract
	Introduction﻿﻿
	Data and methods
	Patient and public involvement

	Results
	Life expectancy levels and trends
	Age group contributions
	Cause of death contributions
	Geographic inequality within countries

	Discussion
	Conclusions
	References


