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PREFACE

In The Great Escape, published in 2013, one of us told a positive story
about human progress over the last two hundred and fifty years. The
story there was one of previously unimaginable material progress, a de-
cline in poverty and deprivation, and extensions in the length of human
life. The generation and application of useful knowledge made this
progress possible. A star of the show was capitalism, which freed mil-
lions from dire poverty, supported by the positive forces of globaliza-
tion. Democracy spread around the planet, allowing more and more
people to participate in shaping their communities and societies.

This book is much less upbeat. It documents despair and death, it
critiques aspects of capitalism, and it questions how globalization and
technical change are working in America today. Yet we remain optimis-
tic. We believe in capitalism, and we continue to believe that globaliza-
tion and technical change can be managed to the general benefit. Capi-
talism does not have to work as it does in America today. It does not
need to be abolished, but it should be redirected to work in the public
interest. Free market competition can do many things, but there are also
many areas where it cannot work well, including in the provision of
healthcare, the exorbitant cost of which is doing immense harm to the
health and wellbeing of America. If governments are unwilling to
exercise compulsion over health insurance and to take the power to
control costs—as other rich countries have done—tragedies are inevi-
table. Deaths of despair have much to do with the failure—the unique
failure—of America to learn this lesson.

There have been previous periods when capitalism failed most peo-
ple, as the Industrial Revolution got under way at the beginning of the
nineteenth century, and again after the Great Depression. But the beast
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X PREFACE

was tamed, not slain, and it brought the great benefits laid out in The
Great Escape. If we can get the policies right, we can ensure that what is
happening today is not a prelude to another great disaster but rather a
temporary setback from which we can return to rising prosperity and
better health. We hope this book, while not as heartening as The Great
Escape, will help put us back on track to make the progress in this cen-
tury that we have generally made in the past. The future of capitalism
should be a future of hope and not of despair.

We have written the book so that it can be read without consulting the
notes at the end or, for our audio listeners, without looking at the fig-
ures. The text is self-contained and the figures are described in sufficient
detail to make the argument comprehensible without them. We use
endnotes for two purposes. The vast majority are citations that provide
data for or document the point we are making. In a few cases, endnotes
are used to expand on more technical material that academic readers
might wish to check. They are not necessary to our story.

Our account of despair was often distressing to write, and it will be
distressing to some readers. For people who are suffering from the de-
pression or addictions that we describe, there is help available. If you
are having thoughts of suicide, call the National Suicide Prevention
Lifeline at 1-800-273-8255 (TALK). You can find a list of additional re-
sources at SpeakingOfSuicide.com/resources. If you, someone in your
family, or someone you know is suffering from addiction to drugs or
alcohol, talking to a trusted family doctor or spiritual adviser is a good
first step. We also recommend Alcoholics Anonymous (aa.org) and Al-
Anon (al-anon.org), the latter of which works with family members of
those affected. These organizations have meetings in most places in the
US and around the world, providing help for many as well as an effective
support community that is welcoming and that presents no risk. Their
websites are set up to help find local groups.

Anne Case and Angus Deaton
Princeton, NJ, October 2019
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Introduction

DEATH IN THE AFTERNOON

THIS BOOK WAS BORN in a cabin in Montana in the summer of 2014.
We spend August each year in the hamlet of Varney Bridge on the Madi-
son River, overlooking the mountains of the Madison Range. We had
promised to investigate the link between happiness and suicide, whether
it was true that unhappy places—counties, cities, or countries where
people report that their lives are going really badly—are also places where
suicide is more common. Over the past ten years, Madison County, Mon-
tana, has had a suicide rate that is four times that of Mercer County,
New Jersey, where we spend the rest of the year. We were curious, espe-
cially because we were generally happy in Montana, and others there
seemed happy too.

Along the way, we had discovered that suicide rates among middle-
aged white Americans were rising rapidly. We found something else that
puzzled us. Middle-aged white Americans were hurting in other ways.
They were reporting more pain and poorer overall health, not as much
as older Americans—health worsens with age, after all—but the gap was
closing. Health among the elderly was improving while health among the
middle-aged was worsening. We knew that pain could drive people to
suicide, so perhaps the two findings were linked?

That was the beginning. As we thought about how to write up our re-
sults, we wanted to put the suicides in context. How big a deal was sui-
cide relative to all other deaths, and compared with the big causes like
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2 INTRODUCTION

cancer or heart disease? We went back to the Centers for Disease Control,
downloaded the numbers, and made the calculations. To our astonish-
ment, it was not only suicide that was rising among middle-aged whites;
it was all deaths. Not by much, but death rates are supposed to fall year
on year, so even a pause was news, let alone an increase.

We thought we must have hit a wrong key. Constantly falling death
rates were one of the best and best-established features of the twentieth
century. All-cause mortality is not supposed to increase for any large
group. There are exceptions, such as the great influenza epidemic at the
tail end of the First World War, or mortality from HIV/AIDS among
young men thirty years ago. But the steady decrease in death rates, es-
pecially in middle age, had been one of the greatest (and most reliable)
achievements of the twentieth century, driving up life expectancy at birth
not only in the United States but also in other wealthy countries around
the world.

What was happening? There were not enough suicides to account for
the turnaround in total deaths. We looked at what other causes might be
responsible. To our surprise, “accidental poisonings” were a big part of
the story. How could this be? Were people somehow accidentally drink-
ing Drano or weed killer? In our (then) innocence, we did not know that
“accidental poisonings” was the category that contained drug overdoses,
or that there was an epidemic of deaths from opioids, already well estab-
lished and still rapidly spreading. Deaths from alcoholic liver disease
were rising rapidly too, so that the fastest-rising death rates were from
three causes: suicides, drug overdoses, and alcoholic liver disease. These
kinds of deaths are all self-inflicted, quickly with a gun, more slowly and
less certainly with drug addiction, and more slowly still through alcohol.
We came to call them “deaths of despair,” mostly as a convenient label
for the three causes taken together. Exactly what kind of despair, whether
economic, social, or psychological, we did not know, and did not pre-
sume. But the label stuck, and this book is an in-depth exploration of
that despair.

The book is about these deaths and about the people who are dying.
We document what we found then, and what we and others have found
since. Other writers, in the press and in a series of fine books, have put
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names and faces to the deaths and told the stories behind them. We shall
draw on these accounts too. Our own previous work was primarily fo-
cused on documenting what was happening, but here we go further and
try to follow trails back to the underlying economic and social roots.

Who is dying? When a person dies, a death certificate is filled out, and
one of the boxes asks about the deceased’s education. Here was another
surprise. The increase in deaths of despair was almost all among those
without a bachelor’s degree. Those with a four-year degree are mostly
exempt; it is those without the degree who are at risk. This was particu-
larly surprising for suicide; for more than a century, suicides were gener-
ally more common among the educated,' but that is not true in the
current epidemic of deaths of despair.

The four-year college degree is increasingly dividing America, and the
extraordinarily beneficial effects of the degree are a constant theme
running through the book. The widening gap between those with and
without a bachelor’s degree is not only in death but also in quality oflife;
those without a degree are seeing increases in their levels of pain, ill
health, and serious mental distress, and declines in their ability to work
and to socialize. The gap is also widening in earnings, in family stability,
and in community.” A four-year degree has become the key marker of
social status, as if there were a requirement for nongraduates to wear a
circular scarlet badge bearing the letters BA crossed through by a diago-
nal red line.

In the last half century, America (like Britain and other rich countries)
has built a meritocracy that we rightly see as a great achievement. But
there is a dark side that was long ago predicted by Michael Young, the
British economist and social scientist who invented the term in 1958 and
who saw meritocracy as leading to social calamity.> Those who do not
pass the exams and graduate to the cosmopolitan elite do not get to live
in the fast-growing, high-tech, and flourishing cities and are assigned jobs
threatened by globalization and by robots. The elite can sometimes be
smug about their accomplishments, attributing them to their own merit,
and dismissive of those without degrees, who had their chance but blew
it. The less educated are devalued or even disrespected, are encouraged
to think of themselves as losers, and may feel that the system is rigged
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so are the penalties for failing the tests of meritocracy. Young presciently
referred to the left-behind group as “the populists” and the elite as “the
hypocrisy”

We tell the story not only of death but of pain and addiction and of
lives that have come apart and have lost their structure and significance.
For Americans without a bachelor’s degree, marriage rates are in decline,
though cohabitation and the fraction of children born out of wedlock
continue to rise. Many middle-aged men do not know their own children.
They have parted from the woman with whom they once cohabited, and
the children of that relationship are now living with a man who is not their
father. The comfort that used to come from organized religion, especially
from the traditional churches, is now absent from many lives. People have
less attachment to work; many are out of the labor force altogether, and
fewer have a long-term commitment to an employer who, in turn, was
once committed to them, a relationship that, for many, conferred status
and was one of the foundations of a meaningful life.

More workers used to belong to a union. Unions help keep wages up
and help give workers some control over their workplace and working
conditions. In many towns and cities, the union hall was a center of so-
cial life. The good wages that once supported the blue-collar aristocracy
have largely vanished, and manufacturing has been replaced by service
jobs—for example, in healthcare, in food preparation and service, in jani-
torial and cleaning services, and in maintenance and repair.

Our story of deaths of despair; of pain; of addiction, alcoholism, and
suicide; of worse jobs with lower wages; of declining marriage; and of
declining religion is mostly a story of non-Hispanic white Americans
without a four-year degree. In 2018, the Census Bureau estimated that
there were 171 million Americans between the ages of twenty-five and
sixty-four. Of those, 62 percent were white non-Hispanics, and 62 percent
of those did not have a four-year college degree; the less educated white
Americans who are the group at risk are 38 percent of the working-age
population. The economic forces that are harming labor are common to
all working-class Americans, regardless of race or ethnicity, but the sto-
ries of blacks and whites are markedly different.
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In the 1970s and 1980s, African Americans working in inner cities ex-
perienced events that, in retrospect, share some features with what hap-
pened to working-class whites thirty years later. The first wave of global-
ization hit blacks particularly hard, and jobs in the central city became
scarce for this long-disadvantaged group. Better-educated and more tal-
ented blacks deserted the inner cities for safer city neighborhoods or
the suburbs. Marriage rates fell as once-marriageable men no longer had
work.® Crime rates rose, as did mortality from violence, from drug over-
doses in the crack cocaine epidemic, and from HIV/AIDS, which dis-
proportionately affected blacks. Blacks, always the least favored group,
had that status reinforced by being the first to experience the downside
of a changing national and global economy that was increasingly shed-
ding less skilled workers.

African Americans have long had harder lives than whites. Blacks die
younger, today as in the past. Blacks are also less likely to go to college,
or to find employment. Those who work earn less than whites on aver-
age. Blacks have less wealth, are less likely to own their own home, are
more likely to be incarcerated, and more likely to live in poverty. In many
but not all of these areas, black lives have improved; since 1970, black edu-
cation, wages, income, and wealth have risen. From 1970 to 2000, black
mortality rates declined by more than those of whites, and they fell in
the first fifteen years of the twenty-first century while those of working-
class whites were rising.

There is less overt discrimination than in 1970. There has been a black
president. The large majority who used to think intermarriage was wrong
has now become a large majority who thinks it is just fine. Some whites
undoubtedly resent the loss of their long-standing white privilege in a
way that hurts them but not blacks.® Poor whites, it has long been said,
suffered from a racist system that was primarily directed against blacks.
Poor whites were co-opted by the rich, who told them that they might
not have much, but at least they were white. As Martin Luther King Jr.
summarized, “The southern aristocracy took the world and gave the poor
white man Jim Crow,” so that when he had no money for food, “he ate
Jim Crow, a psychological bird that told him that no matter how bad oft
he was, at least he was a white man, better than a black man.”” As Jim Crow
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weakened, along with other forms of discrimination, working-class whites
lost whatever benefits they got from it. More than half of white working-
class Americans believe that discrimination against whites has become
as big a problem as discrimination against blacks and other minorities,
while only 30 percent of white, college-educated Americans agree.® The
historian Carol Anderson states that to someone who has “always been
privileged, equality begins to look like oppression.”

Black mortality rates remain above those for whites but, in the past
three decades, the gap in mortality rates between blacks and whites with
less than a bachelor’s degree fell markedly. Black rates, which were more
than twice those of whites as late as the early 1990s, fell as white rates rose,
closing the distance between them to 20 percent. Since 2013 the opioid
epidemic has spread to black communities, but until then, the epidemic
of deaths of despair was white.

In the chapters that follow, we document the decline of white working-
class lives over the last half century. White non-Hispanics are 62 percent
of the working-age population, so understanding their mortality is impor-
tant in and of itself. The story of what happened to African Americans
in the seventies and eighties has been extensively researched and de-
bated,'® and we have nothing to add to that literature except to note that
there are some parallels with whites today. Hispanics are a widely het-
erogeneous group, defined only by their common language. US mortal-
ity trends for Hispanics change with changes in the composition of
people who have immigrated—for example, from Mexico, Cuba, or El
Salvador; we do not try to tell a coherent story for them.

We describe the social and economic forces that have slowly made
working-class lives so much more difficult. One line of argument focuses
on a decline in values or on an increasingly dysfunctional culture within
the white working class itself."" There is little doubt that the collapse of
social norms about not having children out of wedlock, which seemed
so liberating to so many at first, has brought a heavy price in the long term.
Young men who thought they could live a life free of commitment found
themselves alone and adrift in middle age. The turning away from reli-
gion is perhaps a similar force, but it is also possible to think of it as a
failure of organized religion to adapt to political and economic change
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and to continue to provide meaning and comfort in a changing world.
These arguments about social norms are clearly right, but our story is
primarily about the external forces that have eaten away the foundations
that characterized working-class life as it was half a century ago. There
is strong factual evidence against the view that workers brought the ca-
lamity on themselves by losing interest in work.

After correction for inflation, the median wages of American men have
been stagnant for half a century; for white men without a four-year de-
gree, median earnings lost 13 percent of their purchasing power between
1979 and 2017. Over the same period, national income per head grew by
85 percent. Although there was a welcome turnaround in earnings for the
less educated between 2013 and 2017, it is very small compared with the
long-term decline. Since the end of the Great Recession, between Janu-
ary 2010 and January 2019 nearly sixteen million new jobs were created,
but fewer than three million were for those without a four-year degree.
Only fifty-five thousand were for those with only a high school
degree.?

The prolonged decline in wages is one of the fundamental forces work-
ing against less educated Americans. But a simple link to despair from
falling material living standards cannot by itself account for what has hap-
pened. For a start, the wage decline has come with job decline—from
better jobs to worse jobs—with many leaving the labor force altogether
because the worse jobs are unattractive, because there are few jobs at all,
or because they cannot easily move, or some combination of these rea-
sons. Deterioration in job quality, and detachment from the labor force,
bring miseries over and above the loss of earnings.

Many of the jobs that have come with the lower wages do not bring
the sense of pride that can come with being part of a successful enter-
prise, even in a low-ranked position. Cleaners, janitors, drivers, and cus-
tomer service representatives “belonged” when they were directly em-
ployed by a large company, but they do not “belong” when the large
company outsources to a business-service firm that offers low wages and
little prospect of promotion. Even when workers are doing the same jobs
that they did before they were outsourced, they are no longer part of a
marquee corporation. As economist Nicholas Bloom memorably puts
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it, they are no longer invited to the holiday party.'® The days are gone
when a janitor for Eastman Kodak could rise through the ranks to be-
come the CEO of a related firm.'* In some of these jobs, working condi-
tions are closely monitored by software that deprives workers of control
or initiative, even compared with the old, and once much hated, assem-
bly lines."® Workers, even in dangerous, dirty occupations, such as coal
mining, or in low-level employment for famous corporations, could be
proud of their roles.

Men without prospects do not make good marriage partners. Marriage
rates among less educated whites fell, and more people lost out on the
benefits of marriage, of seeing their children grow, and of knowing their
grandchildren. A majority of less educated white mothers have currently
had atleast one child outside marriage. Poorer prospects make it harder
for people to build the life that their parents had, to own a home, or to
save to send kids to college. The lack of well-paying jobs threatens com-
munities and the services they provide, such as schools, parks, and
libraries.

Jobs are not just the source of money; they are the basis for the ritu-
als, customs, and routines of working-class life. Destroy work and, in the
end, working-class life cannot survive. It is the loss of meaning, of dig-
nity, of pride, and of self-respect that comes with the loss of marriage and
of community that brings on despair, not just or even primarily the loss
of money.

Our account echoes the account of suicide by Emile Durkheim, the
founder of sociology, of how suicide happens when society fails to pro-
vide some of its members with the framework within which they can live
dignified and meaningful lives.'®

We do not focus on economic hardship, though hardship undoubt-
edly exists. Whites without a college degree are not the poorest group
in the US; they are much less likely to be poor than African Americans.
Instead, we see the decline in wages as slowly undermining all aspects
of people’s lives.

Why has the economy been failing the working class? If we are to come
up with ideas for change, then we need to know what happened, where
to begin, and what sort of policies might make a difference.
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Again, we could turn to the failings of the people themselves and argue
that, in the modern economy; it is impossible to prosper without a bach-
elor’s degree, and that people should simply get more education. We
have nothing against education, and it has certainly become more valu-
able over time. We would like to see a world in which everyone who can
benefit from going to college, and wants to go to college, is able to do so.
But we do not accept the basic premise that people are useless to the
economy unless they have a bachelor’s degree. And we certainly do not
think that those who do not get one should be somehow disrespected
or treated as second-class citizens.

Globalization and technological change are often held up as the main
villains because they have reduced the value of uneducated labor, replac-
ing it with cheaper, foreign labor or cheaper machines. Yet other rich
countries, in Europe and elsewhere, face globalization and technologi-
cal change but have not seen long-term stagnation of wages, nor an epi-
demic of deaths of despair. There is something going on in America that
is different, and that is particularly toxic for the working class. Much of
this book is concerned with trying to find out just what that something
might be.

We believe that the healthcare system is a uniquely American calam-
ity that is undermining American lives. We shall also argue that in
America, more than elsewhere, market and political power have moved
away from labor toward capital. Globalization has aided the shift, both
weakening unions and empowering employers,'” and American institu-
tions have helped push this further than elsewhere. Corporations have
become more powerful as unions have weakened, and as politics has be-
come more favorable to them. In part, this comes from the phenomenal
growth of high-tech firms, such as Apple and Google, that employ few
workers for their size and have high profits per worker. This is good for
productivity and for national income, but little of the gain is shared by
labor, especially by less educated labor. Less positively, consolidation in
some American industries—hospitals and airlines are just two of many
examples—has brought an increase in market power in some product
markets so that it is possible for firms to raise prices above what they
would be in a freely competitive market. The rising economic and
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political power of corporations, and the declining economic and politi-
cal power of workers, allows corporations to gain at the expense of or-
dinary people, consumers, and particularly workers. At its worst, this
power has allowed some pharmaceutical companies, protected by gov-
ernment licensing, to make billions of dollars from sales of addictive opi-
oids that were falsely peddled as safe, profiting by destroying lives. More
generally, the American healthcare system is a leading example of an in-
stitution that, under political protection, redistributes income upward
to hospitals, physicians, device makers, and pharmaceutical companies
while delivering among the worst health outcomes of any rich country.

As we write, in August 2019, the opioid manufacturers are being held
to account in the courts; a judge ordered Johnson & Johnson to pay more
than half a billion dollars to the state of Oklahoma. A subsidiary of
Johnson & Johnson grew the poppies in Tasmania that were the raw
material for almost all the opioids produced in the US. Early reports of
a settlement with the worst offender, Purdue, the maker of OxyContin,
suggest that the Sackler family, who own the company, may lose it, as
well as several billion dollars of their past profit. Yet the aggressive mar-
keting of pharmaceuticals to doctors and patients is still in place, as
are the rules whereby the Food and Drug Administration approved the
use of what is essentially legalized heroin. Many of those who have fol-
lowed the opioid scandal see little difference between the behavior of
the legalized drug dealers and the illegal suppliers of heroin and cocaine
who are so widely despised and condemned.'®

The problems with the healthcare industry go far beyond the opioid
scandal. The US spends huge sums of money for some of the worst health
outcomes in the Western world. We will argue that the industry is a can-
cer at the heart of the economy, one that has widely metastasized, bring-
ing down wages, destroying good jobs, and making it harder and harder
for state and federal governments to afford what their constituents need.
Public purpose and the wellbeing of ordinary people are being subordi-
nated to the private gain of the already well-off. None of this would be
possible without the acquiescence—and sometimes enthusiastic partici-
pation—of the politicians who are supposed to act in the interest of the

public.
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Robin Hood was said to have robbed the rich to benefit the poor. What
is happening today in America is the reverse of Robin Hood, from poor
to rich, what might be called a Sherift of Nottingham redistribution. Po-
litical protection is being used for personal enrichment, by stealing from
the poor on behalf of the rich, a process known to economists and
political scientists as rent-seeking. It is, in a sense, the opposite of free-
market capitalism, and it is opposed by the Left, because of its distribu-
tional consequences, and the Right, because it undermines freedom
and a truly free market. It is as old as capitalism itself, as Adam Smith
knew very well even in 1776. In his Wealth of Nations, often seen as the
bible of capitalism, Smith noted that while tax laws could be cruel, they
were “mild and gentle” in comparison with the laws that the pressure of
“our merchants and manufacturers has extorted from the legislature, for
the support of their own absurd and oppressive monopolies.” He sug-
gested that “these laws may be said to be all written in blood.”'® Rent-
seeking is a major cause of wage stagnation among working-class Amer-
icans and has had much to do with deaths of despair. We shall have
much to say about it.

The most common explanations for the decline in living standards of
less educated Americans are that globalization has caused factories to
close and move to Mexico or China and that automation has displaced
workers. These forces are real enough, and they underlie much of our
discussion. But, as the experience of other rich countries shows, global-
ization and automation, which are faced by all, need not reduce wages
as has happened in the US, let alone bring an epidemic of death. Ameri-
can healthcare bears much of the blame, as does policy, particularly the
failure to use antitrust to combat market power, in labor markets perhaps
even more than goods markets, and to rein in the rent-seeking by pharma,
by healthcare more generally, and by banks and many small- or medium-
size business entrepreneurs, such as doctors, hedge fund managers, the
owners of sports franchises, real estate businesspeople, and car dealers.
All of these get rich from the “oppressive monopolies” and special deals,
tax breaks, and regulations that they have “extorted from the legislature.”
The very top ranks of the American income distribution, the top
1 percenters and top tenth of 1 percenters, are less likely to be corporate
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heads than they are to be entrepreneurs who run their own businesses,*
many of whom are protected by rent-seeking.

Inequality is much cited for its baleful impacts. In this book, we see
inequality as a consequence as much as a cause; if the rich are allowed
to enrich themselves through unfair processes that hold down wages, and
raise prices, then inequality will certainly rise. But not everyone gets rich
that way. Some people invent new tools, drugs, or gadgets, or new ways
of doing things, and benefit many, not just themselves. They profit from
improving and extending other people’s lives. It is good for great innova-
tors to get rich. Making is not the same as taking. It is not inequality
itself that is unfair but rather the process that generates it.

The people who are being left behind care about their own falling liv-
ing standards and loss of community, not about Jeff Bezos (of Amazon)
or Tim Cook (of Apple) being rich. Yet when they think the inequality
comes from cheating or from special favors, the situation becomes in-
tolerable. The financial crisis has much to answer for. Before it, many be-
lieved that the bankers knew what they were doing and that their sala-
ries were being earned in the public interest. Afterward, when so many
people lost their jobs and their homes, and the bankers continued to be
rewarded and were not held to account, American capitalism began to
look more like a racket for redistributing upward than an engine of gen-
eral prosperity.

We do not think that taxation is the solution to rent-seeking; the right
way to stop thieves is to stop them stealing, not to raise their taxes.”* We
need to stop the abuse and overprescription of opioids, not tax the prof-
its. We need to correct the process, not try to fix the outcomes. We need
to make it easier for foreign doctors to qualify to practice in the US. We
need to stop bankers and real estate dealers writing regulations and tax
laws in their own interests. The problem for less educated people is stag-
nant and declining wages, not inequality in and of itself, and indeed
much inequality is the consequence of forcing down wages in order to
enrich a minority. Reducing rent-seeking would do much to reduce in-
equality. When the owners of a pharmaceutical company get fabulously
rich from the high prices, extended patents, approvals, and convenient
regulations that their lobbyists have persuaded the government to grant,
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they greatly contribute to inequality, both by pushing down the real in-
comes of those who have to pay for the drugs and by pushing up the
highest incomes at the top of the distribution. The same is true of the
bankers who rewrote bankruptcy law in their favor and against borrow-
ers; as one commentator noted, “Never before in our history has such
awell-organized, well-orchestrated, and well-financed campaign been run
to change the balance of power between creditors and debtors.”**

As is often noted, even confiscatory taxes on the rich do not provide
much relief for the poor, because there are so many poor people and so
few rich people. In today’s world, however, we need to think about the
process working in the other direction—that squeezing even small
amounts out of each of a large number of working people can provide
enormous fortunes for the rich who are doing the squeezing. That is what
is happening today, and we should stop it.

What might be done to make lives better, not just for the elite but also
for working people? It is easy to be pessimistic. Once political and finan-
cial power are increasingly concentrated, the dynamic does not appear
to be self-correcting. The election of Donald Trump is understandable
in the circumstances, but it is a gesture of frustration and rage that will
make things worse, not better. Working-class whites do not believe that
democracy can help them; in 2016, more than two-thirds of white
working-class Americans believed that elections are controlled by the rich
and by big corporations, so that it does not matter if they vote. Analysis
by political scientists of voting patterns in Congress supports their skepti-
cism; both Democratic and Republican lawmakers consistently vote for
the interests of their more prosperous constituents with little attention
to the interests of others.>®

Justice Louis Brandeis campaigned against the misbehavior of giant
trusts at the end of the nineteenth century and was later nominated to
the Supreme Court by Woodrow Wilson, becoming its first Jewish mem-
ber. He thought that extreme inequality was incompatible with the pres-
ervation of democracy. This applies both to “good” and “bad” inequality;
it doesn’t matter how people got rich if even those who earned their
wealth legitimately use it to undermine the rights and interests of the non-
rich. For us, the best way to deal with this is to stop the rent-seeking,
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lobbying, and misuse of market power that is behind the extreme in-
equality, to stop the unfair process. If that is impossible, high marginal
income taxes or, better—but practically much more difficult—a wealth
tax would lessen the influence of fortunes in politics. But it is sometimes
difficult to be optimistic. One historian has argued that inequality, once
it is established, is only overcome by violent ruptures and that this has
been true since the Stone Age.”* We think that is too pessimistic, but it
is hard to see today’s levels of inequality lessening without reforms of the
processes and institutions that produced them.

Yet there are some reasons for optimism, and there are policies that,
even in our current flawed democracy, might be feasible and might make
things better. Institutions can change. There is much intellectual ferment
around these issues, and many good new ideas that we will discuss later
in the book. But we end this introduction with another, but more opti-
mistic, historical parallel.

In Britain at the beginning of the nineteenth century, inequality was
greater than anything we see today. The hereditary landowners not only
were rich but also controlled Parliament through a severely limited fran-
chise. After 1815, the notorious Corn Laws kept out imports of wheat
until the local price was so high that people were at risk of starving; high
prices of wheat, even if they hurt ordinary people, were very much in the
interests of the land-owning aristocracy, who lived oft the rents supported
by the restriction on imports—rent-seeking of the classic and here lit-
eral kind, and rent-seeking that did not stop at killing people; laws that
were “written in blood.” The Industrial Revolution had begun, there was
a ferment of innovation and invention, and national income was rising.
Yet working people were not benefiting. Mortality rates rose as people
moved from the relatively healthy countryside to stinking, unsanitary
cities. Each generation of military recruits was shorter than the last,
speaking to their ever-worsening undernutrition in childhood, from
not getting enough to eat and from the nutritional insults of unsanitary
conditions. Religious observance fell, if only because churches were in
the countryside, not in the new industrial cities. Wages were stagnant and
would remain so for half a century. Profits were rising, and the share of
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profits in national income rose at the expense oflabor. It would have been
hard to predict a positive outcome of this process.

Yet by century’s end, the Corn Laws were gone and the rents and for-
tunes of the aristocrats had fallen along with the world price of wheat,
especially after 1870 when wheat from the American prairie flooded the
market. A series of reform acts had extended the franchise, from one in
ten males at the beginning of the century to more than half by its end,
though the enfranchisement of women would wait until 1918.>° Wages
had begun to rise in 1850, and the more than century-long decline in mor-
tality had begun.?¢ All of this happened without a collapse of the state,
without a war or a pandemic, through gradual change in institutions that
slowly gave way to the demands of those who had been left behind. Even
if we do not know just why, or whether the logic applies to our own times,
the facts themselves surely justify at least a limited optimism.






PART I

Past as Prologue






The Calm before the Storm

Our nation has gained about one year of longevity every six years since
1990. A child born today can look forward to an average lifespan of
about 78 years—nearly three decades longer than a baby born in 1900.
Deaths from heart disease have been reduced by more than 70 percent
since I was born. HIV/AIDS treatment and prevention may now
enable us to envision the first AIDS-free generation since the virus
emerged more than 30 years ago. Cancer death rates have been
dropping about 1 percent annually for the past 15 years.

—FRANCIS COLLINS, DIRECTOR OF

NATIONAL INSTITUTES OF HEALTH,
SENATE TESTIMONY, APRIL 28, 2014

THE TWENTIETH CENTURY saw an improvement in health that was
unprecedented in history. By 2000, continuously improving human
health was the expected, normal state of events. Children lived longer
than their parents, who, in turn, lived longer than their parents. Decade
by decade, the risk of dying fell. Better health was supported by better
living standards, by advances in medicines and treatments, and by changes
in behavior based on a better understanding of how behavior—especially
cigarette smoking—affected health. Other rich countries saw similar im-
provements for similar reasons. In poor countries, especially in the
second half of the twentieth century, improvements were even more
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spectacular. In 2000, all of this progress seemed set to continue, presum-
ably indefinitely.

Economic progress was remarkable, too. Almost everyone in the world
was richer in 2000 than their grandparents, or great- or great-great-
grandparents, had been when Queen Victoria died and Louis Armstrong
was born in 1901, adding to another century of progress before that, from
1800 to 1900. In the rich countries of western Europe and North Amer-
ica, the rate of income growth reached its all-time high in the period
known in France as Les trente glorieuses, the thirty years after the Second
World War. During those years in the United States, not only was the
growth of national income per head faster than ever before, it was also
widely shared by rich, poor, and middle class alike.

Education is a similar story. In 1900, only a quarter of people gradu-
ated from high school; by midcentury more than three-quarters did.
Those with a college degree rose from one in twenty to one in five. And
while better-educated people generally earned more than those with less
education, the midcentury postwar labor market provided good jobs for
those with only a high school diploma. Factory jobs, in steel works or auto
plants, provided a good living, especially as people moved up the ladder.
Men followed their fathers into unionized jobs, often with a lifetime com-
mitment from both workers and the firm. Wages were high enough for
aman to get married, to start a family and buy a house, and to enjoy the
prospect of a life that was better in many ways than the life of his parents
at the same age. Parents could think about sending their children to col-
lege to give them an even better life. Those were the days of what has
been called the blue-collar aristocracy.

The last thing we want to argue is that the twentieth century was a
paradise that was lost in the twenty-first. Nothing could be further from
the truth.

The twentieth century also saw many of the worst catastrophes in his-
tory, in which tens or even hundreds of millions of people lost their
lives. Two world wars and the murderous regimes of Hitler, Stalin, and
Mao are the worst events in terms of the raw counts of people killed, but
there were also deadly epidemics, including the influenza at the end of
the First World War and HIV/AIDS at century’s end. Millions of the
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world’s children died from common childhood diseases long after it was
understood how to prevent those deaths. Wars, mass murders, epidem-
ics, and the unnecessary deaths of children brought down life expec-
tancy, sometimes very sharply. There were economic catastrophes too,
and wellbeing was far from universally shared. The Great Depression
brought poverty and misery to millions. Jim Crow was alive and well,
institutionalizing educational, economic, and social deprivation for black
Americans.

Nor is our claim that there was constant, steady progress, only that,
over along period, such as from 1900 to 2000, people were less likely to
die and more likely to prosper. Some outcomes showed steadier progress
than others, and some countries did better than others. But progress in
health and in living standards in the twentieth century was prolonged
enough that, by century’s end, people could reasonably expect it to con-
tinue and to bless their children’s lives just as it had blessed their own.
For most of the world’s population, the end of the twentieth century saw
greater prosperity and greater longevity than at any time in history. Not
only that, but the rate of improvement since the end of the Second World
War had been so steady and so prolonged that it seemed obvious that
future generations would do better still.

To understand these past changes, as well as the much less beneficent
changes that we will describe in this book, we need to clarify how pro-
gress is measured.

Life and Death: Keeping Score

We shall frequently talk about mortality and life expectancy. They are,
in a sense, opposites; mortality measures dying, and life expectancy mea-
sures the length oflife. The mortality rate is the risk of dying; life expec-
tancy is how many years a newborn can be expected to live. When and
where mortality rates are high, life expectancy is low, and vice versa. Mor-
tality rates are different at different ages—high among babies and young
children, then low among older children, teenagers, and young adults.
In middle age, the threat of death begins to be real, and after age thirty,
the risk of dying increases every year. In the US in 2017, the probability



22 CHAPTER 1

of dying between thirty and thirty-one was 1.3 in 1,000, by age forty it was
2.0 in 1,000, by fifty it was 4.1 per 1,000, and by sixty it was 9.2 per 1,000.
Through midlife, the probability of dying doubles for every decade of life.
In other rich countries, these risks are a little lower, but in the absence
of epidemics or wars, patterns like these appear in all places and all times.

For a newborn, we think oflife as a hurdle race, with a hurdle at each
birthday. Mortality rates are the probabilities of falling at each hurdle, high
at the beginning until the newborn hits his or her stride, then low for a
while as the more experienced runner deals easily with each hurdle, and
then getting higher and higher in midlife and old age as the runner tires.
Throughout the book we will talk about life expectancy, which is how
many hurdles an average newborn can be expected to clear, as well as
about mortality rates, which are the probabilities of falling at each of the
hurdles. We need both concepts, because the events that we are going
to describe affect different hurdles differently, so that risks can rise in
middle age even when they are falling among the elderly, something that
may not show up in life expectancy at all if these changes happen to can-
cel each other out.

When the hurdles are high at the beginning, not many runners are
going to get far down the track. In the US, at the beginning of the twen-
tieth century, children faced high risks of dying. Not all children got
enough or good enough food, childhood diseases like measles were often
fatal, vaccinations were far from universal, and many places in the US had
yet to make their water safe to drink, failing to properly separate the dis-
posal of sewage from the provision of drinking water, among other
things. It is not only unpleasant but extremely dangerous to drink out of
ariver that someone else, living upstream, is using as a toilet. It is expen-
sive to supply safe water and good sanitation, and it took public health
officials a long time to make these arrangements everywhere, even once
the basic science—the germ theory of disease—was understood and
accepted.

The chance of dying increases with age, except at the very beginning
oflife. Life is most dangerous for babies and for the elderly. In rich coun-
tries, infancy is safe; only six out of one thousand American babies do
not live to their first birthday, and other countries do even better. In
Sweden and Singapore, for example, only two out of one thousand die.
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The risks are much higher in some poor countries, but even here, pro-
gress has been rapid, and there is not a single country in the world whose
infant mortality rate is higher now than it was fifty years ago.

Over the twentieth century, overall life expectancy at birth in the
United States increased from 49 to 77 years. By the end of the century,
from 1970 to 2000, life expectancy increased from 70.8 to 76.8, 2 additional
years of life for every decade of actual time. From 1933, when the com-
prehensive US data begin, the trend has been almost continuously posi-
tive, with declines in life expectancy lasting no more than one or two
years. While the data before 1933 are not complete, because not all states
kept records, there appears to have been a three-year decline from 1915
to 1918 at the end of the First World War and during the influenza
epidemic.

Had this rate of increase continued, life expectancy by 2100 could have
been expected to be more than ninety, with substantial fractions of people
living to be one hundred. Similar statements can be made for the coun-
tries of Western Europe and for Japan, Australia, New Zealand, and
Canada.

The Changing Face of Mortality

In 1900, the three leading causes of death were infectious diseases—
pneumonia, tuberculosis, and gastrointestinal infections. By midcen-
tury, with the public health and vaccination programs largely complete,
and with antibiotics invented and about to be widely used, infectious
disease had become less important as a cause of death. The early-life hur-
dles had been lowered and mortality moved into middle and old age.
Death itself aged, moving out of the bowels of children and into the lungs
and arteries of the middle-aged and elderly. Once this happens, it is much
harder to increase life expectancy. Lowering the hurdles at the beginning
makes a big difference to how far people run, but once almost everyone
makes it into middle and old age, saving lives among the elderly stretches
life spans by much less.

By the end of the twentieth century, the leading causes of death were
heart disease and cancer. Heart disease and lung cancer become less com-
mon when people stop smoking, and the substantial reductions in the



24 CHAPTER 1

portion of the population who smoked made a large contribution to fall-
ing mortality. Preventive treatments for heart disease also helped.
Antihypertensives are cheap and easy-to-take drugs that help control
blood pressure and make heart attacks less likely; statins are cholesterol-
lowering drugs that help to reduce heart attacks and strokes. The reduc-
tion in heart disease mortality was one of the great success stories of the
last quarter of the twentieth century. There were also drug-based and
screening successes against some cancers, including breast cancer.

New drugs are perhaps not as important for reducing death rates as
are people’s behaviors, but they are nevertheless often life saving, and
when, later in the book, we talk about excesses in the pharmaceutical in-
dustry, it should always be kept in mind that drugs have saved many
lives. The world would be a much worse place without antibiotics, with-
out insulin for diabetes, without aspirin or ibuprofen, without anesthet-
ics, without antihypertensives, without antiretrovirals, or without the
birth control pill. The key puzzle for public policy is to find a way of get-
ting the benefits of longer and better lives without socially unacceptable
consequences, including, but going beyond, financial costs.

As some diseases are eliminated and others reduced, other causes step
up to take their place as leaders. Most of these causes are not new. They
have always been there but were previously dwarfed by the scale of the
earlier mass killers. Some causes of death, such as Alzheimer’s or late-life
cancers, were uncommon simply because people rarely reached the ages
where they matter. But other causes, such as accidents, suicides, or dia-
betes, were always present but were minor killers in the age of smallpox
or cholera or even, in more recent times, tuberculosis or childhood diar-
rhea. As we move away from infectious disease, the nature of causes also
changes. Infections are spread by an agent, such as a bacterium or a virus,
so that discovering the biological mechanisms in the body or in the means
of transmission—dirty water, mosquitoes, fleas, or rats—offers not only
an understanding of the cause but also a potential route to its cure or even
elimination.

But biology is never everything—where and how people live always
plays a part. When it comes to smoking-related disease or to suicide, poi-
soning, or accidents, biology, as we shall see throughout the book, is
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often less important than behavior or the economic and social conditions
under which people live.

Biology and Behavior

The root cause of an epidemic of typhus in 1848, as the great pathologist
Rudolf Virchow saw it, was poverty and lack of political representa-
tion. Robert Koch, the founder of microbiology, who identified the
bacteria responsible for cholera, tuberculosis, and anthrax, triumphantly
wrote, “One has been accustomed until now to regard tuberculosis as
the outcome of social misery and to hope by relief of distress to dimin-
ish the disease. But in the final struggle against this dreadful plague of the
human race one will no longer have to contend with an indefinite some-
thing but with an actual parasite” The dichotomy between biology and
behavior is an old one that has often been fought over. In the deaths we
will discuss, behavior will usually be the key, and we will not focus on
an actual parasite. We do not need much biology to understand how a
gun kills, or how a traffic accident can maim, yet biology controls how
eating and exercise affect obesity, how stress causes pain, how alcohol
destroys the liver, or how smoking causes heart disease. We need always
to bring social science and medicine together.

Figure 1.1 illustrates these ideas. It shows mortality rates in midlife for
white Americans from 1900 to 2000. The line shows the death rate for
men and women aged forty-five to fifty-four in each year. In later chap-
ters, we explore death rates at other ages, but we shall often highlight this
midlife age-group. It is in midlife that death rates pick up, and it is often
a good place to see evolving trends in mortality. Death in midlife is rare
and is usually shown as the number out of every 100,000 who die in a year.
The numbers in the figure start out at around 1,500 (1.5 percent a year)
in 1900 and fall to around 400 (0.4 percent a year) in 2000. This reduc-
tion, of more than two-thirds, is the main takeaway from the graph. We
will see that there were similar reductions in death rates for other age and
ethnic and racial groups.

Other notable events can be seen. The spike in mortality in 1918 is the
influenza epidemic that swept the United States and the world at the end
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FIGURE 1.1. Mortality rates for white American men and women ages 45—54 in the twentieth
century (deaths per 100,000). Authors’ calculations using Centers for Disease
Control and Prevention data.

of the First World War. There was some slowdown in progress during the
1930s and the Great Depression, but progress was also slow in the boom-
ing 1920s; there is no obvious relationship between mortality rates and the
state of the economy. Indeed, research going back into the 1920s has docu-
mented the somewhat surprising results that deaths are often higher when
the economy is doing well.” Mortality decline stagnated for several years
around 1960 when many of those who had smoked heavily in their twen-
ties and thirties died of lung cancer and heart disease. After 1970, mortality
decline resumed in force, largely driven by the decline in mortality from
heart disease. The post-1970 pattern also appears in other rich countries
with the spread of knowledge about the harmful effects of smoking and
as doctors prescribed pills to control hypertension and cholesterol.

Figure 1.1 shows all the main drivers of death. Epidemic disease is rep-
resented by influenza, itself conditioned by the economic, social, and
human devastation of the Great War. Behavior shows in smoking, medi-
cal knowledge in the understanding of the effects of smoking, and the
medical care system in the control of high blood pressure.
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Figure 1.1 looks only at whites aged forty-five to fifty-four. But other
groups also benefited from declining mortality in the twentieth century.
African Americans are more likely to die than white Americans and have
shorter life expectancy; this has long been true, and it is true today. But
black men and women have also seen progress, at faster rates than whites,
and the gap between black and white mortality rates has been narrow-
ing. Death rates have also fallen among the elderly. In 1900, a sixty-year-
old American woman could expect to live fifteen more years, and a man
of the same age could expect to live another fourteen years; by the end
of the century, those numbers had risen to twenty-three for women and
twenty for men.

We know rather less about trends in morbidity—sickness other than
death—than about trends in mortality. Yet we can be sure not just that
people were living longer but also that their lives were better and healthier.
For the last quarter century, we have direct measures from surveys that
ask people about disability, pain, and their ability to undertake routine
tasks. It was once feared that, as people lived to older ages, their old age
would be one of pain and disability, not dead but sick, but this did not
happen. Medical advances have not just reduced mortality but also
helped people live better when they are alive. Joint replacements reduce
pain and allow people to function in ways that would have been impos-
sible without them. Cataract surgery restores the sight of those who
would otherwise lose it. And drugs are sometimes effective at reducing
pain and relieving depression and other mental distress.

Americans also became taller, which is a good reflection of improve-
ments in nutrition and public health in their childhood. Men born in 1980
were about an inch and a half taller as adults than those born a century
before. Other rich countries did even better. Americans used to be the
tallest people in the world, but they have now been overtaken by Ger-
mans, Norwegians, and especially the Dutch—a sign, perhaps, that not
all is well.?
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Things Come Apart

BY ITS END, much of the optimism of the twentieth century had faded.
Towns and cities in the heartland of America that used to produce steel,
glass, furniture, or shoes, and that are fondly remembered by people in
their seventies as having been great places to grow up, had been gutted,
their factories closed and shops boarded up. In the wreckage, the temp-
tations of alcohol and drugs lured many to their deaths. Most of these
stories are never told. Stigma often removes the cause of death from obitu-
aries when suicide, overdose, or alcoholism is involved. Addiction is
seen as a moral weakness, not a disease, and it is believed that its effects
are best covered up.

Exceptions are made when a famous chefkills himself or a music icon
overdoses on fentanyl, or when the death is shocking to the community—
for example, as reported by Congresswoman Ann McLane Kuster, “in
a little town called Keene New Hampshire. There’s not a quieter place
on this earth, and a beloved high school teacher, mother of three children,
died of a heroin overdose.”* Each story is real and tragic, but it needs to
be considered in perspective. When we look at the numbers, all the num-
bers, we see an even bigger, more frightening, and tragic story. The
events that reach the media are selected for their news value, celebrities
get attention, and the firsthand accounts of addiction or attempted sui-
cide often come from those who are accustomed to writing about their
experiences. Spectacular and unusual deaths—upper-class suicides and
drug deaths—are exhaustively reported; those of ordinary people rarely
make headlines, although they too leave behind devastated families and
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friends. Today’s events are news; long-term trends are yesterday’s news,
which usually means not news at all. Deaths from lung cancer, heart dis-
ease, or diabetes are not news in and of themselves—lung cancer is not
like Ebola or AIDS, though it takes many more lives—and we find out
about them only incidentally when we read obituaries. Without the num-
bers to make comparisons, we don’t know whether we are looking at an
event, like a plane crash or a terrorist attack, where the deaths are few but
shocking and newsworthy, or an epidemic, like Ebola or SARS, which
terrified many but killed few, or whether we are dealing with something
much larger, something that actually threatens the public health and up-
ends a century of progress in human health.

All deaths in the US are reported to the authorities, and the informa-
tion is assembled by the Centers for Disease Control and Prevention
(CDC) in Atlanta. When someone dies, a great deal of information is
collected on the death certificate, including, for the last thirty years, the
highest level of education attained. The CDC has a website, charmingly
called CDC Wonder, where much of this information is readily available.
The death certificates themselves, with confidential information (such
as name and social security number) removed, can also be downloaded
and examined. It is with these data that we begin.

They are every bit as distressing as the stories.

American Exceptionalism, Breaking with the Past,
and Leaving the Herd: The Facts

We saw in the previous chapter that the mortality rate for midlife whites
in the US was 1,500 per 100,000 in 1900, and that by 2000 it had fallen
to 400 per 100,000. We now follow this group into the twenty-first
century.

We can also look at other countries around the world that, like the
United States, are rich in terms of income per head and that share and
implement the scientific and medical knowledge that is common across
such countries. Those countries showed rapid declines in midlife mor-
tality after 1945, and as in the US, the decline was particularly rapid after
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FIGURE 2.1. Age-adjusted mortality rates, ages 45—54, for US white non-Hispanics (usw),
France, the United Kingdom, and Sweden, and a predicted mortality rate for USW, a
counterfactual that assumes the mortality rate for USW would continue falling at 2 percent per
year after 1998. Authors’ calculations using CDC data and the Human Mortality Database.

1970. In almost all wealthy countries, mortality rates for those aged
forty-five to fifty-four declined at an average rate of 2 percent per year
from the late 1970s to 2000.

Figure 2.1 shows what happened. We call this the “things come apart”
picture. Midlife mortality continued to decline in France, Britain, and
Sweden; other rich countries, not shown, display similar progress. An en-
tirely different pattern emerged for US white non-Hispanic Americans.
Not only did whites not keep pace with mortality declines in other coun-
tries, but mortality for them stopped falling altogether and began to rise.

The future that we might have predicted for white Americans in
midlife,® based on what had happened in the twentieth century, is shown
here by the thick dotted line. Over time, white mortality pulled mark-
edly away from what was seen in other wealthy countries, and what we
might have predicted its path to be.

Something important, awful, and unexpected is happening. But is it
just white men and women in middle age, or are other age-groups affected
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too? Is it men more than women, or women more than men? And what
about other groups? Is it focused in one part of the country, or much the
same everywhere? And, above all, why is it happening? As we shall see,
the alcohol, suicide, and opioid epidemics are an essential part of the
story, but we need to discuss a few other issues before we get there.

In chapter 1, when we showed falling midlife mortality through the
twentieth century, we noted that other age-groups also benefited. But the
reversal in figure 2.1is not universally shared. As we shall see, while there
have been similar changes in mortality trends for younger age-groups,
mortality among the elderly continued to fall as it had done at the end
of the twentieth century. We shall explore this a good deal further as we
go, and we shall see that the reversal has begun to affect the youngest el-
derly too.

In figure 2.1 we switched from all whites to non-Hispanic whites, a nar-
rower category for which data did not exist for most of the twentieth
century. Hispanics, who are much poorer on average than non-Hispanics,
have lower mortality rates than non-Hispanics, and their progress kept
pace with that in other countries; their mortality rates look like those for
Britain over this period. African Americans have higher mortality rates
than any of the groups or countries shown in the picture, but their rate
of mortality decline has been faster than for any of the groups or coun-
tries shown here. The midlife gap between US black and white mortality
fell dramatically between 1990 and 2015, after which point the decline in
midlife black mortality also came to an end, likely linked to opioids, as
we shall see. The story of racial differences in mortality is an important
one, and we shall later argue that the differences between black and white
mortality rates can be reconciled once we look carefully at the history.
The differences have less to do with what than with when.

These differences in mortality by race and ethnicity are far from fully
understood, but they have existed for many years. For African Americans,
there is widespread agreement that the worse outcomes, like so many
other important outcomes, are tied to long-standing discrimination, as
well as to poorer access to high-quality medical care.® The superior lon-
gevity of Hispanics over non-Hispanic whites has been much researched
but not fully explained. It is worth noting that other groups, such as Asian
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Americans, do better still, better than either Hispanics or whites. As to
the recent trends, which have been so different across the three main
groups, we will return to them repeatedly throughout the book, though
we should confess from the start that we shall find much that is not easy
to explain.

Figure 2.1is drawn for men and women together, which is always po-
tentially misleading. Women have lower mortality rates than men
throughout life, and so they live longer, about five years longer in the US.
Men and women suffer from different diseases, and to different extents
from the same diseases and behaviors: men, for example, are three to four
times more likely than women to kill themselves. But the turnaround—
from continual progress in the twentieth century to stalled progress, or
even regression, in the twenty-first—has happened to both men and
women in midlife, though the reversal is somewhat larger for women than
men. Even so, the gaps between whites in the US and other countries and
between US whites and what we might have expected are large for both
men and women, so that the figure does not mislead by taking men and
women together.*

One measure of the importance of the white mortality reversal is to
compare what actually happened with the trend shown by the dotted line.
The gap between the two lines shows the difference in mortality rates in
each year, from which we can calculate for each year how many people
aged forty-five to fifty-four died who would have been alive had late
twentieth-century progress continued. When we add up those numbers
from 1999, the critical point where the turnaround began, to 2017, we get
a very large total: 600,000 deaths of midlife Americans who would be
alive if progress had gone on as expected. One immediate point of refer-
ence is the approximately 675,000 Americans who have died from HIV/
AIDS since the beginning of the epidemic in the early 1980s. We shall
refine our estimate as we go, extend it to other age-groups, and attribute
it to specific causes, but it will serve for now as a ballpark estimate of what
is involved, and to establish that what we are dealing with is indeed a
major catastrophe.

Another measure of importance is to look at what has been happen-
ing to life expectancy at birth. Because life expectancy is more sensitive
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to deaths at younger ages, only large changes in midlife mortality can af-
fect it. For whites, life expectancy at birth fell by one-tenth of a year
between 2013 and 2014. In the next three years, between 2014 and 2015,
2015 and 2016, and again between 2016 and 2017, life expectancy fell
for the US population as a whole. These declines reflect mortality at all
ages, not just in midlife, but are, in fact, heavily influenced by what has
been happening to whites in midlife. Any decline in life expectancy is
extremely uncommon. With a three-year decline, we are in unfamiliar
territory; American life expectancy has never fallen for three years in a
row since states’ vital registration coverage was completed in 1933.> For
the subset of states that had registration of deaths before then, the only
precedent is a century ago, from 1915 through 1918, during the First
World War and the influenza epidemic that followed it. Catastrophes
indeed.

The Geography of Mortality

If we are to begin to understand why these deaths are happening, we can
first look for clues on where the deaths are happening. If we look across
states at the changes in mortality rates for whites aged forty-five to fifty-
four from 1999 to 2017, we find the increases in all but six states, with the
largest increases in death rates in West Virginia, Kentucky, Arkansas, and
Mississippi, all states with education levels lower than the national aver-
age. The only states where midlife white mortality fell by a noticeable
amount were California, New York, New Jersey, and Illinois, all states
with high levels of education.

A more detailed geography is shown in figure 2.2, where mortality rates
for midlife whites are presented for about a thousand small areas across
the United States in 2000 on the left and in 2016 on the right. These small
areas are counties or, if the population of a county is small, a collection
of adjacent counties. Darker areas indicate higher mortality, so the maps
show high mortality in the West (except California), Appalachia, and the
South in 2000, intensifying and spreading by 2016 into new areas, such
as Maine, upper Michigan, and parts of Texas.

We will refer back to the patterns in these maps throughout the book.
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FIGURE 2.2. All-cause mortality rates, white non-Hispanics ages 45-54, by small area.
Authors’ calculations using CDC data.

Carrying Their Troubles with Them:
Age versus Cohort Effects
Figure 2.1 compares death rates across countries for one specific age-

group, those aged forty-five to fifty-four, but our concerns do not end
there. White mortality progress has reversed throughout adulthood, in
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contrast to what is happening in the rest of the rich world. We highlight
the midlife group, those aged forty-five to fifty-four. But, as we will see,
rising mortality is not simply a baby-boomer phenomenon. For US
whites, the hurdles at younger ages have also been raised.

The future of today’s midlife adults is also in question. Will those in
midlife “age out” of the mortality crisis if they survive? Or will they carry
their troubles with them as they age, so that tomorrow’s elderly will suf-
fer like today’s middle aged? Elderly Americans receive benefits, such
as healthcare from Medicare and pensions from Social Security, that are
not available to those in middle age so that, if these benefits are good for
health, there is an argument for the positive alternative. But if the midlife
deaths are happening to people born around 1950 because of the condi-
tions under which they have lived their lives, or because of the way they
have chosen to live their lives, there can be no expectation that they will
do better as they age. Unfortunately, recent data are more consistent with
the second, more negative outcome. The midlife increase in mortality has
now begun to affect the elderly, as the birth cohorts born after the Sec-
ond World War begin to move into old age. The all-cause mortality rate
for whites ages sixty-five to seventy-four fell on average 2 percent per year
between the early 1990s and 2012; since 2012, their mortality has stopped
falling.

Social scientists often try to isolate two different phenomena. On the
one hand, there may be “age” effects, when an outcome is tied to age, and
on the other hand, “cohort” effects, when outcomes are attached to
people born around the same time and are carried with them as they age.
Cohort and age effects are not, of course, mutually exclusive, nor do they
exhaust all of the possibilities. We will argue for (a version of) the co-
hort interpretation, which is, unfortunately, the more pessimistic of the
two accounts. There is something about these people that makes them
susceptible and that they carry with them through life. Discovering the
nature of that something is our task in the rest of this book.

There are two stories, often seen as competing, though they need not
be. One, the “external” or circumstantial account, emphasizes what hap-
pened to people, the opportunities that they had, the kind of education,
occupation, or social environment that was available to them. The



36 CHAPTER 2

alternative, “internal” account emphasizes what people did to them-
selves, not their opportunities but their choices among those opportuni-
ties, or their own preferences. It is a debate between worsening oppor-
tunities, on the one hand, and worsening preferences, or declining values
or even virtues, on the other.

Before we can take the story further, we have to return to our midlife
Americans in the early twenty-first century and find out more about the
causes of their deaths. Not surprisingly, suicide, opioids, and alcoholism
teature in the story, but they are by no means the only players.



3
Deaths of Despair

BECKY MANNING: He just carried this tremendous guilt for
everything, for our son doing drugs. Then he started getting
depressed, and then my husband took his own life.

PAUL SOLMAN: How did he do it?

BECKY MANNING: He blew his head off. I came home to that.

PAUL SOLMAN: Best friend Marcy Conner’s husband also killed
himself.

MARCY CONNER: He developed alcoholism very young in life.

PAUL SOLMAN: An addiction he shared with lifelong friends.

MARCY CONNER: One died with a heart attack, but drug use and
alcohol use played all the way through his life. Another one died
of cancer, drank up to the very end. And my husband actually
had a G-tube in, a feeding tube in, and poured alcohol down his
feeding tube until he died."

What are middle-aged white Americans dying from? The foregoing ex-
tract, from an interview in Kentucky that aired on PBS, manages, in only
a few words, to capture the three different causes of death that we have
come to call deaths of despair: suicide, drugs, and alcohol. It also shows
how they are often closely related. Becky Manning’s husband killed him-
self because of depression over his son’s drug use. Manning’s husband
and his friends abused alcohol and drugs throughout their adult lives, and
Marcy Conner’s husband died by pouring alcohol directly into his stom-
ach. One of the friends died of a heart attack in which alcohol could

37
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have been indirectly involved, if it promoted a heart attack in someone
who already had long-standing heart disease.

When we first saw an early version of the “coming apart” graph, we
asked ourselves what people were dying of, which sent us back to the
Centers for Disease Control and Prevention data to see what kinds of
deaths had been rising most rapidly since 1999, the year white mortality
rates began to rise. There were three immediate culprits. In order of im-
portance, they were accidental or intent-undetermined poisonings
(which are almost entirely drug overdoses), suicides, and alcoholic liver
diseases and cirrhosis. While there are more deaths from drug overdoses
than from either suicides or alcohol-related diseases, suicides and alco-
hol together kill more whites than do drugs. All three kinds of death are
important. Death continues its journey. Having moved from the bowels
of children into the lungs and arteries of the elderly, it is now backtrack-
ing into the minds, livers, and veins of the middle-aged.

The rapid rise in these deaths is affecting Americans, particularly
whites, but not people in other rich countries. There have been increases
in drug overdoses in other English-speaking countries—Canada, Ireland,
Britain (especially Scotland), and Australia—and an increase in alcohol-
related deaths in Britain and Ireland. (The data do not allow us to sepa-
rate out deaths by ethnic or racial groups in these or in other rich coun-
tries.) These rising deaths elsewhere are serious threats to public health
and may become more serious in the future. But, apart from drug deaths
in Scotland, the numbers are very small compared with those in the
United States. In the US, at least until 2013, when a deadly opioid, fen-
tanyl, hit the streets, neither blacks nor Hispanics saw a rise in deaths of
despair.

Although the surge in deaths in America is what we might see during
the ravages of an infectious disease, like the Great Influenza Pandemic
of 1918, this is an epidemic that is not carried by a virus or a bacterium,
nor is it caused by an external agent, such as poisoning of the air or the
fallout from a nuclear accident. Instead, people are doing this to them-
selves. They are drinking themselves to death, or poisoning themselves
with drugs, or shooting or hanging themselves. Indeed, as we shall repeat-
edly see, the three causes of death are deeply related, and it is often hard
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for the coroner or medical examiner to classify a death; it is not always easy
to tell a suicide from an accidental overdose. All the deaths show great
unhappiness with life, either momentary or prolonged. It is tempting to
classify them all as suicides, done either quickly, with a gun or by standing
on and kicking away a chair with a rope around the neck, or slowly, with
drugs or alcohol. Even so, many addicts do not want to die, even when
they see death as the almost inevitable outcome of their addiction.

The vast majority of drug deaths are classified as “accidental poison-
ings,” but these are not accidents in the same sense as falling off a ladder
or being electrocuted by mistakenly touching a live wire. Certainly, some
people get the dose wrong and accidentally inject themselves with more
heroin than their systems can tolerate, or miscalculate the risk of com-
bining drugs and alcohol. But what about the addicts who, when hear-
ing of an “accidental death” nearby, seek out the dealer to make sure that
they too can obtain high-strength drugs? Or those who seek out fentanyl,
a drug that is many times stronger and more dangerous than heroin? The
Washington Post reported the story of Amanda Bennett of Baltimore, aged
twenty-six, who became addicted to opioids after a C-section, progressed
to heroin, and then to fentanyl-laced heroin, and who noted, “If there is
no fentanyl in it, I don’t want it at all.”

People who seek out such drugs are not seeking death, just a power-
ful high or temporary relief from their cravings, but the high risk of death
is no deterrent. There are addicts who, having overdosed, are miracu-
lously brought back to life with a dose of naloxone (Narcan), only to
overdose again within hours. Alcohol addiction is less immediately dan-
gerous than addiction to opioids, and there are high-functioning alco-
holics just as there are some high-functioning drug addicts. But there are
also those who have lost their families, their jobs, and their lives to their
addiction—addiction is a prison that separates its victims from a life
worth living.

Robert DuPont, the first director of the National Institute on Drug
Abuse, argues that the two essential characteristics of addiction are con-
tinued use of a substance despite serious consequences caused by that
use, and dishonesty.> What he has called the “selfish brain” takes control
and leaves no room for anything but the craving.* People who put
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themselves at risk of dying from the side eftects of alcohol or drugs have
already lost much of what makes life worth living, paralleling the loss
experienced by many of those who decide to kill themselves.

We call the three kinds of death “deaths of despair.” It is a convenient
label, indicating the link with unhappiness, the link with mental or
behavioral health, and the lack of any infectious agent, but it is not in-
tended to identify the specific causes of despair. We shall have a great deal
to say about those background causes, or “causes of causes,” in what fol-
lows. For now, it is simply a good label. Deaths of despair among white
men and women aged forty-five to fifty-four rose from thirty per one hun-
dred thousand in 1990 to ninety-two per one hundred thousand in 2017.
In every US state, suicide mortality rates for whites aged forty-five to fifty-
four increased between 1999—2000 and 2016-17. In all but two states,
mortality rates from alcoholic liver disease rose.® And in every state, drug
overdose mortality rates increased.

We were far from the first to see the rise of drug overdoses. The cur-
rent epidemic began in the early 1990s and gained momentum in 1996
with the Food and Drug Administration’s approval and the subsequent
marketing of the addictive prescription painkiller OxyContin, essentially
legalized heroin, manufactured by Purdue Pharmaceutical. Scholars who
worked on alcohol-related liver deaths and suicide had also seen increases,
especially in middle-aged whites, though this had not received the same
public attention as the deaths from drug overdoses. Our contribution was
to link drug overdoses, suicides, and alcohol-related deaths, to note that
all were rising together, that together they were afflicting mostly whites,
and that, among that group, the long fall in total mortality had stopped
or reversed. We also chose the collective label “deaths of despair,” which
helped publicize the combined epidemic and emphasize that it included
more than just drug overdose.

But Something Else Must Be Going On

In an early comment on our work, the health economists Ellen Meara
and Jonathan Skinner noted that, while it was true that deaths of despair
were rising rapidly, their combined numbers were not enough, by
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themselves, to account for the flattening or reversal in total mortality.®
Something else must be going on to account for the turnaround in white
mortality, in comparison both with twentieth-century progress and
with other groups in the US and other rich countries in the twenty-
first century. We needed to find that “something else.”

The remarkable decline in mortality after 1970, and the associated in-
crease in life expectancy at birth, was in large part driven by rapid de-
creases in deaths from heart disease and cancer, the two largest killers
in the US. Before age seventy-five, the risk of dying of cancer outpaces
that of heart disease; after seventy-five, heart disease takes more vic-
tims. Because mortality rates are highest at the oldest ages, heart dis-
ease is America’s number one killer. Progress against cancer, the num-
ber one killer in midlife, continued apace into the new century. The
“something else” that, together with deaths of despair, halted midlife
mortality decline turns out to be a marked slowdown in progress
against mortality from heart disease, long an engine of better health
and rising life expectancy. That previous progress is usually attributed
to people quitting smoking—especially men, who quit earlier than
women, and who are more likely than women to die from heart
disease—and to more people taking preventive drugs for lower blood
pressure and cholesterol (antihypertensives and statins). The risk of
dying of heart disease for US whites ages forty-five to fifty-four fell at
a brisk pace of 4 percent per year on average in the 1980s but decelerated
to 2 percent per year in the 1990s, 1 percent per year in the 2000s, and
began to rise after 2010.”

Figure 3.1 shows deaths from heart disease for whites ages forty-five
to fifty-four in the United States, together with Britain and other English-
speaking countries—Canada, Australia, and Ireland. After 1990, and as
we would expect from continuing progress in reducing smoking and the
spread of preventive medicine—whose treatments are readily available
in all rich countries—mortality rates declined and became much more
similar across countries. The exception is America, which once again has
parted company with its neighbors. Indeed, the slowdown in progress
against heart disease accounts for a substantial part of the “coming apart”
in figure 2.1. Fifteen percent of the six hundred thousand extra deaths we
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FIGURE 3.1. Age-adjusted heart disease mortality rates for men and women ages 45-54.
Authors’ calculations using Centers for Disease Control and Prevention
and World Health Organization data.

estimated for forty-five-to-fifty-four-year-old whites in chapter 2 come
from this source, and not just deaths of despair.

Progress against heart disease was robust until 2010 in the rest of the
English-speaking world. However, that progress ended abruptly after 2011.
This pattern, of steady progress through 2010 followed by mortality rates
flatlining, is also true for blacks and Hispanics in the US. This puts the
English-speaking world at odds with the rest of the rich world, where the
risk of dying from heart disease in midlife continues to fall. Perhaps in
the English-speaking world the improvements from prevention are
running out, or perhaps as many people have quit smoking as are ever
going to. But this cannot explain the poor performance of heart disease
mortality in the United States, which was high by international standards
in 1990, so that there ought to have been more room for improvement,
not less.

When we look at drug overdoses or suicides, the classification of cause
of death points to the immediate cause. But heart disease comes in many
forms and has many underlying causes, so it is much harder to pin down
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the why of figure 3.1. One possibility is that the drugs and alcohol associ-
ated with deaths of despair may make people more likely to die of heart
disease. While moderate drinking (one drink per day for women, two for
men) is thought to increase “good” cholesterol (HDL) and reduce the
effects of “bad” cholesterol (LDL), heavy drinking over the long term can
lead to heart disease by increasing the risk of high blood pressure and by
weakening the heart muscle. Binge drinking (three or more drinks in a
one-to-two-hour period) can make the heart beat irregularly. The rela-
tionship between drug abuse and heart disease is more complicated,
given that different drugs have different effects on the central nervous
system. Methamphetamines and cocaine (dubbed “the perfect heart at-
tack drug”) are stimulants that increase blood pressure and heart rate,
increasing the risk of both heart attack and sudden cardiac death. Less
is known about the heart risks associated with opioid abuse. Recent re-
search suggests links between long-acting opioids and cardiovascular
death, but much work here remains to be done.? To the extent that heart
failure or a fatal heart attack was the result of long-term alcohol or drug
abuse, these deaths could also be classified as deaths of despair.

More general threats to heart health in midlife appear to lie in smok-
ing, hypertension, and obesity. While American smoking rates have fallen
overallin the past twenty years, in some areas of the country rates remain
stubbornly high (this is particularly true of the East South-Central cen-
sus division—Mississippi, Kentucky, Alabama, and Tennessee), and
within some demographic groups, smoking rates have continued to in-
crease (true of middle-aged white women without a bachelor’s degree).
There has also been some recent reduction in adherence to antihyper-
tensive medicines.

By far the most popular story for heart disease deaths is obesity, that
Americans weigh too much, that they are among the heaviest in the world,
and that the prolonged increase in obesity, which many scholars have long
predicted will undermine health progress, is now actually doing so. Many
studies have documented the risks of obesity, which include heart dis-
ease, high blood pressure, and diabetes. The link from obesity to diabe-
tes is particularly strong, and deaths from diabetes may often be recorded
as deaths from heart disease when it is also present.” Eating too much,
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like drinking too much, is for some people a reaction to stress and a way
of self-soothing in the face of life’s difhiculties and disappointments, so
deaths associated with obesity could perhaps also be included as deaths
of despair.

We do not take that route here, in part because it is so difficult to cal-
culate which of the deaths from heart disease are related to overeating.
But the obesity explanation is far from complete. The obesity gloom-
mongers have been crying wolf for along time and were predicting that
life expectancy would start falling long before there was any sign of it.'°
It is also possible that the risks associated with obesity were lower in
recent years and are lower now than when the studies of risk were done;
studies have to follow people for many years and, with the arrival of new
procedures and drugs, they always run the risk of being out of date be-
fore they are completed. Since one of the ways that obesity increases the
risk of heart disease is through high blood pressure, the increased avail-
ability and use of antihypertensives may have made it safer to be heavy
than it used to be.

Comparisons across countries also leave many questions unanswered
on the role of obesity. In England and Australia, the rise in obesity for
adults aged forty-five to fifty-four was nearly identical to that seen for
whites in the US between the mid-1990s and 2010,"" during which time
heart disease mortality in the UK and Australia fell on average at 4 percent
per year. The synchronized halt to progress in heart disease for US blacks
and Hispanics and middle-aged adults in other English-speaking coun-
tries after 2011 leaves open the question of whether some additional factor
is now also at work.

Whatever its ultimate cause, the unique pattern of heart disease mor-
tality for US whites combined with the unique pattern of deaths of de-
spair to generate a rise in white midlife mortality after 1998. We can think
of what happened to overall mortality as the result of a tug-of-war. On
one side, we have progress against heart disease, pulling mortality rates
down. On the other, we have deaths of despair tugging, weakly at first,
to pull mortality rates up. In 1990, heart disease progress was “winning,”
and overall mortality fell. But, over time, heart disease progress lost its



DEATHS OF DESPAIR 4§

strength, while deaths of despair grew stronger and overall mortality
stopped declining and in some midlife groups began to rise.

This account is important for our story here, because both the level
of heart disease mortality and the slowdown in progress against it vary
with age, so the tug-of-war for the direction of all-cause mortality is dif-
ferent in different age-groups. For whites in their late twenties or early
thirties, heart disease is not a big killer, and the rapid increase in deaths
of despair has been driving up all-cause mortality in this part of adult-
hood for the past twenty years. For whites in their late thirties and early
forties, declines in heart disease and cancer and increases in deaths
of despair came to a standstill until 2013, when access to an even more
deadly opioid (fentanyl) began to accelerate deaths from drug over-
dose. For those in their fifties, the complete collapse in progress against
heart disease, pitted against rising mortality from drugs, alcohol, and
suicide, has been driving up all-cause mortality since the start of the
new century.

Not Just in Midlife: Deaths of Despair among

Younger Americans

We are telling the story in the way that we uncovered it, starting with
midlife deaths of all kinds. We then focused on the immediate causes,
which turned out to be deaths of despair among whites plus a slowdown
and reversal in deaths from heart disease, which, until then, had been a
main engine of mortality decline. Unfortunately, deaths of despair are not
only afflicting middle-aged whites. While the elderly have been largely
exempt, there have also been rapid increases in deaths of despair—
particularly from overdoses and suicides—among younger whites. For
whites between the ages of forty-five and fifty-four, deaths of despair tri-
pled from 1990 to 2017. In 2017, this midlife age-group had the highest
rate of mortality from deaths of despair. But whites in younger age-groups
were also doing badly and their deaths rose even more rapidly, accelerat-
ing in the last few years.
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As we write, the epidemic is worsening. In the next chapter, we shall
suggest a story of the epidemic in which, with the passage of time, each
age-group does progressively worse than the same age-group did in earlier
years. All the while, the pattern we see in midlife deaths is moving into
old age. In 2005, deaths of despair started to increase beyond middle age.

Parents should not have to watch their grown children die. It is a re-
versal of the normal order of things; children are supposed to bury their
parents, not the reverse. The death of a child, even an adult child, can tear
families apart, and the loss of people in their prime, people who should
not be dying, upends communities and workplaces too. At the outset of
this chapter, we saw how Mr. Manning killed himself in the face of his
son “doing drugs,” and there are millions of American mothers and fathers
today who are living in dread that the phone call to their adult son or
daughter will go unanswered, or that a phone call will come from the
police or the emergency room.
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The Anatomy of the
Battlefield
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The Lives and Deaths of the
More (and Less) Educated

IN THE STATE OF KENTUCKY, where Becky Manning and Marcy
Conner told the stories of their husbands’ suicides, the risk of dying in
midlife from suicide, accidental drug overdose, or alcoholic liver dis-
ease was a third higher than the national average in 2017. But not all
Kentuckians were at equal risk. The risk of dying a death of despair had
risen markedly, but only for those who did not hold a four-year college
degree. Figure 4.1 shows mortality rates over time from deaths of de-
spair for whites aged forty-five to fifty-four in Kentucky. Without a
bachelor’s degree, the risk rose from 37 to 137 per 100,000 people be-
tween 1995 and 2015, while that for those who hold a bachelor’s degree
changed little.

Kentucky is among the states with relatively low educational at-
tainment, and only a quarter of whites ages forty-five to fifty-four
hold a bachelor’s degree. But this pattern, of rapidly increasing risk
for those without a four-year degree, is repeated in all US states. Edu-
cation is clearly one of the keys to understanding who is dying and
why. The march of death from arteries and lungs to minds, livers, and
veins is largely confined to those who have not been to college. If we
are to understand the extra risk borne by those without a bachelor’s
degree, we need to understand the role education plays in people’s
lives.
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FIGURE 4.1. Suicide, drug overdose, and alcoholic liver disease mortality in Kentucky, by
educational attainment, white non-Hispanics ages 45-54. Authors’ calculations using Centers
for Disease Control and Prevention data.

What Education Does to Life

In 2017, almost 40 percent of the American population aged twenty-five
or older had no more than a high school diploma, 27 percent had some
tertiary education but did not hold a bachelor’s degree, and 33 percent
held a four-year bachelor’s degree or higher qualification. The propor-
tions in each education category changed dramatically for Americans
born between 1925 and 1945; 10 percent of adults ages twenty to twenty-
four were enrolled in school in the late 1940s, doubling to 20 percent by
the late 1960s." Since then, tertiary education has nosed up slowly; the
fraction holding a bachelor’s degree increased from a quarter of people
born in 1945 to a third of those born in 1970. For those born after 1970,
and graduating after 1990, the fraction earning a bachelor’s degree has
changed little.

The most obvious advantage of having gone to college is that you earn
more, and with more money, you can live a better life. In the late 1970s,
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those with a bachelor’s degree or more earned on average 40 percent
more than workers who left school with a high school diploma. But by
2000, that “earnings premium,” as economists call it, had doubled, to an
astronomical 80 percent.” In contrast, over that period, the earnings
premium for Americans with some college education short of a
bachelor’s degree remained relatively flat, with earnings 15 to 20 percent
higher than for those with a high school degree. Those who gradu-
ated from high school in the early 1970s and who decided not to go to
college could not have known how much they would be giving up by
the end of the century.

Many occupations that previously did not require a bachelor’s de-
gree now do, so that the opportunities for those who do not go to col-
lege are shrinking just as the opportunities for those who have been to
college are expanding. In 2017, at a time when the unemployment rate
was only 3.6 percent, a historical low, the unemployment rate was al-
most twice as high among those with a high school diploma as it was
among those with a bachelor’s degree. Eighty-four percent of Ameri-
cans ages twenty-five to sixty-four with a bachelor’s degree or higher
were employed in 2017, while only 68 percent of those with a high school
diploma but no additional education were employed.’ American
workers’ earnings generally peak between the ages of forty-five and
fifty-four. It is worrying that fully a quarter of Americans in that age-
group who left school with a high school diploma were not in the labor
force in 2017 compared with only 10 percent of those with at least a
bachelor’s degree.

As we shall see, there is much controversy about the why of the dif-
ference, whether less educated people simply do not want to work, at least
at the wages that are available to them, or do want to but cannot because
work is unavailable or because they are disabled. Whatever the answer,
the fact remains that the labor market is delivering for those with more
education in a way that it is not for those with less.

As business and government have adopted ever more sophisticated
technologies and as their use of computers has increased significantly,

the demand for higher skills and higher ability has expanded, which can
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explain part of the earnings and employment gap between those with less
and more education. For the fortunate and talented few at the top, who
become hedge fund traders, Silicon Valley entrepreneurs, CEOs, or top
lawyers or doctors, the earnings possibilities are virtually unlimited, much
more so than used to be the case. Among America’s 350 largest firms, aver-
age CEO earnings in 2018 was $17.2 million, 278 times average earnings.
In 1965 the ratio was only 20 to 1.* If we go back a hundred years, those
who earned the very highest incomes derived them from capital; they
were the inheritors of fortunes from the past. Among those who lived oft
interest and dividends, it was a badge of shame to have to work for a liv-
ing. There was no greater disgrace than to have one’s daughter marry a
manufacturer. Today, the highest incomes are coming not from inherited
wealth but rather from high earnings—for example, for CEOs—or from
the profits of self-employed and highly skilled business proprietors such
as consultants, doctors, and lawyers. Education is a required gateway for
such jobs, not family or birth.

People tend to marry people with similar interests and backgrounds.
Women with college degrees are more likely to marry college-educated
men. Where once college-educated women stayed at home, in the last
part of the twentieth century they came out to work. As a result, during
the period when the labor market returns to a college degree rose, and
more high-paying professional positions opened to women, we began to
see more couples in which both partners had high, professional earnings.
Abachelor’s degree or beyond was a ticket not just to a high-paying job
but also to a marriage with two high salaries.

The worlds of the more and less educated have split apart, a diver-
gence that we will see over and over in this book.’ At work, companies
are today more likely to be segregated by education, and as we shall see
later, firms are outsourcing many low-skill jobs that used to be done
in-house, where people with different levels of education worked to-
gether and were part of the same company. The more and less educated
are now more segregated in where they live, the successful in places
where house prices are high and to which the less successful do not have
access. Greater geographical segregation has widened the gap in the
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quality of schools attended by the children of the more and less edu-
cated. The power couples have less time to participate in community
activities, other than with their children’s schools, so that the more
and less educated are less likely to know each other, to understand each
other’s concerns, or to participate in common social activities. The
tastes of the two groups are different; they eat in different kinds of
restaurants, visit different websites, watch different television chan-
nels, get their news from different sources, worship in different kinds
of churches, and read different books. And, as we shall see later, their
attachment to the institution of marriage is different and increasingly
so. More educated people marry later, they are more likely to stay mar-
ried, they have children much later, and they are less likely to have
children out of wedlock.

Gallup asks a large sample of Americans to rate their lives on a “lad-
der of life” from o (“the worst possible life you can imagine”) to 10 (“the
best possible life you can imagine”). From 2008 to 2017, more than
2.5 million people answered this question, and their average life evalu-
ation was 6.9. For those with a bachelor’s degree or above, the average was
7.3, compared with 6.6 for those with a high school diploma or less.
About half of this ladder-of-life advantage comes from the higher in-
comes that the more educated enjoy, leaving a very substantial advan-
tage attributable to education itself, or at least to the nonincome benefits
that education brings. Gallup also asks people about whether they get
to do something interesting or something they like every day; once
again, the educated have a huge advantage.’

Education and Meritocracy

A more educated society is different in ways that go beyond the differences
between individuals. At least to some extent, everyone benefits from the
innovations and higher productivity of more educated people. Better
equality of opportunity is a worthy goal, and everyone approves of open-
ing educational opportunities to bright children who were previously
excluded on grounds of their family, income, or birth. Meritocracy is a



54 CHAPTER 4

touchstone virtue of our age, and no one doubts the benefits of allowing
everyone a chance to succeed and to rise to the level of their abilities.
Indeed, it is clear that we need more of it in some areas. An excellent ex-
ample is who becomes an inventor; inventions are key to economic
growth and future prosperity. Children born in the top 1 percent of the
income distribution are ten times more likely to become inventors than
those in the bottom half of the income distribution. This failure of meri-
tocracy is leaving “lost Einsteins” who might have changed the world
for the better.®

Meritocracy has its downsides too, which were recognized by the
British economist and sociologist Michael Young, who in 1958 inven-
ted the term meritocracy and who predicted a social disaster as a result
of its rise.”

Indeed, we have already seen one problem, that some jobs that were
once open to nongraduates are now reserved for those with a college
degree. If the jobs—such as those in law enforcement, for example—are
better done by those with a degree, that is a good thing, in and of itself.
But if there are resources that are in fixed supply, such as nice places to
live and work, they will be allocated away from those with less educa-
tion. Most seriously, and this is what concerned Young, the loss of the
smartest children from the less educated group deprives them of talent
that is useful to the group itself. Young writes that “the bargaining over
the distribution of national expenditure is a battle of wits, and that
defeat was bound to go to those who lost their clever children to the
enemy.” He notes that the real reason the elites have been so relatively
successful is that “the humble no longer have anyone—except
themselves—to speak for them.” When talented people lack a chance
to move up, they miss the opportunity to shine and to benefit others in
the wider world in which they become able to work, but the movement
of talent also denudes the places and groups from where they came.
Young refers to the less educated group as “the populists,” and the elite
as “the hypocrisy.”'°

Writing sixty years later, about our own times, the political philoso-
pher Michael Sandel discusses the corrosive effects of meritocracy: “Win-
ners are encouraged to consider their success their own doing, a
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measure of their virtue—and to look down upon those less fortunate
than themselves. Those who lose out may complain that the system is
rigged, that the winners have cheated and manipulated their way to the
top. Or they may harbor the demoralizing thought that their failure is
their own doing, that they simply lack the talent and drive to succeed.”"!
According to a 2019 poll, only half of American adults think that col-
leges are having a positive effect on the country; 59 percent of
Republicans—the party that has increasingly become the party of the
less educated—think they are having a negative effect.'?

Because they are selected on ability, not family wealth or position,
meritocrats are more able than those they have replaced. Again, much
of this will be personally and socially beneficial. But when a new group
succeeds, it does what the previous group once tried to do, which is to
entrench their own positions against the next generation of meritocrats.
Being more able, they are more successful at the exclusionary and
advantage-seeking strategies on behalf of themselves and their children
that are privately enriching but socially destructive. The wealthy can pay
for more, and higher-quality, coaching for college entrance exams and
essays, as well as for diagnoses of disabilities that allow their children extra
time for classwork and exams."?

When meritocracies are unequal, as is the case in the US today, with
vast rewards for successfully identified merit—passing exams, promo-
tions, making partner, speculating successfully, or getting elected—the
rewards are paid not only for ability and virtue but also for cheating and
for abandoning long-held ethical constraints that are seen as impedi-
ments to success. The saying “If you ain’t cheating, you ain’t trying”
applies beyond sports. An unequal meritocracy is likely to be one in
which standards of public behavior are low, and where some members of
the elite are corrupt, or are seen as corrupt by those in the out-group.
An extreme case is the college entrance scandal of 2019, when wealthy
parents paid bribes to secure places for their children at elite colleges.
Our guess is that the rise of the meritocracy in today’s vastly unequal
America has contributed to the “winner-take-all” and much harsher
atmosphere in corporations today.'* Perhaps meritocracies destroy

themselves over time.'®
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Death and Education

That mortality rates are higher in the US for people with less education
has long been known. One of the ways that education is protective
against a preventable disease is when the way the disease works is un-
derstood but when that understanding is more accessible to those with
more education. The demographers Samuel Preston and Michael
Haines have shown that at the dawn of the twentieth century, before
the germ theory of disease had been widely digested, “the children of
physicians had mortality that was scarcely better than that for the aver-
age child, indicating fairly clearly that physicians had few weapons at
their disposal to advance survival. By 1924, the mortality of physicians’
children was 35 percent below the national average. Children of teach-
ers advanced as rapidly, and all professionals made great strides during
the period.”'® Moving closer to the present, smoking rates were very
similar by education group before the release in 1964 of the surgeon
general’s report on the health risks associated with smoking. After that
point, smoking rates began to diverge, with more educated people
more likely to quit and less likely to start smoking. Of course, this does
not explain why smoking rates for the less educated remain higher
more than half a century after the health risks were understood. Knowl-
edge is clearly not everything. Patterns of health-related behaviors by
social status are frequently found, and status itself may be one of the
keys to understanding them.'”

Health behaviors continue to vary by education. In 2017, white Ameri-
can adults (twenty-five and over) with a high school degree or less were
four times more likely to be current smokers than those with a bache-
lor’s degree or more (29 versus 7 percent), while those with some col-
lege but no degree fell in between (19 percent). A third of whites with
less than a bachelor’s degree were obese in 2015, compared with less than
a quarter of those with a bachelor’s degree, and those without a bache-
lor’s degree have lost ground in successfully controlling hypertension.
Those with a bachelor’s degree or more are also taller than those with-
out, by about half an inch on average—a reflection of better childhood
health and nutrition."®
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FIGURE 4.2. Drug, alcohol, and suicide mortality, white non-Hispanics ages 45—54. Authors’
calculations using Centers for Disease Control and Prevention data. Data are adjusted for

increases in average age within the age-group.

These factors contribute to the rapid widening of the mortality gap
between whites with and without a bachelor’s degree that we are witness-
ing today. Taken as a whole, white mortality in the age-group forty-five
to fifty-four has held constant since the early 1990s. But this masks the
fact that for those with less than a bachelor’s degree, death rates rose by
25 percent, while for those with a bachelor’s degree, mortality dropped
by 40 percent.'® In 2017, those with a bachelor’s degree or more earned
twice as much as those without, which speaks to the advantage of the
more educated in life. That their risk of dying in midlife is only a quarter
of that seen for those without a bachelor’s degree speaks to their advan-
tage in death.

While increases in mortality gaps for heart disease and cancer both
contributed to the growing gap in mortality between education groups,
it was the rise in deaths of despair among those with less than a bachelor’s
degree that largely accounts for the widening of the all-cause mortality
gap. Figure 4.2 shows the numbers for the US as a whole, separately for
men and for women.
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Men and women in this age-group are much less likely to die deaths
of despair if they have a bachelor’s degree. A gap between the two
groups is apparent for men in 1992. Men with less education were al-
ways more likely to die from alcohol, drugs, or suicide, but the gap
widened rapidly as the epidemic progressed, so that by 2017, those in
the less educated group were three times more likely to succumb to
these deaths.

In the early 1990s, white women were at low risk of dying from al-
cohol, suicide, or drug overdose, regardless of their education. Early
media coverage of our work often carried headlines about “angry”
white men dying, which we think stemmed from an inability to imag-
ine that women could kill themselves in these ways. Historically, they
did not. But that has changed. Women are less likely to kill
themselves—this appears to be true everywhere in the world where
we have data, even in China, which used to be an exception—and they
are less likely to die from alcoholic liver disease or from drug over-
doses. Yet the graph shows that the epidemic is affecting men and
women in almost equal numbers. This is true for each component—
suicide, drug overdose, and alcoholic liver disease—examined sepa-
rately. We argue against the view, espoused by some in the media, that
this is an epidemic that is more serious for women. This plague has
not discriminated by sex.*°

The Destiny of Birth

Figure 4.3 plots deaths of despair among all adults, not just those in
midlife. Here we look at people with and without a college degree
according to their year of birth, tracking birth cohorts through time
as they age. It is worth spending time on this figure, because it is
important for understanding what has happened, and because we
shall use similar figures in subsequent chapters. The fates of different
Americans depend on when they were born, when they finished

school, and when they started work, and these graphs help us to see
all of this.
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FIGURE 4.3. Alcohol, drug, and suicide mortality, white non-Hispanics, by birth
cohort 1992—2017. Authors’ calculations using Centers for Disease Control and

Prevention data.

The left panel of the figure shows people without a bachelor’s degree,
while the right panel shows people with a bachelor’s degree or more. The
left panel is easier to see, though both panels are constructed in exactly
the same way. Each line refers to a specific birth “cohort,” or the group
of people born in a given year, which is marked on the figure; farthest left
is the cohort born in 1985, and farthest to the right is the cohort born in
1935. The horizontal axis shows age, and the people in each cohort age
by twenty-six years as we follow each cohort through time from 1992 to
2017, which is all that our data allow. In order to make the figures legible,
we show only every fifth birth cohort. Each line, or “track,” in the figure
shows how the rate of mortality from deaths of despair changed over time
as each birth cohort aged.

As we look at younger and younger cohorts of those without a college
degree, we find that their risk of dying a death of despair is higher than
the risk for the cohorts that came before. At age forty-five, for those with-
out a bachelor’s degree, the birth cohort of 1960 faced a risk so percent
higher than the cohort born in 1950, and the cohort of 1970 faced a risk
more than twice as high. The later you were born, the higher your risk
of dying a death of despair at any given age. The risk rises with age for
all but the oldest cohorts (those born in 1935 and 1940). Each successive
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cohort faces arisk of death that is rising more rapidly with age than that
faced by the cohorts that came before.

Remarkably, the right-hand panel, showing cohorts of those who have
abachelor’s degree, is quite different. In contrast to the sharp differences
by cohorts for those without a college degree, it is difficult to tell the birth
cohorts apart. As with the less educated, the risk of a death of despair rises
with age, at least until age sixty, but each cohort seems to be aging almost
along the same trajectory. If we look closely, we can see that there are
(much smaller) differences across cohorts and that here, too, later-born
cohorts are doing slightly worse. But, in the language of the demogra-
phers, there are no or only very small “cohort effects”; each cohort is aging
along the same profile.

The patterns for black non-Hispanics across birth cohorts, for both
education groups, look very much like that for whites with a bachelor’s
degree—rising with age within an education group, but with very little
difference between birth cohorts. For blacks, there is no progressive de-
terioration for younger cohorts.

For the cohort of non-Hispanic whites born in 1935, whom we see in
their sixties and seventies in figure 4.3, the difference in the risk of a death
of despair between those with and without a bachelor’s degree is only
three per one hundred thousand. But the difference between the less and
more educated grew dramatically for later-born cohorts so that, in the
cohort born in 1960, whom we see in their forties and fifties, the differ-
ence between those with and without a bachelor’s degree is ten times
larger than that for the cohort of 1935. The catastrophe that has come to
less educated whites, and that is getting steadily worse the later they were
born, is affecting the educated in a much less severe way.

Going back to the nineteenth century, and even before Emile Durk-
heim’s foundational study of suicide in 1897, more educated people were
more likely to kill themselves.>' The epidemic has reversed that long-
standing pattern. In the birth cohorts born between 1935 and 1943, sui-
cide was equally common among those with and without a college de-
gree. However, beginning with cohorts born in the early 1950s, those
without a bachelor’s degree were at higher risk. The divergence in the risk
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of suicide between the less and more educated has grown with each suc-
cessive birth cohort. For those born in 1980, whites without a bachelor’s
degree are four times more likely to commit suicide than those with a
four-year degree. These twenty-first-century suicides are different from
past suicides; they are happening to different people and, we might rea-
sonably presume, for different reasons.



S
Black and White Deaths

IN THE DOONESBURY CARTOON featuring B. D. and his friend Ray, Ray
claims that blacks and Latinos are immune to deaths of despair because
they are used to distress and deprivation. B. D. ironically refers to this
immunity as “black privilege.”" It is ironic because middle-aged blacks
are far from privileged in their risk of dying, just as they are far from privi-
leged in many other aspects of life.

Over the past quarter century, at least up to 2013, African Americans
did not suffer the relentless increase in deaths of despair that we have
documented among whites. However, earlier in the twentieth century,
blacks faced a mortality crisis precipitated by the arrival of crack cocaine
and HIV. This occurred after a period of large-scale job loss for lower-
skilled black workers. Jobs in manufacturing and transportation left the
inner city, which led to social upheaval, detachment from the labor force,
and a disintegration of family and community life. As we shall see in later
chapters, this story has many parallels with what has happened to less
educated whites in the last twenty-five years. When the labor market
turned against its least skilled workers, blacks were the first to lose out,
in part because of their low skill levels, and in part because of long-
standing patterns of discrimination. Decades later, less educated whites,
long protected by white privilege, were next in line. The debates about
causes, between lack of opportunity, on the one hand, and lack of virtue,
on the other, are also remarkably similar in the two episodes. What hap-
pened to blacks and whites differs perhaps more in when than in what.
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FIGURE §.1. Mortality rates for blacks and whites ages 45-54, 1968—2017. Authors’ calculations

using Centers for Disease Control and Prevention data.

We will tell this story in more detail, but we start, as usual, with the
numbers.

Black and White Mortality: Facts

Figure 5.1 shows mortality rates for blacks and whites since 1968 for the
midlife group aged forty-five to fifty-four.? Black mortality rates have
fallen more rapidly than those for whites but have been, and remain, con-
sistently higher. This has been happening since the 1930s, when midlife
death rates for blacks were an appalling two and a half times higher than
for whites.

The black-white gap has closed, but at different rates in different
periods. In the late 1960s, when white mortality rates stalled because
of smoking in earlier years, the gap closed quickly. In the 1980s, it was
black mortality’s turn to stall; this was when the crack and HIV epi-
demics fell hard on the black community. We will come back to this
episode.
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From 1990, black mortality resumed its progress so that, when white
mortality stopped falling in the late 1990s, the gap closed rapidly. Reducing
the gap is most welcome, but it would have been much more so had it
come more from increasingly rapid progress among blacks and less from
the stalling of progress among whites. On the far right of the graph, black
midlife mortality stops falling and starts rising; we will return to this too.

One point is obvious but important. Black mortality rates are higher
than white mortality rates throughout the picture. Blacks are doing worse
than whites. By contrast, black mortality rates have fallen faster than white
mortality rates. From this one might say that blacks are “doing better”
than whites even though they are more likely to die. We will always try
to be very clear about whether we are talking about levels of mortality or
rates of change (progress) in mortality. More fundamentally, it is the prob-
ability of dying that matters to people, not its rate of change, and in this,
white privilege remains. Even with white death rates rising, the difference
in levels between white and black mortality remains stark: black mortality
rates in 2017 were only slightly lower than those experienced by whites
forty years earlier.

Itis understandable that B. D. would find it strange that there should
be any health measurement—either change or level—that is not worse
for blacks. A dispiriting fact is that deprivation in one aspect of life usu-
ally comes with deprivation in others. Health disparities between groups
usually run parallel to social, economic, and educational disparities
between those groups, and in the US, blacks are more likely to live in
poverty, are less likely to hold a college degree, and continue to face
discrimination. So it is indeed both unusual and surprising that all-
cause death rates were falling for blacks while death rates for white rates

were increasing.

Blacks and Whites in the Current Epidemic of
Deaths of Despair
The main reason why death rates of blacks fell more rapidly than death

rates of whites at the beginning of the twenty-first century is that blacks
were not suffering the epidemic of overdoses, suicide, and alcoholism.
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FIGURE §.2. Drug, alcohol, and suicide mortality in midlife, 1992—2017, blacks and whites,
with and without a college degree. Authors’ calculations using Centers for Disease Control
and Prevention data, ages 45-54 (age-adjusted).

Figure 5.2 shows deaths of despair—suicide, alcohol, and drug
mortality—for ages forty-five to fifty-four, from 1992 to 2017, among
whites (black lines) and blacks (gray lines). As we saw in chapter 4, a col-
lege degree makes a huge difference to the likelihood of dying, so we
show separate lines for both groups.

For blacks, with or without a college degree, midlife mortality rates
from deaths of despair were flat or falling for a quarter century, while
white mortality rose, particularly for those without a college degree. For
both blacks and whites, the contrast between those with and without a
college degree is particularly notable.

The increase in black mortality in the most recent years comes from
an interaction between the current opioid epidemic and the earlier drug
epidemic in the black community. As we shall see in chapter 9, the epi-
demic has most recently been driven by fentanyl, an opioid that is much
more powerful and dangerous than heroin. The earlier drug epidemic
among blacks had left a substantial number of long-term but stably func-
tioning addicts in the black community. But when dealers started
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mixing fentanyl with heroin and cocaine, those long-term addicts
started dying; a customarily safe dose had, without the victim’s knowl-
edge, become a lethal cocktail. From the low point of black mortality
from all causes (in 2014), increases in death rates involving synthetic
narcotics (like fentanyl) can fully account for the increase in mortality
observed for those aged forty-five to fifty-four. Half of the increase in
deaths involved a mix of synthetic narcotics with heroin, and half with
cocaine. In addition, as discussed in chapter 2, the fall in deaths from
heart disease came to an end, possibly connected with the drug deaths.
Until these events, the current epidemic was a white epidemic.

Drug overdoses and alcohol-related liver mortality caused many deaths
among blacks in the earlier epidemic, and among whites in the current
one. But in deaths from suicide, the parallel breaks down. African Ameri-
cans are much less likely to kill themselves than are white Americans;
their suicide rates in midlife have changed little in the past fifty years and
are currently about a quarter of those for whites. The ratio is not fixed
and differs by age, but the much lower rate for blacks has long been
the case and was noted as early as 1897 by Emile Durkheim in his foun-
dational book on suicide.® There is no widely accepted explanation for
the difference. George Simpson, in his introduction to an English transla-
tion of Durkheim’s book, summarizes Durkheim’s view that perhaps “sys-
tematic oppression and underprivilege lead individuals to be adjusted
to the misery and tragedy of human existence which is visited upon us
all”* He also notes something else that remains relevant today: the lower
suicide rate of blacks shows that underprivilege alone is not a cause of
suicide.

African American Despair

What happened to inner-city African Americans after midcentury is, we
shall argue, a foreshadowing of our account of whites in the twenty-first
century. The earlier story is told by the eminent sociologist William Ju-
lius Wilson in his 1987 book The Truly Disadvantaged.

In the late 1960s and early 1970s, African Americans in inner cities
were employed in old-economy industries in manufacturing and
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transportation. With the beginnings of postwar foreign competition,
the switch from manufacturing to services, and the evolution of cities
from centers of manufacturing to centers of administration and infor-
mation processing, African Americans were hurt in the areas in which
they had made the most progress. It is a tale of job loss and of social
disintegration; according to Wilson, blacks who lived in the cities were
predominantly employed where they were “vulnerable to structural eco-
nomic changes, such as the shift from goods-producing to service-
producing industries, the increasing polarization of the labor market
into low-wage and high-wage sectors, technological innovations, and the
relocation of manufacturing industries out of the central cities.”® In the
face of these transformations, and the passage of fair-housing legisla-
tion, the more educated and successful African Americans moved out
of the inner cities, leaving behind neighborhoods that increasingly dis-
played a range of social pathologies, including deterioration of the
black family, and ultimately crime and violence.

Women who conceived out of wedlock gave birth out of wedlock for
lack of marriageable (i.e., employed) partners. As earlier predicted by Mi-
chael Young, the communities were denuded of the most talented and
most successful, who moved out of the inner city. For blacks in the 1960s,
the passage of civil rights legislation helped this to happen. Communi-
ties that had had a mix of professionals and manual workers, of more and
less educated people, became increasingly deprived not only of success-
tul and educated people but also of those in any kind of employment,
with negative consequences for the community, and especially for young
men. Wilson attributes the problems faced by the inner-city black com-
munity to “the large scale and harmful changes in the labor market, and
its resulting spatial concentration as well as the isolation of such areas
from the more affluent parts of the black community.”® Writing about the
parallel today, the economist Raghuram Rajan notes that talented and
well-educated young people have headed to the growing, successful, high-
tech towns and cities.”

African American inner-city communities faced a crisis of crack co-
caine in the 1980s. The crack epidemic shows both contrasts and paral-
lels with the current opioid epidemic. Crack was cheap and offered an
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immediate high that was highly addictive. Crime rates increased, as those
addicted looked for money for their next fix. As crack dealers fought for
aplace on a street corner, homicide rates among young black men spiked.
While crack is still available and remains a scourge, the epidemic largely
burned itself out by the mid-1990s. The reasons for its subsidence are still
debated, but the aging of the population that had turned to crack as well
as disgust among a younger generation that saw crack ruin the lives of
family members and friends both appear to have played a role. Recent
research indicates that crack continues to cast a long shadow, having per-
manently increased the number of guns available in the inner city.® And
as we have seen, the hangover of addiction from the epidemic hasled to
rising mortality from fentanyl.

Epidemics usually have causes that extend beyond the proximate
causes, be it the availability of crack cocaine in inner cities in the 1980s
or the increased availability of prescription opioids in predominantly
white communities after the mid-1990s. A fundamental force in both
cases was the long-term loss of working-class jobs, for blacks in north-
ern cities in the 1970s and for less educated whites across much of the
country more recently. With globalization, changing technology, rising
healthcare costs of employees, and the shift from manufacturing to ser-
vices, firms shed less educated labor, first blacks and then less educated
whites.

In both epidemics, drugs that could ease psychological or physical pain
were available at an (arguably) affordable price to populations that were
hungry for the escape that they seemed to offer. During the crack epi-
demic, the inner city offered few legitimate avenues of progress. In the
opioid crisis, it is less educated whites, many of whom do not see a prom-
ising economic future, or a promising future in any aspect of their lives,
who are falling prey to drugs, alcohol, and suicide. We should also not
exaggerate the similarities, especially when we are comparing blacks and
whites today. Deaths of despair include suicides, and these differ mark-
edly by race.

The misfortunes of African Americans in the 1970s and 1980s were
widely attributed to a failure of black culture. Daniel Patrick Moynihan
was a Harvard sociology professor, a longtime Democratic senator
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representing New York from 1977 to 2001, and an adviser to both the
Johnson and Nixon administrations. In 1965 he wrote a famous report,
The Negro Family,’ in which he identified families without fathers as a
central problem of African American communities and traced its roots
back to slavery. The idea that the fundamental malady was not lack of
opportunity was taken up by the political scientist Charles Murray in
Losing Ground, which also argued that welfare benefits designed to com-
bat poverty were undermining work and helping create the dysfunc-
tional behavior. Murray’s later book, Coming Apart, attributes many of the
current problems of less educated whites to their own failures of virtue,
particularly a failure of industriousness, meaning that they are no longer
interested in working for a living or in supporting their families."°

In chapter 11, we look at the labor market and will show that Murray’s
thesis cannot explain what has happened recently for less educated
whites. If people are withdrawing their labor, wages should rise; but in
the late part of the twentieth century and into the twenty-first, wages fell
along with employment, a clear indication that the problem lies with fall-
ing demand, not falling supply. As to the earlier episode, we endorse
Wilson’s view that “conservative assertions about underclass life and be-
havior were weakened because of a lack of direct evidence and because
they seemed to be circular in the sense that cultural values were inferred
from the behavior of the underclass to be explained, and then these val-

ues were used as the explanation of the behavior.*!



6
The Health of the Living

IN ANNA KARENINA, Leo Tolstoy famously claims that for a family,
there is only one way of being happy, but many different ways of being
unhappy. We rather doubt the truth of this, but it certainly applies to
death and sickness—you are either dead or alive, but there are many dif-
ferent ways of being sick. Sickness in its many forms compromises your
ability to lead a life that is good for you; in the words of the economist
and philosopher Amartya Sen, it reduces your capabilities.' We explore
several measures of ill health in this chapter, and we will see that all of
them show that ill health is increasing in midlife, just as deaths have risen.
Not only are people dying, but their lives are becoming less worth liv-
ing. Sickness is part of the despair in deaths of despair.

It is not inevitable that sickness and death should go up together.
Although it is true that people at risk of death—for example, from al-
coholism or from cancer—are in poor health before they die, there is
no necessary connection between a population’s health, what is some-
times called its nonfatal health, and its mortality rate. If it is the sickest
people who die off, higher death rates can even lift the average health of
those who are left. A new treatment may save many lives but leave many
with a chronic but not fatal disease; antiretroviral therapy for HIV is
an example.

This chapter looks at health among the living. The numbers are not
pretty, especially for the less educated. As mortality rates have risen
among midlife whites, indicators of health among those who are not
dying are getting worse. Fewer people think that their health is very good
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or excellent. More people are experiencing pain, serious mental distress,
and difficulty going about their day-to-day lives. People report that their
health is making it harder for them to work. Not being able to work re-
duces income, which can lead to other deprivations and hardships, and
work is itself a source of satisfaction and meaning for many people. Not
being able to spend time with friends, go out for a meal, go to a ballgame,
or just hang out all shrink and impoverish lives. As is the case for deaths,
worsening health seems to be singling out those of working age with less
education.

Measuring Health among the Living

The World Health Organization defines health as “a state of complete
physical, mental, and social wellbeing, and not merely the absence of dis-
ease or infirmity.”” Taking this broad view suggests many indicators to
look at, both positive, such as aspects of flourishing, and negative, such
as indicators of sickness. The technical term for ill health while alive is
morbidity, in contrast to mortality, which refers to death. There are many
ways of being sick, each with its own indicator. Some are measured at an
annual physical examination. Samples of blood and urine give indicators
of cholesterol, diabetes, and heart, kidney, and liver function. Your phy-
sician or another medical professional will also measure the four “vital
signs”: blood pressure, pulse rate, temperature, and rate of respiration.
In recent years, it has become common for physicians to ask about pain,
sometimes called the fifth vital sign, a topic to which we will return.
There are also indicators of health that you know without professional
assistance: whether you are overweight; whether and how much you
smoke and drink; how you are feeling in general, both physically and
emotionally; which activities you can manage and which you cannot, in-
cluding whether you are able to work; whether you sometimes or regu-
larly experience pain and, if so, how severe it is. A good physician will
also ask about mental health and about your social and emotional life.
Losing a job, a friend, or a spouse can bring intense emotional pain.
Good physicians also understand that pain can often exist without there
being an injury, that pain without an injury cannot be dismissed as “all
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in your head,” and that there is no bright line between emotional and
physical pain.

It makes no sense to try to come up with a single comprehensive in-
dicator of health—for example, to say that you are 73 percent healthy.
Unlike being either alive or dead, a simple black-and-white distinction,
health and morbidity have too many dimensions to allow any simple, un-
controversial measure. Some measures are inevitably “softer” than
others; think of blood pressure or pulse rate, on the one hand, versus gen-
eral feelings of health or of how life is going, on the other. Self-reports
are often all that we have; life evaluation or pain is what people say it is,
not what a medical professional says it is. There are no experts on how
your life is going, or whether your world is circumscribed by pain. To
neglect what people feel is a mistake, even if it is a mistake that the prac-
tice of medicine (and the economics profession) has made for much of
its history.

When someone dies, the death and all of its details must be recorded
on an official death certificate, and it is from those that we got the infor-
mation on the mortality rates that we looked at in previous chapters.
Such recording of vital statistics is standard in rich countries around the
world. But when you go to the doctor for your physical, or with a medical
issue, the results are not centrally recorded, so there is no national
register of obesity, hypertension, or cholesterol, just to give some examples.
For people treated under Medicare, medical records are centrally stored,
but these records are short of information on the characteristics of the
patients, so while they tell us a lot about conditions, treatments, and
costs, they are much less informative about the personal attributes of
those being treated. In some Scandinavian countries that have
government-provided healthcare, all encounters are recorded, and those
data can belinked, atleast in principle, with other data about individuals—
for example, about their education, marital history, income, and taxes.

In the US we rely on surveys that sample households or individuals,
mostly run by the Centers for Disease Control and Prevention, though
there are important private surveys too. The largest of these is the Behav-
ioral Risk Factor Surveillance System (BRFSS),* a state-based tele-
phone survey coordinated by the Centers for Disease Control and
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Prevention in which people are asked to report health-related informa-
tion. The BRFSS (affectionately pronounced “burr-fuss”) obtains infor-
mation from around four hundred thousand adults every year, asking
them to rate their health, to report conditions such as pain, and to report
behaviors that affect health—risk factors—such as smoking, drinking,
height and weight, and exercise.

We also report numbers from the National Health Interview Survey
(NHIS),* which visits around thirty-five thousand households annually,
interviewing one adult in depth and collecting information on all other
household members. These surveys also ask people about their contacts
with the medical system—for example, whether a medical professional
has ever told them that they have cancer, high blood pressure, or heart
disease. Those reports are useful, but they depend not just on the preva-
lence of conditions but also on the extent to which people visit clinics
and on how aggressive clinics are in diagnostic testing. For example, there
has been a large increase in diagnoses of thyroid cancer in recent years
but no change in the mortality rate from the disease, suggesting that
actual prevalence has increased much less than has the extent of testing.
Many diagnostic tests are quite profitable for providers, and overtesting
(and subsequent overtreatment) is always a possibility. For our purposes
here, if overtesting is different in different places, geographic or national
patterns will be distorted.

Because the BRFSS and the NHIS are nationally representative and
are run every year, we can use them to compare answers over time and
look for signs that health and health behaviors are improving or deterio-
rating. Surveys on the scale of the BRESS or the NHIS are expensive to
run and rely on respondents’ reports about their health, rather than on
the results of physical examinations and lab tests, which are often con-
ducted in surveys run on a much smaller scale, in specially designed mo-
bile centers.® These smaller surveys collect blood, for example, as well
as height, weight, and blood pressure measured by medical profession-
als, rather than self-reports. Perhaps not surprisingly, people systemati-
cally misreport their heights and weights; many people shrink after age
fifty, but they remember and report their height as young adults, recol-
lecting better days, though this is more often true for men than women.
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Women, by contrast, tend to underreport their weights.® One can hardly
begrudge people a little imaginary self-improvement, though it is good
to know the truth for scientific purposes. Medical professionals often dis-
count self-reports of height by elderly men—including one of us—and
profess surprise when the claim is accurate. Examination surveys not only
allow the collection of information about health that people cannot know
themselves, but they also allow a cross-check on information from larger,

less expensive, and less invasive interviews.

The Condition of the Living: What People
Say about Their Health

The simplest of all health questions asks people to rate their own health
in five categories: excellent, very good, good, fair, or poor. It is easy to
pick holes in questions like this. Perhaps different people mean different
things by “excellent” or “very good”™—perhaps some are tough and feel
wonderful in circumstances that would flatten the rest of us. The answers
are undoubtedly affected by personal and social expectations about
health—in poor countries, the poorest often say that they are in better
health than the rich because they cannot afford to admit that their health
is too poor to allow them to work.” Is my health “good”? Relative to what?
In spite of all of this, the answers tend to match up with other measures,
including objectively verifiable measures, and, perhaps surprisingly, they
pick up health-relevant information over and above what a physician
gleans from a full physical examination.® These reports contain real in-
formation, although it is good to verify it when possible, which gives us
some confidence when verification is impossible.

Figure 6.1 shows, from the BRFESS, the fraction of the white, non-
Hispanic population who report that their health is fair or poor (which
we will refer to as “poor” health). Each line traces out that fraction, be-
tween ages twenty-five and seventy-five, for a particular year. Given the
importance of education as a dividing line for deaths of despair, we pre-
sent these self-reports of health separately for those without a four-year
degree, in the left panel, and those with a bachelor’s degree or more, in
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FIGURE 6.1. Fraction of white non-Hispanics reporting fair or poor health, 1993-2017.
Authors’ calculations using the BRFSS.

the right panel, for the years 1993, 2007, and 2017. In each panel, the verti-
cal axis is the fraction of respondents reporting that their health is fair
or poor.

Reports of poor health rise with age, for both education groups; with
age, life is more likely to deliver aches and pains and chronic conditions
that interfere with good health. Indeed, if reports of poor health did not
rise with age, we would reject self-reports as a useful measure of health.
Even so, the rise tells us that people are not simply judging their health
relative to other people their own age—if that were the case, the lines
would be flat; on average, people are as healthy as the average of other
people their own age.

The fractions reporting poor health are markedly different by educa-
tion. In 1993, for example, at age forty, those without a bachelor’s degree
were almost three times more likely to report poor health than those with
a four-year degree (8 percent versus 3 percent). But the big story in this
figure is how the lines for those without a bachelor’s degree have changed
over time. (We have results for the other years in between, but we omit
them to make the picture clear.) Younger people without a four-year
degree—those from age twenty-five to around age fifty or fifty-five in the
left panel—report worse health as time goes on. At age forty, the percent-
age reporting poor health doubled between 1993 and 2017 (from 8 to
16 percent). For those with a college degree, there was a small increase
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in reports of poor health, but as was true for deaths of despair, their
changes are dwarfed by those for people with less education.

Over the same period, older whites, aged sixty or over, were report-
ing better health, with a smaller and smaller fraction saying that their
health was fair or poor. By 2017, for those without a bachelor’s degree,
adults above age sixty were reporting better health than were those in
their late fifties. This puzzling result comes from presenting different birth
cohorts in the same figure. Among those without a bachelor’s degree,
later-born birth cohorts are reporting worse health at each age than did
the cohorts that came before them, which gives rise to the anomalous-
looking result.

That the increase in poor health between survey years holds only for
those without a bachelor’s degree speaks against there having been a
simple change in how birth cohorts assess their health, with later-born
cohorts being more sensitive, say, to pain or chronic conditions, leading
them to report worse health. If that were true, we would expect to see
the same change for those with a four-year college degree. Not at all co-
incidentally, the changing age-health profile for those without a college
degree matches the changing patterns of mortality discussed in chapter 2,
with improvements among the elderly and deterioration in midlife. And
as was true for deaths of despair, the reporting of poorer health started
at least as far back as the early 1990s and gathered strength slowly, well
before the financial crisis of 2008. What has happened to mortality is hap-
pening to morbidity; more midlife whites are dying, and those who are
not dying are reporting worse health.”

The Condition of the Living: Other Measures

The increase in reports of poor health in midlife among less educated
whites, presented in figure 6.1, can be seen in other health measures too;
the graphs differ from measure to measure, but the fact that bad things
are happening in midlife, especially to those without a bachelor’s degree,
applies to a lot of “things.” One particularly important example is mental
health, measured here using the Kessler Psychological Distress Scale.
Since 1997, respondents in the NHIS have been asked a series of six
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FIGURE 6.2. Serious mental distress, white non-Hispanics, by education. Authors’
calculations using the NHIS.

questions about their feelings over the last month, which are com-
pounded into a score based on how often they experienced each feeling.
When that score crosses a threshold, the respondent is classed as ex-
periencing serious mental distress. The questions cover how often re-
spondents felt sad, nervous, restless, hopeless, worthless, and that
“everything was an effort,” all feelings that might contribute to despair.
Figure 6.2 shows the relationship of mental distress and age over the
period 1997 to 2017 for those without a bachelor’s degree, in the left
panel, and for those with a bachelor’s degree, in the right panel, for re-
spondents ages twenty-five to seventy-five. In each panel, the vertical
axis is the fraction of respondents in serious mental distress according
to this scale.

For those without a degree, the risk of severe mental distress is high-
est in midlife, peaking between ages forty and sixty, the ages at which the
stresses of work, raising children, and caring for elderly parents may all
be pressing. In the late 1990s, severe mental distress was less common
among young adults and the elderly, although over the past twenty years
it has grown as much for young adults as it has for those in middle age.
Again, the upward trend has been slow and steady, and it does not ap-
pear to have accelerated during the Great Recession in response to eco-
nomic difficulties. Around age fifty, the percentage of whites without a
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bachelor’s degree in severe mental distress rose from 4 to 6 percent from
19972000 t0 2014-17.

As was true of deaths of despair, the picture looks very different for
those with a four-year college degree, presented in the right panel of
figure 6.2. The risk of severe mental distress in this group is also highest
for adults in their middle years, but the risk is only a quarter of that
faced by those without a bachelor’s degree. Among young adults with
a four-year degree, there has been an increase in severe mental distress,
but it pales in comparison to that faced by those without a bachelor’s
degree.

Other measures also indicate that health is worsening for those with
less education. In the next chapter, we shall show that the same is true
for pain, which plays a particularly important role in this book. But there
is more. Whites in midlife are having a harder time just going about their
usual activities, which health surveys measure as difficulties with “instru-
mental activities of daily living.” Since 1997, the NHIS has asked adults
how difficult they would find it to walk a quarter of a mile (about three
city blocks), climb ten steps, stand or sit for two hours, go out to do things
like shop or go to the movies, relax at home, and socialize with friends.
An ever-growing fraction of working-age whites without a four-year de-
gree report “more than a little” difficulty in each of these activities—
something that has not happened to whites with a bachelor’s degree, and
something that has not happened to older adults (ages sixty-five to
seventy-four). The fraction of whites without a bachelor’s degree who
express difficulty in going out to do things like shop or go to the movies
and the fraction finding it hard to relax at home have increased by
5o percent for those aged twenty-five to fifty-four, and the fraction find-
ing it difficult to socialize with friends has nearly doubled in this twenty-
year period. The inability to socialize with friends not only removes one
of life’s most pleasurable and important activities but also puts people
at risk for suicide.

Rising obesity may play a part here. Carrying around extra weight can
make it more difficult to enjoy activities of daily living, especially when
people are not young. Obesity is often measured by the body mass index
(BMI). BMI is defined as weight in kilos (1 kilo is 2.2 pounds) divided
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by the square of height measured in meters (1 meter is 39.4 inches). It is
a “pounds per square inch” kind of measure, but done on a metric scale.
You are officially “obese” if your BMI is above 30, and underweight if your
BMI is less than 18.5. (One of us is beyond obese and one is on the cusp
of being underweight, so we know what we are talking about.) Yet the
increase in American obesity cannot explain the deterioration in these
health indicators for the simple reason that we see similar deteriorations
at all levels of BMI—among the underweight, normal weight, over-
weight, and obese. Midlife Americans are not getting sicker just because
they are getting fatter.

One measure that is not getting worse is the fraction of people who
are smoking. For white non-Hispanics aged twenty-five to sixty-four,
smoking rates have continued to fall, though they remain much higher
for those without a bachelor’s degree. The only group where smoking
rates increased steadily from 1993 through 2017 is women aged forty-five
to fifty-four without a university degree; even here the increase is small,
2 or 3 percentage points. We find it surprising that, overall, smoking rates
have fallen for those without a four-year degree while mortality rates from
drugs, alcohol, and suicide have been rising; one of us is an ex-smoker,
and smoking used to soothe in much the same way that alcohol can,
though perhaps not as much as the combination. It is also worth noting
that the prevalence of tobacco use in the US is a good deal lower than
in many other rich countries.

Ability to Work

Being sick makes life worse, in and of itself, but it also interferes with other
activities that are either directly valuable, such as socializing with friends,
or both directly and instrumentally valuable, such as being able to work.
Note that not being able to work is different from reporting being out
of work, which rises and falls with the state of the economy. In contrast,
the share of whites of working age reporting that they are unable to work
has risen steadily since at least the early 1990s. As is true for self-reports
of physical and mental health, shown in figures 6.1 and 6.2, there are dra-
matic differences here by education. For those aged forty-five to
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fifty-four, historically the peak earning years, the percentage of whites
reporting that they were unable to work rose from 4 percent in 1993 to
13 percent in 2017 for those without a bachelor’s degree. The percentage
for those with a four-year degree was initially low and remained so, be-
tween 1 and 2 percent.

Some of those who are unable to work are eligible for Social Security
Disability Insurance benefits from the state. Eligibility depends on the
number of years a worker has paid into the Social Security system, the
nature of the worker’s disability, and whether the worker is capable of
performing a job in which his or her disability is not a barrier to work.
For the discussion here, a concern is that the disability system may en-
tice people to report being unable to work so as to escape work and live
off the labor of everyone else.'® It is certainly possible that some of the
measures in this chapter are corrupted by such shading of the truth. If
you are actually not disabled but have managed to claim disability, then
it might be wise, when the survey statisticians ask, to remember that you
are receiving disability payments because you are unable to work, and
report so to the surveyors.

It is hard to be sure that the reports are not being distorted by the ex-
istence of the disability support system, but we suspect not by much."*
The deterioration in health indicators is too uniform across too many dif-
ferent measures, as we have seen here and will see again in the next
chapter, on pain. In addition, reports of being unable to work have grown
for those who are not eligible for Social Security Disability Insurance
benefits, those who do not have work histories to qualify. Most impor-
tant of all is the concordance between the upsurge in morbidity of all
kinds and the epidemic of death. Perhaps people feign illness to claim
benefits, but the fact that they are dying is surely evidence that something
real is going on.

In Summary

We have told a story in which death and sickness go together. Something
is making life worse, especially for less educated whites. Crucial capabili-
ties that make life worth living are being compromised, including the
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ability to work and the ability to enjoy life with others. Severe mental
distress is on the rise. Of course, many more people are experiencing this
deterioration in the quality of life than are dying, but the deterioration
is surely the background to the deaths. In the next chapter, we turn to
another kind of morbidity, pain, which turns out to be a link between
social disintegration and deaths of despair.



7
The Misery and Mystery of Pain

In a time when kingdoms come
Joy is brief as summer’s fun
Happiness, its race has run

Then pain stalks in to plunder.

—MAYA ANGELOU

PAIN HAS A SPECIAL place in our narrative. Social and community
distress, the labor market, politics, and corporate interests all collide
around pain, and pain is one of the channels through which each of them
affects deaths of despair.

In our search for the story behind the deaths, pain kept coming up, in
apparently different contexts. Pain is an important risk factor for suicide;
the victim believes that the intolerable pain will never get better. The treat-
ment of pain is a root of the opioid epidemic. The brain’s natural opioid
system controls both euphoria and pain relief. People use the language of
pain and hurt to describe “social pain,” from rejection, exclusion, or loss,
and there is evidence that social pain uses some of the same neural pro-
cesses that signal physical pain, from stubbing a toe or cutting a finger, or
from arthritis. Tylenol can reduce social pain as well as physical pain.
Americans are reporting more pain, especially less educated Americans.'

These connections are consistent with the account that we have come to
favor, which is that the increase in pain among less educated Americans
can be traced back to the slow disintegration of their social and
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economic lives, and that the pain is, in turn, one of the links through
which disintegration leads to suicide and addiction. The story of a death
of despair often passes through pain.

Pain in America

Every year, more Americans report that they are in pain. The largest in-
creases are in midlife among those who do not have a college degree.
Albert Schweitzer wrote that pain “is a more terrible lord of mankind than
even death himself” The lives of many millions of Americans are com-
promised by pain; some cannot work, some cannot spend time with
friends or loved ones in the way that they would like, some cannot sleep,
and some cannot do the activities that make daily life possible and ful-
filling. Pain can undermine appetite, induce fatigue, and inhibit healing;
in extreme cases, it erodes the will to live.

Aging, even healthy aging, brings more aches and pains; arthritis is the
most familiar but not the only cause. Even so, in America today, pain in
midlife has grown so rapidly that we have the unusual situation that the
middle-aged are actually reporting more pain than the elderly. People are
experiencing pain from many causes and from no discernible cause at all.
According to the National Academies of Sciences, Engineering, and Med-
icine, more than one hundred million Americans suffer from chronic
pain, defined as pain that has lasted for at least three months.> Much of
this chronic pain does not appear to be a response to an originating injury
or cause that could be treated to eliminate the pain, and many health pro-
tessionals now treat chronic pain as a disease in and of itself, even if it re-
mains poorly understood and poorly treated. The long-held understanding
of pain as a signal to the brain to deal with an injury has been discarded and
replaced by the recognition that the mind is involved in all pain and that
social distress or empathetic distress can engender pain in the same way as
the distress from a physical injury.> One useful definition of pain is that it
is “whatever the experiencing person says it is, existing whenever s /he says
it does.”* The patient is the only authority, not the physician or scientist.

The prevalence of pain varies by occupation, and people who work in
manual occupations are more likely to be injured or to experience pain
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than those of us who work behind a desk or in front of a computer screen.
They are also more likely to develop painful conditions as they age; their
bodies wear down more rapidly.” For this and for other reasons, pain is
more common and increases more rapidly with age among those with
less education. Indeed, the very word labor is often synonymous with
pain, as in labor pains or Adam’s punishment and humankind’s condem-
nation to painful toil in the book of Genesis. The words pain and penalty
come from the same Latin root.

Causation runs from pain to work as well as from work to pain. People
in pain may be unable to work and may make claims on disability insur-
ance; some may doubt those claims, which has long generated legal,
political, and academic battles over the reality of pain. We have devices
to measure body temperature or blood pressure, but none that can as-
sign a number to pain, perhaps with a cutoft that is generally accepted
as disabling. It is often useful to imagine what would happen if there were
such a device, an “afflictometer” perhaps, with implanted sensors and a
dial on the forehead, that could provide an accurate assessment of over-
all pain. As it is, a definition that pain is “whatever the experiencing
person says it is” poses obvious problems for disability policy.

Those who are in the business of treating pain—such as the pharma-
ceutical companies who manufacture painkillers—have goals of their
own that do not always align with the best interests of those who are ex-
periencing pain. Pharma companies have made many billions of dollars
from selling drugs to combat pain even as reports of pain have risen with
the number of prescriptions written. They are interested in selling their
products, and in persuading governments to make it as easy as possible
for them to do so. The behavior of corporations, and how they might be
regulated to act in the public interest, is also part of the story of pain.

Pain Facts

Gallup regularly collects data from a large sample of Americans. One of
the questions that it asks is whether the respondent experienced physical
pain during a lot of the day “yesterday,” meaning in the day before the
survey. We look at the geography of pain in America using small
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FIGURE 7.1. The geography of pain, white non-Hispanics ages 25-64, 2008-17. Authors’
calculations using Gallup tracking data.

areas—counties, when a county’s population is large enough; other-
wise, collections of adjacent counties. There are more than three thou-
sand counties in the US, some of which are mostly mountains and trees.
We aggregate these up to about one thousand small areas, each with at
least one hundred thousand people. Figure 7.1 shows the pain map of
the United States for white non-Hispanics ages twenty-five to sixty-four,
averaged over 2008 to 2017, with darker colors showing areas where a
larger fraction of people report such pain.®

Across the thousand areas, the fraction of people reporting pain yes-
terday (from the Gallup data) is strongly associated with suicides, and
with deaths of despair more generally. One key takeaway is the distribu-
tion of pain across the country, with the West, Appalachia, the South,
Maine, and northern Michigan doing badly, and with much less pain re-
ported in the North Central Plains as well as along the I-95/Amtrak
corridor in the Northeast and the Bay Area in California; again, pain tends
to be lower in places where the population is more highly educated. The
fraction of people reporting pain is higher in areas with higher
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FIGURE 7.2. Fractions who experienced pain yesterday, US whites and comparison countries.
Authors’ calculations using Gallup tracking data and Gallup World Poll.

unemployment rates and more poverty.7 The fraction of people in an
area who voted for Donald Trump in 2016 is also strongly correlated with
the fraction in pain.

Figure 7.2 uses the same data to plot the fraction who reported pain
among the 1.8 million whites aged twenty-five to eighty who answered
the question between 2008 and 2017. The solid line shows the fraction
of all whites in pain; it rises from 17 percent at age twenty-five to a peak
of 30 percent at age sixty, before falling and leveling out at 277 percent at
age eighty. Note that the graph is not following the same people as they
age; the people on the right (in their sixties and seventies) are different
people from those on the left (in their twenties and thirties).

There is something very odd about this line. Age normally brings pain,
and although some manage to stay perpetually young, average pain lev-
els inevitably increase with age. For people in manual occupations, the
onset of pain with age is often faster—think of the package-delivery
worker whose back is eventually hurt by all the lifting, or the worker in
mining or in agriculture who is constantly at risk of injury. When such
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people retire from work, there may be some temporary relief and reduc-
tion in pain, but then the inexorable effects of aging set in again. So we
might expect the line of pain to rise with age, to flatten out around age
sixty, and then to rise again. But the solid line in the figure does not look
like this. Instead, people in their sixties are actually in more pain than
people at age eighty. While it is likely true that those in the most pain die
earlier, so that the survivors are in less pain, the death rate is never high
enough for this to overcome the normal increase in pain with age among
the living.

Gallup asks the same question about pain in most of the countries
around the world.® The samples are not as large as for the US, but if we
pool countries together, we can construct a reliable picture for each age-
group. The dotted line in the figure is for a combination of nineteen
other rich, industrialized countries.” Taken together, we have more than
243,000 observations from 2006 to 2017. The line starts out among young
adults in the same way as the line for the US, but it diverges between ages
forty and sixty-five. The other countries show an age profile closer to what
we might expect, with pain rising with age, flattening around the usual
retirement age, and resuming the upward trend thereafter. Whatever is
happening to whites in the US is not happening in these other countries,
just as the midlife increase in mortality in the US is not happening in these
other countries.

A final clue comes from the bottom line, shown with dashes, which
is for white Americans with a bachelor’s degree. The top line is for all edu-
cation levels taken together. More-educated people experience much
less pain throughout life, with the fraction reporting pain about a third
less than in the general population. But they too have the pattern that we
would expect, rising with age, then slowing around retirement and ris-
ing, albeit more slowly, after retirement. Even a four-year degree cannot
prevent arthritis.

The different patterns of pain by age can be reconciled once we real-
ize that there has been a large recent upsurge of pain in midlife among
whites without a bachelor’s degree. The elderly in the figure did not ex-
perience this upsurge, and if we had tracked them through life, they
would not have shown the midlife peak. Similarly, although we cannot
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FIGURE 7.3. Fraction of white non-Hispanics experiencing neck, back, or joint pain, by birth
cohort and education, 1997-2017. Authors’ calculations using the NHIS.

do it until we get data from the future, we suspect that if we were to track
today’s midlife adults as they age, their pain will turn out to be much
higher than the pain of today’s elderly, a deeply depressing prediction.
Midlife adults are suffering unusual amounts of pain today, but it is noth-
ing compared with what they will feel when they are old.

We can see this clearly if we track the pain levels of the same people
over time, or at least track people born in the same year, again using birth
cohorts as we did in chapter 4. The Gallup data do not go far enough back
in time to allow this, so we turn to the National Health Interview Survey
(NHIS) and its questions to respondents about whether, in the last three
months, they have experienced neck or back pain lasting for more than
one day, or chronic joint pain. If we use these data to simply plot pain
against age, we see a pattern similar to that in figure 7.2 using the Gallup
data. But now we can also track successive birth cohorts over time and by
educational attainment, just as we did for deaths of despair in chapter 4.
Figure 7.3 shows the results, for ten-year birth cohorts, from those born
in 193039 through to those born in 1980-89. Both panels show that, if we
track the same group of people over time as they age, pain increases with
age, as we would expect.

There is no sign in this picture of pain reversal at age sixty within any
birth cohort, though the reversal seen in figure 7.2 would be seen here
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if we were to look across cohorts in any given year. For those without a
bachelor’s degree, pain increases with age, but those born later have more
pain throughout their lives. Those born between 1930 and 1939, shown
on the extreme right of the left panel, experience more pain as they age,
observed at age sixty and above. The next line, for those born between
1940 and 1949, rises in much the same way, but the fraction reporting pain
is higher at all ages. For those without a bachelor’s degree, each succes-
sive birth cohort experiences more pain.

In the right panel, for those with a bachelor’s degree, there is occasional
upward drift in the fraction reporting pain, from one birth cohort to the
next, but there is much overlap between the cohorts in the fraction re-
porting pain at any given age. The lines for those with a bachelor’s de-
gree show something like the natural progression of pain with age; what-
ever is driving up pain between birth cohorts among those without a
bachelor’s degree is nearly absent for those with a bachelor’s degree.
Which means that all of the midlife peak in pain and its decline in
figure 7.2 are coming from those without a degree.'°

One explanation for rising pain is what might be called the “snowflake”
effect, that people are not as tough as they used to be. People used to sneer
at those who accepted Novocain for dental work, and parents paid no
attention to children’s pain; it was just part of life. We cannot rule out the
snowflake story, but it seems to us implausible that it is only those with
less education who are snowflakes.

The cohort pictures in figure 7.3 look very much like the cohort pic-
tures of deaths of despair in figure 4.3. Deaths of despair and pain both
rise with age, but for those without a four-year degree, each birth cohort
reports more pain with age and is at higher risk of a death than the co-
horts that came before.

Over the past quarter century, the fraction of blacks reporting back,
neck, and joint pain has been 20 percent lower than the fraction reported
by whites throughout midlife, for both education groups. However, a
larger fraction of both blacks and whites without a bachelor’s degree re-
port neck, back, and joint pain in each successive birth cohort. Blacks
and whites have different recent mortality trends, but their shifting pat-
terns of pain between birth cohorts are remarkably similar, which means
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that we must look elsewhere to explain differences in mortality from
drugs, alcohol, and suicide, a topic to which we will return. If pain is a
cause of deaths of despair, something else is stopping its effects among
African Americans.

Causes and Consequences of the Increase in Pain

Because pain is one of these things that is both a cause and a consequence
of other things, like work, it is difficult to figure out the story behind the
increase in pain. But we can look at correlations and patterns, and use
them to think about possible stories.

One story is that people are getting heavier, and that obesity brings
pain. This is true, but it explains relatively little. Whites in prime age
(twenty-five to sixty-four) were heavier in the 2010s than they had been
in the late 1990s, with the average body mass index (BMI) for those with
a four-year college degree moving from the “normal” weight range into
the “overweight” range.!' Those without a degree moved further up the
“overweight” range, with the percentage tipping the scales in the obese
range (BMI greater than thirty) increasing from 20 to 30 percent. Obe-
sity can lead to higher pain levels; obviously more weight takes its toll
on the back and joints. Comparing the period 1997-2000 with the pe-
riod 2014-17, we find that the changes in BMI between these two peri-
ods can account for a quarter of the increase in reports of back, joint, and
neck pain. This is not a trivial contribution, but it leaves three-quarters
of the increased reports of pain without an explanation.

Another thought that occurs to most people is that losing a good job
for a worse one brings more on-the-job pain. This is entirely plausible for
social pain, but not for physical pain. Many jobs come with at least some
risk of injury, or of pain without obvious injury. Certainly, it is true that
people’s pain (using the measure of neck, back, and joint pain in the
NHIS) depends on what sort of job they have. Executives and profes-
sionals, as well as those who work in sales and administrative positions,
report less pain than those in manual or blue-collar jobs such as farm
work, construction, machine operation, or transportation and handling.
The exception that proves the rule is police and fire services, where
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keeping your job depends on not being in pain; we suspect the same is
true for professional athletes and those in the military."* But the changing
balance of occupations cannot explain the recent increase in pain,
because the shift has been away from occupations that come with pain
and toward those that do not. If a worker loses his or her job on the as-
sembly line for GM, or in a steelworks, and takes a minimum-wage job
in retail, the worker’s earnings will fall, and he or she may be extremely
unhappy about the move, but the assembly-line job is not a job free of
physical pain, and it involves more pain than working at McDonald’s or
Walmart."

If we are to tell the story of pain, or deaths of despair, as coming from
changes in the labor market, it thus cannot be told as a story of a shift from
physically less demanding to physically more demanding jobs. Of course,
there are other mechanisms. Lower earnings are associated with more
pain, and it is entirely possible that the pain comes not from what hap-
pens at work but from the loss of status and meaning as a worker, or from
the loss of the social structure that was supported by a well-paying job
in a union town. There are experiments showing that the pain experi-
enced by social exclusion works similarly in the brain to the pain expe-
rienced by an injury. If so, the slow destruction of the working class—
the details of which we will document in subsequent chapters—may well
be one of the causes of the increases in chronic pain.

The rise in pain has also come with a large increase in the number
of people claiming disability payments, particularly from the Social
Security Disability Insurance system. Depending on how you choose to
think about it, the increase in the number of people on disability can be
perceived as a good thing that recognizes the increased pain and mor-
bidity in the population, or a bad thing that is driven by people who
would rather not work but live off the labor of others, and who can
claim that they suffer from pain and depression, neither of which is ob-
jectively measurable. Chiselers, malingerers, and takers (as opposed to
makers) are among the unflattering terms that are sometimes used to
describe the latter kind of people. We are sure that there are people who
manipulate the system to their own benefit, but given what has been
happening to pain for less educated people, and given how closely those



THE MISERY AND MYSTERY OF PAIN 93

patterns match deaths of despair, we suspect that the malingerers are
relatively few.

The increase in pain, in spite of the huge increase in the use of opioid
painkillers since the mid-1990s, is a real challenge to the effectiveness of
these drugs, irrespective of their potential side effects, which include ad-
diction and death. It is always possible that, in the absence of opioids,
reported pain would have been even worse, with some so-far-unidentified
cause pushing up pain levels more rapidly than opioids can hold them
down.

Women report more pain than do men. This is true not only in the US
but also in most of the other countries of the world, so it is unlikely to
tell us much about the specifically American story of pain. In the US, the
pattern of increasing pain across birth cohorts for those without a bach-
elor’s degree, seen in figure 7.3, is the same for men and women, as is the
absence of a shift in the age-pain pattern across birth cohorts for those
with a bachelor’s degree.

We can examine other individual characteristics that seem to come
with more pain. One of these is unemployment or, more generally, being
out of the labor force. This is hardly surprising given that disability is often
a reason for not working. People who report pain also report that they
are less able to go shopping, to relax at home, to socialize with friends,
or to walk three blocks without difficulty. The degree of impediment is
larger for those without a bachelor’s degree; the same reported pain
comes with more activity limitations for those who are less well educated.
Pain is also highly correlated with the risk of serious mental distress—a
correlation that is twice as large for those without a four-year degree.

As the summer fades, along with happiness and joy, “pain stalks in to
plunder”
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Suicide, Drugs, and Alcohol

IN 2017, 158,000 Americans died from what we call deaths of despair:
suicide, overdoses, and alcoholic liver disease and cirrhosis. That is the
equivalent of three full 737 MAXs falling out of the sky every day, with
no survivors. In this chapter and the next, we look at the background of
these deaths, at what is known about how and why they happen, and
whether this can help us understand why they have risen so rapidly
among less educated Americans in the last two decades.

All three kinds of deaths of despair involve the actions of those who die,
most obviously in suicide—self-inflicted death—Dbut also from taking
drugs or drinking too much or for too long. Long ago, Emile Durkheim
argued that to understand suicide—and the same could be argued for
other deaths of despair—we must look beyond the individual to society,
particularly to breakdown and turmoil in a society that can no longer
provide its members an environment in which they can live a mean-
ingful life.' Durkheim believed that more-educated people were more
likely to kill themselves. Yet in the current American epidemic, and
matching what has happened with pain and sickness, the increase in sui-
cide has been mostly among the less educated, perhaps uniquely in his-
tory. Paradoxically, this is consonant with Durkheim, because it is the
world of less educated whites that is currently in turmoil. As he would
have predicted, the social and economic upheaval that has swept through
their lives is causing increasing numbers of them to take their own lives.

People kill themselves when life no longer seems worth living, when
it seems better to die than to stay alive. The feeling of desperation may

94
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have been at work for a long time, as for someone suffering from a
terminal illness or from persistent depression, or it may have come on
suddenly, the result of sudden feelings of depression, when “the balance
of mind was disturbed,” to use the British coroner’s term. Most suicides
involve depression or other mental illness. In 2017, forty-seven thousand
people died from suicide in the US.

Suicides are deaths of despair. But the circumstances that can lead to
suicide find less extreme forms when people turn to drugs or alcohol to
seek refuge from pain, loneliness, and anxiety. Drugs and alcohol can in-
duce a euphoria that, at least temporarily, may relieve physical and
mental pain. Over time, the body can build up tolerance to these intoxi-
cants, so that ever-larger amounts are needed to induce the same eu-
phoric effect. Some become addicted. Addiction is not a technical medi-
cal term but rather describes behavior in which the need for the
substance has become so absolute that it pushes everything else aside,
making the person a slave to the addiction, willing to lie or steal to pro-
tect and feed it. Addiction, it is often said, is a prison where the locks are
on the inside, but that makes escape no easier. The “selfish brain” cares
only about ensuring that the habit gets fed,” and it makes people unable
to care about how they behave, the havoc they create, or the lives they
destroy.

In the words of a heroin user in recovery, addiction “tends to start (ob-
viously) with liking the feelings that drugs produce (warmth, euphoria,
belonging) or the erasure of other feelings (trauma, loneliness, anxiety) —
usually both at once.”® Warmth, euphoria, and belonging are the op-
posite of the feelings of a person contemplating suicide. One authority
writes, “There are pleasure and pain centers in the brains of all animals,
including human beings. These centers are governed by neurotransmit-
ters that powerfully influence behavior. . . . By a wide variety of mecha-
nisms, all abused drugs stimulate the pleasure centers of the brain and
inhibit the brain’s pain centers.”*

Users of drugs and heavy users of alcohol are much more likely than
others to kill themselves. When the euphoria fails to materialize or wears
off, or when a person relapses in the struggle to remain sober and so ex-
periences shame, worthlessness, and depression, death can seem better
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than another round of addiction. Many suicides involve both addiction
and depression. The psychologist and writer Kay Redfield Jamison writes,
“Drugs and mood disorders tend to bring out the worst in one another:
alone they are dreadful, together they kill.”® Addiction to alcohol can be
just as destructive as addiction to drugs, both for those addicted and for
their loved ones. Addiction to drugs or alcohol makes suicide seem more
attractive; a person with an active addiction has often lost the parts of life
that made it worth living. Yet many, even in the grip of their addiction,
and even when they understand that they will die if they cannot break
out, do not want to die.

It has long been understood that classifying a death as a suicide is ex-
traordinarily difficult, and that the number of suicides is almost cer-
tainly underestimated in the statistics. Suicide carries stigma, and fami-
lies resist the label; for much of history, felo-de-se was a crime, punishable
by forfeiture of assets and prohibition of decent burial. People may choose
to kill themselves by taking extreme risks, driving recklessly, or swimming
alone in dangerous conditions. In the absence of the key person, who is
dead, determining intent is always questionable. We therefore have a mea-
surement issue, which is one reason to investigate suicides and alcohol-
and drug-related deaths jointly; a collective count will often be more ac-
curate than any piece taken alone. But there is also the analytic issue,
that grouping deaths from suicide, alcohol, and drugs captures a com-
mon underlying cause—despair—that is not easily captured when they
are treated separately.

Death from suicide often comes quickly, especially when firearms are
used or when people jump from a great height or from a lesser height with
arope around their neck; in these cases, there is little chance of medical
rescue. Suicide attempts involving drugs and alcohol are less certain.
Death comes more slowly, so there is a greater chance that an attempt
will fail or that rescuers will come.

With alcohol and substance abuse disorders, there is often a long pro-
gression from recreational use to tolerance and addiction. Many people
consume alcohol pleasurably and safely throughout their adult lives,
though it also can be a route to a death of despair. Heavy drinking is
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implicated in many deaths, including suicide, drug overdose (where the
presence of alcohol is common), and death from cardiovascular disease,
but especially in alcoholic liver disease and cirrhosis, which killed forty-
one thousand Americans in 2017. But unlike suicides and drug over-
doses, which are spread throughout midlife, deaths from alcohol-related
liver diseases tend to happen in middle age or later because of the time
it takes to destroy such a robust organ. Even so, binge drinking has grown
rapidly among young people, and deaths related to alcohol are rising at
much younger ages.

Deaths from drug overdoses are classified as “accidents,” unless the
overdose was deliberately intended to result in death. Yet, “although their
deaths may have been unintended, there was nothing unintentional about
their use of intoxicating substances. Therefore, the resulting fatal drug
overdoses or interactions were not true accidents.”® The death of a per-
son found with a needle in his or her arm is recorded as an accident unless
there is other evidence of intent to die. Such would even be the case if
the person had overdosed repeatedly and been revived by medical re-
sponders. With drugs, relapse can bring immediate death; returning to
the dose that was effective in producing euphoria safely before getting
clean can be lethal when the body haslost its tolerance. In 2017, there were
70,237 “accidental deaths” from drug overdose in the US.

We focus on the common features of suicides, overdoses, and deaths
from alcoholic liver disease, particularly the common background of so-
cial turmoil. All three kinds of death have been rising rapidly, with
158,000 deaths in 2017. By comparison, there were 40,100 traffic fatalities
in 2017, lower than the number of suicides alone. There were 19,510
homicides.

In this chapter, we focus on suicide and on alcohol, though much of
the discussion of alcohol applies to drugs too. In the next chapter, we turn
to one particular facet of current drug overdoses, the opioid epidemic,
in part because there is much to discuss, but also because the etiology
of the drug epidemic provides a clue to the overall story of deaths of de-
spair, especially the behavior of corporations and the federal govern-
ment, which is our main theme in the last part of the book.



98 CHAPTER 8

Suicide

Suicide, like the other deaths of despair, has been increasing among white
non-Hispanics in the United States since the late 1990s. This is true at all
ages from fifteen to seventy-four, and it has led to the US, whose suicide
rate used to be unexceptional compared with those of other rich coun-
tries, now having one of the highest rates among them. Women are much
less likely to kill themselves than men, in part because they choose less
effective means—drugs versus guns—and in part because they are less
susceptible to social isolation than men. Even so, the suicide rate among
white women has been rising in parallel with the suicide rate among white
men. Around the rest of the world, at least in countries that have cred-
ible data, suicide rates have been falling since 2000. The fall in rates,
among young women (with more autonomy and more urbanization) in
Asia, and especially in China, among middle-aged men (with more sta-
bility) in the former Soviet Union, and almost universally among the
elderly (with more resources), has saved millions of lives. With its stub-
bornly upward trend, the suicide rate of US whites is a global outlier.

There is no simple theory of suicide, and no sure way of identifying
who will kill themselves or why. For an individual, the best predictor of
suicide is a previous attempt at suicide, which is useful for caregivers to
know but does not help explain why suicides have been increasing. Yet
there are potential contributing factors, such as pain, loneliness, depres-
sion, divorce, or being without a job, so if these factors are becoming
more prevalent over time because of social changes, we have a possible
account of why national rates are rising. There are also social causes that
lie behind the individual behavior or that act directly. We have already
referenced Durkheim’s view; his text is a milestone of sociology with its
insistence that to understand suicide, we must think about society, not
just individuals. As is often noted, and only partially in jest, economists
seek to explain why people choose to commit suicide, while sociologists
explain why they have no such choice. On suicide, the sociologists have
been rather more successful than the economists.

For their part, economists have proposed a “rational” theory of sui-
cide that posits that people kill themselves in order to “maximize utility.”
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We can think of this as the “Today is a good day to die” theory. The idea
is that, although dying today is bad, it may be less bad than the suffering
and pain that lie ahead. Such an account, although easily (and often
rightly) made fun of, offers occasional insights, though, as we will see,
it fails to explain much of what we know about suicide. Durkheim’s story,
by contrast, points to social turmoil, as in the economic, family, and com-
munity lives of working-class white Americans today.

Suicide is more likely when the means of death are easily available.
Without doubt, someone who is determined to do away with himself or
herself will find a way to do so; there is no shortage of high places to jump
from, or ropes to hang oneself with. But the importance of means points
to the fact that suicidal feelings are often transient, as well as to the po-
tential for reducing suicides by controlling means.

In Britain, before gas from the North Sea became widely available,
household gas for cooking and heating used to be coal gas, which con-
tains carbon monoxide and can be used for suicide; there was a large in-
crease in such suicides when coal gas was introduced at the end of the
nineteenth century. One high-profile suicide was that of the poet and
novelist Sylvia Plath, who died with her head in a gas oven in Febru-
ary 1963. (Plath may be a better example of the importance of previous
attempts for predicting suicide than an example of means mattering; she
had twice previously tried to kill herself using other means.) Between 1959
and 1971, coal gas was largely replaced by natural gas, which contains little
or no carbon monoxide. The suicide rate then fell markedly in spite of
some compensatory increase in suicides not involving gas.® Suicide by
gassing from car-exhaust fumes increased, but then it fell again once cars
were fitted with catalytic converters. This is what we would expect if some
suicides are prompted by a fleeting depression that will not have deadly
consequences if the means are not at hand.’

There are more guns in America than people, and although we do not
know whether the availability of guns has increased, the annual number
of gun deaths and the death rates involving firearms (including suicide)
have increased since 2000."° The link between suicide and the availabil-
ity of firearms in the US is both contentious and politicized. Most stud-
ies find a link, though there is also credible evidence to the contrary."!
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We should certainly not discount the possibility that the rise in suicide
is explained, in part, by increasing availability of guns. Good research has
been hampered by the National Rifle Association, which has pressured
Congress not to fund research or data collection on the topic.

Social isolation is a risk factor for suicide. In chapters 6 and 7 we docu-
mented an increase in social isolation, poor health, mental distress, and
pain in midlife, especially among whites with less than a bachelor’s de-
gree. All of these could help explain the increase in suicide. Americans
are less likely to trust others than used to be the case; declining trust is
an indicator of falling social capital and a rising risk of death.'* In chap-
ters 11 and 12 we will document a parallel increase in the percentages of
whites who are not in the labor force, who are unconnected with religious
institutions, and who are not married. These detachments from protec-
tive institutions also increase the risk of suicide. Having a meaningful
job, good family relationships with a spouse and children, and belong-
ing to a church that helps address spiritual needs all help maintain a life
that is worth living. Their increasing absence among white Americans
without a university degree is a disaster.

We can also see the links between social isolation, pain, and suicide
by looking across areas of the United States. There is a “suicide belt” in
the US that runs along the Rocky Mountains, from Arizona in the south
to Alaska in the north. The six highest suicide states are Montana, Alaska,
Wyoming, New Mexico, Idaho, and Utah; all are among the ten states
with the lowest population per square mile. The six lowest suicide states
are New York, New Jersey, Massachusetts, Maryland, California, and
Connecticut, five of which are among the ten states with the highest pop-
ulation per square mile; California is eleventh. Firearms are common in
the least populated areas. Utah is one of the healthier states in the US,
and life expectancy at birth there is two years longer than neighboring
Nevada, which is one of the least healthy. Yet neither is exempt from a
high suicide rate. Mercer County, New Jersey, which has a population
density of 1,632 people per square mile, is where Princeton University is
situated and is where we spend most of our year. It has a suicide rate that
is a quarter of the suicide rate in the much more beautiful but mountain-
ous and isolated Madison County, Montana, where we spend August
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each year."* Madison County has 2.1 people per square mile. Lack of
population also means that medical help can be far away or slow to ar-
rive, but likely more important is the fact that people are less likely to kill
themselves when other people are around.

The high-suicide states in the US are also those where people report
the most pain.'* The same pattern shows up across the thousands of coun-
ties in the US; places where a higher fraction of the population reports
that they experienced physical pain during “a lot of the day” yesterday
are also places where suicide rates are higher."> Results like these, that
rely on spatial evidence, are subject to what is known as the “ecological
fallacy”” If pain is a major risk factor for suicide—which we believe is
true—we might expect that places with a lot of pain will also be places
with a lot of suicide. Yet such a finding provides no proof that pain is the
cause of higher suicide rates. People mending fences, working with ani-
mals, or moving irrigation pipes in the Rocky Mountains may develop
sore shoulders or bad knees, and people living in the Rocky Mountains
may be at higher risk of suicide because population density is low. In this
example, we would find a positive correlation between pain levels and
suicide rates across places, but in this case, the pain comes from the fact
that agriculture is the main employment where there are few people, and
has nothing to do with the higher suicide risk that comes from social isola-
tion. Analyses based on aggregated geographic data can never rule out
this kind of thing. Even so, the geographic evidence is a useful check on
what we know from other sources. Durkheim relied heavily on geographic
evidence, something that is hard to avoid when there is little information
on the decedent, who, for obvious reasons, is not available for
questioning.

What about education and suicide? Durkheim argued that educated
people were more likely to kill themselves because education tended to
weaken the traditional beliefs and values that prevented suicide. Whether
this was true in the US in the past does not seem to be known. But since
1992, when educational attainment was recorded on death certificates in
almost all states, there has been a remarkable change in the relationship.
Figure 8.1 shows suicide rates by birth cohort and education (with and
without a bachelor’s degree) for whites, for those born in 1945 and for
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FIGURE 8.1. Suicide rates, white non-Hispanics, by year of birth and education. Authors’

calculations using Centers for Disease Control and Prevention data.

those born twenty-five years later, in 1970; the first cohort entered the
labor market before 1970, and the second in the mid-1990s.

The left panel, for those born in 1945, shows little daylight between the
suicide rates for the less and more educated, while the right panel shows
alarge gap in suicide rates between education groups born in 1970. The
gap first appears for the cohorts born in the late 1940s, and it grows wider
and wider for later-born cohorts. The age profiles of suicide for those with
abachelor’s degree overlap from one birth cohort to the next—the co-
hort born in 1950 follows the same age profile as that born in 1945, and
the cohort born in 1955 follows that of the cohort born in 1950. In con-
trast, the age profiles for those without a bachelor’s degree rise and
steepen with each successive cohort.'® Figure 8.1 is of course closely re-
lated to figure 4.3, albeit for suicide alone rather than deaths of despair
as awhole. But if it was indeed once true that more education was a risk
factor for suicide in the US, it is no longer so for whites. Or put another
way that is more to our point, suicide is becoming steadily more com-
mon among whites who do not have a bachelor’s degree.

Unemployment, including perhaps the fear of becoming unemployed,
has been found to predict suicide. Detachment from the labor force is
also a risk. Both fit the Durkheim story of social upheaval and suicide;
indeed, Durkheim thought that “economic crises” caused suicide, though
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his definition of an economic crisis included not only slumps but also
booms. It was the disruption that mattered, up or down, not the level of
income itself, and this may be why the effects of income on suicide are
less clear-cut.

Drugs and Alcohol

Praise of alcohol is easy to find. Benjamin Franklin said, “Wine makes
daily living easier, less hurried, with fewer tensions and more tolerance.”
Ernest Hemingway wrote that wine “offers a greater range for enjoyment
and appreciation than, possibly, any other purely sensory thing,” though
it did not prevent him from killing himself. Mark Twain said, “Too much
of anything is bad. But too much good whiskey is barely enough.” The
web is full of reports (of varying quality) attesting to the health benefits
of moderate drinking. A great deal of social life is dependent on, or at least
oiled by, alcohol. Great wines command thousands of dollars a bottle,
as do some of the rarest Scotch whiskies. Governments like alcohol too,
as a source of revenue.

Yet the dangers of alcohol are also embedded in history and in policy.
Alcohol is banned by Islam, by many evangelical Protestants, by the
Church of Jesus Christ of Latter-day Saints, and by Seventh-day Adven-
tists. It is discouraged by Baptists, by Methodists, and by many Hindus.
Most rich countries have laws regulating when and where the sale and
consumption of alcohol are allowed. In the US, there have been and are
dry counties and dry towns. In the early twentieth century, the temper-
ance movement, backed by many women—who saw alcohol as a women’s
and family issue—successfully argued for a total ban on alcohol in the
US, implemented by a constitutional amendment in 1920 that was even-
tually repealed in 1933.

The anti-alcohol controls, although they have often been hijacked by
special interests for their own purposes, reflect the fact that many people
have difficulty regulating their own consumption of alcohol and so will
do better if someone else does it for them. Ulysses had himself bound
to the mast to prevent him from jumping into the sea when the sirens sang
to him. People who drink too much can be a danger to others as well as
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themselves, by driving or operating machinery, or by neglecting their re-
sponsibilities to others. Before Prohibition, as today, many women be-
lieved that alcohol led men to fail to provide for their families and to un-
leash physical violence on their wives.

Alcoholism is an addiction to alcohol, and the chance of becoming an
alcoholic varies from one person to another, and likely has a genetic com-
ponent. Even among rats allowed to drink alcohol, only a minority can-
not stop.'” The eighteenth-century physician Benjamin Rush was one of
the first to propose that alcoholism was a disease of the brain, not a fail-
ure of will, a view that is widely accepted today, though we are far from
predicting just who is susceptible, let alone how to treat it. Abraham
Lincoln thought that the disease tended to strike the “brilliant and the
warm-blooded” and that the “demon of intemperance ever seems to have
delighted in sucking the blood of genius and of generosity.”** Lincoln was
an abstainer himself, but with typical generosity and insight, he under-
stood how “the demon” worked.

Many of those troubled by alcohol work with others to help maintain
their sobriety; Alcoholics Anonymous (AA), founded in the 1930s, has
around sixty thousand groups that meet regularly in communities all over
the US. Before AA, there was an organization called the Washingtonians,
to whom Lincoln addressed his remarks. There are also many thousands
of family groups to support the families and friends of alcoholics, again
attesting to the costs of addiction, not just to alcoholics but also to those
who care for and about them. The evidence on the effectiveness of these
groups is hard to be sure of, if only because anonymity precludes AA from
keeping records, but upwards of a million people attend regularly, which
suggests they get something from it, and the scientific evidence is more
positive than not."

Even governments are ambivalent toward alcohol, and some are de-
pendent on it, perhaps even addicted to it. One of the reasons that alco-
hol taxes—like tobacco taxes—are accepted is that they are “sin” taxes,
levied on substances that many people would prefer not to use yet, at the
same time, have difficulty not using, so that their purchases are not very
sensitive to increases in taxes. The state, in turn, can adopt a moralistic
tone of helping people moderate their behavior, and do so all the way to
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the bank, or at least the state treasury. In its early history, the US govern-
ment, like most poorer country governments today, was heavily reliant
on taxes on goods, including taxes on alcohol. The introduction of the
income tax, by another constitutional amendment in 1913, provided a rev-
enue source that diminished the government’s dependence on alcohol
and helped make Prohibition possible. Indeed, the constitutional amend-
ments that permitted the income tax and that enacted Prohibition were,
along with female suffrage and the direct election of senators, among the
achievements of the progressive movement in the early twentieth century.

While the merits of moderate drinking are still being debated, no one
debates the debilitating effects on the body of long-term heavy drinking.
Prolonged alcohol abuse eventually destroys the liver, primarily through
cirrhosis, an ultimately irreversible scarring of the liver that makes it
difficult for it to carry out its vital functions and that increases the risk
of liver cancer. The National Institute on Alcohol Abuse and Alcoholism,
one of the National Institutes of Health, states that research has found
alink between alcohol and cancers beyond liver cancer—breast, esopha-
geal, head and neck, and colorectal cancer. It also lists other organs
at risk, including the heart, the brain, the pancreas, and the immune
system.?® If all of the various studies are taken together and treated as
correct—a very big if for many of the studies—even a very small
amount of alcohol increases the risk of death.?! Of course, the risks are
very small for moderate amounts, no bigger than everyday risks, and
they must be set against the pleasures and easier living that alcohol
brings to most drinkers.

Drinking rates in the US are higher among those who are better edu-
cated, though binge drinking, which is particularly harmful, is more com-
mon among the less educated. In 2015, Gallup found that 8o percent of
college graduates sometimes drank alcohol, with 20 percent total abstain-
ers. For those with no more than a high school degree, the percentages
were more equally balanced, with 48 percent totally abstaining. Patterns
by income were similar, with higher-income Americans less likely to ab-
stain. In 2018, 63 percent of Americans drank beer, wine, or spirits, a
proportion that has not changed much in three-quarters of a century. Gal-
lup also asks, “Has drinking ever been a cause of trouble in your family?”
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FIGURE 8.2. Average drinks per occasion when drinking, US whites by birth cohort.
Authors’ calculations using the BRESS.

The percentage saying yes was around 15 percent in 1948 and 12 percent
in the early 1970s, but it has risen markedly since then to more than
33 percent in 2018, the highest number recorded.?* This is an important
finding for our story, in which 1970 is a key date when things started to
go wrong, and the upward trend in problem drinking is just one of many
pathologies in economic and social outcomes.

Figure 8.2 shows the average number of drinks reported, on occasions
when people drink, for whites with and without a four-year college de-
gree. Members of each birth cohort report drinking fewer drinks as they
age. But the troubling finding in the figure is that among those without a
degree, younger birth cohorts report drinking more at a sitting at any
given age. Consuming many drinks in a short period of time (“binge-like”
drinking) with lower frequency is more dangerous to the liver than
moderate daily drinking, putting those with less education at higher risk
for alcoholic liver diseases. Echoing this, we are beginning to see deaths
from alcoholic liver diseases rising among whites in their late twenties and
early thirties.

Alcohol was implicated in another recent episode of mortality, not in
the US but in Russia, before and after the collapse of the Soviet Union.
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Alcohol consumption was (and is) extraordinarily high in Russia. In the
early 1980s, annual consumption of pure alcohol was more than fourteen
liters per person per year, almost twice as much as in the United States.
Life expectancy had been stagnant for women and falling for men for
more than two decades, at a time when life expectancy had been improv-
ing in the US and Europe, especially after 1970. Starting in 1984, Mikhail
Gorbachev introduced a drastic anti-alcohol policy that sharply reduced
production, raised prices, and restricted opportunities for consumption.
Over the next three years, life expectancy rose by 3.2 years for men and
by 1.3 years for women, driven by rapid decreases in mortality from
alcohol-related causes (suicides, accidents, and heart disease). The pol-
icy was enormously unpopular and reduced government revenues, and
it was officially terminated in 1988, though it took some time to unwind.
Of course, the policy then got swept up in larger historical events, par-
ticularly the dissolution of the Soviet Union at the end of 1991. The im-
provements in life expectancy rapidly reversed themselves, and life ex-
pectancy fell between 1987 and 1994 by 7.3 years for men and by 3.3 years
for women, with some rebound thereafter.>* By the early years of the
twenty-first century, life expectancy for both men and women was close
to where we might have expected it to be based on the (unfortunate)
trends through the 1960s and 1970s, as if there never had been an alcohol
campaign and as if the Soviet Union had never collapsed. Since about
2005, however, there has been rapid progress, perhaps because, after many
years of delay, Russia is at last seeing the decline in cardiovascular dis-
ease that came to North America and Europe forty years earlier. As the
US suffers from its epidemic of deaths, Russia appears to have overcome
its own.>*

What should we make of this Russian story? Many commentators have
connected the Russian mortality crisis to the social upheaval that came
with the dissolution of the old order, a perfect Durkheimian story. We
suspect that this is true, but the role of alcohol, the Gorbachev campaign,
and its subsequent collapse is widely accepted and needs to be taken into
account. Some of the spike in mortality was the rebound of deaths that
had been temporarily postponed by the campaign, and there was noth-
ing to stop the rebound from being larger than the original effect. But



108 CHAPTER 8

many other bad things happened at the same time as the collapse of the
state. Many elderly people lost their pensions and their access to health-
care.”®> And while many young people relished the new opportunities
for foreign travel and education, there was little but despair left for their
grandparents, who had no opportunity left to start a new life; in all of the
countries of the former Soviet Union and its satellites, there is a huge gap
between the young and the elderly in how they evaluate their lives.>®

It is perhaps too easy to dismiss the relevance of the dramatic events
in Russia for events in the United States in the last twenty years. They are
very different places, and Russians have suffered untold miseries for gen-
erations, including through the communist period. One indication of
that misery was Russia’s high suicide rate, shared by many of its Eastern
European satellites, such as Hungary, Latvia, Estonia, Poland, and Slo-
venia. Although the suicides rates in Russia and other countries have
declined, they still are among the highest in the world. What is both
startling and deeply concerning is that, while those countries have seen
their suicide rates fall, the rise in the American suicide rate has put US
whites among them on this index of misery. Across these countries
suicide rates are correlated with deaths from alcohol, just as is true
across the states of the US. This group of countries might reasonably be
called the group of shame. They are countries that are simply not deliv-
ering an acceptable life for a substantial fraction of their people. It is
no exaggeration to compare the long-standing misery of these Eastern
Europeans with the wave of despair that is driving suicides, alcohol, and
drug abuse among less educated white Americans.



9
Opioids

IN HIS BOOK Imperial Twilight,' the historian Stephen Platt tells the
story of the origins of the Opium War between Britain and China. Like
the American South after the Civil War, and like working-class America
today, the Chinese empire was in distress. The British East India Com-
pany was struggling to be profitable, and its most profitable line of busi-
ness in the 1830s was opium, produced in India and sold to China. The
physician William Jardine, born in Edinburgh, was one of the most
important merchants in the business. His partner was fellow Scot James
Matheson, and together they founded Jardine, Matheson & Company
in 1832. Known today as Jardine Matheson Holdings, it has more than four
hundred thousand employees and is in the top three hundred companies
in the world. As Platt notes, Jardine, Matheson, and other drug dealers,
“far from being stigmatized by their line of business, backhome . . . would
count among the most admired members of their respective societies.”

The Chinese authorities were not so impressed. They sought to ex-
clude the British from all of the Chinese coast except for Canton
(today’s Guangzhou) and to suppress the opium trade. Yet enforcement
was erratic and intermittent. The emperor had many troubles on his
hands, trying to hold together a disintegrating empire and suppress re-
bellion, and the opium trade was not always his first priority. But in 1839,
Lin Zexu was sent to Canton by the Daoguang Emperor with full author-
ity to suppress the trade. Lin believed not only in interdiction but also
in what today is called medication-assisted treatment for addiction. A
statue of him now stands in Chinatown in Manhattan with the inscription
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“Pioneer in the war against drugs”; in China, he is regarded as a national
hero.

When in June 1839, under direct instructions from the emperor, Lin
destroyed more than a thousand tons of British opium, a year’s supply,
the traders lobbied the British government for compensation, which was
not feasible politically. But sending in the gunboats to make the Chinese
pay was another matter, as was seizing the opportunity to open up the
rest of the Chinese coast, not only to opium but also to other British trade.
The opium trade was not legal; it is as if the Mexican government were
asked to compensate Mexican drug dealers for a shipment seized by the
US Drug Enforcement Agency (DEA) and the Mexican government,
while declining to pay out of its own resources, invaded Texas to make
Americans pay. Yet the British Parliament narrowly approved the war, in
spite of serious criticism; slavery had not long been abolished in Britain,
and many believed that the opium trade was Britain’s other great crime.
It was not as if the members of Parliament did not understand the ethics
of what they were doing, but profit won out over principle, and Prime
Minister Melbourne sent the navy to the East.

There is another part to the story that is less well known. The East India
Company did not control the western part of India, where the opium
poppy also flourished, and the company faced severe competition from
drug dealers in Bombay, the best known of whom was a Parsi merchant
called Jamsetjee Jejeebhoy. It was his supply that helped drive down the
price of opium in China, enabling the drug to move from a luxury for the
rich to a much wider population. Jejeebhoy used his drug profits for good
works, a playbook that is still familiar today. He was knighted by the
Queen of England for his philanthropy, the first Indian ever to be so
honored. In 1858, he was elevated to become a lord, becoming Baronet
Jejeebhoy of Bombay. The title was a hereditary one and was inherited
by his son.

What of Jardine and Matheson? Jardine became a member of Parlia-
ment and was succeeded by Matheson on his death in 1843. Matheson
became a fellow of the Royal Society and governor of the Bank of England,
and he was one of the richest men and largest landholders in Britain. He
purchased the Isle of Lewis in the Outer Hebrides in 1844, and in 1851
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he became Sir James Matheson, first Baronet of Lewis. The Highland po-
tato famine reached Lewis not long after his purchase, and he was a
generous landowner, who spent large sums on relief and on improve-
ments; he also financed the (more or less voluntary) emigration of 2,337
islanders, about 13 percent of the population, to Quebec and Ontario, and
paid for their clergymen to travel with them. He too earned his baron-
etcy by his philanthropy.?

In the words of economic historian Tom Devine, writers have often
seen the Highland Clearances as “the brazen subordination of human
need to human profit””* Unlike some of his fellow landowners of the time,
Matheson seems not to have deserved this condemnation, but the same
can hardly be said of his earlier activities, nor of the government-
supported drug dealers of our own time, whom we shall meet in this
chapter.

Opioids

Accidental drug overdoses are the largest and fastest growing of the three
midlife deaths of despair, though suicide and alcohol-related mortality
together accounted for more deaths in 2017. In chapter 8, we explored
suicide and alcohol-related deaths, and how they were linked to the so-
cial and economic turmoil among white working-class Americans. We
now turn to the story of opioids and the deaths that they have wrought.

Opioids are either the natural derivatives of the opium poppy, such
as opium itself and morphine, which have been used for thousands of
years and are technically referred to as opiates, or synthetic or partially
synthetic compounds that have some or all of the same properties, tech-
nically known as opioids. The term opioid is now routinely used for
both. Opioids are implicated in 70 percent of drug deaths, either alone
or in combination with other drugs. Heroin is an opioid; it was synthe-
sized in 1874 and cannot be legally used in the US, though it is used in
medicine in several other countries.

The strength of an opioid is measured by comparing it with morphine.
A milligram of heroin is equivalent to three milligrams of morphine (or
opium), so its morphine milligram equivalent (MME) is 3. One of the
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most important opioids in the current epidemic is oxycodone (MME 1),
which is sold in an extended-release form as OxyContin, manufactured
by Purdue Pharmaceutical. OxyContin, known on the street by many
names, including “hillbilly heroin,” was approved by the Food and Drug
Administration (FDA) in 1995. Another is hydrocodone (MME 1), which
is in Vicodin. Yet another currently important opioid is fentanyl (MME
100), which was approved by the FDA in 1968. Unlike heroin (illegal only)
or OxyContin (legally manufactured, but often sold illegally), fentanyl
is available both legally and illegally; today, the illegal version is imported
into the US from China via Mexico.

Opioids relieve pain. But they are more than painkillers and can pro-
duce a euphoria that people find enjoyable and want to repeat. We say
“can” because not everyone gets the high or the pain relief. The body can
build up tolerance to opioids, so that ever-higher doses may be required
to keep pain under control, or to get to the same high. Users can find it
difficult to stop using them, because they have become physically depen-
dent and face fierce withdrawal symptoms when they try to stop. These
can include vomiting, diarrhea, sweating, insomnia, cramps, and the ex-
perience known technically as delusional parasitosis or formication (alas,
the mis notatypo), a feeling that ants or other insects are crawling under-
neath the skin.

Opioids can also lead to addiction, and to the destruction of self and
of family that addiction brings. Even dependence can compromise lives;
people become focused on maintaining their consumption of the drug,
which can make it difficult to work, socialize, or tend to family.

The progression from prescription to tolerance to dependence to ad-
diction is far from automatic. Heroin has been demonized in movies so
often that many people think one injection is enough to destroy your life.
That is not true in general, but opioids are dangerous, and long-term pain
relief through opioids comes with terrible risks, and with questionable
effectiveness. The secret, if there is one, is to get the relief without the
horrors, to get rid of the pain without the formication.

In the late 1990s, thinking about pain management changed. As we
have seen, there was (and still is) a great deal of pain in the US. Pain-relief
advocates argued that the US was undertreating pain, and enormous
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quantities of very powerful opioids were unleashed on the American
population. By 2012, enough opioid prescriptions were written for each
American adult to have a month’s supply. People began to die from pre-
scription overdoses, small numbers at the start, but rising over time to
17,087 deaths from prescription opioids in 2016, then falling to 17,029 in
2017, perhaps the beginning of a downward trend.® The people who die
are sometimes the people who were given the prescription, but these
drugs are often diverted to others, through black-market sales or through
theft.

Opioids prescribed by physicians accounted for fully a third of all
opioid deaths in 2017, and a quarter of the 70,237 drug overdose deaths
that year. This overall number is greater than the peak annual number of
deaths from HIV; from guns, or from automobile crashes. It is greater than
the total number of Americans who died in Vietnam. The cumulative total
from 2000 to 2017 is greater than the total number of Americans who died
in the two world wars. The overuse of prescription opioids triggered the
secondary epidemic of illegal drugs when Purdue introduced an abuse-
resistant form of OxyContin and as physicians became more aware of
the dangers and held back, or at least reduced the growth of the legal
supply.

Most people who use opioids do not die. And some of those who die
may have intended to kill themselves; the distinction between an acci-
dental overdose and a suicide is not always clear, even to the victim.® For
every death, there are more than thirty visits to emergency rooms for
misuse or abuse, ten of which lead to a hospital admission. Each death
corresponds to more than a hundred people abusing the drugs; these
numbers have been increasing in parallel with the numbers of deaths. In
2016, nearly 29 million Americans ages twelve and over self-reported using
illicit drugs in the last month (including misused prescription drugs) and
948,000 reported using heroin in the preceding twelve months.” Given
that these are self-reports, from people participating in the National Sur-
vey on Drug Use and Health, the number is likely to be an underesti-
mate. More than a third of all adults, 98 million people, were prescribed
opioids in 2015. Many employers will not hire new workers without a drug
test, so it seems likely that drug use is keeping people out of the labor
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force, in addition to those who are unable to participate because of their
dependence on drugs.®

Opioid deaths, like other deaths of despair, are not equal opportu-
nity. Overdose deaths involving legal and illegal opioids are predomi-
nantly of Americans who do not have a bachelor’s degree. For whites,
since the early 1990s, the percentage of accidental drug overdose deaths
accounted for by those with a bachelor’s degree has held constant at
g percent. Two-thirds of victims have no more than a high school educa-
tion. Blacks and Hispanics were largely exempt until the arrival of illegal
fentanyl in 2013, after which they, too, have seen a large increase in over-
dose deaths. With a few exceptions, mostly English-speaking
countries—Canada, the UK (especially Scotland), Australia, Ireland—
and Sweden, there are no similar epidemics elsewhere, and apart from
Scotland, the numbers dying are very small compared with the US. Yet
opioids are used in other rich countries too, usually in hospitals for can-
cer or for postsurgical pain. But they are much less commonly used by
doctors or dentists working in the community, or for the long-term treat-
ment of chronic pain.

Producers made huge sums of money from legal opioids. According
to various reports, including investigative work by the Los Angeles Times,
Purdue Pharmaceutical, which is privately owned by the Sackler family,
has sold somewhere between $30 and $50 billion worth of OxyContin.
Recently released court documents show that the family itself received
$12 billion or $13 billion.” Illegal drug dealers, many from Mexico, have
also prospered,'® but legal producers have the advantage of not having
arrest or violence as a routine business risk.

Physicians are also implicated in the epidemic and, at the least, have
been guilty of careless overprescribing, especially in the early days of the
epidemic. A substantial fraction of opioid deaths was caused by the Ameri-
can healthcare system; the standard term for such deaths is iatrogenic,
meaning “brought forth by the healer” It is one of the ironies of the epi-
demic that the US healthcare system, by far the most expensive in the
world, not only is failing to prevent the decline in life expectancy but is
actually contributing to its fall. And as we shall see in chapter 13, this is
not only a result of its mishandling of opioids.
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How Did It Happen?

Throughout history, people have used the products of the opium poppy
to relieve pain and to get high. The suppliers of those products have often
been motivated to help others, and often to enrich themselves, aims that
are not necessarily contradictory. The genius of free markets is that people
can prosper by helping others. But free markets do not work well for
healthcare in general or, in particular, for addictive drugs, whose users
often do things that are manifestly against their own interests. Suppliers
have an interest in addicting consumers, and mutual gain is likely to be
replaced by conflict. At the beginning of this chapter, we saw how this
was resolved in favor of British drug dealers in China.

In the American Civil War, upwards of ten million opium pills and
nearly three million ounces of opium in tinctures and powders were given
to Union soldiers, according to historian David Courtwright, who has
written extensively on the history of drugs.'! The then recently invented
hypodermic needle (initially thought to reduce the chances of addiction
by bypassing the digestive system) was widely used after the war to bring
opium-based pain relief to veterans. Courtwright notes that “for the first
time in the entire history of medicine, near-instantaneous, symptomatic
relief for a wide range of diseases was possible. A syringe of morphine
was, in a very real sense, a magic wand.”*> Around one hundred thousand
veterans eventually became addicted. By the late nineteenth century, mor-
phine and opium were widely available in the US and were widely used,
including by children. Addiction was especially prevalent among white
Southerners, whose postwar world was in disarray. By the end of the
century, heroin had been synthesized and marketed by Bayer as, once
again, a nonaddictive substitute for morphine. Many more Americans
became addicted. And heroin helped many a difficult child go to sleep.'?

Eventually, the medical profession pushed back, working to restrict
the use of opioids both by the public and by physicians, and the Harrison
Narcotics Act of 1914 marked the end of the first great American opioid
epidemic. The act severely restricted the use and sale of opioids, and
heroin was entirely banned ten years later. The sale and possession of
opioids became criminal activities, and their use vanished from the
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vast majority of the population. Respectable people no longer used
opium or heroin for minor aches and pains, nor did they feed them to
babies with colic.

How, then, could a new epidemic spring up less than a century later?
People forget the past, and even those who remember it may think that
circumstances have changed, that this time is different, and that the risks
of the past are safely locked up in the past. That drugs can be so enor-
mously profitable will always bring a supply of people who say the risks
have been exaggerated. Pain certainly had not been abolished and, as we
have already seen, chronic pain was rising, and treating (or not treating)
it posed an enormous challenge to physicians. Ronald Melzack, whose
gate-control theory of pain had revolutionized the understanding of pain
twenty-five years earlier, wrote a paper in 1990 entitled “The Tragedy of
Needless Pain,” which eloquently documented the horrors of pain and
argued that “the fact is that when patients take morphine to combat pain,
it is rare to see addiction.”'* For terminal cancer patients, the risk of ad-
diction is irrelevant. But many cancer patients survive, many more pa-
tients face acute postsurgical pain, and beyond that, there is an ocean of
patients with chronic pain. By 2017, 54.4 million American adults had
been diagnosed with arthritis, and arthritis is only one of many painful
conditions that become more prevalent as the population ages."®

Starting around 1990, pain experts increasingly called for pain to be
better recognized, and for physicians to ask their patients about their pain
level. In his 1995 Presidential Address to the American Pain Society, phy-
sician James Campbell argued that “we should consider pain the fifth
vital sign” (italics in the original), meaning that physicians should assess
pain routinely, just as they assess respiration, blood pressure, pulse, and
body temperature. Campbell also called into question the usefulness of
the distinction between cancer and noncancer pain and between acute
and chronic pain.'® The American Pain Society was shuttered in June 2019,
a casualty of the twenty-first-century Opioid Wars, bankrupted by legal
fees in its defense against charges (that it denies) that it had acted as a
pawn of the pharmaceutical companies.'”

Debate continues to this day on whether, as Melzack argued, those
who take opioids for pain relief need not fear addiction. The Mayo
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Clinic’s website, often a reliable source, offers contradictory advice. In
its discussion of hydrocodone, it states that “when hydrocodone is used
for along time, it may become habit-forming, causing mental or physi-
cal dependence. However, people who have continuing pain should not
let the fear of dependence keep them from using narcotics to relieve their
pain. Mental dependence (addiction) is not likely to occur when narcot-
ics are used for this purpose.”*® But in a different area of the Mayo Clinic’s
website, more caution is offered: “Anyone who takes opioids is at risk of
developing addiction. . .. The odds you'll still be on opioids a year after
starting a short course increase after only five days on opioids.”*® Doc-
tors want to help patients and are reluctant to give up their magic wand.

In this changed atmosphere, doctors and dentists increasingly pre-
scribed opioids for all kinds of pain, especially after the introduction of
OxyContin in 1996. Its twelve-hour slow-release mechanism, it was
claimed, allowed pain sufferers to sleep through the night. Unfortunately,
in alarge share of users, pain returned and opioid withdrawal began well
short of the twelve-hour mark, and many physicians responded by short-
ening the interval to eight hours or increasing dosages. The cycle of
relief followed by pain and withdrawal increased the risks of abuse and
addiction.

The introduction of OxyContin was met by a seemingly unlimited de-
mand by patients in pain. Most doctors practiced under extreme time
and financial constraints that made the prescription of a pill attractive
compared with approaches that were expensive and time consuming. The
interdisciplinary treatment of pain, which was the earlier standard, used
some combination of medication—for example, the much less danger-
ous nonsteroidal anti-inflammatory drugs (NSAIDs), like (nonprescrip-
tion) aspirin, acetaminophen (Tylenol), ibuprofen (Advil), or naproxen
(Aleve) or (prescription) celecoxib (Celebrex) —together with counsel-
ing, exercise, yoga, acupuncture, and meditation, all of which are difficult
to fit into a standard doctor’s appointment. Patient satisfaction surveys
also became common, and opioids did well on such metrics. Satisfac-
tion was doubtless also high a century before among colicky babies and
their heroin-dispensing parents. Arthritis patients were prescribed opi-
oids by primary care doctors, people were sent home from their dentists
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with many days’ supply, and all manner of injuries treated in emergency
departments were sent home with opioids.

It is arguably possible for a doctor to assess which patients are at risk
for addiction, but not in a few minutes, nor in a system in which many
people do not have regular doctors and there are no unified medical rec-
ords. Doctors may not even know that their patients have died from
drugs that they have prescribed; when they are sent a letter informing
them, many reduce their prescribing of opioids.*

A century after the last epidemic, the conditions were once again in
place for another iatrogenic wave of opioid abuse, addiction, and death.
David Courtwright told the journalist and author Beth Macy, “What sur-
prised me in my lifetime were things like the internet, or seeing tattoos on
respectable women. But I've got to add this to the list of real shockers. 'm
sixty-four years old, and I have to admit, I didn’t think I would ever see
another massive wave of iatrogenic opiate addiction in my lifetime.”*!

As religion faltered, opioids became the opium of the masses.

Overdose deaths began to rise in the early 1990s, gathering real mo-
mentum after 2000, a year in which more than fourteen thousand people
died of accidental overdoses. Assigning overdoses to the drug respon-
sible is complicated. In a large minority of overdose deaths, more than
one drug is present. Benzodiazepines taken alone are unlikely to kill you,
but mixed with opioids or alcohol, they can become deadly. In addition,
details on the drugs responsible are often not written on death certifi-
cates and are instead recorded as “unspecified.” In 2000, between a third
and a half of all accidental overdoses involved (mostly prescription) opi-
oids, with the exact count dependent on how we attribute deaths from
“unspecified” narcotics. Heroin, a long-standing scourge, was recorded
as present in 1,999 deaths that year. Before 2011, the increases in deaths
were powered by prescription opioids, particularly those based on hy-
drocodone (Vicodin) and oxycodone (Percocet, OxyContin). In 2011,
Purdue Pharmaceutical reformulated OxyContin to make it resistant to
abuse. The original formulation had warnings against taking it other than
as directed, but those warnings, by telling you exactly what not to do, were
easily reversed to give accurate instructions for how to convert the
extended-release pill into one giving an immediate high, or to prepare
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it for injection.”* Deaths from prescription opioids stopped rising in 2011,
almost certainly in response to the reformulation, though the increasing
awareness of physicians of their part in the epidemic was by then playing
arole in limiting unmindful prescription. It is possible that the reformula-
tion actually cost lives, if users switched to relatively unsafe street drugs.
At the same time, the reformulation allowed Purdue’s about-to-expire
patent to be renewed, which was possibly of more concern to the com-
pany than saving lives.

In any case, by 2011 it was too late to put the genie back in the bottle.
Illegal heroin, an almost perfect substitute for oxycodone, quickly picked
up the slack; deaths from prescription drugs were replaced by deaths from
heroin, and the total of overdose deaths continued its climb. Drug deal-
ers waited outside pain clinics for patients whose doctors had denied
them refills. Some bought (diverted) OxyContin on the street until dis-
covering that heroin was both cheaper and more potent. It was also
more dangerous, because the quality of street drugs is never guaranteed.
At the same time, there was an explosion of high-quality black-tar her-
oin from new suppliers in Mexico, so for many, the switch was an easy
one. Misappropriated OxyContin prescriptions could be sold for
morphine-equivalent doses of heroin, maintaining a habit and produc-
ing a profit on the deal.**

Heroin deaths continued to increase but were soon overtaken by
deaths from fentanyl, which rose to 28,400 in 2017. The rise of fentanyl
reflects its potency, the ease of its importation given that it is effective
in much smaller quantities than heroin, and the fact that it can be mixed
with heroin, cocaine (“speedballs”), and methamphetamine (“goofballs”)
to deliver a more effective high.>* Heroin and illegal fentanyl became
widely available in part to meet the demand of those addicted to prescrip-
tion opioids who were finding it harder to feed their habits. But their
presence appears to have led to an epidemic of its own, in which users
start out not on prescription opioids but rather on these illegal substi-
tutes. Cutting cocaine and heroin with fentanyl has been one of the causes
of rising overdose mortality among African Americans; death certificates
listing fentanyl can account for three-quarters of the increase in midlife
African American mortality after 2012.%
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The fire had jumped its boundaries.

One might think that overdose deaths would drive customers away
from dealers whose customers die, but anecdotal evidence suggests that
the opposite is true. Those addicted to opioids are so desperate to be
numb that they see a death as an indicator that the source of supply is
desirable, the “real thing.” Indeed, this is not the only hint of suicide in
these deaths. The drug naloxone (Narcan) has the almost magical prop-
erty of bringing back to life people who are about to die from an over-
dose. Yet there are multiple reports from police and fire departments of
their administering naloxone to the same person on multiple occasions,
sometimes within a single day. Either people want to die, or they do not
care about anything other than feeding their addiction, even if it kills
them. The addiction is in control.

The Epidemic and Deaths of Despair

The term epidemic invites comparison with an epidemic of smallpox or
the influenza epidemic that killed millions in the US and around the
world in 1918-19. In the opioid epidemic, the agents were not viruses or
bacteria but rather the pharmaceutical companies that manufactured the
drugs and aggressively pushed their sales; the members of Congress who
prevented the DEA from prosecuting mindful overprescription; the
DEA, which acceded to lobbyists’ requests not to close the legal loop-
hole that was allowing importation of raw material from poppy farms in
Tasmania that had been planted to feed the epidemic; the FDA, which
approved the drugs without considering the broad social consequences
of doing so and which acceded to producer requests to approve label
changes that greatly widened use and profits; the medical professionals
who carelessly overprescribed them; and the drug dealers from Mexico
and China who took over when the medical profession began to pull
back. This is a story of supply, where immense profits were made by ad-
dicting and killing people, and where political power protected the per-
petrators. Once you have started using opioids, it is as if you have caught
the virus, and while you will probably survive, there is some chance that
you will die. No one should doubt the importance of supply in the
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epidemic—which is why we have told the story as we have—but it does
not offer anything like a complete account.

Why is it that the epidemic is so much worse in America and almost
absent in most other rich countries? Even in America, some opioids, such
as Vicodin and even fentanyl, have long been available. Other countries
use opioids for postsurgical and cancer-related pain, and some, includ-
ing Britain, have long used heroin, even when it was banned in the US.
What is it that has prevented those drugs leaking out from intended uses
into the population at large?

Why;, too, is it that Americans with a bachelor’s degree rarely die of
overdoses, and why are 9o percent of the deaths among those without
a four-year degree? Certainly, those with less education are more likely
to be injured at work, or to work at jobs that bring a high risk of acute
or chronic pain, and so to be prescribed opioids, but this cannot be the
whole story. Arthritis, which is one of the leading conditions for opioid
prescriptions, is largely a consequence of age, and if access to opioids is
more common among the elderly, it is not killing them. In chapter 7, we
saw that about half of sixty-year-old whites with a bachelor’s degree re-
ported back, neck, or joint pain, as opposed to 60 percent of those with-
out the degree. This is not nearly enough of a difference to explain the
sevenfold-higher overdose mortality rate if it is those with pain who get
opioids, if a constant fraction of those prescribed become addicted, and
if a constant fraction of those people die. It is possible that the pain of
the less educated is more suitable for opioid treatment, but we see no evi-
dence of it. Something else is going on.

Here is our own account and interpretation of what happened.

While there was plenty of misbehavior and greed by all of the players
in the drama, we think it is a mistake to think of doctors as little better
than drug dealers. Certainly, there were some doctors who took the op-
portunity to operate “pill mills,” selling prescriptions for cash (or for
sex) without examining or even interviewing the “patient.”* Many of
those doctors are now (or have been) in jail. But few physicians are cor-
rupt and, given the state of medical knowledge in the mid-1990s, they had
good reason to prescribe opioids to patients in pain, and little reason not
to. Our guess is that it is true that the appropriate dose of opioids for acute
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pain relief is not, in and of itself, very likely to lead to addiction. Nor will
it do so for those who are terminally ill. The appropriateness of the drugs
for the long-term treatment of chronic pain is another matter. Clearly,
there are exceptions where appropriate short-term prescription led to ad-
diction. One was the case of Travis Rieder, a philosopher and bioethicist
at Johns Hopkins in Baltimore, whose left foot was crushed in a motor-
cycle accident, who was prescribed ever-increasing doses to control his
pain after multiple surgeries, and who escaped his addiction only with
terrible difficulty and with no help at all from the doctors who had pre-
scribed the painkillers.”” His story is worth keeping in mind as a caution-
ary tale of what can happen. Addiction is extraordinarily hard to over-
come under even the best of circumstances.

However, it is simply false that a single injection of heroin will imme-
diately and inevitably addict anyone and everyone. It is estimated that
around a million people in America today use heroin daily or near daily;
most of them not only do not die but in fact live functional lives. Many
“mature out” of their addiction, and many others quit by themselves, with
medical treatment or with social support.

During the Nixon administration, there were reports from Congress-
men Robert Steele and Morgan Murphy, who on an official visit to Viet-
nam in 1971 found that servicemen were using heroin. Nixon immedi-
ately declared that heroin addiction was the nation’s number one public
health problem. Servicemen could be compelled to take urine tests,
and the results—in line with the soldiers” own reports—showed that
34 percent had tried heroin and as many as 20 percent were addicted.
Much to the surprise of the investigators, 38 percent were using opium.
(More than 9o percent used alcohol, and three-quarters used marijuana. )
Those who tested positive were detoxed and urine-tested before being
allowed to go home, a powerful incentive to get clean. The program be-
came known as Operation Golden Flow, and its veterans were followed
up once they got home. Only 12 percent returned to opioid addiction in
the US within three years; in most of those cases, the readdiction was
brief. Perhaps the detox was successful; it was not expected to be, so if
it was, it was much more successful than detox usually is. Perhaps it was
because, under the stress of combat, opium and heroin offered some
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relief. But most servicemen who used opioids started very soon after
arriving in Vietnam, and those who had seen more combat were no
more likely to use.

The most plausible story, and that of Lee Robins, one of the investiga-
tors, on whose description of events this account is based, is that these
men used opioids because “they said it was enjoyable and made life in
the service bearable.”*® They used opioids not to make combat risks
tolerable—and they knew very well the risks of being high in combat—
but because they were bored out of their minds. When they returned
home and were no longer in the army, there were other means of enjoy-
ment, and life made sense and was bearable without drugs. The environ-
ment matters. The drugs were also extraordinarily cheap in Vietnam. The
daily triggers for use in Vietnam were absent at home, and because the
men were detoxed in Vietnam rather than at home, the detox-readdiction
cycle was broken by geography.> Robins argues that the widespread per-
ception of heroin addiction comes from the fact that so many studies
have been done on special populations that are more likely to be addicted
in the first place, and not on more general populations such as those who
served in Vietnam.

It is something in people’s lives that drives them to seek euphoria or
numbness through drugs, not some inherent property of the drugs them-
selves that will addict anyone who touches them. It is impossible to
understand drug use without understanding the environments in which
users live, and how those environments are treating them and have treated
them in the past. As one physician put it to us, biographies matter.*® We
give our own account of the disintegration of working-class lives in chap-
ters 11 and 12.

Few doctors were or are directly addicting their patients. But they were
perhaps too ready to believe the claims that opioids provided more suc-
cessful long-term relief than the earlier, interdisciplinary approaches.
Indeed, there has been little such evidence, and we note again that na-
tional levels of pain have been rising, not falling, though the latter would
be expected if these drugs were usually effective, given the enormous
amounts being prescribed. Physicians are rightly responsive to the pain
of their patients and may not consider the wider social costs of
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prescriptions. They were also exposed to great pressure by the manufac-
turers, through direct marketing and well-funded “educational” cam-
paigns, and through advocacy organizations for pain sufferers, some of
which accepted large donations from pharma. (‘These fake or infiltrated
grassroots associations are sometimes referred to as “Astroturf” groups.)
Physicians prescribed strong opioids in numbers beyond those needed,
at times to patients who did not need them at all, leaving unused pills
that could find their way onto the black market, itself evidence against
inevitable addiction. They also prescribed to patients who intended to
resell the drugs rather than use them, and who shopped for doctors until
they found one who would write a prescription. Doctors try not to pre-
scribe to such people, but it is unclear how they are supposed to know,
particularly given the time pressure that they face, and even people who
are at risk and have a previous history of abuse can be in real pain. Doctors
were being asked to police and prevent abuse in a way that was beyond
their ability under the circumstances in which they work.

Some commentators have argued that the rollout of Obamacare was
in part responsible for the epidemic, that the expansion of Medicaid made
opioids more widely available. But the timing on this is wrong, because
the epidemic was in full swing before any Medicaid expansion. By con-
trast, Medicaid has played an important role in making available afford-
able treatment for people with opioid abuse disorder, with levels of
therapy much higher in states that expanded Medicaid after 2014.>

The producers, directly and through prescription benefit managers,
did everything possible to increase sales and profits, even when it was
clear that the drugs were being abused. In one two-year period, nine mil-
lion pills were shipped to a pharmacy in Kermit, West Virginia, popula-
tion 406. Between 2007 and 2012, according to a report by the Energy
and Commerce Committee, “drug distributors shipped more than 780
million hydrocodone and oxycodone pills to West Virginia.”** Accord-
ing to an investigation by the CBS program 60 Minutes and the Washing-
ton Post, when the DEA, which is charged with stopping such abuse,
tried to do so, Congress passed the 2016 Ensuring Patient Access and
Effective Drug Enforcement Act, whose language effectively prevented
the DEA from stopping the flood.** President Donald Trump then
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nominated one of the moving forces for the bill, Representative Tom
Marino of Pennsylvania, to be his drug czar. Marino withdrew in the face
of public outrage after the exposés on 60 Minutes and in the Washington
Post revealed his multiyear effort to pass such a bill on behalf of the in-
dustry. The investigative journalism also revealed the role of an impor-
tant “revolver,” D. Linden Barber, previously a senior lawyer in the DEA,
who switched sides to advise the industry and help write the bill.

Johnson & Johnson, one of the best-known American pharmaceuti-
cal companies, supplied most of the raw material for opioid painkillers
in the US from a subsidiary, Tasmanian Alkaloids, which grew poppies
on farms in Tasmania. According to journalist Peter Audrey Smith, the
DEA was aware of what was going on but backed off from closing the
legal loophole at the request of pharmaceutical lobbyists.** At a time
when the American military was bombing the opium supply in Helmand
province in Afghanistan, Johnson & Johnson was legally growing the
raw material for the nation’s opioid supply in Tasmania. In August 2019,
Johnson & Johnson was ordered to pay $572 million to the State of
Oklahoma for its role in fueling the epidemic. The company is expected
to appeal, but other suits are pending.*®

We tell these stories because they illustrate the failure of democratic
politics to address the opioid epidemic. Marino’s district was heavily af-
fected by opioids, as was that of one of the bill’'s sponsors in the House,
Representative Marsha Blackburn of Tennessee. Yet they fought against
effective regulation, not for it; money and pro-business ideology subor-
dinated the voices of those who had been addicted or were dying. The
scandal did not prevent Marino being reelected to Congress in 2018, but
he resigned in January 2019 in the face of ill health. Blackburn was also
reelected and is now the junior senator for Tennessee. Senator Orrin
Hatch, a lifelong friend to a pharmaceutical industry that long supported
him, smoothed the bill’s way with the DEA. For forty-two years, Hatch
represented Utah—a state whose drug-induced mortality rate increased
sevenfold between 1999 and the signing of the bill into law in 2016.

The epidemic would not have happened without the carelessness of
doctors, without a flawed approval process at the FDA, or without the
pursuit of profits by the industry at whatever human cost. The story of
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that industry, unrestrained and running amok, is being told in American
courtrooms today as pharmaceutical executives are being pursued for
accountability and compensation by nearly two thousand municipali-
ties. One case, settled in May 2019, saw the conviction on federal rack-
eteering charges of five top executives of Insys Therapeutics, whose
salespeople bribed doctors to prescribe fentanyl to patients who did not
need it.>®

Our story is that the misbehavior poured fuel on the fire, making the
epidemic worse, rather than creating the conditions under which such
an epidemic could take place in the first place. The people who used the
opioids, the many millions who became opioid abusers or became ad-
dicted, who became zombies walking the streets of once-prosperous
towns, were those whose lives had already come apart, whose economic
and social lives were no longer supporting them. The supply side of the
epidemic was important—the pharma companies and their enablers in
Congress, the doctors who were imprudent with their prescriptions—
but so was the demand side—the white working class, less educated
people, whose already distressed lives were fertile ground for corporate
greed, a dysfunctional regulatory system, and a flawed medical system.
The opioid epidemic did not happen in other countries both because they
had not destroyed their working class and because their pharmaceutical
companies are better controlled and their governments are less easily in-
fluenced by corporations seeking profits.

Corporate Power and Individual Wellbeing

One of the themes of this book, which we address at length in later chap-
ters, is how the American economy has shifted away from serving ordi-
nary people and toward serving businesses, their managers, and their
owners. Government and the law have been complicit. This chapter, on
opioids, provides a dramatic example of this general process. Later, we
focus largely on the mechanisms that redistribute money upward, away
from working people, and toward firms and their shareholders. The
American healthcare industry is the prime example, even beyond the opi-
oid manufacturers and distributors. Their behavior, for which, as we
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write, they are being called to account in the courts, is not typical, but
the use of market power to bring about upward redistribution, from a
large number of people with little, to a smaller number with a great deal,
is symptomatic of the industry and, more arguably, of American capital-
ism more generally. The beneficiaries are not only the rich people who
are large shareholders but also the many members of the educated elite
who hold stock indirectly in their retirement funds, and who benefit from
anything that increases corporate profits, including lower wages. We shall
argue that this process, run out over half a century, has slowly eaten away
at the foundations of working-class life, high wages and good jobs, and
has been central in causing deaths of despair. The opioid story fits with
this more general theme but is much more flagrant, because it is rare that
corporations can so directly benefit from death.

We do not believe that the FDA has been captured by the industry.
Even so, much went wrong with its approval of opioids, especially Oxy-
Contin. The FDA (and the general public) greatly reveres the random-
ized controlled trials that are required to demonstrate that drugs work,
but even here there were problems with opioids. Those who were in the
control group for OxyContin—the randomly selected group that did not
receive the drug—had previously been taking OxyContin in an earlier
phase of the trial, called the open-label phase; this is done to exclude from
the trial those who cannot tolerate the drug.®” In this type of trial there
is a “washout” period between the two phases, in which the drug s sup-
posed to wash out of the patients’ systems. The danger in the case of
OxyContin (or any addictive drug) is that if the washout period is not
long enough, some of those in the control group, no longer receiving the
drug, may suffer withdrawal symptoms, which would make them look
bad relative to those who go into the treatment group and receive it again.
Moreover, the exclusion of those who, in the earlier, open-label phase,
could not tolerate the drug means that the trial understates the rate of
problems in the wider population for which the drug will be prescribed.
Manufacturers are allowed to discuss these and other aspects of trial de-
sign with the FDA before the trials are run.

More generally, and as has been correctly argued by a panel of the Na-
tional Academies of Sciences, Engineering, and Medicine, a testing and
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approval process that looks only at what these drugs do for individuals
ignores the broader effects of releasing a powerful and highly addictive
drug into society.*® It is a lot to ask the FDA to anticipate everything that
happened after its approval of OxyContin, but the failure of a system that
does not consider the public health consequences of approving the drug
is surely inexcusable. After all, the FDA was essentially putting a govern-
ment stamp of approval on legalized heroin.

The opioid story shows the power of money to prevent politics from
protecting ordinary citizens, even against death. Until 2019, atleast, when
rising public outrage eventually changed perceptions, those who got rich
were neither ostracized nor condemned but rather recognized and lauded
as successful businesspeople and philanthropists. Purdue Pharmaceuti-
cal is the leading example. The Sackler family name appears on muse-
ums, universities, and institutions, not only in the US but also in Britain
and in France. Arthur M. Sackler, who died before OxyContin was
developed, was the donor to many of the institutions, including the
Metropolitan Museum in New York (the Temple of Dendur), Princeton
University, the Smithsonian, and the National Academy of Sciences.
Sackler’s fortune came from developing the system of pharmaceutical
advertising and sales that is in place in the US today. In the words of one
commentator, “Most of the questionable practices that propelled the
pharmaceutical industry into the scourge it is today can be attributed to
Arthur Sackler.”*®

Arthur Sackler’s brothers Raymond and Mortimer, together with Ray-
mond’s son Richard, controlled the company during the launch and
marketing of OxyContin. Both Raymond and Mortimer were knighted
by Queen Elizabeth in 1995, an uncanny echo of Jamsetjee Jejeebhoy a
century and a half before.* Like an eighteenth-century wig, the perfume
disguises, but does not eliminate, the stench of moral decay.*!

The Queen would be unlikely to convey these honors today. Most of
the organizations just listed have stopped using the Sackler name—
sometimes after resisting the step for years—and others have said that
they will accept no more money.

The pharmaceutical companies, having made so much money from
creating the crisis, now stand ready to profit from its treatment. There are
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no easy or surefire cures for addiction, but the best available—albeit on
relatively weak evidence—is known as medication-assisted treatment
(MAT), whereby those with addictions use different opioids (methadone
or buprenorphine) to control their craving while quitting. While we sus-
pect that MAT is likely being oversold, because the demonstrations of
effectiveness come only from patients who admit to their addiction and
seek treatment—which many do not—and because a substantial frac-
tion drop out along the way, it has an advantage over abstinence-only
treatment because relapsing from the latter is often how overdose deaths
happen. Those who have been clean for a while will lose their tolerance
to the drug and can die after relapse from the same dose that they used
when they first quit. Even so, it takes a strong stomach to watch pharma
and their allies push MAT so that they can profit both by causing the
epidemic and by curing it. Indeed, in the summer of 2018, Purdue Phar-
maceutical was granted a patent for a variant of MAT, setting itself up to
repeat its earlier success with OxyContin. It is as if the poisoner of the
water supply, having killed and sickened tens of thousands, were to de-
mand a huge ransom for the antidote to save the survivors.

What of the lawsuits against the pharmaceutical companies that are
raging as we write? These will permanently reduce the supply of prescrip-
tion opioids, a reduction that is already under way. They will do little to
reduce the use of illegal drugs, and may even increase it, as demand
switches from legal to illegal sources. The settlements will probably bank-
rupt some companies, including Purdue, though others have easily paid
large fines in the past out of their even larger resources, or by raising the
prices of their drugs. Purdue is trying to retain control over its European
subsidiary, Mundipharma, in order to continue the business elsewhere
in the world, just as the tobacco companies have done. Whether the states
and localities that receive the payments will use them well is not clear.
A not reassuring parallel is the Master Tobacco Settlement of 1998 be-
tween states and tobacco companies. Since then, the states have received
hundreds of billions of dollars from the companies—paid for by the pre-
dominantly poorer and less educated Americans who smoke—but have
used nearly all of it for general revenue and thus to reduce property and
income taxes. In the case of opioids, the surviving companies have the



130 CHAPTER 9

ability to raise prices, making healthcare even more expensive, so that,
once again, it is ordinary people, those who pay for healthcare or health
insurance, who will be paying for the transfers to the states who win the
verdicts. Nor will the payments do much to incentivize the companies
to change their behavior. Only admissions of wrongdoing and criminal
verdicts against executives are likely to do that, and such verdicts, al-
though not unknown, are rare.

The benefits of free-market capitalism are often rightly noted, includ-
ing its ability to give people what they want, its incentives for innova-
tion, and its ability to promote economic growth. We agree. But the
American medical system, including the pharmaceutical industry, is noth-
ing like a free market. The existence of moneymaking corporations does
not imply competitive free markets. Instead, these highly regulated cor-
porations are largely concerned with seeking protective regulations
from government and government agencies to protect their profits and
limit competition in a way that would be impossible in a free market. We
are certainly not arguing for a free-market solution to the American
healthcare system, only that what we have now cannot be defended as
a free-market system. It is outrageous when an industry that makes so
much from corrupting free-market competition should be able to dismiss
its critics as opponents of free markets. There is nothing antimarket about
condemning theft. Other countries have a range of other ways of organ-
izing healthcare, all have their strengths and weaknesses, but none are
killing people. None are supporting “the brazen subordination of human
need to human profit” **

It would be a tragedy if the profits of the drug trade were allowed to
corrupt America and were later seen, as was the case in China a century
and a half ago, as the beginning of a hundred years of humiliation and
decline.
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False Trails: Poverty, Income,
and the Great Recession

DEATHS OF DESPAIR are concentrated among those with less educa-
tion, and the epidemic is widening the gap in years lived between those
with and without a bachelor’s degree. But we have said little about money,
or about its absence, and just how income or poverty fits into the story.
Even for those who are not poor, people with higher incomeslive longer,'
and there is evidence that education matters too, even among people with
the same incomes.> In America, money buys access to better healthcare,
and beyond that, life is easier when you do not have to worry about how
you are going to pay for a car repair, or childcare, or an unexpectedly
large heating bill after an especially cold winter month. Financial
worry can suck the joy out of life and bring on stress, often a trigger for
pain and ill health. It would be surprising if money did not have its own
beneficial effect on health even if much of the link between wealth and
health is explained in other ways, through the impact of poor health on
earnings, through education’s effects on both health and wealth, or
through childhood circumstances setting the stage for adult health and
wealth.

The United States has a much less comprehensive safety net than other
rich countries, in Europe and elsewhere. The absence of benefits gives
people sharp incentives to work and earn, which is good for those who
can, but can be disastrous for those who, for one reason or another, can-
not. The United States is also different from other rich countries in having
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several million extremely poor people, who arguably live in conditions as
bad as poor people in Africa and Asia.? Poverty is an obvious place to look
when trying to explain an epidemic of death that is unique to the US.

Income inequality often features in popular discussion of deaths of
despair and of American ill health more generally. Inequalities in income
and wealth are higher in the US than in other rich countries, so inequality
is a popular candidate to explain other outcomes where the US is excep-
tional. Poverty and inequality are seen as twin curses that are routinely,
if usually not very precisely, blamed for all manner of evils, not just for
contributing to poor and declining health but also for undermining
democratic governance, for slowing economic growth, for inducing eco-
nomic instability, for eroding trust and happiness, and even for spurring
the rise in obesity.* Poverty may be harder to bear in more unequal socie-
ties; poor people not only have to suffer their own poverty but can also
see that there are others who have vastly more than they need. We have
much to say about inequality in this book, especially in the chapters to
come. We will argue that deaths of despair and income inequality are in-
deed closely linked, but not, as is often argued, with a simple causal
arrow running from inequality to death. Instead, it is the deeper forces
of power, politics, and social change that are causing both the epidemic
and the extreme inequality. Inequality and death are joint consequences
of the forces that are destroying the white working class.

We resist the notion that income inequality is like pollution in the air,
or deadly radiation, so that living in a more unequal society is something
that sickens everyone, rich and poor alike. For one thing, the huge ex-
pansion of income inequality in the US came after 1970, precisely during
the period when mortality was falling rapidly and life expectancy rising
rapidly (see figure 1.1). Beyond that, although some states in America
are much less equal than others, the epidemic of deaths of despairis no
worse in less equal states. New Hampshire and Utah, two states with the
lowest levels of income inequality, have been much harder hit than New
York and California, two states with the highest.

The Great Recession began in 2008 with the collapse of Lehman
Brothers and quickly led to large-scale unemployment and distress, not
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only in the United States but also in other rich countries. The US
unemployment rate, which had been less than s percent in February 2008,
was nearly 10 percent by the end of 2009, and it did not regain the 5 percent
level until September 2016. The recovery is still incomplete in some
aspects, especially for the less educated. Throughout the period from
January 2010 to January 2019, the number of college graduates aged twenty-
five and over in employment increased in total by 13 million (about a
quarter). Employment for those without a degree rose by 2.7 million, but
by only 55 thousand for those with a high school degree or less. Job
growth for those with a college degree was barely affected by the Great
Recession.® The recovery—although it has seen some growth in wages
for the least skilled—has not provided them with jobs. From 2008 to
2016, when deaths of despair were rising rapidly and progress against
heart disease mortality was reversing, income and employment were
much lower for less educated Americans than they would (or should)
have been had the bubble not burst.

The policy response to the financial crisis in the US was less than it
should have been, but it was relatively successful compared with Europe.
Different countries in Europe experienced the recession in different ways;
some remained untouched while others, either because of their own
choices or because they had no choice given their debt position and their
membership in the euro area, experienced more or less severe austerity,
with cuts in state spending and benefits. The cross-country variation in
Europe gives us a laboratory in which we can compare health outcomes
with different degrees of economic distress.

As the title of the chapter suggests, we do not believe that poverty or
the Great Recession is central to our story of a rapid increase in deaths
of despair. We do not deny the depth of poverty, nor the misery and ill
health that comes with it, and we acknowledge and deplore the disgrace-
ful living conditions and low life expectancy in parts of America. That
these are worse than in Europe is a direct testament to the inadequacies
of the American safety net and its healthcare system. But it is not pos-
sible to explain deaths of despair in terms of America’s exceptional pov-
erty or the Great Recession.
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We pick up the story of what did happen in chapter 11, but the detour
we take here is important because when people are asked what might be
causing deaths of despair, the common response is poverty, or inequality,
or the financial crisis, or all three. All are important, but none is the main
cause of deaths of despair. Yet the contrary view is so widespread that we
need to explain why it is wrong while, at the same time, fitting poverty,
inequality, and the crisis into our story.

Poverty

We know a lot about the people who have died from the information on
their death certificates, including, as we have seen, their educational at-
tainment. But there is a great deal more that we 