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COMMENTARY

A Closer Look at the Economic Argument
for Disease Prevention
Steven H. Woolf, MD, MPH

DISEASE PREVENTION HAS ALWAYS BEEN THE PRE-
ferred option for promoting health and reduc-
ing disease rates. For many, this health argu-
ment is reason enough to invest in prevention,

economics aside. Others, citing scarce resources, advocate
a careful assessment of the costs and savings associated with
prevention. It initially costs more to deliver preventive ser-
vices; the savings the resulting health benefits will incur over
time are less clear. Some reports claim that effective pre-
vention programs would save the nation billions of dol-
lars,1 while others predict the reverse.2 Economists and col-
umnists have argued that prevention rarely saves money and
is inherently no more cost-effective than disease care.3-5 For
policy makers—caught between an economic crisis, pres-
sure to defer new spending and seize control over escalat-
ing health care costs, and a promise to voters to make pre-
vention part of health care reform—resolving whether
prevention will help reduce spending is highly relevant.

The question of whether prevention saves money is in-
correctly framed. Health care, like other goods, is not pur-
chased to save money. The dollar can be stretched further—
more goods can be acquired—by optimizing economic value.
The proper question for a preventive (or therapeutic) in-
tervention is how much health the investment purchases.
This is typically measured in terms of cost-effectiveness or
cost-utility, the ratio between the cost of a service and its
benefits. Some services cost relatively little per unit of health
gain and represent good buys. Some are extremely good buys
because they generate net savings, but such services are un-
common. Much of the nation’s enormous health care bud-
get goes toward expensive tests and treatments that pro-
duce relatively little health gain per dollar. Services ordinarily
are considered to have reasonable cost-effectiveness if they
cost less than $50 000 to $75 000 per quality-adjusted life
year (QALY), but payers routinely cover treatments that cost
more than $100 000 per QALY.

The occasional service that produces net savings is hardly
a panacea for controlling spending. Through sheer vol-
ume, far more can be accomplished by curtailing lavish out-
lays on expensive, low-value services and investing more
in high-value services that improve health at less cost (and
may occasionally yield net savings). This redistribution in

spending offers the greatest opportunity to save more lives
with the same dollar. Prevention stands out among the cadre
of interventions that combine good health outcomes with
good economic value. Although disputes exist on the mar-
gins, this much is clear:

1. A core set of preventive services is effective. Hun-
dreds of thousands of lives would be saved annually if people
stopped smoking, lost weight, exercised regularly, and con-
sumed a healthy diet. Support is also nearly universal for a
package of effective clinical preventive services (eg, screen-
ing tests, immunizations) recommended by the US Preven-
tive Services Task Force and other reputable groups. Im-
proved implementation of this core package could greatly
reduce the nation’s disease burden. By one account, increas-
ing delivery of just 5 clinical preventive services would avert
100 000 deaths per year.6

2. These evidence-based clinical preventive services of-
fer high economic value. Whereas major disease treat-
ments (eg, angioplasty) can cost $100 000 or more per QALY,
most evidence-based preventive services offer a better value.
For example, colonoscopy and other evidence-based screen-
ing tests for colorectal cancer cost less than $25 000 per
QALY.7 Among 25 recommended preventive services, 15 cost
less than $35 000 per QALY and 10 services cost less than
$14 000 per QALY.8

3. Among the core set of preventive services that offer
high economic value, a subset yields net savings. The lit-
erature reports net savings from childhood immuniza-
tions,9 smoking cessation,10 and aspirin prophylaxis among
patients at increased risk for cardiovascular disease.11 Smok-
ing cessation counseling by clinicians, if not cost saving, is
highly cost-effective (less than $5000 per QALY).10

4. Some preventive services, like many disease treat-
ments, offer poor economic value. Cost-effectiveness is poor
when effectiveness is uncertain or, as happens with some
preventive services, the absolute probability of benefit is low
(eg, offering services to low-risk patients, frequent rescreen-
ing, and pursuing aggressive targets [eg, reducing low-
density lipoprotein cholesterol levels to �100 mg/dL]).
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Context (the research question and analytic methods)
matters greatly in making sense of discrepant cost-
effectiveness findings. Some studies measure only utiliza-
tion costs, whereas others consider health outcomes over
time. Assumptions about costs (numerator) and effective-
ness (denominator) affect the cost-effectiveness ratio, as
do other decisions, such as about discounting or includ-
ing indirect costs. Cost-effectiveness can be enhanced by
targeting the service to high-risk populations. Cost-
effectiveness when compared with doing nothing differs
from the marginal cost-effectiveness of option A vs
option B. The analysts’ perspective matters: the costs/
benefits for society differ from those of a health plan.
Comparisons of the cost-effectiveness of prevention and
disease care can be misleading, especially if they compare
apples and oranges. For example, one article4 cast doubt
on the cost-effectiveness of prevention by examining a
“basket” of services that included tests that no major
guidelines recommend (eg, newborn screening for
medium-chain acyl-coenzyme A dehydrogenase defi-
ciency).

What the intervention entails also matters. Preventive
interventions can be undertaken by individuals, the
health care system, or community programs—and cost-
effectiveness differs for each. For example, physical activ-
ity as a personal intervention induces net savings by
improving one’s health,12 but counseling by clinicians to
persuade patients to exercise is of uncertain effectiveness
and cost-effectiveness.13 To surmise that “exercise is not
cost-effective” is to confuse the cost-effectiveness of pro-
grams (of varied economic value) with the cost-
effectiveness of the behavior itself (which saves money).
This confusion obscures a vital message for public health
and the economy: the nation’s health care costs and dis-
ease rates would be reduced considerably if the public
became more active, ate more healthfully, and stopped
smoking. The savings would pay for the costs—in time,
walking shoes, and nicotine patches—that are incurred to
modify these habits. The economics of services to assist
people with lifestyle changes are separate from the potent
economics that result from the behaviors.

Several factors work against the economics of preven-
tion. Personal behaviors take time to change, and the
health outcomes can take even longer. The delayed
effects, although substantial, may seem distant to those
with a shortsighted focus on next year’s budget, and to
employers and payers concerned that their workforce and
members will move out of plan. Preventive interventions
are often designed for a large, relatively healthy popula-
tion. Modest health benefits may not offset the harms and
costs of delivering interventions to so many people. Some
have argued that prevention can postpone, but not avert,
the costs of treatment. Some have even argued that costs
will increase if prevention (or anything else) enables
people to live longer.5

Some factors enhance the economics of prevention, in
ways that often elude disease care. For example, address-
ing a single risk factor (eg, smoking) can influence out-
comes across multiple diseases, from preterm birth to lung
disease and cancer. The long time horizon that poses a
challenge for prevention is also an opportunity for “com-
pounding” of health benefits. For example, with an aging
population and projected increases in chronic diseases,
reducing risk factors for those diseases can have amplified
effects on disease trajectories over time. Addressing obesity
in today’s children will alter the prevalence of many dis-
eases they will encounter decades later, a return on invest-
ment that may be profound.

Arguing that prevention and disease care are equally cost-
effective encounters a more fundamental problem: prevent-
ing sickness has value in human terms that econometrics
cannot capture. Even if prevention and treatment cost the
same per QALY, patients prefer the former to avoid the or-
deal of illness. Other societal benefits of improved health—
eg, workforce productivity and corporate competitiveness,
and the ripple effects these trends bring to households,
education, crime, and other societal outcomes—are among
the intangibles that typically go unmeasured in cost-
effectiveness studies.

Like clinical preventive services, some community (popu-
lation-based) preventive services (eg, tobacco taxes, immu-
nization requirements, seatbelt requirement) offer low cost
per QALY or net savings.14 Such policies may seem less rel-
evant to systems and payers concerned with medical care
than to officials concerned with population health, who must
look beyond sectors to identify the best ways to reduce dis-
ease burden in a town, a state, or the country. Community
interventions may outperform clinical interventions, on both
effectiveness and economic value. Opening a new cardiac
center may cost more and do less for the health of local citi-
zens than banning smoking in public places. Interventions
undertaken as a coordinated community initiative—
involving clinicians, public health agencies, schools, and em-
ployers—may achieve more than actions taken by any one
sector alone. Achieving the nation’s health objectives at a
time of economic hardship requires an examination of all
options, not just those performed by clinicians, to make the
most of every dollar.

Prevention accounts for only 2% to 3% of health care ex-
penditures.15 Disease care is the dominant driver of health
spending, and yet it evades the economic scrutiny applied
to preventive services. Policy makers will rightly deny cov-
erage for cancer screening until trials demonstrate an effect
on mortality, but they readily extend coverage for new di-
agnostic tests simply because they boast greater accuracy
or are advocated by specialists. Questions about costs are
often waived. The question that dogs prevention—will it save
money?—is rarely posed for an imaging device, a new an-
tibiotic, or a surgical procedure. Although some payers con-
sider cost-effectiveness studies and limit coverage when cost-
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effectiveness is poor, many coverage decisions by Medicare
and private plans expressly omit consideration of costs.

The origins of this double standard are longstanding, but
the unsustainable increases in health care spending now call
for more critical thinking. The same questions posed for pre-
vention must now be applied to disease treatments: does the
intervention improve health outcomes, and how strong is
the evidence? If the intervention is effective, is it cost-
effective (a good value)? Can other options achieve better
results, or the same results at lower cost?

Throughout health care, the spending crisis requires a
comprehensive search for ways to shift spending from
services of dubious economic value to those with high
cost-effectiveness or net savings. Whether those services
are preventive or otherwise is not the point; what matters
is prioritizing services that produce the greatest health
benefits for the dollars spent. In that context it makes
sense to invest in a well-defined package of preventive
services that are effective and offer good economic value.
Services that yield net savings—whether prevention or
treatment—are priorities. However, the greatest gains in
controlling costs will occur by shifting spending to ser-
vices that maximize value while reducing outlays on ser-
vices with the lowest benefit per dollar. As a matter of
economic security and ethics, it is inappropriate to
debate the economic value of prevention while excusing
the rest of medical care from such scrutiny.
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