
America’s Declining Well-Being, Health, and Life
Expectancy: Not Just a White Problem

Although recent declines in life

expectancy among non-Hispanic

Whites, coined “deaths of de-

spair,” grabbed the headlines of

most major media outlets, this is

neither a recent problem nor is it

confinedtoWhites.Thedecline in

America’s health has been de-

scribed in the public health liter-

ature for decades and has long

been hypothesized to be attrib-

utable to an array of worsening

psychosocial problems that are

not specific to Whites.

To test some of the dominant

hypotheses, we show how vari-

ous measures of despair have

been increasing in the United

States since 1980 and how these

trends relate tochanges inhealth

and longevity. We show that

mortality increases amongWhites

caused by the opioid epidemic

come on the heels of the crack

and HIV syndemic among Blacks.

Both occurred on top of already

higher mortality rates among all

Americans relative to people in

other nations, and both occurred

among declines in measures of

well-being.

We believe that the attention

given to Whites is distracting re-

searchers and policymakers from

much more serious, longer-

term structural problems that

affect all Americans. (Am J

Public Health. 2018;108:1626–

1631. doi:10.2105/AJPH.2018.

304585)
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It is an axiom in demography
and public health that life ex-

pectancy increases over time.1 In
nations that are free of war,
famine, and disease outbreaks,
the increase in life expectancy
over time has been described as
“so extraordinarily linear that it
may be the most remarkable
regularity of mass endeavor ever
observed.”1(p1029) However, in
the 1990s, public health re-
searchers began sounding an
alarm about some disturbing
changes observed in the United
States. In particular, researchers
observed 3 aberrant trends1: the
self-rated health of Americans
had leveled off and started to take
a downward turn2–4; life expec-
tancy growth in theUnited States
was slowing relative to other
nations, even for socioeconomi-
cally advantaged White sub-
populations; and3 absolute
survival rates were declining for
socioeconomically disadvantaged
White women.4–10

By the turn of themillennium,
the United States had become
a curious outlier among its peers.
Health system costs per capita
rose to twice that of the next
highest country, but overall sur-
vival was barely budging and was
falling year-on-year for segments
of the White population and for
Native Americans overall.5,9 As
a result, the long-term relative
decline in life expectancy cul-
minated in a multiyear absolute
decline in life expectancy in
the United States in 2015 and
2016.11–14 One of the drivers
of this absolute decline in life

expectancy is an ongoing
opioid-related mortality epi-
demic, which contributed to
more than 60 000 lives lost in
2016.15 However, absolute de-
clines in life expectancy were
observed for some groups and
localities starting at least as early as
1980—decades before the opioid
epidemic began.12

In 2015, Princeton researchers
Case and Deaton documented
a recent spike in mortality rates
among less-educated non-His-
panic Whites. Although mortal-
ity increases among those with
declining socioeconomic mobil-
ity, particularly in Southern
“stroke belt” counties and among
White women, had been pre-
viously noted,14Case andDeaton
provided a narrative with media
resonance. They termed this
excess mortality “deaths of de-
spair,” on the basis of their
finding that mortality increases
were largely driven by suicide,
cirrhosis of the liver, and fatal
opioid-related overdoses—
causes that suggest victims are
likely to be suffering from psy-
chological distress.16,17 Linking

these trends to deaths that can be
traced back to psychological de-
spair allowed a clear story to be
distilled from a mass of data. The
identification of increasing mor-
tality rates among middle-aged
non-Hispanic Whites (generally
referred to as “Whites” here for
ease) was particularly shocking
for the lay press. The hypothesis
received headline coverage on
the major networks and news-
papers, with Bloomberg News
labeling the term “deaths of de-
spair” a “part of the American
lexicon.”16

We believe that Case and
Deaton observed an epidemic
of opioid-related deaths super-
imposed on longer-term trends
toward worsening health and
declining longevity in theUnited
States.We argue that these deaths
represent an uptick in a much
broader trend and that declines
in survival and life expectancy
would not have been possible
without the long-term malaise
seen in the United States. This is
important to highlight because
the broader story of America’s
decline has been told by many
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different research teams in many
different ways but has not been
given much of a powerful voice.
Case and Deaton found that
voice, but they may have over-
looked the longer-term trends
and the overall malaise described
by sociologists, demographers,
health services researchers, epi-
demiologists, and economists
over the past 3 decades.

THE TRUE DEATHS
OF DESPAIR

We argue that “despair,”
which we define broadly as
a decline in measures of psy-
chosocial well-being over time, is
a core public health problem in
the United States. However, we
believe that despair plays only
1 role in the opioid epidemic.
Moreover, we posit that increases
in despair over time have pro-
duced a broad effect among all
groups in the United States, not
just less-educatedWhites. In fact,
declines in the relative life ex-
pectancy of Americans relative to
other nations has occurred across
most groups since at least 1980.5

The Effects of Epidemics
Are Time Limited

When looking at longer-term
trends, a fuller picture of Amer-
ican health emerges. Since pub-
lication of the original Case and
Deaton report, efforts have been
made to specify how the patterns
observed vary across race, age,
and gender.18,19When one looks
at the big picture—with data
spanning decades—we see that
suicide rates are barely higher
than they were in 1980 (Figure
1). We also see that deaths from
alcoholic cirrhosis have increased
onlymildly since then.However,
we do see that there is a shorter-
term opioid epidemic that is

predominantly affecting
Whites.19

This opioid epidemic, al-
though extremely severe and
alarming, has been relatively re-
cent and has predominantly af-
fected men.16,20 The absolute
increases in mortality among
Whites that grabbed the attention
of public health officials are seen
only among women (Figure 1).
Rather than driving the decline
in life expectancy among White
women, opioid-associated deaths

have merely accelerated the
manifestation of a trend that was
already well under way.5 This
trend toward an increase in
mortality among White women
began at least as early as 1980.

In Figure 2, we see that
Black–White disparities in
mortality were generally paral-
lel or converging through the
early 1980s. This convergence
was interrupted in the mid-
1980s through the mid-1990s
by the HIV/AIDS and crack

epidemics, which predomi-
nantly affected Blacks.21,22

In this figure, we see that
health disparities by race in-
creased greatly during the epi-
demics. However, once the
epidemics ended, reductions in
mortality rates for Blacks rela-
tive to Whites resumed. Al-
though the proximate cause of
such epidemics is relatively
straightforward, factors such
as despair are plausible
contributors.
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Note.Drug and all-cause series: double line (=) indicates a negative correlation over time; solid line (–) within-man opioid deaths
indicates a positive or null correlation over time.

Source. Data provided by Ryan Masters.

FIGURE 1—All-Cause and Cause-Specific Percentage Changes in Mortality Rates Attributable to Drugs,
Suicides, or Alcohol Among White 45- to 54-Year-Old (a) Women and (b) Men: United States, 1980–2013
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Despair Has Been Rising
for a Long Time

Sociologists have observed the
decline in various measures of
psychosocial well-being in the
United States for some time.
Alarming declines in measures
such as trust have been docu-
mented for decades.23 But is the
United States different from
other nations? Australia serves as
an apt comparator nation because
it has seen some of the most rapid
declines in mortality rates in the
world over the past 40 years and
because it has a colonial history
and a population composition
similar to those of the United
States.5 Some semblance of his-
torical and demographic simi-
larity is important because survey
responses are patterned by these
factors as well as by cultural ori-
entations. Australians consume
goods and services from the
United States, including its
media.

Using the General Social
Survey, we plotted trends in
self-reported happiness and self-

reported trust in others from
a survey that is administered in
both the United States and
Australia (Figure 3). Self-
reported happiness serves as
a generic but powerful measure
of psychological well-being.
Self-reported trust is a widely
used measure of social capital. In
both instances, the United States
is declining relative to Australia.
In Figure 3, we have also in-
cluded a number of other mea-
sures that were available only for
the United States. (Comparable
measures were not available for
Australia.) Over time, Americans
are less likely to see others as
fair, to believe their standard of
livingwas as good as their parents,
and to have recreational sex.

When one steps outside the
sociological literature and ex-
amines the health literature,
a similar picture of despair
emerges. In the Behavioral Risk
Factor Surveillance Survey, re-
spondents are asked, “Now
thinking about your mental
health, which includes stress,
depression, and problems with

emotions, for how many days
during the past 30 days was your
mental health not good?” A
similar question is asked about
physical health. On both mea-
sures of physical and mental
health, declines are evident in the
United States.3 Although these
questions are not meant to
measure rates of clinical disease,
such as depression, they have
been extensively validated (in-
cluding among low-income
subgroups)24 for general re-
liability and validity. Un-
fortunately, data on objective
measures of depression preva-
lence in the US population or
elsewhere are thin.25 Over the
relatively near term, clinical de-
pression is worsening in the
United States, albeit mostly
among younger people.

It is difficult to make state-
ments about despair trends with
any certainty because of the lackof
a validated despair measure or
systematic meta-analyses of anal-
ogous concepts. Nevertheless,
both our exploratory analyses and
the broader literature portend

worsening mistrust, loneliness,
mental health, and health across
all ages, races, ethnicities, and
quartiles of socioeconomic status
where measured.26,27 The litera-
ture previously cited and in Case
and Deaton’s report does suggest
that there is period- and cohort-
based deterioration in many
measures of well-being over time
in theUnited States. Likewise, the
public health literature we cited
suggests a deterioration in health
and longevity over the same
period.

We provide an overview of
disturbing trends toward both
increasing despair and declining
health observed among a broad
array of groups in the United
States. We also note that there
have been other deadly drug
epidemics among different
groups over time, most notably
among Blacks in the mid-1980s.
Emotional pain can logically lead
one to use and become addicted
to drugs. But can we say that
these epidemics were driven by
despair?

Opioid Death Causes Are
Fairly Well Understood

Numerous accounts have
chronicled the machinations of
a pharmaceutical industry capi-
talizing on a well-intended sur-
geon general who regarded pain
as undertreated in the United
States.15,16 Prescriptions for opi-
oids have increased 4-fold since
1995. Deaths have increased
steadily since, mainly among
Whites in lower-income
communities.15,28

It is hardly a mystery that
less-educated Whites are dispro-
portionately affected by the
opioid crisis.20 The opioid crisis is
believed to have some roots in
prescription opiates. Whites have
better access to health care—and,
thus, prescription pain medica-
tions—than do Hispanics or
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Source. National Center for Health Statistics death rates and life expectancy at birth. Available at: https://data.cdc.gov/NCHS/
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FIGURE 2—Black andWhite Mortality Rates per 100000 Standard Population: United States, 1970–2015
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Blacks. Even among those who
do access care, Whites are much
more likely to be treated for pain
with opioids than are Blacks or
Hispanics.29 Older, blue-collar
Whites have high levels of dis-
ability relative to their better-off
peers, so their need for pain relief
is higher.15,30 Another factor
implicated in increasing opioid
overdose deaths is that powerful
synthetic opioids (e.g., fentanyl)
are cheap to smuggle into the
United States in smaller quanti-
ties than are traditional heroin
and, even when consumed in
small quantities, increase the
likelihood of drug overdoses
compared with heroin, leading
to higher mortality rates.

Finally, deaths attributable to
opioid use shifted from baby
boomers to millennial men,
a group that is healthier and, by
definition, younger than aremost
Americans.11 Together, this
suggests thatWhite mortality and
the deaths of despair are actually
a spike in opioid-related deaths

that are occurring in addition to
long-term trends in declining
health and well-being in the
United States.

ALTERNATIVE STORIES
If longer-term trends toward

social malaise, declining health,
and increases in mortality pre-
ceded the opioid epidemic, we
must explore other explanations
for America’s relative fall in
health and global life expectancy
rankings. The relative decline is
likely to have many proximal
and distal causes and cannot be
explained by a single hypothesis.
Moreover, the possibilities are
nearly infinite and each upstream
risk could lead to a cascade of
downstream risks. These could
include the increases in industrial
chemicals in the environment,
screen time, reliance on private
automobiles, and mechanization
of human tasks and worsening of
the quality of the food supply

chain. Virtually any social trend
that might correlate over time
with changes in health curves is
a candidate. For the purposes of
illustration, we describe some of
the more popular or plausible
explanations on the basis of our
reading of the published research
and feedback from scholars active
in this area.

(1) Failure of democratic in-
stitutions and regulations
might be making life more
hazardous, particularly for
Whites in red states.31,32

Welfare programs are stronger
in blue states. Blue states also
tend to have stronger gover-
nance, stricter gun laws, safer
roads, and more stringent en-
vironmental protections.
Certainly, some of the regu-
latory standards from blue
states spill over to red states
(e.g., automobile standards and
trans fat bans) because it is
more expensive for companies
to make different products for

different markets. But many,
such as Medicaid expansion,
do not.33

Such variation in public in-
vestment also exists across
countries. The United States is
falling behind other nations
with respect to educational
performance, income equality,
environmental protection,
transportation, waste manage-
ment, the rule of law, and private
gun ownership regulations.34

Many of the institutions that have
long protected low-income
Whites from abject poverty are
now disappearing, particularly in
those states and counties with the
highest increases in mortality
rates. There is some experimental
evidence that welfare policies
influence long-term health, but
there is considerably more work
that needs to be done to ascertain
which policies work and for
whom.35–38

(2) Economic stagnation
since the 1980s for moderate-
income households of all
races/ethnicities could have
adverse health implications
apart from despair. As charac-
terized by the John Henryism
and weathering hypotheses
and related empirical litera-
ture, the roles of chronic
stressors and the tenacious
coping needed to survive or
overcome them have cumu-
lative adverse health ef-
fects.39,40 These are reflected
in the early onset of life-
threatening chronic diseases
and in generally increased
health vulnerability as body
systems become dysregulated
or exhausted by prolonged
stress-mediated wear and
tear.41

(3) Changing demographics may
be inflating longevity losses in
the United States by race, by
county, or for the country as
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awhole. Some of the declining
health and longevity in the
United States has long been
masked by immigration.
Foreign-born Americans are
generally much healthier than
are native-born Americans of
similar socioeconomic posi-
tion.42 It is possible that when
immigration to the United
States leveled off, immigrants
stopped contributing to life
expectancy gains and that this
drove recent declines in overall
life expectancy in the United
States.14 Themigration story is
supported by a relatively
strong correlation between
mortality and in-migration
trends and the fact that areas
without major urban centers
that attract healthy inter-
national migrants have expe-
rienced a leveling off in life
expectancy over the past
decade.43

Internal migration may also
play a role. This problem is best
illustrated by a comparison be-
tween survival patterns in widely
divergent labor markets. The
“stroke belt,” where employ-
ment opportunity has been
contracting for some time, suffers
from absolute increases in mor-
tality, whereas urban innovation
centers such as San Francisco,
California; Portland, Oregon;
and New York City show drops
in mortality.12 If healthy people
leave poorer counties to seek job
opportunities in larger, coastal,
urban areas, this would create
a statistical reduction in health
quality and an increase in mor-
tality in poorer geographic areas
attributable purely to composi-
tional, rather than intra-
individual, change.

(4) Rising medical costs may be
compromising Americans
ability to satisfy basic needs. If
there is anything to which one

can point that makes the
United States an outlier in
global rankings of health
measures, it is medical costs. In
the early 1970s, medical costs
in the United States were in
line with those in other na-
tions. They have since sub-
stantially outpaced increases in
other nations and are now
more than twice as high as the
next biggest spender, Swit-
zerland.5 Out-of-pocket pay-
ments for insured people are
rising sharply over time.44

These costs are eating into
middle-class American’s dis-
posable income. Whites are
likely to be uniquely affected
because they have historically
been more likely to receive
employer-based health in-
surance, which has seen rising
copayments and deductibles.
Those receiving Medicaid, on
the other hand, have been
somewhat shielded from these
market-driven increases.
Medicaid has, over time,
become a benefit for low-
income Americans in more
diverse blue states.

(5) Earlier smoking amongWhite
women could be producing
laggedmortality effects that are
surfacing in middle and older
ages. Wang and Preston find
that the prevalence of smoking
in the United States was much
higher than in other nations,
particularly among White
women, and that the full ef-
fects of smoking on population
health do not materialize for
decades. Research has shown
that smoking rates among
White women did not peak
until the 1960s and that they
subsequently declined very
slowly among low socioeco-
nomic status White women
relative to both high socio-
economic status women and
men.45 Additionally, smoking
rates declined much faster in

blue states with higher ciga-
rette taxation. Because of the
coincidence of smoking and
drug use, it is quite possible
that the contemporary effects
of cigarette smoking overlap
with the effects of the opioid
epidemic.

These and other hypotheses
warrant consideration alongside
wage-drivenWhite despair. In all
likelihood, the answer rests in
some combination of factors that
include, but are not limited to,
stagnating wages.9 Any such
analyses should factor in the
weakening of democratic in-
stitutions and regulations, in-
creased stress exposure and the
high-effort coping it entails, ris-
ing medical costs, migration of
healthy people, and gendered
smoking patterns.

CONCLUSIONS
We undertook a critical

cross-examination of the deaths
of despair hypothesis. The
United States has experienced
what amounts to a social crisis
that dates back to at least the
1980s. This crisis is reflected not
only in various measures of
worsening despair but also in
declining relative life expectancy.
It is a problem that has recently
received a good deal of attention
because Whites were identified
as the primary victims. But it is
a problem that is more extensive
and more enduring than the
White despair narrative can fully
explain. As 1 example, the earlier
crack and HIV/AIDS epidemic,
neglected in the recent narratives
about despair in the United
States, also produced a decline in
life expectancy in the United
States. It is logical that groups
with higher levels of disadvantage
would be struck by declines in
health first.41

However, the relative increase
in various measures of despair
recorded in the sociological lit-
erature and the relative decline in
health and well-being in the
public health literature also pre-
ceded this epidemic among
Blacks. The epidemic of
opioid-related deaths has
brought renewed attention to
this downturn. But middle-aged
non-Hispanic Whites are not the
core protagonists in the story, nor
are opioids. Rather, it seems that
the opioid epidemic is sitting on
top of a much longer, and more
poorly understood, decline
in well-being in the United
States.
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