AGENDA
PUBLIC HEALTH ADVISORY BOARD
September 20, 2018
Portland State Office Building
800 NE Oregon St., conference room 1B
Portland, OR 97232
Join by webinar: https://register.gotowebinar.com/rt/4888122320415752707
Conference line: (877) 873-8017
Access code: 767068
Meeting objectives:
•
•
•
•

Receive updates on use of investment to modernize the public health system in Oregon
Learn about examples of modernization taking place in the Public Health Division
Receive updates and review evaluation findings related to investment to modernize the public health
system in Oregon
Review and determine next steps on the PHAB’s health equity policy and procedure

2:00-2:15 pm

Welcome and updates
• Approve July 19 meeting minutes
• Updates

2:15-3:00 pm

Public health modernization implementation
• Discuss progress towards implementing regional
public health modernization initiatives

3:00-3:15 pm

Public health modernization investment in statewide
immunization infrastructure
• Discuss how 2017-19 public health modernization
investment is being used to support improvements in
immunization rates

3:15-3:30 pm

Break

3:30-3:50

Sustainable Relationships for Community Health
• Discuss how OHA’s SRCH grants use foundational
capabilities for the foundational program of
prevention and health promotion.

3:50-4:20 pm

Public health modernization evaluation
• Discuss findings from initial evaluation of the 201719 public health modernization investment
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Rebecca Tiel,
PHAB Chair

Tricia Mortell, Dawn
Emerick; Pam
Hutchinson, Katrina
Rothenberger, Carla
Munns

Aaron Dunn,
Oregon Health Authority

Patricia Selinger, Shira
Pope, Oregon Health
Authority
Steven Fiala,
Program Design and
Evaluation Services

4:20-4:50 pm

Health equity policy and procedure
• Review PHAB health equity policy and procedure
• Discuss any updates needed to the policy and
procedure to support implementation

4:50-5:00 pm

Public comment

Rebecca Tiel,
PHAB Chair

5:00 pm

Adjourn

Rebecca Tiel,
PHAB Chair
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Public Health Advisory Board (PHAB)
July 19, 2018
Draft Meeting Minutes
Attendance:
Board members present: Carrie Brogoitti, Bob Dannenhoffer, Muriel M DeLaVergne-Brown,
Katrina Hedberg, Kelle Adamek-Little, Jeff Luck, Eva Rippeteau, Akiko Saito, Lillian Shirley, Teri
Thalhofer, Tricia Mortell, Jen Vines
Oregon Health Authority (OHA) staff: Kati Moseley, Julia Hakes, Sara Beaudrault
Members of the public: Caitlin Hill (Coalition of Local Health Officials) Morgan Cowling (Coalition
of Local Health Officials)
Approval of Minutes
A quorum was present. The Board moved to approve the June 21 minutes. All in favor.
Welcome and updates
-Carrie Brogoitti, PHAB Co-Chair
Carrie welcomed PHAB members to the July meeting and reviewed the agenda.
Cleaner Air Oregon—an example for public health modernization
-Gabriela Goldfarb, Oregon Health Authority
Gabriela Goldfarb, Environmental Public Health Section Manager, gave a presentation on
Environmental Public Health Modernization: The Cleaner Air Oregon Example.
Bob asked about the public information campaign for Cleaner Air Oregon. Gabriela explained
that DEQ has budgeted an entire FTE for public engagement on this work.
Gabriela noted the loss of trust from the public after the moss events. Gabriela shared that
process to establish rules has helped regain the public’s trust and engage all stakeholders.
Jen asked who ultimately can decide what an action level is. Gabriela shared that PHD and DEQ
have a watchlist and chemicals can be added every three years based on new science.
The PHAB discussed the role of public health in environmental data collection. Gabriela clarified
that the messaging PHD gives to the public is DEQ is the main collector of data and PHD’s
partnership with DEQ is essential in regulation.

Public Health Advisory Board
Meeting Minutes – June 21, 2018
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Eva asked what mechanisms exist for members of the public to give input in a meaningful way.
Gabriela shared that this is part of DEQ’s regulatory program that had diminished capacity over
the past fifteen years. DEQ is currently increasing capacity in this program.
State Health Assessment and 2020-2024 State Health Improvement Plan development
-Katrina Hedberg, Oregon Health Authority
Katrina gave a presentation on the State Health Assessment and 2020-2024 State Health
Improvement Plan development.
Carrie asked if Katrina has a definition for marginalized communities. Kati said that the
definition is communities in Oregon that are disproportionately impacted by health disparities,
including but not limited to: people of color, people with low income, people with disabilities,
or people who identify as LGBTQ.
Muriel asked how CCO CHA and CHIPs coordinated across the state. Lillian shared that the PHD
Policy and Partnerships team has done a crosswalk of initiatives.
Kati led the PHAB in “dot-mocracy” where PHAB members were invited to dot vote to provide
input on their top three choices for criteria that the PartnerSHIP (the community members who
act as the steering committee for the State Health Improvement Plan) will use when
determining the priorities in the State Health Improvement Plan.
Oregon’s State Health Improvement Plan progress: suicide prevention priority
-Laura Chisholm, Oregon Health Authority
Laura Chisholm, Injury Prevention Manager for the Injury and Violence Prevention Section of
the Public Health Division, gave a presentation on Oregon’s State Health Improvement Plan
progress: suicide prevention priority.
Bob asked how many counties are currently funded to do suicide prevention work. Laura
shared that five counties are currently funded and general funds support a coordinator at PHD.
Muriel shared that Crook County has the hospital fund training for suicide prevention as a
creative way to pay for training opportunities for local public health professionals.
Eva asked how the educational resources under discussion is disseminated. Laura said currently
through gun shops. PHAB members requested to receive materials so they could also
disseminate. Muriel shared that she believes county commissioners would be very open to the
campaign.
Public Comment Period
Public Health Advisory Board
Meeting Minutes – June 21, 2018

-2-

4

No public testimony was provided.
Closing
The meeting was adjourned.
The next Public Health Advisory Board meeting will be held on:
September 20, 2018
2-5 PM
Portland State Office Building
800 NE Oregon St Room 1B
Portland, OR 97232
If you would like these minutes in an alternate format or for copies of handouts referenced in
these minutes please contact Julia Hakes at (971) 673-2296 or Julia.a.hakes@state.or.us. For
more information and meeting recordings please visit the website: healthoregon.org/phab

Public Health Advisory Board
Meeting Minutes – June 21, 2018
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OHA Health Measurement Committee Summit
September 7, 2018
Background: Oregon currently has multiple committees charged with selecting, developing or
using health and/or health care measures, most of them chartered through the Oregon Health
Authority. These committees have developed largely independent of each other over time and
health system transformation needs a coordinated response.
This summit will:
1. Bring together committee leadership to meet and share work from their respective
committees.
2. Provide an opportunity to hear top state health priorities and how individual committee
work aligns with these priorities.
3. Identify how all committees may collectively work together towards a shared vision and
a coordinated approach to selecting, developing, or using health and/or health care
measures.
By the end of the day we will have:
1. Understanding of the mission, work and goals of OHA health system, health care or
health-related committees.
2. Understanding of top health priorities and how they were determined
3. Agreement on shared priorities and vision for a healthier Oregon
As time allows: Three to five health or health care domains that will serve as proxies for
measuring a healthier Oregon, which committees could use as a framework for identifying
accountability metrics.
In Scope:
‒ Discussion of a shared vision for a healthier Oregon across groups that choose or develop
state level health measures, both within and outside OHA.
‒ Discussion of the current structure and process for this work as well as recommendations
for change if needed.
Out of Scope: Developing, choosing, or prioritizing individual metrics.
About the summit
The day will use multiple interactive formats and in person engagement is essential. There will
not be a call-in option for this meeting. Lunch, morning and afternoon snacks and coffee and
tea will be available. It will be a public meeting.

OHA Health Measurement Committee Summit
Overview & Agenda, page 1
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Agenda
9:00am – 11:45pm
•
•

•

Welcome and introductions
Panel Presentations: Hear the top state health priorities from selected groups.
o Public Health – Present on the top public health priorities as determined by data on
leading causes of death, prevalent health conditions, and/or priorities as articulated in
the State Health Improvement Plan. (Tom Jeanne)
o Office of Equity and Inclusion– Present on the leading health disparities in Oregon
and/or top health equity issues in Oregon based on available data. (Leann Johnson)
o Health Policy – Present on the goals and priorities for CCO 2.0. (Jeremy Vandehey)
o Health Policy and Analytics – Present on value-based payments: The benefits of VBP
and the connection to metrics. (Chris DeMars)
Committee Roles and Responsibility Roundtable: Share the work of each committee and
have a better understanding of how they are linked to one another.

Lunch Provided
12:30pm – 3:00pm
•

•
•

Working together towards a shared vision (small group activity): Identify how individual
committee work aligns with the presented priorities and how these committees may work
together towards a shared vision.
Committee structure and coordination: Moderated discussion and listening session on
continuing and coordinating the work of the summit.
Wrap Up and closing

OHA Health Measurement Committee Summit
Overview & Agenda, page 2
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PARTICIPANT ROSTER
(not complete nor confirmed list)

Name
Austin Phillips
Jackie Fabrick
Summer Boslaugh
Carly Hood
Michael Anderson-Nathe
Kweku Wilson
Leann Johnson
Maria Castro
Marjorie McGee
Shelley Das
Ariel Smits
Cat Livingston
Darren Coffman
Kristen Dillon
Shaun Parkman
Kristin Tehrani
Marc Overbeck
Doug Koekkoek
Maggie Bennington-Davis
Helen Bellanca
Will Brake
Sara Kleinschmit
Jeremy Vandehey
Jon Collins
Lisa Bui
Valerie Stewart
Zachary Goldman
Bruce Austin
Sarah Wetherson
Chiqui Flowers
Katie Button
Felisah Hagins

Committee Affiliation
Behavioral Health Collaborative
Behavioral Health Collaborative
Behavioral Health Collaborative
Health Equity Committee
Health Equity Committee
Health Equity Committee
Health Equity Committee
Health Equity Committee
Health Equity Committee
Health Equity Committee
Health Evidence Review Commission
Health Evidence Review Commission
Health Evidence Review Commission
Health Plan Quality Metrics Committee
Health Plan Quality Metrics Committee
Health Plan Quality Metrics Committee
Healthcare Workforce Committee
Hospital Performance Program
Hospital Performance Program
Metrics & Scoring Committee
Metrics & Scoring Committee
Metrics & Scoring Committee
OHA Health Policy and Analytics
OHA Health Policy and Analytics
OHA Health Policy and Analytics
OHA Health Policy and Analytics
OHA Health Policy and Analytics
Oral Health
Oral Health
Oregon Health Insurance Marketplace
Oregon Health Insurance Marketplace
Oregon Health Policy Board
OHA Health Measurement Committee Summit
Overview & Agenda, page 3
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Role
OHA Staff
OHA Staff
OHA Staff
Committee Chair
Committee Chair
OHA Staff
OHA Staff
OHA Staff
OHA Staff
OHA Staff
OHA Staff
OHA Staff
OHA Staff
Committee Chair
Committee Chair
OHA Staff
OHA Staff
Committee Chair
Committee Chair
Committee Chair
Committee Chair
OHA Staff
OHA Staff
OHA Staff
OHA Staff
OHA Staff
OHA Staff
OHA Staff
OHA Staff

Committee Member

Name
Lori Kelley
Amy Harris
Evan Saulino
Rebecca Tiel
Jeff Luck
Katrina Hedberg
Sara Beaudrault

Committee Affiliation
Oregon Health Policy Board
Primary Care Payment Reform Collaborative
Primary Care Payment Reform Collaborative
Public Health Advisory Board
Public Health Advisory Board
Public Health Advisory Board
Public Health Advisory Board

OHA Health Measurement Committee Summit
Overview & Agenda, page 4
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Role
OHA Staff
OHA Staff
OHA Staff
Committee Chair
Committee Member
OHA Staff
OHA Staff

Committee Summary
OHA Health Measurement Committee Summit
September 7, 2018
Behavioral Health Collaborative
What is the function, role or
purpose of your committee?

If your committee is chartered
by legislation, what is the
summary and intent of the
legislation?
Please list any other guidance
driving your committee
What are the deliverables of
your committee?
If your committee selects
measures, does it use a
predetermined measure
selection criterion?
Website

To create a coordinated, seamless health care system that
treats each individual as a whole person, to integrate
behavioral health with the physical and oral health systems
in the coordinated care model, and to make sure that every
Oregonian has access to the services they need.
Not chartered by legislation

Governor Brown has stated that Oregon needs to prioritize
behavioral health.
Set of recommendations to OHA to chart a new course for
behavioral health in Oregon
Selection criteria modeled after those set by HPQMC

https://www.oregon.gov/oha/HSD/BHP/Pages/BehavioralHealth-Collaborative.aspx

Page 1 of 8
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Health Equity Committee
What is the function, role or
purpose of your committee?

If your committee is chartered
by legislation, what is the
summary and intent of the
legislation?

The purpose of the committee is to coordinate and develop
policy that proactively promotes the elimination of health
disparities and the achievement of health equity for all
people in Oregon.
Established by the Oregon Health Policy Board. Not
chartered by legislation

Please list any other guidance
driving your committee

The Health Equity Committee is charged, in collaboration
with other OHPB committees, with reporting and making
recommendations regarding OHPB committee health
equity policy development and goal setting.

What are the deliverables of
your committee?

1. Provide analysis, guidance and recommendations to
OHPB on policy, including key legislation, using an
equity lens.
2. Provide assessment and actionable recommendations.
Analyze data and information and assess OHA’s
progress toward achieving defined health equity goals,
including steps to becoming a more culturally
responsive organization.
3. Collaboratively work with other OHPB committees and
make recommendations to OHPB.
The HEC is not tasked with measure selections at this point.

If your committee selects
measures, does it use a
predetermined measure
selection criterion?
Website

https://www.oregon.gov/oha/OEI/Pages/Health-EquityCommittee.aspx

Page 2 of 8
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Health Evidence Review Commission
What is the function, role or
purpose of your committee?
If your committee is chartered
by legislation, what is the
summary and intent of the
legislation?
Please list any other guidance
driving your committee
What are the deliverables of
your committee?

Reviews clinical evidence in order to guide the Oregon
Health Authority in making benefit-related decisions for its
health plans.
House Bill 2100 (2011): Establishes a 13-member,
Governor appointed, Senate confirmed, voluntary
commission that builds upon two decades of work that has
framed the Oregon Health Plan since the early 1990’s.

•

•

•
•

•

If your committee selects
measures, does it use a
predetermined measure
selection criterion?
Website

Develop and maintain a list of health services ranked by
priority, from the most important to the least
important, representing the comparative benefits of
each service to the population to be served. The
resulting prioritized list is used by the Legislature to
allocate funding for Medicaid and SCHIP, but the
Legislature cannot change the priorities set by the
independent Commission.
Develop or identify and shall disseminate evidencebased health care guidelines for use by providers,
consumers and purchasers of health care in Oregon
Conduct comparative effectiveness research of health
technologies
Develop a one-time guideline on extended stay centers
operated in conjunction with ambulatory surgery
centers
Provide a biennial report on recommended changes to
a statutory list of women’s reproductive health services
that should be provided without cost-sharing.

https://www.oregon.gov/oha/HPA/CSIHERC/Pages/About.aspx

Page 3 of 8
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Health Plan Quality Metrics Committee
What is the function, role or
purpose of your committee?

If your committee is
chartered by legislation,
what is the summary and
intent of the legislation?
Please list any other
guidance driving your
committee

What are the deliverables of
your committee?

If your committee selects
measures, does it use a
predetermined measure
selection criterion?
Website

The Committee is the single body to align health outcome and
quality measures used by the Oregon Educators Benefit Board
(OEBB), the Public Employees’ Benefit Board (PEBB), the
Oregon Health Authority (OHA) and the Department of
Consumer and Business Services (DCBS to ensure that
measures and requirements are coordinated, evidence-based
and focused on a long term statewide vision.
The committee was established by Senate Bill 440 (2015),
Section 2 (4) as a body that reports to the OHPB.

HPQMC shall prioritize measures that:
• Utilize existing state and national health outcome and
quality measures,
• Given the context in which each measure is applied, are
not prone to random variations based on the size of the
denominator;
• Utilize existing data systems, to the extent practicable, for
reporting the measures to minimize redundant reporting
and undue burden on the state, health benefit plans, and
health care providers;
• Can be meaningfully adopted for a minimum of three
years;
• Use a common format in the collection of the data and
facilitate the public reporting of the data; and
• Can be reported in a timely manner and without
significant delay so that the most current and actionable
data is available.
• Initial menu set of health quality and outcomes measures
for the specified users
• Regular evaluation and update of the menu set
• Take direction from the OHPB
• Submit two reports to the Legislative Assembly on the
activities of the Health Plan Quality Metrics Committee.
Yes.

https://www.oregon.gov/oha/HPA/ANALYTICS/Pages/QualityMetrics-Committee.aspx
Page 4 of 8
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Healthcare Workforce Committee
What is the function, role or
purpose of your committee?

If your committee is chartered
by legislation, what is the
summary and intent of the
legislation?
Please list any other guidance
driving your committee
What are the deliverables of
your committee?

If your committee selects
measures, does it use a
predetermined measure
selection criterion?
Website

The Health Care Workforce Committee coordinates efforts
to recruit and educate health care professionals and retain
a quality workforce. This work is necessary if Oregon is to
meet the demand created by the expansion in health care
coverage, system transformation and an increasingly
diverse population, and realize the promise of the Triple
Aim.
The Health Care Workforce Committee was established in
2010 by House Bill 2009, Section 7 (3)(a) and reports
directly to the Oregon Health Policy Board.

The committee will be guided by the Triple Aim of
improving population health, improving the individual’s
experience of care and reducing per capita costs.
The Health Care Workforce Committee will submit
recommendations and action plans to the Oregon Health
Policy Board designed to help train, recruit and retain a
changing health care work force scaled to meet the needs
of new systems of care. Ongoing deliverables:
• Guidance on deployment of resources through Provider
Incentive Fund
• Report on the types and diversity of providers desired
• Recommendations on strategies to develop essential
competencies within the health care disciplines
• Report on promising strategies for increasing the
diversity of the health care workforce
• Biennial Projection of primary care provider demand in
Oregon
• Biennial Profile of Health Care Workforce Diversity

https://www.oregon.gov/oha/HPA/HPHCW/Pages/index.aspx
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Metrics and Scoring Committee
What is the function, role or The committee uses a public process to identify quality
purpose of your committee? measures and benchmarks, for the coordinated care
organization (CCO) incentive measure program. This includes
measures of outcome and quality for ambulatory care,
inpatient care, chemical dependency and mental health
treatment, oral health care and all other health services
provided by coordinated care organizations.
If your committee is
The Metrics and Scoring Committee was established in 2012
chartered by legislation,
by Senate Bill 1580, Section 21, for the purpose of
what is the summary and
recommending quality measures and benchmarks for the
intent of the legislation?
CCOs incentive measure program. The Committee’s role in
selecting the incentive measures and benchmarks is also
called out in Oregon’s Medicaid Demonstration agreement
with the Centers for Medicare and Medicaid Services.
Please list any other
Measures must be consistent with existing state and national
guidance driving your
quality measures. The measures selected must also be
committee
consistent with the program intent and goals as outlined in
Oregon’s Medicaid Demonstration agreement with CMS.
In addition, the Committee has identified measure selection
criteria and retirement criteria.
What are the deliverables of The committee must adopt outcome and quality measures
your committee?
annually and adjust the measures to reflect:
• The amount of the global budget for a coordinated care
organization;
• Change in the membership of the organization;
• The organization’s costs for implementing outcome and
quality measures;
• The community health assessment and the costs of the
community health assessment.
If your committee selects
Yes.
measures, does it use a
predetermined measure
selection criterion?
Website
https://www.oregon.gov/oha/HPA/ANALYTICS/Pages/MetricsScoring-Committee.aspx

Page 6 of 8
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Primary Care Payment Reform Collaborative
What is the function, role or
purpose of your committee?

If your committee is chartered
by legislation, what is the
summary and intent of the
legislation?

Please list any other guidance
driving your committee
What are the deliverables of
your committee?
If your committee selects
measures, does it use a
predetermined measure
selection criterion?
Website

The purpose of the Collaborative is to develop and share
best practices in technical assistance and methods of
reimbursement that direct greater health care resources
and investments toward supporting and facilitating health
care innovation and care improvement in primary care.
SB 231 (2015) and SB 934 (2017) directed the Collaborative
to advise and assist the OHA in developing a Primary Care
Transformation Initiative which will:
– Increase investment in primary care (without increasing
costs to consumers or increasing the total cost of
health care);
– Improve reimbursement methods, including by
investing in the social determinants of health; and
– Align primary care reimbursement by purchasers of
care.

The Collaborative is developing recommendations for the
Initiative strategies that will be shared with the Oregon
Health Policy Board and legislature in early 2019.

https://www.oregon.gov/oha/HPA/CSI-TC/Pages/SB231Primary-Care-Payment-Reform-Collaborative.aspx
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Public Health Advisory Board
What is the function, role or
purpose of your committee?

The purpose of the PHAB is to be the accountable body for
governmental public health in Oregon. The role of the PHAB
includes:
• Alignment of public health priorities with available
resources.
• Analysis and communication of what is at risk when
there is a failure to invest resources in public health.
• Oversight for Oregon Health Authority, Public Health
Division strategic initiatives, including the State Health
Assessment and State Health Improvement Plan.
• Oversight for governmental public health strategic
initiatives, including the implementation of public health
modernization.
• Support for state and local public health accreditation.

If your committee is chartered
by legislation, what is the
summary and intent of the
legislation?
Please list any other guidance
driving your committee
What are the deliverables of
your committee?

The Public Health Advisory Board (PHAB) is established by
ORS 431.122 as a body that reports to the Oregon Health
Policy Board.

If your committee selects
measures, does it use a
predetermined measure
selection criterion?
Website

2018 deliverables
• Public health accountability metrics report
• Local public health funding formula
• Health equity policy and procedure
Yes.

https://www.oregon.gov/oha/PH/ABOUT/Pages/ophab.aspx
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Public Health Measures and Data Sets

Population health data are essential for achieving health improvements in Oregon. The
public health system uses data to monitor trends, inform decision-making, and track
progress toward population health goals. Collecting, analyzing, and using population
health data, and making data available to partners, is a foundational role for the Public
Health Division (PHD) in a modern public health system.
Public health measure sets
Each public health measure set reflects the improved health outcomes the public health
system is working to achieve. Some measure sets also include process measures that
monitor the work happening to achieve health outcome measures.

18

OHA 0197 (2/15)

All Population Data
The OHA Public Health Division collects, monitors and reports out on a vast amount of
population health data. These data are made available to local public health authorities
and other groups for planning and decision-making. The OHA Public Health Division
disaggregates data to the extent possible to understand where disparities exist.

State Health Assessment (SHA) & State Population Health Indicators (SPHIs)
The OHA Public Health Division completes a State Health Assessment every five years
that describes the health of the population, identifies areas for improvement, contributing
factors that impact health outcomes, and assets and resources that can be mobilized to
improve population health. The current SHA was published in 2018, and this SHA focuses
on issues of health equity and the social determinants of health. The 2018 SHA will inform
the priorities for the 2020-2024 SHIP.
The SHA includes both a narrative description of health, and also a set of approximately
75 State Population Health Indicators (SPHIs).
State Health Improvement Plan (SHIP)
The 2015-2019 State Health Improvement Plan addresses the leading causes of death,
disease, and injury in Oregon through cross-sector population, health equity and health
system interventions intended to improve the health of all people in Oregon. The SHIP is a
tool for public health agencies; CCOs; hospitals and health systems; insurers; businesses;
social service agencies and any other groups working to improve health. The SHIP is

19

2

monitored by 25 priority targets that are reported on annually. A complete list of the priority
targets is included on Page 4.
Public Health Accountability Metrics
Per Oregon law, Oregon’s public health system uses a set of accountability metrics to
track progress in achieving statewide public health goals. Oregon’s Public Health Advisory
Board (PHAB) established a set of accountability metrics to track progress towards the
modernization of Oregon’s local and state public health system. The first set of metrics
were established for the 2017-2019 biennium and will be updated every biennium
thereafter. Whenever possible, public health accountability metrics are reported by
race/ethnicity, and by county. A complete list of public health accountability metrics is
included on Page 5.
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3

Oregon’s State Health Improvement Plan priority targets for 2015-19
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4

Public Health Accountability Metrics for 2017-19
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CCO 2.0 Value-based Payment Policy Proposals
Oregon has a long history of health system transformation, including substantial efforts to move away from
traditional volume-based health care payments to payments based on value that support positive member
health outcomes and cost savings. A movement toward value-based payment (VBP) is supported nationally as it
is broadly accepted that the status quo fee-for-service payment model promotes a fragmented health system
unable to provide patient-centered, whole person care.
Recent support toward VBP in Oregon includes: Governor Brown’s letter to the Oregon Health Policy Board
requesting the amount of payments tied to performance increase over time; Oregon’s 1115 Medicaid waiver
requiring OHA to develop a plan describing how the state, coordinated care organizations (CCOs) and network
providers will achieve an established VBP target by June 30, 2022; and CCOs’ 2018 contracts requiring them to
engage in collaborative efforts with OHA to develop a VBP Roadmap.
The CCO VBP Roadmap aims to:
– Reward providers’ delivery of patient-centered, high-quality care
– Reward health plan and system performance
– Align payment reforms with other state and federal efforts
– Ensure consideration of health disparities and members with complex needs
– Support the triple aim: better care, better health and lower health care costs
Proposed CCO 2.0 VBP policies have been informed by:
– The Evaluation of Oregon’s 2012-2017 Medicaid Waiver
– CCO VBP Workgroup, convened three times beginning in February 2018
– VBP Provider Survey that targeted diverse providers in terms of geography and care delivery
– OHA staff participation in technical assistance (TA) provided by CMS’s Innovation Accelerator Program;
national experts provided tools such as an environmental scan of Medicaid VBP efforts across the country1
– CCO 2.0 surveys and public engagement meetings
Supporting VBP success
Widespread VBP adoption in Medicaid is a new and emerging approach by states to control cost and improve
quality of care for beneficiaries. VBP evidence is currently limited and mixed largely due to:
– The variability among payment models (difficult to report generalizable outcomes)
– Limited peer-reviewed research focuses on Medicare with very little rigorous analysis for VBP in Medicaid
Experience seems to suggest that several factors influence the success of a VBP model, including:
– Specific technical details of the VBP model design and its implementation
– The duration of time a provider has used the VBP arrangement
– The potential financial impact on the provider (i.e., potential for loss is a stronger motivator than
opportunity for gain)

1

Most states that have implemented VBP through their Medicaid managed care contracts have developed statewide standards or goals
with a focus on incrementally increasing the percentage of payments tied to VBP each contract year. This approach mirrors the federal
government’s own nationwide goal of having 30% of all Medicare fee-for-service payments attributed to APMs (categories 3 and 4) by
2016 and 50% by 2018. https://innovation.cms.gov/initiatives/Health-Care-Payment-Learning-and-Action-Network/

1

August 2018
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To foster successful adoption of VBP, OHA’s Transformation Center plans to develop and provide ongoing VBP
TA for CCOs and providers. In VBP models such as CMS’s Comprehensive Primary Care Plus VBP model, the
provision of TA appears to be a key element of success for VBP implementation.
Key stakeholder feedback
Proposed CCO 2.0 VBP polices and the planned
implementation approach broadly align with what OHA has
heard from many stakeholders. For instance, stakeholder
comments support:
– Providing flexibility to develop VPB models based on
local needs and resources
– Using the nationally recognized Health Care Payment
Learning and Action Network (LAN) framework to
further define and develop VBP categories
– Implementing a Patient-centered Primary Care Home
(PCPCH) VBP model
– Continuing the current Federally Qualified Health Center
(FQHC) VBP in Oregon
– Transparency around how VBPs will be measured

The Oregon Medical Association wrote
to OHA: Though Oregon has made
significant and necessary changes since
the CCOs were formed, transformation of
the health care delivery system needs to
continue through a focus on local
performance and a move towards valuebased purchasing. We need to ensure the
structure of health care in Oregon
facilitates and supports continued
innovation in care delivery, continually
reassessing next steps in transformation
once goals are met.”

Plans to mitigate common stakeholder concerns
Stakeholder concern: Align metrics reporting, when possible, both within Medicaid and across payers.
– OHA plans to support payer alignment of provider metrics to ease administrative burden. OHA will work
with national consultants and provide ongoing TA and stakeholder engagement for CCO alignment, and
will work through other avenues, such as the multi-payer Primary Care Payment Reform Collaborative, to
seek alignment across Medicaid and commercial payers.
Stakeholder concern: Value-based incentives should be meaningful enough to motivate providers to invest in
and adopt new approaches to care delivery, without subjecting providers to financial and clinical risk they
cannot manage.
– Financial incentives, by themselves, aren’t sufficient to change provider behavior and achieve personcentered care. OHA plans to use additional, complimentary levers (such as promoting specific VBP model
components that ensure provider flexibility) to transform the health care system.
Stakeholder concern: Changing the health care delivery system needs to include more than Medicaid to be
successful.
– OHA plans to extend the VBP Roadmap to other payers, including the Public Employees’ Benefit Board
(PEBB), the Oregon Educators Benefit Board (OEBB), and the multi-payer Primary Care Payment Reform
Collaborative.

Stakeholder concern: VBPs can cause unintended, negative consequences for priority populations.2

2

Priority populations defined here as: racial, ethnic and culturally-based communities, LGBTQ people, persons with
disabilities, people with limited English proficiency, and immigrants or refugees.

2

August 2018
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–

As part of the required VBP reporting to identify issues and best practices, OHA will conduct annual CCO
interviews that will include details on how VBP models address priority populations.

CCO VBP statewide targets
The statewide goal of CCO VBPs to providers will be 70% of the weighted average of all CCOs’ payments to their
providers in the form of a VBP by the end of the CCO 2.0 contract, 2024. This goal—which was informed by
preliminary CCO baseline VBP data, VBP targets in other states, and national VBP experts—is sufficiently high to
serve as a statewide goal, but not so high as to be unachievable.
All CCOs will need to demonstrate a minimum of 20% VBP in primary care in their RFA response. Preliminary
CCO VBP data indicates all CCOs currently have some form of VBP in primary care and approximately 50% of
CCOs’ payments to providers are in the form of a VBP.3 Each CCO will be responsible for meeting an annual VBP
growth target calculated with their baseline VBP data. This will ensure that all CCOs increase their use of VBPs.
VBP evidence: examples
– Maternity care: VBPs that incentivize appropriate and high-value maternity care have shown results.
Arkansas pays for maternity episodes and saw a reduction in C-sections and an increase in the length of
stay for the procedure, which could indicate a shift to more clinically appropriate use of C-sections.
Tennessee also uses an episode-based VBP for maternity care and, in the first year, saved over $4 million
while improving quality metrics.
–

Primary care: Primary care is one of the more common areas for VBPs. Oregon’s CCO 2.0 policy options
include a requirement for VBPs that support Oregon’s PCPCHs. Nationally, some primary care medical
home models (PCMH) result in reduced emergency department utilization and increased quality and
outcomes, while other PCMH models show no effect. A 2016 evaluation of Oregon’s PCPCH program
shows overall savings and improved quality as a result of the PCPCH model.

In addition, an external 2015 evaluation found that OHA had successfully supported CCO-level reforms that may
increase efficiency, including global budgets, a quality reporting system, and an incentive payment system for
quality measures—which, combined, act as a VBP between OHA and CCOs4.
Realizing the vision of a transformed health system will require significant multi-sector, system-wide
collaboration and individual commitments to take action to improve how we collectively pay for services. The
CCO VBP Roadmap is a key element toward ensuring partners are able to develop payment systems with the
flexibility to ensure care focuses on the whole person and supports the development of healthier and better
integrated communities.

3

Note that OHA’s statewide VBP goal will be based on CCO VBPs in at least LAN category 2C, or “performance-based
incentive payments,” which is similar to the CCO incentive metric program.
4
Irvin C, Bigby J, Byrd V, Barna M, Witmer S, Higgins M. Midpoint Evaluation of Oregon’s Medicaid Section 1115
Demonstration: Mid-2012 through Mid-2014. Mathematica Policy Research; 2015.
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Summary of Top Health Priorities (from presenters)
OHA Health Measurement Committee Summit
September 7, 2018
Public Health
These priorities are based on the leading causes of death in Oregon, areas where Oregon’s
national ranking is poor, or the trend is moving in the wrong direction, or areas that align
with the Centers for Disease Control and Prevention’s (CDC) Winnable Battles.
Seven priority areas for improving health and quality of life in Oregon over the next five
years:
•
•
•
•
•
•
•

Prevent and reduce tobacco use
Slow the increase of obesity
Improve oral health
Reduce harms associated with alcohol and substance use
Prevent deaths from suicide
Improve immunization rates
Protect the population from communicable diseases

Office of Equity and Inclusion
Leading health inequities and implications of racism and oppression in Oregon.
• Chronic and toxic stress resulting in increased chronic disease, mental illness, low
birth weight infants and other secondary factors leading to shorter life spans
• Increased Adverse Childhood Experiences (ACE’s)
• Less access to care
• Higher rates of diabetes, hypertension, and heart disease and asthma
• Telomere Health: Telomeres are the caps at the end of each strand of DNA that
protect our chromosomes, like the plastic tips at the end of shoelaces. When
telomeres get too short to do their job, our cells will begin to age and stop functioning
properly. Therefore, telomeres act as the aging clock in every cell.
Priority strategies for advancing health equity (from Opportunities for Oregon's Coordinated
Care Organizations to Advance Health Equity)
‒ Partner with diverse members and communities served
‒ Build and sustain a diverse workforce
‒ Integrate equity into health system transformation
‒ Be accountable for advancing health equity
‒ Compliance with REALD data collection standards
‒ Compliance with non-discrimination and ADA policies
‒ Address structural racism and oppression, including implicit bias
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CCO 2.0
The six goals of the Coordinated Care Model include:
1. Partnering with communities to support health and health equity
2. Providing equitable, patient-centered care
3. Measuring performance and efficiency
4. Paying for outcomes and value
5. Financial sustainability and strategic investment (sustainable rate of growth)
6. Transparency and accountability in price and quality
Governor Brown priorities for the next phase of health system transformation (CCO 2.0):
• Maintain sustainable cost growth
• Increase value-based payment and pay for performance
• Focus on the social determinants of health and equity
• Improve the behavioral health system

CCO 2.0 Value-based Payment
1. Align metrics reporting, when possible, both within Medicaid and across payers.
‒ OHA plans to support payer alignment of provider metrics to ease administrative
burden. OHA will work with national consultants and provide ongoing TA and
stakeholder engagement for CCO alignment, and will work through other avenues,
such as the multi-payer Primary Care Payment Reform Collaborative, to seek
alignment across Medicaid and commercial payers.
2. Value-based incentives should be meaningful enough to motivate providers to invest in
and adopt new approaches to care delivery, without subjecting providers to financial and
clinical risk they cannot manage.
‒ Financial incentives, by themselves, aren’t sufficient to change provider behavior and
achieve person-centered care. OHA plans to use additional, complimentary levers
(such as promoting specific VBP model components that ensure provider flexibility) to
transform the health care system.
3. Changing the health care delivery system needs to include more than Medicaid to be
successful.
‒ OHA plans to extend the VBP Roadmap to other payers, including the Public
Employees’ Benefit Board (PEBB), the Oregon Educators Benefit Board (OEBB), and
the multi-payer Primary Care Payment Reform Collaborative.

Page 2 of 2

27

FOR INFORMATION ONLY

Information for Local Public Health Authorities
August 23, 2018
Oregon Health Authority Public Health: Policy Option Packages and
Legislative Concepts for 2019
Universal Family Linkages and Home Visiting POP 401-($8.7m, $4m GF)
• The proposed Universal Family Linkages and Home Visiting policy package would bring together
statewide partners to design a preventive care system for families, and to deliver a universal,
short-term, postnatal nurse home-visiting program for all Medicaid covered/eligible infants.
• OHA proposes a phased-in approach over the next three biennia.
o The initial investment in 19-21 focuses on the Medicaid population with a vision for a
private-public partnership where commercial health plans support the delivery of this
intervention.
o Within the Medicaid population, 10,000 families are projected to receive service in 1921. 20,000 families in 21-23 and 32,200 in 23-25.
• The evidence-based Family Connects model complements rather than replaces more intensive
home visiting programs. Family Connects would offer an initial nurse contact with families in
their home, and allows the nurse to identify additional service needs and make referrals to
services that best match each family’s needs. This may include referral to a more intensive home
visiting program. It assures no duplication of services and improves data collection from the start.
• The Governor’s Children’s Cabinet has identified universal home visiting as one of its priority
strategies as it develops a multi-biennia early childhood initiative.
State Support for Public Health POP ($7.1)
• In the last two biennia, at the direction of the legislature, State Support for Public Health has
been funded largely by OMMP card program revenue. Currently this amounts to $7.1M per
biennia.
• OMMP has experienced a large decline in revenue due to the transfer of medical dispensaries to
the recreational market. The number of cardholders has also declined.
• OHA is forecasting a large shortfall for 19-21 and has built a policy option package to replace
OMMP revenue with GF to maintain current funding levels for SSPH.
• DAS and LFO are aware of this issue and anticipating the package.
Public Health Modernization POP 405/LC 390 ($48.5 m, $47.7m GF)
• This policy option package would build on the 17-19 legislative investment in a modern public
health system. This policy option package would sustain progress made on communicable
disease prevention and health equity and cultural responsiveness.
o It also assures that communities can plan and implement measures to mitigate wildfire
risk, enhance drought resilience, protect against chronic and acute diseases and more –
year-round and years in advance, not just during an acute event or season.
• The way people live, work, play and learn is changing. This is driven by new technology, as well
as a changing climate. Pathogens and illnesses are expanding into new areas as climate changes
and as people and goods move ever-more globally. Disease like Ebola and Zika have become
global health concerns, rather than concerns isolated to certain parts of the world.
1
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•

•

•
•

More and more, we see how events like wildfires and water toxins require communities to be
prepared for, respond to and communicate about these environmental threats. These threats
are increasing in frequency and intensity as we see with the lengthening of the wildfire season
each year. What used to be considered wildfire events have become, over time, wildfire season
– a predictable period during which communities are in emergency response mode.
The demands on Oregon’s public health system have increased as the rate of public health
investment, particularly in environmental health, has decreased or remained flat. Most local
public health authorities don’t have the capacity to proactively identify, plan for and respond to
these environmental health threats before they occur – yet this a foundational program for a
modern public health system.
This has strained the public health system's ability to respond to disease outbreaks and plan for
the changes needed to better manage emerging public health threats because of climate
change.
The legislative concept for Public Health Modernization would make technical changes to
statute to clarify state and local health authority roles and ease changes related to public health
modernization.

Reducing Tobacco Use and Improving Population Health by Raising the Price of Tobacco POP 406/LC
388 (latest estimate: $293.3 m revenue gain for state, $29.3 for tobacco prevention)
• Tobacco is the leading cause of preventable death and disease in Oregon. Through increases in
the price of tobacco, this policy package (POP) will reduce cigarette consumption among adults
and youth and would particularly reduce smoking among Oregon Health Plan members.
• Tobacco claims almost 8,000 lives per year and costs Oregonians over $2.5 billion in medical
spending, lost productivity, and early death.
• Price increases are the most effective policy tool to reduce tobacco use. Oregon’s most
significant price increase for cigarettes came in 1996, with a more modest increase in 2003.
• Oregon’s cigarette tax is one of the lowest in the country at $1.33 per pack.
• This policy package aims to increase the price of tobacco products by:
• Adding a $2 per pack tax on cigarettes.
• Implementing an excise tax on inhalant delivery systems.
• Defining little cigars as cigarettes to ensure they are not sold singly.
• Creating a minimum pack size for inexpensive cigars.
• Removing the tax cap on cigars.
• This policy would dedicate 10 percent of the price increase to tobacco and chronic disease
prevention, which will further accelerate reduction in tobacco use among adults, youth and
Oregon Health Plan members.
• The estimate sited is lower than what will appear in the ARB because ongoing work has
produced the more accurate numbers of $293 m in revenue gain.
Reduce Alcohol Consumption and Improve Population Health by Increasing Prices of Beer, Wine and
Cider-POP 407/LC 389 ($341 m for revenue gain to the state, $34 m to OHA for prevention)
• Alcohol use drives many of our most pressing health challenges. Excessive alcohol use fuels
domestic violence, child abuse and neglect, adverse childhood experiences (ACEs), risky sexual
behavior, stillbirths, miscarriages, fetal alcohol syndrome disorders and other birth defects, car
crashes, serious injuries, lower educational outcomes, heart disease, liver disease, cancer, drug
and alcohol addiction, and a host of other health and social problems.

2
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Excessive alcohol use also costs the Oregon economy over $3.5 billion per year, or roughly $2.08
per drink. This includes lost workplace productivity, health care expenses, criminal justice costs,
and motor vehicle crashes related to excessive alcohol use.
Price increases are the most effective policy tool to reduce excessive alcohol use. Research
shows that alcohol prices are inversely related to several outcomes such as alcohol-related
illness and death, motor vehicle crashes and fatalities, violence and sexually transmitted
diseases, other drug use, and crime. This means that as we reduce excessive alcohol use, we also
reduce the occurrence of these pressing health challenges.
This policy package (POP) aims to reduce harms associated with excessive alcohol use by
increasing the retail price of alcohol (beer, wine and cider) by 10 percent.
Increasing the retail price of alcohol by 10 percent would decrease excessive drinking by
approximately 5 percent.
To further address the harms associated with excessive alcohol use, this POP directs 10 percent
of any new revenues to the Oregon Health Authority (OHA) for alcohol and other drug
prevention.

Fee Structure Revision for Drinking Water-POP 418/LC 386 ($1.8 million)
• Smaller drinking water systems in Oregon are vulnerable, and there is insufficient state and
county capacity to support a water drinking system to monitor for emergent issues.
• Due to flat federal funding and rising personnel costs, program staffing and capacity has eroded
over the past several years jeopardizing the program’s ability to fully meet its mission and
statutory mandates.
• Impacts of declining resources include periodic compliance data processing backlogs, limited
capacity for technical assistance and emergency preparedness and an inability to adequately
regulate approximately 900 very small water systems that fall between the federal and State
lower thresholds.
• This legislative concept revises the fee authority of Drinking Water Services and increases fee
revenue to support adequate regulation of all public drinking water systems.
• Specifically, authority to charge an inspection (sanitary survey) fee would be replaced with an
annual regulatory fee based on the number of connections served by the water system,
ensuring more equitable regulation of drinking water systems.
• The Drinking Water program estimates a need for 5-6 positions to restore base capacity at the
state level.
• In addition, Local Public Health Authorities that perform surveys and respond to contamination
alerts would receive a 25% increase in funding to adequately support local cost of services.
($400,000 annually).
• With these changes, the Drinking Water program would build capacity to regulate all public
water systems equitably, ensure protection of public health and maintain the public’s trust in
the safety of public drinking water supplies.
Fee Change for Food, Pool and Lodging Programs-POP 419/LC 387 ($64k)
• These fees were last revised in 2003 and are not sufficient to cover the Oregon Health
Authority’s (OHA) costs to carry out the required regulatory work.
• Most inspections are performed by Local Public Health Authorities; however, OHA conducts
inspections when a county transfers public health authority to OHA.

3
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Fee changes would cover OHA’s costs of implementing regulatory programs directly or through
contractors, establish a new fee for processing variances from food sanitation rules, and modify
the fee structure for reviewing new pool/spa plans.

Expand Behavioral Health Services, including suicide intervention and prevention, in schools-POP 402
($13M)
• Provide funding to implement the adult suicide prevention plan ($1 m)
• Fund the Youth Suicide Prevention Plan by developing online resources for youth; supporting
Zero Suicide framework implementation and Lines for Life Youth Line; funding tribal mini-grants
and LGBTQ youth supports ($6 m)
• Expansion of school based mental health services. Providing funding for increased mental health
services will allow for early intervention of mental health issues that may lead to poorer health
and education outcomes. Adequate mental health services can lead to a reduction in suicides.
o Counties with no existing services ($2 million) to establish school based mental health
services through existing CMHP; provide technical assistance using existing mechanisms
o For counties with clear unmet need, even with existing SBMH services ($2 million),
funding mechanism to be determined, likely grant application offering to those with
demonstrated need as demonstrated by Oregon Healthy Teens, Office of Rural Health
and other data
o Address shortfall from 2017 SBHC Mental Health Expansion Capacity grant requests
($1.1 million) to assist SBHC sites with known unmet needs; fund through existing
mechanisms
o To develop SBMH services availability in pre-K and elementary school settings, targeting
trauma and developing resilience in students who’ve experienced ACEs at earlier ages
($1 million); fund through grant application process

Public Health Housekeeping-LC 391
•

Makes minor changes to statute to clarify and ease implementation of public health programs,
including but not limited to:
• Replaces local health department with local public health authority.
• Streamlines communicable disease reporting through the LPHA.
• Clarifies role of LPHA to ensure access to immunization and birth control.
• Clarifies the distinction in roles between the local health administrator and the local health
officer.
• Removes mandate for OHA to maintain a tobacco law enforcement program with OSP.
• Enables OHA to enter into contract with the federal government to enforce tobacco laws.
• Clarifies Health Licensing Office's role in regulating several boards; clarifies exemptions and
disclosures in HLO complaint response process; adds boards to HLO purview; clarifies
licensing dependence on credentialing for Art Therapists and Lactation Consultants.
• Enables OHA to contract for functions of the Oregon State Cancer Registry.
• Aligns smokeshop certification with Oregon’s tobacco sales age law.
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Mortality and Morbidity
in the 21st Century
ABSTRACT    Building on our earlier research (Case and Deaton 2015), we
find that mortality and morbidity among white non-Hispanic Americans in
midlife since the turn of the century continued to climb through 2015. Additional
increases in drug overdoses, suicides, and alcohol-related liver mortality—
particularly among those with a high school degree or less—are responsible for
an overall increase in all-cause mortality among whites. We find marked differences in mortality by race and education, with mortality among white nonHispanics (males and females) rising for those without a college degree, and
falling for those with a college degree. In contrast, mortality rates among blacks
and Hispanics have continued to fall, irrespective of educational attainment.
Mortality rates in comparably rich countries have continued their premillennial
fall at the rates that used to characterize the United States. Contemporaneous
levels of resources—particularly slowly growing, stagnant, and even declining incomes—cannot provide a comprehensive explanation for poor mortality
outcomes. We propose a preliminary but plausible story in which cumulative
disadvantage from one birth cohort to the next—in the labor market, in marriage and child outcomes, and in health—is triggered by progressively worsening labor market opportunities at the time of entry for whites with low levels of
education. This account, which fits much of the data, has the profoundly negative implication that policies—even ones that successfully improve earnings
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from the National Institute on Aging through the National Bureau of Economic Research
grant no. NIA R01AG053396. Anne Case is a member of the National Advisory Child
Health and Human Development Council of the National Institutes of Health. With the
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and jobs, or redistribute income—will take many years to reverse the increase
in mortality and morbidity, and that those in midlife now are likely to do worse
in old age than the current elderly. This is in contrast to accounts in which
resources affect health contemporaneously, so that those in midlife now can
expect to do better in old age as they receive Social Security and Medicare.
None of this, however, implies that there are no policy levers to be pulled. For
instance, reducing the overprescription of opioids should be an obvious target
for policymakers.

A

round the turn the century, after decades of improvement, all-cause
mortality rates among white non-Hispanic (WNH) men and women
in middle age stopped falling in the United States, and began to rise (Case
and Deaton 2015). Although midlife mortality continued to fall in other
rich countries, and in other racial and ethnic groups in the United States,
mortality rates for WNHs age 45–54 increased from 1998 through 2013.
Mortality declines from the two biggest killers in middle age—cancer and
heart disease—were offset by marked increases in drug overdoses, suicides, and alcohol-related liver mortality in this period. By 2014, rising
mortality in midlife, led by these “deaths of despair,” was large enough to
offset mortality gains for children and the elderly (Kochanek, Arias, and
Bastian 2016), leading to a decline in life expectancy at birth among WNHs
between 2013 and 2014 (Arias 2016), and a decline in overall life expectancy at birth in the United States between 2014 and 2015 (Xu and others
2016). Mortality increases for whites in midlife were paralleled by morbidity increases, including deteriorations in self-reported physical and mental
health, and rising reports of chronic pain.
Many explanations have been proposed for these increases in mortality
and morbidity. Here, we examine economic, cultural and social correlates
using current and historical data from the United States and Europe. This is
a daunting task, whose completion will take many years; this current paper
is necessarily exploratory, and is mostly concerned with the description
and interpretation of the relevant data. We begin, in section I, by updating
and expanding our original analysis of mortality and morbidity. Section II
discusses the most obvious explanation, in which mortality is linked to
resources, especially family incomes. Section III presents a preliminary
but plausible account of what is happening; according to this, deaths of
despair come from a long-standing process of cumulative disadvantage
for those with less than a college degree. The story is rooted in the labor
market, but involves many aspects of life, including marriage, child
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rearing, and religion. Although we do not see the supply of opioids as the
fundamental factor, the prescription of opioids for chronic pain added fuel
to the flames, making the epidemic much worse than it otherwise would
have been. If our overall account is correct, the epidemic will not be easily
or quickly reversed by policy; nor can those in midlife today be expected
to do as well after age 65 as the current elderly. This does not mean that
nothing can be done. Controlling opioids is an obvious priority, as is trying to counter the longer-term negative effects of a poor labor market
on marriage and child rearing, perhaps through a better safety net for
mothers with children that would make them less dependent on unstable
partnerships in an increasingly difficult labor market.
PRELIMINARIES First, a few words about methods. Our earlier paper (Case
and Deaton 2015) simply reported a set of facts—increases in mortality and
morbidity—that were both surprising and disturbing. The causes of death
underlying the mortality increases were documented, which identified the
immediate causes but did little to explore underlying factors. We are still far
from a smoking gun or a fully developed model, though we make a start in
section III. Instead, our method here is to explore and expand the facts in a
range of dimensions, by race and ethnicity, by education, by sex, by trends
over time, and by comparisons between the United States and other rich
countries. Descriptive work of this kind raises many new facts that often
suggest a differential diagnosis, that some particular explanation cannot
be universally correct because it works in one place but not another, either
across the United States or between the United States and other countries. At
the same time, our descriptions uncover new facts that need to be explained
and reconciled.
Two measures are commonly used to document current mortality in a
population: life expectancy and age-specific mortality. Although these measures are related, and are sometimes even confused—many reports on Case
and Deaton (2015) incorrectly claimed that we had shown that life expectancy had fallen—they are different, and the distinction between them is
important. Life expectancy at any given age is an index of mortality rates
beyond that age, and is perhaps the more commonly used measure.1 Life
expectancy at age a is a measure of the number of years a hypothetical
person could be expected to live beyond a if current age-specific mortality
rates continue into the future; it is a function of mortality rates alone, and
does not depend on the age structure of the population. Life expectancy,
1. For recent examples, see Chetty and others (2016), Currie and Schwandt (2016), and
Arias (2016).
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without qualification, refers to life expectancy at birth (age zero), and is
the number most often quoted; however, when mortality rates at different
ages move in different directions, life expectancy trends can also differ by
age. The calculation of life expectancy attaches to each possible age of
death the probability of surviving to that age and then dying, using today’s
survival rates. Because early mortality rates enter all future survival probabilities, life expectancy is more sensitive to changes in mortality rates the
earlier in life these occur; the often-used measure of life expectancy at birth
is much more sensitive to saving a child than saving someone in midlife or
old age, and changes in life expectancy can mask offsetting changes occurring in earlier or later life. In our context, where mortality rates are rising
in midlife but are falling among the elderly and among children, life expectancy at birth will respond only slowly—if at all. If middle-aged mortality is
regarded as an indicator of some pathology, whether economic or social—
the canary in the coal mine—or as an indicator of economic success or
failure (Sen 1998), life expectancy is likely to be a poor and insensitive
indicator. The focus of our analysis is therefore not life expectancy but agespecific mortality, with rates defined as the number of deaths in a population of a given age per 100,000 people at risk.
In Case and Deaton (2015) we reported annual mortality results for WNH
men and women (together) age 45–54 in the years between 1990 and 2013.
In this paper, we present a more complete picture of midlife mortality—by
sex and education group, over the full age range of midlife, using shorter age
windows, over time, by cause, and by small geographic areas. We use data
on mortality and morbidity from the United States and other countries that
belong to the Organization for Economic Cooperation and Development, as
well as data on economic and social outcomes, such as earnings, income,
labor force participation, and marital status.
We are much concerned with education, and work with three educational
groups: those with a high school degree or less, those with some college but
no bachelor’s degree, and those with a bachelor’s degree or more. Among
WNHs age 45–54, the share of each education group in the population has
seen little change since the early 1990s, with those with no more than a high
school degree making up approximately 40 percent; those with some college, 30 percent; and those with a bachelor’s degree or more, 30 percent.
We do not focus on those with less than a high school degree, a group that
has grown markedly smaller over time, and is likely to be increasingly negatively selected on health. Whether or how education causes better health
is a long-unsettled question on which we take no position, but we show
health outcomes by education because they suggest likely explanations.
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For the midlife group, the unchanging educational composition since the
mid-1990s rules out one explanation—that the less-educated group is doing
worse because of selection, as could be the case if we had worked with high
school dropouts. When we examine other age, ethnic, or racial groups, or
midlife WNHs in periods before the mid-1990s, the underlying educational
compositions are not constant, and selection into education must be considered as an explanation for the evidence. More generally, we note the obvious point that people with more or less education differ in many ways, so
there can be no inference from our results that less educated people would
have had the same health outcomes as more educated people if they had
somehow been “dosed” with more years of schooling.
Our data on mortality rates come from the U.S. Centers for Disease
Control and Prevention’s CDC WONDER website (https://wonder.cdc.
gov/wonder/help/ucd.html). Mortality by education requires special calculation, and full details of our sources and procedures are laid out in the
online appendix.2
Early commentary on our work focused on our lack of age adjustment
within the age group 45–54 (Gelman and Auerbach 2016). Indeed, the average age of WNHs age 45–54 increased by half a year between 1990 and 2015,
so that part of the mortality increase we documented is attributable to this
aging. Andrew Gelman and Jonathan Auerbach’s (2016) age-adjusted mortality rates for WNHs in the 45–54 age group show that the increase in allcause mortality is larger for women, a result we have confirmed on the data
to 2015 (36 per 100,000 increase for women, and 9 per 100,000 increase
for men between 1998 and 2015, single-year age-adjusted using 2010 as
the base year, with little variation in the increases when we use different base
years). In the current analysis, we work primarily with five-year age groups,
and we have checked that age adjustment makes essentially no difference
to our results with these groups; for example, for U.S. WNHs age 50–54,
average age increased by only 0.09 year (33 days) from 1990 to 2015.
Age adjustment can be avoided by working with mortality by individual
year of age, though the resulting volume of material can make presentation
problematic. In the online appendix, we present selected results by single
year of age, which can be compared with the results given in the main text.
We discuss the separate experiences of men and women in some detail
below; unless there is indication otherwise, the results apply to men and
women together.
2. The online appendixes for this and all other papers in this volume may be found at the
Brookings Papers web page, www.brookings.edu/bpea, under “Past BPEA Editions.”
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Figure 1. All-Cause Mortality by Race and Ethnicity for Age 50–54, 1999–2015
Deaths per 100,000
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Sources: CDC WONDER; National Vital Statistics System; authors’ calculations.

I. Mortality and Morbidity in the United States
and Other Rich Countries
We begin by dissecting changes in mortality and morbidity over space and
across age, sex, race, and education. This provides a set of facts to be
matched against potential explanations for the epidemic.

I.A. Documenting Mortality
Increasing midlife white mortality rates, particularly for whites with
no more than a high school degree, stand in contrast to mortality declines
observed for other ethnic and racial groups in the United States, and those
observed in other wealthy countries. Figure 1 shows mortality rates per
100,000 for men and women (combined) age 50–54 from 1999 to 2015.
We show separate mortality rates for black non-Hispanics (BNHs), for
Hispanics, and for all WNHs, as well as for the subset of WNHs with no
more than a high school degree. The top line shows rapid mortality decline
for blacks, while the bottom line shows that Hispanics continue to make
progress against mortality at a rate of improvement that, as we shall see,
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Table 1. All-Cause Mortality for White Non-Hispanics with High School or Less
and All Black Non-Hispanics by Five-Year Age Cohort, 1999 and 2015a
1999
Age
25–29
30–34
35–39
40–44
45–49
50–54
55–59
60–64

2015

White non-Hispanics,
high school or less

Blacks, all

White non-Hispanics,
high school or less

Blacks, all

145.7
176.8
228.8
332.2
491.2
722.0
1,087.6
1,558.4

169.8
212.0
301.4
457.4
681.6
945.4
1,422.8
1,998.3

266.2
335.5
362.8
471.4
620.1
927.4
1,328.3
1,784.6

154.6
185.5
233.6
307.2
446.6
703.1
1,078.9
1,571.1

Sources: National Vital Statistics System; authors’ calculations.
a. Mortality rates are expressed as deaths per 100,000 people at risk.

is similar to the rate of mortality decline in other rich countries. In contrast,
WNHs are losing ground. Male WNHs are doing less badly than female
WNHs, a distinction not shown here but examined in detail below, but
mortality rates for both were higher in 2015 than in 1998. Although we do
not have data on WNHs before 1989, we can track mortality rates for all
whites age 45–54 starting in 1900; during the 20th century, these mortality
rates declined from more than 1,400 per 100,000 to less than 400. After the
late 1930s, mortality fell year by year, with the exception of a pause around
1960 (which likely was attributable to the rapid increase in the prevalence
of smoking in the 1930s and 1940s), with rapid decline resuming in 1970,
when treatments for heart disease began to improve. In this historical context of almost continuous improvement, the rise in mortality in midlife is
an extraordinary and unanticipated event.
Mortality rates of BNHs age 50–54 have been and remain higher than
those of WNHs age 50–54 as a whole, but have fallen rapidly, by about
25 percent from 1999 to 2015; as a result of this, and of the rise in white
mortality, the black/white mortality gap in this (and other) age group(s) has
been closing (National Center for Health Statistics 2016; Fuchs 2016). In
this regard, the top two lines in figure 1 are of interest; the mortality rates
of WNHs with a high school degree or less, which were about 30 percent
lower than the mortality rates of blacks (irrespective of education) in 1999
(722 versus 945 per 100,000), by 2015 were 30 percent higher (927 versus
703 per 100,000). The same mortality crossover between BNHs and the
least educated WNHs can be seen in table 1 for every five-year age group
from 25–29 to 60–64; we note that for age groups younger than 45, there
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has been a decline in the fraction of WNHs with only a high school degree,
so that selection may be playing some role for these younger groups.
Figure 1 presents the comparison of WNHs with a high school degree
or less with all BNHs—including those with some college or a college
degree, who carry a lower risk of mortality. Putting BNHs and WNHs with
a high school degree or less head-to-head, figure 2 shows that the black/
white mortality gap has closed for every five-year age cohort between
the 25–29 and 50–54 age groups—due both to mortality declines for
blacks, and mortality increases for whites. The racial gap in mortality
among the least educated has all but disappeared. Again, we note the
decline in the fraction of those with a high school degree or less in
younger age cohorts; the declines are similar (20 percentage points) for
WNHs and BNHs.
Figure 3 shows the comparison of the United States with selected other
rich countries (Australia, Canada, France, Germany, Sweden, and the
United Kingdom). This updates figure 1 in Case and Deaton (2015), using
the 45–54 age band, adding 2014 and 2015, and compares unadjusted
mortality in the left panel with single-year, age-adjusted mortality in the
right panel. The United States and the comparison countries have been
age adjusted within the age band, using 2010 as the base year and using
mortality data for single years of age from the raw data. Age adjustment
changes little, but somewhat smooths the rates of decline in the comparison countries. Using the age-adjusted rates, every comparison country had
an average rate of decline of 2 percent a year between 1990 and 2015.
Although WNHs saw that same decline until the late 1990s, it was followed
by intermittent and overall mortality increases through 2015. Age-adjusted
mortality rates of BNHs age 45–54 fell by 2.7 percent a year from 1999 to
2015, and those of Hispanics fell by 1.9 percent.
Online appendix figure 1 presents all-cause mortality by selected singleyear ages for age 30, 40, 45, 50, 55, and 60. From age 30 through 55,
U.S. WNH mortality was (at best) not falling, and for some ages increased,
while rates in other rich countries fell at all ages.
Figure 4 presents mortality rate trends for midlife five-year age groups
from 2000 to 2014 for U.S. WNHs, BNHs, and Hispanics, and average
trends for the six comparison countries used above.3 WNHs age 30–34 had
mortality rate increases of almost 2 percent a year on average during this
3. Five of the six comparison countries reported deaths through 2013, and three of the six
reported deaths through 2014. Trends for the comparison countries are estimated as the coefficient on the time trends from age-group-specific regressions of log mortality on a time trend
and on a set of country indicators.
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Figure 2. All-Cause Mortality for Black Non-Hispanics and White Non-Hispanics
with a High School Degree or Less, 1993–2015
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Sources: National Vital Statistics System; authors’ calculations.
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Figure 3. All-Cause Mortality by Country for Age 45–54, 1990–2015
Age-adjusted mortality rate,
base year = 2010
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Sources: National Vital Statistics System; Human Mortality Database; WHO Mortality Database; authors’
calculations.

Figure 4. Mortality Trends by Five-Year Age Group, 2000–14
Percent
United States, WNHs
United States, BNHs
United States, Hispanics
Comparison countriesa
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Sources: CDC WONDER; Human Mortality Database; WHO Mortality Database; authors’ calculations.
a. The comparison countries are Australia, Canada, France, Germany, Sweden, and the United Kingdom.
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Table 2. Average Annual Percent Change in Mortality for Age 50–54 by Cause,
1999–2015
Country or racial
or ethnic group
U.S. white non-Hispanics
U.S. black non-Hispanics
U.S. Hispanics
United Kingdom
Ireland
Canada
Australia
France
Germany
Sweden
Switzerland
Denmark
Netherlands
Spain
Italy
Japan

All-cause

Drugs, alcohol,
or suicide

Heart
disease

Cancer

0.5
-2.3
-1.5
-2.1
-2.6
-1.1
-1.0
-1.3
-1.9
-2.1
-2.5
-1.8
-2.3
-2.1
-2.1
-2.2

5.4
0.1
1.0
1.0
3.0
2.5
2.5
-1.2
-2.3
0.8
-2.6
0.1
-0.0
-0.3
-2.2
-2.1

-1.0
-2.7
-2.5
-4.0
-5.1
-3.0
-2.8
-2.9
-3.5
-3.1
-4.0
-4.7
-5.5
-3.2
-4.7
-1.4

-1.1
-2.4
-1.5
-2.3
-2.3
-1.8
-1.8
-1.7
-2.1
-2.3
-2.3
-2.6
-1.4
-2.0
-2.0
-2.8

Sources: National Vital Statistics System; Human Mortality Database; WHO Mortality Database;
authors’ calculations.

15-year period. Changes in direction for mortality rates in young adulthood
or early middle age, taken alone, are less uncommon and less surprising;
death rates are low at these ages, and shocks can easily lead to a change of
direction (for example, HIV in the United States in the early 1990s). But the
fact that the United States has pulled away from the comparison countries
throughout middle age is cause for concern. Our main focus here is not on
whether progress on all-cause mortality has only flatlined or has actually
reversed course, although this was what attracted most public response to
Case and Deaton (2015). Rather, our main point is that other wealthy countries continued to make progress while the United States did not. As we have
seen, BNHs have higher mortality rates than whites, but their mortality has
fallen even more rapidly than rates in Europe, while Hispanics, who have
lower mortality rates than whites, have had declines in rates similar to the
average in the comparison countries in all age groups.
Table 2 presents all-cause mortality trends for the 50–54 age band
for U.S. WNHs, BNHs, and Hispanics, and a larger set of comparison
countries—now also including Ireland, Switzerland, Denmark, the Netherlands, Spain, Italy, and Japan. The numbers in the table are the coefficients
on time in (country- and cause-specific) regressions of the log of mortality
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Figure 5. Deaths of Despair by Country for Age 50–54, 1989–2014a
Deaths per 100,000
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Year
Sources: National Vital Statistics System; Human Mortality Database; WHO Mortality Database; authors’
calculations.
a. Deaths of despair refer to deaths by drugs, alcohol, or suicide.

for the cause in each column on a time trend, and the numbers can be interpreted as average annual rates of change. The mortality trend is positive
for U.S. WNHs, and negative for U.S. BNHs, U.S. Hispanics, and for
every other country. In this larger set of comparison countries, mortality
rates for men and women age 50–54 declined by 1.9 percent a year on
average between 1999 and 2014, while rates for U.S. WNHs increased by
0.5 percent a year.
That deaths of despair play a part in the mortality turnaround can be
seen in figure 5, which presents mortality rates from accidental or intentundetermined alcohol and drug poisoning, suicide, and alcoholic liver disease and cirrhosis for U.S. WNHs, and those in the comparison countries, all
age 50–54. U.S. whites had much lower mortality rates from drugs, alcohol,
and suicide than France, Germany, or Sweden in 1990, but while mortality
rates in the comparison countries converged to about 40 deaths per 100,000
after 2000, those among U.S. WNHs doubled, to 80. The average annual
rate of change from 1999 to 2015 of mortality rates from these deaths of
despair are presented in column 2 of table 2. For U.S. BNHs, mortality

43

409

ANNE CASE and ANGUS DEATON

Figure 6. Deaths of Despair for White Non-Hispanics Age 45–54, by Couma, 2000–14a
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Sources: National Vital Statistics System; authors’ calculations.
a. Deaths of despair refer to deaths by drugs, alcohol, or suicide. The units are deaths per 100,000. Coumas are
geographic units that are a blend of counties and Public Use Microdata Areas.

from these causes has been constant, at 50 deaths per 100,000 since 2000.
The trends in other English-speaking countries may provide something of
a warning flag; Australia, Canada, Ireland, and the United Kingdom stand
alone among the comparison countries in having substantial positive trends
in mortality from drugs, alcohol, and suicide during this period. However,
their increases are dwarfed by the increase among U.S. whites.
The epidemic has spread from the Southwest, where it was centered in
2000, first to Appalachia, Florida, and the West Coast by the mid-2000s,
and is now countrywide (figure 6). Rates have been consistently lower in
the large fringe metropolitan statistical areas (MSAs), but increases have
been seen at every level of residential urbanization in the United States
(online appendix figure 2); it is neither an urban nor a rural epidemic, but
rather both.
The units in figure 6 are small geographic areas that we refer to as
coumas, a blend of counties and Public Use Microdata Areas (PUMAs). For
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counties that are larger than PUMAs, the couma is the county and is made up
of PUMAs, while in parts of the country where counties are sparsely populated, one PUMA may contain many counties, and the PUMA becomes the
couma. (Details are provided in the online appendix.) We have constructed
close to 1,000 coumas, which cover the whole of the United States, with
each containing at least 100,000 people. The geography of mortality will be
explored in detail in future work; we note here that some coumas have relatively few deaths in the age group illustrated, so the coloring of the maps
has a stochastic component that can be misleading for sparsely populated
coumas that cover large geographic areas. That said, the spread from the
Southwest matches the story told by Sam Quinones (2015), who documents
the interplay between illegal drugs from Mexico and legal prescription
drugs throughout the United States. Most recently, with greater attempts to
control prescriptions for opioids, deaths from illegal drugs are becoming
relatively more important (Hedegaard, Warner, and Miniño 2017).
We now turn to birth cohorts, beginning with the cohort born in 1935;
this analysis is important for the story that we develop in section III below.
(Note that, over this much longer period, the fraction of each birth cohort
with a bachelor’s degree or more rose. Specifically, in the birth cohorts we
analyze in section III—those born between 1945 and 1980—the fraction of
whites with a bachelor’s degree remained constant, at 30 percent, between
1945 and 1965; increased from 30 to 40 percent for the cohorts born
between 1965 and 1970; and remained stable, at 40 percent, for cohorts
born between 1970 and 1980.) Figure 7 shows mortality rates for the birth
cohorts of WNHs with less than a bachelor’s degree at five-year intervals
for birth years from 1935 to 1980, from drug overdoses (top-right panel),
suicide (bottom left), alcohol-related liver deaths (bottom right), and all
three together (top left). After the 1945 cohort, mortality rises with age in
each birth cohort for all three causes of death; moreover, the rate at which
mortality rises with age is higher in every successive birth cohort. The rise
in mortality by birth cohort is not simply a level shift but also a steepening
of the age-mortality profiles, at least until the youngest cohorts. Repeating
the figure for all education levels pooled yields qualitatively similar results,
but with the upward movement and the steepening slightly muted (online
appendix figure 3); we shall return to the issue of selection into education
in section III below.
As noted in Ellen Meara and Jonathan Skinner’s (2015) commentary
on Case and Deaton (2015), increases in mortality from deaths of despair
would not have been large enough to change the direction of all-cause mortality for U.S. whites if this group had maintained its progress against other
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Figure 7. Deaths of Despair for White Non-Hispanics with Less Than a Bachelor’s
Degree, by Birth Cohort
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Figure 8. Heart Disease and Cancer Mortality by Country for Age 50–54, 1989–2014
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Sources: National Vital Statistics System; Human Mortality Database; WHO Mortality Database; authors’
calculations.

causes of death. For the two major causes of death in midlife—heart disease and cancer—the rate of mortality decline for age groups 45–49 and
50–54 fell from 2 percent a year on average between 1990 and 1999 to
1 percent a year between 2000 and 2014. The left panel of figure 8 presents
heart disease mortality rates for U.S. WNHs and the comparison countries
from 1989 to 2014. U.S. whites began the 1990s with mortality rates from
heart disease that were high relative to other wealthy countries and, though
rates continued to fall elsewhere, the rate of decline first slowed in the
United States, and then stopped entirely between 2009 and 2015. With
respect to cancer (right panel of figure 8), U.S. whites began the 1990s in
the middle of the pack; again, if in less dramatic fashion, progress for U.S.
whites slowed after 2000. The last two columns of table 2 show that, for
both heart disease and cancer, U.S. whites age 50–54 had less than half the
rate of decline observed for U.S. blacks and almost all the comparison
countries for the period 1999–2014.
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The slowdown in progress on cancer can be partially explained by smoking; the decline in lung cancer mortality slowed for male WNHs age 45–49
and 50–54 from 2000 to 2014, and the mortality rate increased for women
age 45–49 between 2000 and 2010. (See online appendix figure 4.) This puts
the progress made against lung cancer by U.S. whites toward the bottom of
the pack in comparison with U.S. blacks and with other wealthy countries.
Explaining the slowdown in progress in heart disease mortality is not
straightforward. Many commentators have long predicted that obesity would
eventually have this effect, and see little to explain (Flegal and others 2005;
Olshansky and others 2005; Lloyd-Jones 2016). But the time, sex, and race
patterns of obesity do not obviously match the patterns of heart disease.
Although obesity rates are rising more rapidly among blacks than among
whites in the United States, blacks made rapid progress against heart disease
in the period 1999–2015 (see table 2 and online appendix figure 5). Beyond
that, if the United States is a world leader in obesity, Britain is not far
behind—25 percent of its adult population is obese, compared with 28 percent of U.S. WNHs—but Britain shows a continued decline in mortality
from heart disease. Andrew Stokes and Samuel Preston (2017, p. 2) argue
persuasively that deaths attributable to diabetes are understated in the United
States, perhaps by a factor of four, so that the additional obesity-related
deaths from diabetes are not being measured but may be incorrectly being
attributed to heart disease. They note that when diabetes and cardiovascular
disease are both mentioned on a death certificate, “whether or not diabetes
is listed as the underlying cause is highly variable and to some extent arbitrary.” If this happens in other countries, it might also explain the slowing
of heart disease progress in other rich countries whose obesity rates are rising. Returning to the six comparison countries examined earlier (Australia,
Canada, France, Germany, Sweden, and the United Kingdom), we find that,
on average, the decline in heart disease slowed from 4.0 percent a year
(1990–99) to 3.2 percent (2000–14); see figure 8. The contribution of obesity and diabetes to the mortality increases documented here clearly merits
additional attention.
Mortality rate increases varied in different parts of the country in the
period 1999–2015. Of the nine census divisions, the hardest hit was East
South Central (Alabama, Kentucky, Mississippi, and Tennessee), which
saw mortality rates rise 1.6 percent a year on average for WNHs age 50–54,
increasing from 552 to 720 deaths per 100,000 during this period. Mortality
rates fell in the Mid-Atlantic division, held steady in the New England and
the Pacific divisions, but grew substantially in all other divisions. A more
complete picture of the change in mortality rates can be seen in figure 9,
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Figure 9. All-Cause Mortality for White Non-Hispanics Age 45–54, by Couma,
2000 and 2014a
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Sources: National Vital Statistics System; authors’ calculations.
a. The units are deaths per 100,000. Coumas are geographic units that are a blend of counties and Public Use
Microdata Areas.

which maps mortality rates for WNHs, age 45–54, by the coumas introduced above. Figure 9 presents mortality rates by couma in 2000 and 2014.
With the exception of the I-95 corridor, and parts of the Upper Midwest, all
parts of the United States have seen mortality increases since the turn of the
century; 70 percent of coumas saw mortality rate increases between 2000
and 2011 (the last year when the PUMAs drawn for 2000 allow a decadelong alignment of coumas.) Mortality rates for WNHs age 45–54 trended
downward in only three states during the period 1999–2015: California,
New Jersey, and New York. Although the media often report the mortality
turnaround as a rural phenomenon, all-cause mortality of WNHs age 50–54
rose on average 1 percent a year in four of six residential classifications
between 1999 and 2015—medium MSAs, small MSAs, micropolitan areas,
and noncore (non-MSA) areas. Mortality rates were constant in large fringe
MSAs during this period, and fell weakly (0.3 percent a year, on average)
in the large central MSAs.
Mortality from deaths of despair and all-cause mortality are highly correlated; deaths of despair are a large and growing component of midlife
all-cause mortality. But it is important to remember that changes in allcause mortality are also driven by other causes, particularly heart disease
and cancer, and that progress on those varies from state to state. Take, for
example, mortality in two states that are often used to show the importance of health behaviors: Nevada and Utah. Two-thirds of Utahans
are Mormon, whose adherence requires abstinence from alcohol, coffee,
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Figure 10. Change in Mortality for White Non-Hispanics, by Level of Education,
1998–2015
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and tobacco. Two-thirds of Nevadans live in and around Las Vegas, also
known as “Sin City.” Ranking states by their all-cause mortality rate for
WNHs age 45–54, we find that Nevada ranked 9th highest among all states
in 2014; Utah ranked 31st. Heart disease mortality was twice as high in
Nevada in 2014 as it was in Utah (119 per 100,000 versus 59 per 100,000).
However, both Nevada and Utah were among the top 10 states ranked by
mortality from drugs, alcohol, and suicide that year. Nevada was 4th highest, with 117 deaths per 100,000, and Utah was 10th, with 99 deaths
per 100,000 WNHs age 45–54. The suicide rate doubled in Utah in this
population between 1999 and 2014, and the poisoning rate increased
150 percent. Different forces—social and economic, health behavior–
and health care–related—may drive changes in some causes of death, but
not others, and these forces themselves are likely to change with time.
As we saw in figure 1, changes in U.S. mortality rates for WNHs differ
starkly by level of education. Figure 10 shows this for men and women
separately. Changes in mortality rates between 1998 (the year with the

50

416

Brookings Papers on Economic Activity, Spring 2017

Figure 11. Deaths of Despair for White Non-Hispanics Age 50–54, by Level
of Education, 1998–2015a
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Sources: National Vital Statistics System; authors’ calculations.
a. Deaths of despair refer to deaths by drugs, alcohol, or suicide.

lowest mortality rate for those age 45–54) and 2015 are tracked by fiveyear age cohort, with men in the left panel, and women in the right. From
age 25–29 to age 55–59, men and women with less than a four-year college
degree saw mortality rates rise between 1998 and 2015, while those with a
bachelor’s degree or more saw mortality rates drop, with larger decreases
at higher ages. Overall, this resulted in mortality rate increases for each
five-year age group, taking all education groups together, marked by the
solid lines in figure 10. Although there are some differences between men
and women, the patterns of changes in mortality rates are broadly similar
in each education group.
The key story in figure 10 is the increase in mortality rates for both men
and women without a bachelor’s degree, particularly for those with no
more than a high school degree. For WNHs age 50–54, figure 11 compares
deaths of despair for men and women with a high school degree or less
(approximately 40 percent of this population during the period 1998–2015)
with those with a bachelor’s degree or more (32–35 percent). For men and
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women with less education, deaths of despair are rising in parallel, pushing mortality upward. However, the net effect on all-cause mortality
depends on what is happening to deaths from heart disease and cancer,
including lung cancer, and these other causes have different patterns for
men and women. We shall document these findings in more detail in
future work.
During this period, the disparity in mortality grew markedly between
those with and without a bachelor’s degree. The mortality rate for men
with less than a bachelor’s degree age 50–54, for example, increased from
762 to 867 per 100,000 between 1998 and 2015, while for men with a bachelor’s degree or more, mortality fell from 349 to 243. Those with less than
a bachelor’s degree saw progress stop in mortality from heart disease and
cancer, and saw increases in chronic lower respiratory disease and deaths
from drugs, alcohol, and suicide (online appendix figure 6). Moreover,
increasing differences between education groups are found for each
component of deaths of despair—drug overdoses, suicide, and alcoholrelated liver mortality—analyzed separately (online appendix figure 7).
Our findings on the widening educational gradient in figure 10 are consistent with and extend a long-unfolding body of literature—which was
recently reviewed, for example, by Robert Hummer and Elaine Hernandez
(2013). Evelyn Kitagawa and Philip Hauser (1973) first identified educational gradients in mortality in the United States; and later work, particularly that of Preston and Irma Elo (1995), found that the differences widened
for men between 1970 and 1980. Meara, Seth Richards, and David Cutler
(2008) show a further widening from 1981 to 2000, including an absolute decline in life expectancy at age 25 for low-educated women between
1990 and 2000. They show that there was essentially no gain in adult life
expectancy from 1981 to 2000 for whites with a high school degree or less,
and that educational disparities widened, for both men and women, and for
whites and blacks. A widely reported study by S. Jay Olshansky and others
(2012) found that the life expectancy of white men and women without a
high school degree decreased from 1990 to 2008. Given that the fraction
of the population without a high school degree declined rapidly during this
period—and if, as is almost certain, this fraction was increasingly negatively selected—the comparison involves two very different groups, one
that was much sicker than the other when they left school (Begier, Li, and
Maduro 2013). John Bound and others (2014) address the issue by looking
at changes in mortality at different percentiles of the educational distribution and find no change in the survival curves for women at the bottom
educational quartile between 1990 and 2010 and an improvement for men.
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Our own findings here are more negative than those in the literature.
Figure 10 shows that mortality rates for those with no more than a high
school degree increased from 1998 to 2015 for WNH men and women in
all five-year age groups from 25–29 to 60–64. We suspect that these results
differ from Meara, Richards, and Cutler (2008) because of the large differential increase in deaths from suicides, poisonings, and alcohol-related
liver disease after 1999 among whites with the lowest educational attainment (see figure 11).
Mortality differentials by education among whites in the United States
contrast with those in Europe. In a recent study, Johan Mackenbach and
others (2016) examine mortality data from 11 European countries (or
regions) over the period 1990–2010 and find that, in most cases, mortality
rates fell for all education groups, and fell by more among the least educated, so that the (absolute) differences in mortality rates by education have
diminished. (Disparities have increased in relative terms because the larger
decreases among the less well educated have been less than proportional to
their higher baseline mortality rates.)

I.B. Documenting Morbidity
Large and growing education differentials in midlife mortality are paralleled by reported measures of midlife health and mental health. Figure 12
presents levels and changes over time (1993–2015) in the percent of WNHs
at each age between 35 and 74 who report themselves to be in “excellent”
or “very good” health (on a 5-point scale that includes good, fair, or poor
as options). The fact that self-assessed health falls with age is a standard
(and expected) result, and can be seen in all three panels, each for an education group. In the period 1999–2002, there are marked differences between
the education groups in self-assessed health; 72 percent of 50-year-olds
with a bachelor’s degree or more report themselves in excellent or very
good health, and the same is true for 59 percent of those with some college education, and for only 49 percent of those with a high school degree
or less. Over the period 1999–2015, differences between education groups
became more pronounced, with fewer adults in lower education categories reporting excellent health at any given age. In the years 2012–15, at
age 50, the fraction of those with bachelor’s degrees reporting excellent
health had not changed, while that fraction fell 4 percentage points for
those with some college, and 7 percentage points for those with a high
school degree or less. (Beyond retirement age, which saw progress against
mortality in the early 2000s, self-assessed health registers improvement
as well.)
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Figure 12. White Non-Hispanics Reporting Excellent or Very Good Health, by Survey Year
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Since the mid-1990s (when questions on pain and mental health began
to be asked annually in the National Health Interview Survey), middleaged whites’ reports of chronic pain and mental distress have increased,
as have their reports of difficulties with activities of daily living (Case and
Deaton 2015). Figure 13 presents results for WNHs’ reports of sciatic pain,
for birth cohorts spaced by 10 years, separately for those with less than a
four-year college degree (left panel), and those with a bachelor’s degree
or more (right panel). Pain is a risk factor for suicide and, as the left panel
shows, for those with less than a college degree there has been a marked
increase between birth cohorts in reports of sciatic pain. As was the case
for mortality, the age profiles for pain steepen with each successive birth
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Figure 13. Reports of Sciatic Pain for White Non-Hispanics, by Birth Year
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cohort. For those with a bachelor’s degree, successive birth cohorts overlap
in their reports of pain at any given age, while for those with less education,
an ever-larger share report pain in successive cohorts. Similar results obtain
for other morbidities.

II. Mortality and Incomes
Much of the commentary has linked the deteriorating health of midlife
whites to what has happened to their earnings and incomes, and in particular
to stagnation in median wages and in median family incomes. Because there
has been real growth in per capita GDP and in mean per capita income, the
poor performance for middle-class incomes can be mechanically attributed
to the rising share of total income captured by the best-off Americans. This
suggests an account in which stagnant incomes and deteriorating health
become part of the narrative of rising income inequality; see a recent essay
by Joseph Stiglitz (2015) for one provocative statement. According to this
scenario, the rise in suicides, overdoses, and alcohol abuse would not have
occurred if economic growth had been more equally shared. Quite apart
from the question of whether, if the top had received less, the rest would
have received more, we shall see that the economic story can account for
part of the increases in mortality and morbidity, but only a part, and that
it leaves more unexplained than it explains. Our preliminary conclusion is
that, as in previous historical episodes, the changes in mortality and morbidity are only coincidentally correlated with changes in income.
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Figure 14. All-Cause Mortality and Median Household Income per Member
for White Non-Hispanics, 1990–2015
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II.A. Contemporaneous Evidence
For middle-aged whites, there is a strong correlation between median
real household income per person and mortality from 1980 and 2015; an
inverse U-shaped pattern of real income, rising throughout the 1980s and
1990s and falling thereafter, matches the U-shape of mortality, which fell
until 1998 and rose thereafter. After 1990, we can separate out Hispanics
and look at WNHs, for whom the recent mortality experience was worse
than for whites as a whole. The top panel of figure 14 shows, for households
headed by WNHs age 50–54, real median household income per member
from March supplements of the Current Population Survey (presented
as solid lines), and (unadjusted all-cause) mortality rates for men and
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Figure 15. Year Margins for All-Cause Mortality and Median Household Income
per Member for White Non-Hispanics Age 30–64, 1992–2015
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women age 50–54 together (dashed lines). Mortality and income match
closely. The bottom panel shows mortality for the age group 65–69, and
median real income per member in households headed by someone in this
age band. This older group has done well since 1990 in part because, for
those who qualify, initial Social Security payments are indexed to mean
wages and are subsequently tied to the Consumer Price Index; mean
wages have done better than median wages. Real incomes for those
age 65–69 increased by a third between 1990 and 2015, while incomes
for all middle-aged groups show an initial increase followed by subsequent
decline, though the timing and magnitudes are different across age groups.
Online appendix figure 8 shows that while the matching of mortality and
household income is strongest for the 50–54 age group, it also appears at
other ages, albeit less clearly. This looks like good evidence for the effects
of income on mortality, not at an annual frequency, which the graphs
clearly show is not the case, but because of the (approximate) matching of
the timing of the turnarounds across age groups.
When we disaggregate by educational attainment in figure 15, there is
less support for an income-based explanation for mortality. The left panel
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shows year margins for log median real income per member, for householders age 30–64, from regressions of log median real income per member on householder age effects and year effects, run separately by education
group. The general widening inequality in family incomes in the United
States does not show up here in any divergence between the median
incomes of those with different educational qualifications, and does not
match the divergence in mortality between education groups, as discussed
above and seen in the right panel. The negative correlation between mortality and income could be restored by removing the divergent trends from
mortality, yet there seems no principled reason to do so.
The matching of income and mortality fares poorly both for BNHs and
for Hispanics. Black household incomes rose and fell in line with white
household incomes for all age groups between 1990 and 2015; and indeed,
after 1999, blacks with a college education experienced even more severe
percentage declines in income than did whites in the same education group
(figure 16). Yet black mortality rates have fallen steadily, at between 2 and
3 percent a year, for all age groups 30–34 to 60–64; see figure 4 above. The
data on Hispanic household incomes are noisier; but, once again, there is
no clear difference between their patterns and those for whites. However,
their mortality rates have continued to decline at the previously established
rate, which is the “standard” European rate of 2 percent a year, as shown
in figure 4.
We do not (currently) have data on household median incomes for all the
comparison countries, but Eurostat’s statistics on income and living conditions
provide data from 1997 for France, Germany, Ireland, Italy, the Netherlands,
Spain, and the United Kingdom; and for Denmark from 2003, for Sweden
from 2004, and for Switzerland from 2007. The European patterns (for all
households, the data do not allow age disaggregation) are quite different
from those among U.S. households, and they fall into two classes, depending on the effects of the Great Recession. In Ireland, Italy, the Netherlands,
Spain, and the United Kingdom, median real family incomes rose until
the recession, and were either stagnant or declining thereafter. But in
Denmark, France, Germany, and Sweden, there was no slowdown in household incomes after 2007. As we have seen in figure 3 and table 2, there is no
sign of differences between these two groups in the rates of mortality decline,
nor of any slowing in mortality decline as income growth stopped or turned
negative. If incomes work in Europe as they do in the United States, and if the
income turnaround is responsible for the mortality turnaround in the United
States, we would expect to see at least a slowing in the mortality decline in
Europe, if only among the worst-affected countries, but there is none.
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Figure 16. Median Household Income per Member Age 45–54, by Race, 1980–2015
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II.B. Discussion
Taking all the evidence together, we find it hard to sustain the incomebased explanation. For WNHs, the story can be told, especially for those
age 50–54 and for the difference between this group and the elderly, but
we are left with no explanation for why blacks and Hispanics are doing so
well, nor for the divergence in mortality between college and high school
graduates, whose mortality rates are not just diverging but actually going
in opposite directions. Nor does the European experience provide support,
because the mortality trends show no signs of the Great Recession in spite
of its marked effects on household median incomes in some countries but
not in others.
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Figure 17. Median Household Income by Race and Ethnicity, 1967–2015
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It is possible that it is not the last 20 years that matter, but rather that the
long-run stagnation in wages and incomes has bred a sense of hopelessness. But figure 17 shows that, even if we go back to the late 1960s, the
ethnic and racial patterns of median family incomes are similar for whites,
blacks, and Hispanics, and so can provide no basis for their sharply different mortality outcomes after 1998. Even so, in the next section, we develop
an account that could implicate the long-term decline in earnings among
less educated whites.
There is a body of microeconomic literature on health determinants
that shows that those with higher incomes have lower mortality rates and
higher life expectancy; see National Academies of Sciences, Engineering,
and Medicine (2015) and Raj Chetty and others (2016) for a recent largescale study of the United States. Income is correlated with many other relevant outcomes, particularly education, which, like race and ethnicity, is not
available to Chetty and others (2016); even so, there are careful studies on
smaller panels, such as that by Elo and Preston (1996), who find separately
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protective effects of income and education, even when both are allowed
for together with controls for age, geography, and ethnicity. These studies
attempt to control for the obviously important reverse effect of health on
income by excluding those who are not in the labor force due to longterm physical or mental illness, or by not using income in the period(s)
before death. Even so, there are likely also effects that are not eliminated in
this way, for example, those that operate through insults in childhood that
impair both adult earnings and adult health. Nevertheless, it seems likely
that income is protective of health, at least to some extent, even if it is overstated in the literature that does not allow for other factors.
There is a somewhat more contested body of literature on income
and mortality at business cycle frequencies. Daniel Sullivan and Till von
Wachter (2009) use administrative data to document the mortality effects
of unemployment among high-seniority males; and Courtney Coile, Phillip
Levine, and Robin McKnight (2014) note the vulnerability to unemployment of older, preretirement workers, who are unlikely to find new jobs and
may be forced into early retirement, possibly without health insurance. The
mortality effects that Coile, Levine, and McKnight (2014) and Sullivan and
von Wachter (2009) document are not all instantaneous but are spread over
many years, and are, in any case, much smaller than the effects that would be
required to justify the results in figure 14 for those age 50–54. At the aggregate level, unemployment cannot explain the mortality turnarounds in the
post-2000 period; unemployment had recovered to its prerecession level by
the end of the period, and was falling rapidly as mortality rose. It is of course
possible that the aggregate is misleading, either because unemployment
excludes discouraged workers, or because unemployment has not recovered in the places where unemployment prompted mortality; for evidence
linking mortality to trade-induced unemployment, see the work of Justin
Pierce and Peter Schott (2016) and David Autor, David Dorn, and Gordon
Hanson (2017).
There is, however, evidence against the unemployment story from Spain
in research by Enrique Regidor and others (2016), who use individual-level
data for the complete population of Spain to study mortality in the years
2004–07 compared with 2008–11. In spite of the severity of the Great Recession in Spain, where unemployment rates rose from 8.2 percent in 2007 to
21.4 percent in 2011, mortality was lower in the later period. This was true
for most causes of death, including suicide, and for people of great or little
wealth, approximately measured by floor space or car ownership in 2001,
as well as for age groups 10–24, 25–49, and 50–74 taken separately.
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There is a venerable body of literature arguing that good times are bad
for health, at least in the aggregate. As early as the work of William Ogburn
and Dorothy Thomas (1922), it was noted that mortality in the United States
was procyclical, with the apparently paradoxical finding that mortality
rates are higher during booms than slumps. The result has been frequently
but not uniformly confirmed in different times and places; perhaps the bestknown study in economics is by Christopher Ruhm (2000), who uses time
series of states in the United States. More recently, Ruhm (2015) grapples
with the same data as ours, and questions whether it remains true that recessions are good for health. A frequent finding is that traffic fatalities are procyclical, as are the effects of pollution (Cutler, Huang, and Lleras-Muney
2016). In contrast, suicides are often found to be countercyclical. Ann
Stevens and others (2015) find that in the United States, many of the deaths
in “good” times are among elderly women, and implicate the lower staffing
levels in care facilities when labor is tight; procyclical deaths from influenza
and pneumonia show up in several studies, again suggesting the importance
of deaths among the elderly. To the extent that the positive macroeconomic
relationship between mortality and income is driven by mortality among
the elderly, it makes it easier to tell a story of income being protective
among middle-aged groups, such as those on which we focus here.
Our own interpretation is that there is likely some genuine individuallevel positive effect of income on health, but that it is swamped by other
macro factors in the aggregate. Of the results here, particularly those shown
in figure 14, we suspect that the matching relationships are largely coincidental, as has happened in other historical episodes.
The argument for coincidence is well illustrated by disaggregating the
top panel of figure 14 by cause of death. As shown in section I, when we
look at all-cause mortality, we need to think about deaths of despair (suicides, overdoses, and alcoholism) together with heart disease. Deaths of
despair have been rising at an accelerating rate since 1990; but, for a decade,
they were offset by other declining causes of mortality, including heart
disease. After 1999, the deaths of despair continued to rise, and they were
now much larger, while the decline in heart disease slowed and eventually
stopped, so that overall mortality started to go up. Both components are
smooth trends, one rising and accelerating, the other falling but decelerating. Neither one in isolation has any relation to what has been happening to
income; but together, they generate a turnaround that, by chance, coincides
with the inverse U in family incomes. Spurious common Us are almost as
easy to explain as spurious common trends.
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In the long history of the coevolution of health and income, such coincidences are not uncommon. The Industrial Revolution and Health Revolution that began in the 18th century both owe their roots to the Enlightenment
and the Scientific Revolution, but neither one drove the other; see Richard
Easterlin (1999) for a persuasive account. In developing countries today,
health is largely driven by public action that requires money, but the use
of that money for action on health is far from automatic and depends on
policy (Deaton 2013).
A more recent episode comes after 1970 in the United States, when
economic growth slowed while the rate of mortality decline accelerated
rapidly. Mean real per capita personal disposable income grew at 2.5 percent a year from 1950 to 1970, slowing to 2.0 percent a year from 1970
to 1990; meanwhile, for men and women age 45–54 (for all ethnicities
and races), the Human Mortality Database shows that all-cause mortality fell at 0.5 percent a year from 1950 to 1970, but at 2.3 percent a year
from 1970 to 1990. Although the patterns of mortality vary by sex, the
acceleration in mortality decline—from slowly between 1950 and 1970 to
more rapidly between 1970 and 1990—characterizes both men and women
separately, and all five-year age groups from 35–39 to 55–59. But neither
the slowdown in income nor the increase in inequality that accompanied
it had anything to do with the acceleration in mortality decline, particularly for heart disease, which was driven by the introduction of antihypertensives after 1970, later aided by statins, and by a decline in smoking,
particularly for men. These health improvements were common to all
rich countries, albeit with some difference in timing, and were essentially
independent of patterns of growth and inequality in different countries
(Deaton and Paxson 2001, 2004; Cutler, Deaton, and Lleras-Muney 2006).
Although we do not consider it explicitly here, the fact that inequality
and mortality moved in opposite directions speaks against the hypothesis
that relative income—your income rising more rapidly than mine, or the
success of the top 1 percent—drives mortality (Deaton 2003).
If we accept these arguments, we are left with no explanation for the
mortality turnaround. We suspect that more likely causes are various slowly
moving social trends—such as the declining ratio of employment to population, or the decline in marriage rates—and it is to these that we turn below.
We note that it is difficult to rule out explanations that depend on longrun forces, such as the fact that those age 50 in 2010, as opposed to those
age 70 in 2010, were much less likely to have been better off than their parents throughout their working life (Chetty and others 2017). Even so, we
need to explain why stagnant incomes have this effect on whites but not on
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blacks. Perhaps the substantial reduction in the black/white wage gap from
the mid-1960s to the mid-1970s gave an enduring sense of hope to African
Americans, though there has been little subsequent reason in income patterns to renew it (Bayer and Charles 2016). Many Hispanics are markedly
better off than their parents or grandparents who were born abroad. Yet
none of this explains why being better off than one’s parents should protect
against income decline, though it is not hard to see why—after a working life at lower incomes than the previous generation—falling incomes at
about age 50 might be hard to deal with. (This explanation works less well
for younger age cohorts, who are also bearing the brunt of this epidemic,
but who are not yet old enough to know whether they will be better off than
their parents during their working lives.) The historian Carol Anderson
argued in an interview for POLITICO Magazine (Glasser and Thrush
2016) that for whites, “If you’ve always been privileged, equality begins to
look like oppression,” and contrasts the pessimism among whites with the
“sense of hopefulness, that sense of what America could be, that has been
driving black folk for centuries.” That hopefulness is consistent with the
much lower suicide rates among blacks; but beyond that, though suggestive, it is hard to confront such accounts with the data.

III. Cumulative Disadvantage
We have seen that it is difficult to link the increasing distress in midlife to the
obvious contemporaneous aggregate factors, such as income or unemployment. But some of the most convincing discussions of what has happened
to working-class whites emphasize a long-term process of decline, rooted
in the steady deterioration in job opportunities for people with low education; see, in particular, the work of Andrew Cherlin (2009, 2014). This process, which began for those leaving high school and entering the labor force
after the early 1970s—the peak of working-class wages, and the beginning of the end of the “blue-collar aristocracy”—worsened over time, and
caused, or at least was accompanied by, other changes in society that made
life more difficult for less educated people, not only in their employment
opportunities but also in their marriages, and in the lives of and prospects
for their children. Traditional structures of social and economic support
slowly weakened; no longer was it possible for a man to follow his father
and grandfather into a manufacturing job, or to join the union and start on
the union ladder of wages. Marriage was no longer the only socially acceptable way to form intimate partnerships, or to rear children. People moved
away from the security of legacy religions or the churches of their parents
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and grandparents, toward churches that emphasized seeking an identity, or
replaced membership with the search for connection or economic success
(Wuthnow 1998). These changes left people with less structure when they
came to choose their careers, their religion, and the nature of their family
lives. When such choices succeed, they are liberating; when they fail, the
individual can only hold himself or herself responsible. In the worst cases
of failure, this is a Durkheim-like recipe for suicide. We can see this as a
failure to meet early expectations or, more fundamentally, as a loss of the
structures that give life a meaning.
As technical change and globalization reduced the quantity and quality of opportunity in the labor market for those with no more than a high
school degree, a number of things happened that have been documented
in an extensive literature. The real wages of those with only a high school
degree declined, and the college premium increased. More people went to
college—a choice that, in practical terms, was not available to those lacking
the desire, capability, resources, or an understanding of the expected monetary value of a college degree. Family incomes suffered by less than the
decline in wages because women participated in the labor force in greater
numbers, at least up to 2000, and worked to shore up family finances; even
so, there was a loss of well-being, at least for some. Chetty and others (2017)
estimate that only 60 percent of the cohort born in 1960 was better off in
1990 than their parents had been at age 30. They estimate that, for those
born in 1940, 90 percent were better off at 30 than their parents had been
at the same age. The data do not permit an analysis, but the deterioration
was likely worse for whites than blacks, and for those with no more than
a high school degree. As the labor market worsens, some people switch to
lower-paying jobs—service jobs instead of factory jobs—and some withdraw from the labor market. Figure 18 shows that, after the birth cohort of
1940, in each successive birth cohort, men with less than a four-year college degree were less and less likely to participate in the labor force at any
given age—a phenomenon that did not occur among men with a bachelor’s
degree.
It is worth noting again that the fractions with and without a bachelor’s
degree are constant for the cohorts born between 1945 and 1965, then rise
from 30 to 40 percent for cohorts born between 1965 and 1970, beyond
which the fraction remains stable at 40 percent. In consequence, some of the
deterioration in outcomes for the less educated cohorts born between 1965
and 1970 may be driven by a decrease in their average positive characteristics; for example, if education is selected on ability, there will be a decrease
in average ability in the group without a four-year degree. Yet this cannot
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Figure 18. Percent of White Non-Hispanic Men Not in the Labor Force, by Birth Cohort
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be the whole story. Deterioration started for cohorts born in the 1940s
and increased gradually with each birth cohort that followed. Moreover,
if lower-ability people are transferred from the less to the more educated
group, outcomes should also deteriorate for the latter; this is the Will Rogers
phenomenon—that moving the most able upward from the bottom group
brings down the averages in both bottom and top groups. Yet the cohort
graphs show no evidence of deterioration among those with a bachelor’s
degree. Qualitatively, the same picture is seen when the education groups
are pooled, providing an attenuated version of the left panel of figure 18
(online appendix figure 9).
Lower wages not only brought withdrawal from the labor force, but
also made men less marriageable; marriage rates declined, and there was a
marked rise in cohabitation, which was much less frowned upon than had
been the case a generation before. Figure 19 shows that, after the cohort of
1945, men and women with less than a bachelor’s degree are less likely to
have ever been married at any given age. Again, this is not occurring among
those with a four-year degree. Unmarried, cohabiting partnerships are less
stable than marriages. Moreover, among those who do marry, those without
a college degree are also much more likely to divorce than are those with a
degree. The instability of cohabiting partnerships is indeed their raison
d’être, especially for the women, who preserve the option of trading up
(Autor, Dorn, and Hanson 2017)—so that both men and women lose the
security of the stable marriages that were the standard among their parents.
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Figure 19. Percent of White Non-Hispanics Never Married, by Birth Cohort
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Childbearing is common in cohabiting unions, and again is less dis
approved of than once was the case. But, as a result, more men lose regular
contact with their children, which is bad for them, and bad for the children, many of whom live with several men during childhood. Some of a
woman’s partners may be unsuitable as fathers, and those who are suitable
bring renewed loss to children when it is their turn to depart. It is particularly important that this behavior is more common among white women
than among Hispanics or African Americans; the latter have more children out of wedlock, but have fewer cohabiting partners (Cherlin 2009).
In Europe, cohabitation is also common, but is much less unstable, and not
so different from marriage. Cherlin (2014) notes that it is now unusual
for white American mothers without a college degree not to have a child
outside marriage. The repeated repartnering in the United States is often
driven by the need for an additional income, something that is less true in
Europe, with its more extensive safety net, especially of transfer income;
Britain, for example, provides unconditional child allowances that are
attached to children.
Social upheaval may have taken different forms, on average, for African
Americans. Black kin networks, though often looser, may be more extensive and more protective, as when grandmothers care for children. Black
churches provide a traditional and continuing source of support. As has
often been noted, blacks are no strangers to labor market deprivations, and
may be more inured to the insults of the market.
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These accounts share much, though not all, with Charles Murray’s
(2012) account of decline among whites in his fictional “Fishtown.” Murray
argues that traditional American virtues—especially industriousness—are
being lost among working-class white Americans. In this argument, the
withdrawal of men from the labor force reflects this loss of industriousness; young men in particular prefer leisure—which is now more valuable because of video games (Aguiar and others 2017)—though much of
the withdrawal of young men is for education (Krueger 2016). The loss
of virtue is supported and financed by government payments, particularly
disability payments (Eberstadt 2016). If this malaise is responsible for
the mortality and morbidity epidemic, it is unclear why we do not see
rising mortality rates for blacks, for Hispanics, for more educated whites,
or indeed for Europeans, although this last group has universal health care
and, again, a much more generous safety net. Indeed, in some European
countries, disability programs are so generous and so widely claimed that
average retirement ages are below the minimum legal retirement age (Gruber
and Wise 2007).
According to Alan Krueger (2016), half the men who are out of the
labor force are taking pain medication, and two-thirds of those take a prescription painkiller, such as an opioid. Doctors also bear responsibility
for their willingness to (over)prescribe drugs (Quinones 2015; Barnett,
Olenski, and Jena 2017), especially when they have little idea of how to
cure addiction if and when it occurs. There are also reasonable questions
about an approval system run by the U.S. Food and Drug Administration that licenses a class of drugs that has killed about 200,000 people.
We should note that a central beneficiary of opioids are the pharmaceutical companies that have promoted their sales. According to Harriet Ryan,
Lisa Girion, and Scott Glover (2016), Purdue Pharmaceutical had earned
$31 billion from sales of OxyContin as of mid-2016.
In our account here, we emphasize the labor market, globalization, and
technical change as the fundamental forces, and put less focus on any loss
of virtue, though we certainly accept that the latter could be a consequence
of the former. Virtue is easier to maintain when it is rewarded. Yet there
is surely general agreement on the roles played by changing beliefs and
attitudes, particularly the acceptance of cohabitation, and of the rearing of
children in unstable cohabiting unions.
These slow-acting social forces seem to us to be plausible candidates to explain rising morbidity and mortality, particularly suicide and
the other deaths of despair, which share much with suicide. As we have
emphasized elsewhere (Case and Deaton 2017), purely economic accounts
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of suicide have rarely been successful in explaining the phenomenon. If
they work at all, they work through their effects on family, on spiritual
fulfillment, and on how people perceive meaning and satisfaction in their
lives in a way that goes beyond material success. At the same time, increasing distress, and the failure of life to turn out as expected, are consistent
with people compensating through other risky behaviors such as abuse of
alcohol and drug use that predispose toward the outcomes we have been
discussing.

III.A. A Framework to Interpret the Data
A simple way of taking these stories to our data is to suppose that there
is a factor that each birth cohort experiences as it enters the labor market.
This might be the real wage at the time of entering; but it could be a range
of other economic and social factors, including the general health of the
birth cohort (Case, Fertig, and Paxson 2005); we deliberately treat this
as a latent variable that we do not specify. This is related to accounts in
which workers enter the labor market in a large birth cohort, or in bad
times (Hershbein 2012, and the references provided therein). However, it
is different, in that we emphasize the experience of all cohorts who entered
the labor market after the early 1970s, and we focus on a secular deterioration of this initial condition.
We label birth cohorts by the year in which they are born—b, say—and
assume each experiences Xb as they enter the labor market, which then characterizes their labor market for the rest of their lives. Because of the factors outlined above, we might expect the effects to accumulate over time.
But at this initial stage of the research, we assume that the disadvantage
is constant for those in birth cohort b during their adult lives; we measure
the factor as a disadvantage, which is natural for mortality, but requires
reversing signs when we look at earnings. The driving variable X is itself
trending over time, though not necessarily linearly; our measurement will
allow for any pattern. In this setup, various measures of deprivation—pain,
mental distress, lack of attachment to the labor market, not marrying, suicide,
addiction—will together move higher or lower as the initial condition Xb
goes up or down for later-born cohorts.
Figure 7, which inspired this way of thinking about the data, shows how
this works for deaths of despair collectively, and for suicides, poisonings,
and alcoholism separately; and figures 12, 13, 18, and 19 show the corresponding graphs for, respectively, self-reported health, pain, labor force
participation, and marriage. For mortality and morbidity, we see an upward
slope with age, which will be captured by a flexible age effect, with the age
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profile higher for each successive cohort, which we explain as an increase
in the starting variable Xb. In this first analysis, we make no attempt to
model the rotation of the age profiles that are apparent for some cohorts in
several of these figures.
Our model for each outcome is then written as

(1)

yiab = α i + fi ( a ) + θi X b ,

where i indexes an outcome—suicide, pain, marriage outcomes; b is the
birth year; and a is age. Each outcome is a function of age, shared by all
birth cohorts for a given outcome, which will be estimated nonparametrically; qi is the parameter that links the unobservable common factor Xb to
each outcome i. The unobservable factor itself is common across outcomes.
From the data underlying figures 7, 12, 13, 18, and 19, as well as for other
conditions, we can estimate equation 1 by regressing each outcome on a
complete set of age indicators and a complete set of year-of-birth indicators. We assume that the underlying cause of despair appeared after the
1940 birth cohort entered the market; we take this to be our first cohort, and
normalize the driving variable X to zero for this cohort, for all outcomes.
The coefficient on the birth cohort indicator for cohort b is an estimate of
qiXb. Plotting these estimates against b for each condition, we should see
the latent cohort factor Xb, and we should see the same pattern, up to scale,
for every outcome.
Figure 20 shows the results for each birth cohort born between 1940 and
1988, for WNHs age 25–64, without a bachelor’s degree. The top panel
presents estimates qi Xb for suicide, with its scale on the left; the scale for
chronic joint pain, sciatic pain, mental distress, difficulty socializing, and
heavy drinking is given on the right axis. (Obesity also shows a linear trend
in year-of-birth effects. However, its scale is much larger, and its inclusion
obscures the details of other morbidity measures.)
The bottom panel of figure 20 presents estimates for drug and alcohol
poisoning, marriage (both never married, and not currently married) and,
for males, not being in the labor force. We do not include alcohol-related
liver diseases in this part of the analysis; the lag between behavior (heavy
drinking) and mortality (cirrhosis, alcoholic liver disease) does not allow
us to see the difference in the mortality consequences of heavy drinking
between birth cohorts currently under the age of 50.
In the top panel of figure 20, the slopes formed by plotting qi Xb estimates are approximately linear for each outcome, consistent with a model
in which the latent variable has increased, and increased linearly between
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Figure 20. Mortality, Morbidity, Marriage, and Labor Force Participation,
for Birth Years 1940–88
Suicide and morbidity
Morbidity birth year effectsa

Suicide birth year effects
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Sources: National Vital Statistics System; CDC National Health Interview Survey; Current Population Survey,
March supplement; authors’ calculations.
a. All lines except Suicide are measured on this axis.
b. All lines except Drug and alcohol poisoning mortality are measured on this axis.
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birth cohorts. For these conditions, we see that we can match the data by
a common latent factor that increases linearly from one cohort to the next.
In the figure’s bottom panel—for drug overdose, marriage, and labor
force detachment—we see a somewhat different pattern, in which the common latent variable is “worse” than linear, with a slope that is increasing
more rapidly for cohorts born after 1970 than for those born before. This
is consistent with either a nonlinear effect of disadvantage on these outcomes, or the addition of a second latent factor that makes its appearance
for cohorts born in about and after 1970, who would have entered the market starting in the early 1990s. As was true for suicide, pain, and isolation,
each successive cohort is at higher risk of poor outcomes than the cohort
it succeeded.
Note that there is nothing in our procedures that ensures that the plots in
figure 20 must rise linearly, or even monotonically. That they do so is suggestive of an underlying factor at work, which may drive all these outcomes.
In a statistically inefficient but straightforward method, we can recover
estimates of Xb by pooling across conditions and regressing the logs of the
estimated qi Xb coefficients on indicators for each cohort and each condition. The results confirm a nearly linear increase in X across birth cohorts
for suicide, heavy drinking, pain, and isolation, and a nonlinear increase for
drug overdose, labor market attachment, and marriage.
One might reasonably ask what is causing what in our analysis. The use
of a latent variable model allows us to avoid taking a position on this question. That said, we turn to the progressive deterioration of real wages as a
possible driving variable. Figure 21 plots the (negative of) qi Xb coefficients
from a regression of log real wages for men with less than a four-year college degree against coefficients from a regression of the percentage of men
with less than a bachelor’s degree who are not in the labor force.
The cohorts born between 1940 and 1988 show a decline in real wages
that has become more pronounced with each successive birth cohort. This
temporal decline matches the decline in attachment to the labor force.
Here we also emphasize the cascading effects on marriage, health, and
morbidity—and, ultimately, on deaths of despair.
Comparison figures for those with a bachelor’s degree are provided in
online appendix figure 10, where figures have been drawn on the same
scales used in figure 20. Aside from being at risk for heavy drinking, which
shows a pattern similar to those without a degree, those with a degree have
seen much more limited changes in health, mental health, and marriage
outcomes (with reports of pain, mental distress, and difficulty socializing
between 0 and 2.5 percentage points higher in the birth cohort of 1980
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Figure 21. Log Wages and Labor Force Participation for White Non-Hispanic Men
with Less Than a Bachelor’s Degree, for Birth Years 1940–88
Regression coefficient
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Decline in log wages
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1970

1980

Birth year
Sources: Current Population Survey, March supplement; authors’ calculations.

relative to 1940), and flat profiles for labor force participation, suicide, and
drug mortality. Controlling for age, real wages for those with a degree are on
average 10 percent higher for the cohort born in 1980 relative to the cohort
of 1940 (results not shown), while wages for those without a degree are
10 percent lower (figure 21).
What our data show is that the patterns of mortality and morbidity for
WNHs without a college degree move together over birth cohorts, and that
they move in tandem with other social dysfunctions, including the decline of
marriage, social isolation, and detachment from the labor force. Figure 20
suggests that there may be two underlying factors, not one, but they are
not very different, and we do not press that conclusion. Whether these factors (or factor) are “the cause” is more a matter of semantics than statistics,
at least at this point. The factor could certainly represent some force that
we have not identified, or we could try to make a case that the decline in
real wages is the key. Behind this lie familiar stories about globalization
and automation, changes in social customs that have allowed dysfunctional
changes in patterns of marriage and childrearing, the decline of unions,
and others. Ultimately, we see our story as about the collapse of the white
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working class after its heyday in the early 1970s, and the pathologies that
accompany this decline.
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COMMENT BY

DAVID M. CUTLER   This paper by Anne Case and Angus Deaton addresses
one of the most important economic and demographic issues of our time:
the rise of mortality among white non-Hispanics in the past 15 years. For
some time, there has been scattered evidence that mortality rates have
been increasing for certain groups of the population (Olshansky and others
2012; Meara, Richards, and Cutler 2008). Two years ago, in a widely
cited paper in the Proceedings of the National Academy of Sciences,
Case and Deaton (2015) brought the data together, documenting the systematic increase in mortality rates for white non-Hispanics since about
the year 2000.
Their findings were shocking in two senses. First, mortality rates almost
always decline over time. Between 1979 and 1999, for example, mortality rates for whites age 45–54 declined by 1.7 percent annually. In contrast, the mortality rates that Case and Deaton were looking at increased by
0.3 percent annually (this is for all whites, including Hispanics). Second,
this pattern is dramatically different in the United States than in other rich
countries. U.S. white non-Hispanics are becoming increasingly anomalous
relative to their peers abroad.
A good deal of commentary was directed at these findings. Some discussions considered whether mortality rates were rising or were just flat (Gelman
and Auerbach 2016). In the big picture, this is relatively immaterial—
both historical trends and international comparisons lead one to expect
declining mortality. Other discussions addressed whether the increase was
largely confined to women, or was true for men as well (Achenbach and
Keating 2016). The relative increase in mortality was greater for women
than men, but both groups did poorly.
444
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The bigger issue, however, is about why these trends are occurring and
what can be done to reverse them. What is it about the economic, social, or
medical landscape that is leading to higher mortality for a very large segment of the population?
Case and Deaton address these issues in their current paper. Relative to
their earlier paper, the current paper extends the analysis for an additional
two years. Not surprisingly, the trends noted in the earlier paper have continued. More importantly, however, Case and Deaton make a first pass at
why they believe mortality is rising.
By cause of death, the two biggest factors in the mortality reversal are
the slowing down in mortality reductions from heart disease and the increase
in “deaths of despair”—deaths due to drug and alcohol abuse and suicide.
In their earlier paper, Case and Deaton suggested that the ready availability of opioid drugs might have exacerbated the increased mortality, especially that resulting from accidental overdoses. In their current paper, their
emphasis has changed a bit. Rather than emphasizing the supply of pills,
they now focus on the social and economic circumstances that lead people
to take them.
Their overall suggestion is very much in the tradition of Émile Durkheim
(1897): People despair when their material and social circumstances are
below what they had expected. This despair leads people to act in ways that
significantly harm their health. This may have a direct impact on death
through suicide, or an indirect impact through heavy drinking, smoking,
drug abuse, or not taking preventive medications for conditions such as
heart disease. At root is economic and social breakdown.
This explanation is certainly correct. There is no way to understand the
mortality pattern without considering the sources of despair, and the
sources of despair must be very deep-seated indeed. Case and Deaton
discuss where this despair may be coming from, and I suspect there is
merit in their discussion here as well. That said, it is extremely difficult
for researchers to get at all the aspects that lead individuals to be living
a life that they value less than one would hope they would. Case and
Deaton suggest that despair starts early in life, at the time of entering the
labor force or before, as expectations about what a “middle-class life”
should involve. They distinguish this from a theory that focuses only on
current income, which they say cannot explain all the data because the
median incomes of blacks and Hispanics have been trending in parallel to those of white non-Hispanics; yet these groups have not seen the
worsening mortality rates experienced by white non-Hispanics. Again,
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Figure 1. Percent of People Surviving from Age 40 to 60, 1980–2015
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I am tempted to believe this, though the evidence for any particular view
about how expectations are formed and what income shocks imply is not
as clear as one would like it to be.
In this comment, I pick up three parts of Case and Deaton’s findings and
interpretation: the age groups to which these changes are occurring; the
extent to which expectations are set early in life; and changes that may be
due to a greater ability to translate pain into death.
THE AGES AT WHICH MORTALITY PATTERNS CHANGE Let me start with the
first issue, the age pattern for which there have been changes in mortality. Case and Deaton highlight the working-age population, roughly people
from age 30 until about 60. Mortality reductions have been slowing greatly
for this group. My figure 1 shows this another way, plotting the share of
people surviving from age 40 to 60. In 1980, about 88 percent of people
survived from age 40 to 60. By the late 1990s, the share was about 91 percent. Since then, the increase has been very modest.
However, the situation is quite different for the elderly. My figure 2
shows an international comparison of life expectancy at age 65. The United
States is again a negative outlier; life expectancy in the United States has
increased less rapidly than in other countries. That said, there has been a
sustained increase in life expectancy for the U.S. elderly over time. Indeed,
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Figure 2. Life Expectancy at Age 65, 1980–2015
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life expectancy for the elderly U.S. population has actually increased since
the late 1990s, in contrast to the nonelderly population. What is happening
for the working-age population is not the same as what is happening for the
elderly population.
My figure 3 shows this more directly. The figure plots the relative change
in mortality for white non-Hispanics from 1999 through 2015 for each fiveyear age group from 40–44 to 70–74. Mortality in 1999 is normalized to 1;
the line then traces out how mortality changes for each cohort relative to
that base year.
For people in their prime working-age years, mortality has actually
increased over time. For example, people age 40–44, 45–49, and 50–54
have all seen mortality rates rise relative to their value in 1999. This is the
fact that Case and Deaton identify. Similarly, for people age 55–59, the net
change in mortality has only been a small decrease.
However, as one proceeds to older ages, there is more of a sustained
mortality reduction. For people age 60–64, there has been a marked,
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Figure 3. Relative Mortality for White Non-Hispanics, by Age Cohort, 1999–2015
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continuing mortality decline until very recently. There is a modest increase
in mortality beginning in about 2011, but the overall change is still a
reduction of about 15 percent. The declines are even greater for older
groups. People age 65–74 have seen mortality reductions on the order of
25 percent.
The fact that the mortality pattern for the elderly differs so much from
that for the working-age population suggests several possible explanations.
The first is a cohort interpretation: Some cohorts are experiencing worse
mortality than their predecessors were, and this mortality change will persist throughout their lifetime. I suspect this is not entirely the case, because
the groups that would have experienced increased mortality from age 40
to 55 are now at an older age, and their mortality rates have not increased
anywhere near the extent we saw at younger ages. To be sure, we can see a
bit of a reflection of the mortality increase in the older population (witness
the mortality for the group age 60–64 since 2011), but there are clearly also
other factors.
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These factors may be either age or year effects. That is, the middle ages
may be particularly bad for health (age effects) or we may have made
greater progress against the diseases that kill people at older ages (year
effects). Respiratory impairment, which largely affects people at older
ages, is a possible example. As is well known, there is no way to tell age,
period, and cohort effects apart.
I want to propose a hypothesis that I find intriguing, which is related to
the idea of age effects. The hypothesis is that many of the economic and
social changes that make midlife stressful for so many people dissipate
as one nears the traditional retirement age. For example, many people are
experiencing wage reductions in middle age along with the loss of guaranteed pensions and health insurance. However, retirement programs such
as Social Security and Medicare help people maintain a standard of living
from age 65 (or 62) on. It may be that the guarantees of Social Security
and Medicare provide a level of security that allows people to enjoy a
healthier life.
Testing this explanation is extremely difficult. One test, if it could be
done, would be to look at life satisfaction. Examining how life satisfaction
varies by age and year seems like a very good test of the despair hypothesis.
ECONOMIC OR SOCIAL DECLINE Case and Deaton discuss several measures
of social and economic change, suggesting that they highlight despair.
There is surely merit in these measures. But it is also worth trying to
unpack the different possible sources of despair in more detail. One does
not always need to understand the source of a problem to fix it; but in this
case, one does.
One central question is how much of these changes is driven by the
decline in stable manufacturing jobs. In many of the anecdotal accounts
that one reads (Vance 2016; Alexander 2017; Goldstein 2017), it is the
decline in stable, middle-class jobs that leads to many of the other social
ills. Alternatively, one could tell a story of social isolation that results from
changes in the quality of high school education, changes in marriage rates
that stem from reduced income at young ages, changing social norms about
reproduction and marriage, or any of a host of other explanations.
Relatively little work has been done on this. There is an intriguing paper
by Justin Pierce and Peter Schott (2016) showing that areas that were
exposed to more trade from China had greater increases in deaths from
opioid overdose. However, those effects are relatively modest and could
not explain the magnitude of the findings that Case and Deaton document.
A good way to test these explanations is to look at more detailed geographic data. Case and Deaton show that the increase in mortality starts in
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different periods in different areas of the country. Thus, one might be able
to match up the mortality trend with area-specific economic changes.
In work with Raj Chetty and others (2016), we were able to get at this
a little bit. We calculate measures of life expectancy at age 40 for different
income groups in the population, divided into roughly 700 commuting zones.
We have life expectancy data from 2001 through 2014. We correlated life
expectancy conditional on income with a number of measures of economic
and social change. For this purpose, I highlight a few results from the correlation with life expectancy for the bottom quintile of the population.
There is a strong correlation between life expectancy at age 40 and measures of adverse behaviors: smoking, drinking, and being overweight. This
is what one would expect. What is more interesting, however, is that relatively few economic and demographic factors are highly correlated with
life expectancy at age 40. In particular, unemployment rates in 2000 or
2010, the change in labor force participation between 1980 and 2000, and
the change in manufacturing jobs during the same time period were uncorrelated with life expectancy.
To be sure, life expectancy for low-income people was particularly low
in the industrial Midwest. West Virginia and eastern Kentucky lead the
nation in opioid-related mortality. However, the change in life expectancy
has also been very poor for some areas that are growing, such as Florida
and Nevada. Economic change does not explain why these areas are doing
particularly poorly in health terms. And opioid-related deaths are also very
high in New England, which has low unemployment and a good jobs base.
Future research using these and other data sets may allow us to understand
why mortality has followed the pattern it has.
FROM DESPAIR TO DEATH The final issue I want to highlight is what happens to people who are in despair. Many anecdotal accounts of early deaths
start with accounts of pain. People have various physical and mental health
impairments—back pain, joint pain, depression, anxiety, and so on. Before
opiates were commonly available, such pain was often not treated medically. There were some painkillers, such as Vioxx (rofecoxib), but that was
withdrawn in 2004. I suspect that many people smoked or drank heavily to
relieve the pain.
The crux of the revolution in the treatment of pain was the widespread
availability of oxycodone, a molecule similar to morphine and heroin in its
impact on the brain. Oxycodone was billed as nonaddictive, but this does
not seem to be true (Van Zee 2009). People become tolerant to a dose that
they are taking, and then find they need to take more to achieve the same
impact. This “taking more” can consist of higher doses of prescription pain

85

451

COMMENTS and DISCUSSION

relievers, or illegal substances such as heroin—the street cost of which is
much lower.
Heavy drinking and smoking can kill people, but it takes a long time.
Addiction can kill much sooner. The net effect may thus be an increase
in the extent to which despair can lead to death in the short term. Indeed,
it may even be that some of the deaths caused by opioids would not have
occurred without these medications. Temporary despair can lead people to
take pain relievers, to which they then become addicted. The despair might
have ended on its own, but the addiction becomes permanent.
It is not entirely clear what policy remedies are appropriate in this situation. But this explanation does suggest focusing a little bit more on the
supply side than just on the demand side. That is, reducing access to legal
and illegal opioid drugs may reduce the extent to which short-term despair
leads to both temporary and permanently elevated mortality rates.
In the end, I come back to the question of remedies. So far, the market
has not been able to provide a stable income and social circumstance that
people value highly enough to make them want to strive for a long life. If
the market cannot do so, maybe the government should do more.
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COMMENT BY

ADRIANA LLERAS-MUNEY   Life expectancy in the United States and
most developed countries has been increasing for the last 150 years rather
steadily. But life expectancy at birth in the United States declined in 2015
for the first time since 1994. Although small declines have been observed
before, Anne Case and Angus Deaton document a disturbing set of facts.
Mortality rates among middle-aged, white non-Hispanics have been rising
since 2000, in sharp contrast to what is happening to the mortality rates of
other populations, such as Europeans of the same age. Death rates from suicide, drugs, and alcohol consumption are rising. Death rates from cardiovascular disease are no longer decreasing. Moreover, pain, disability, and
other measures of physical and mental health have been worsening. These
increases in mortality and poor health are concentrated among whites without college degrees—in fact, mortality among those with a college education continues to fall.
Case and Deaton show some new, remarkable patterns that suggest life
expectancy will continue to fall. When plotted by birth cohort, one finds
that among white non-Hispanics without a college degree, the age profile of mortality is getting steeper for each successive cohort; for more
recent cohorts mortality at a given age is higher, and it rises faster with
age. The same is true for measures of disability or disease; health is deteriorating faster with age for younger cohorts. Case and Deaton further
hypothesize that the decline in health and longevity could be caused by
worsening labor market conditions for cohorts entering the labor market
in 1970 or later.
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To better understand the findings of this paper, I investigate possible underlying causes of these patterns using a model I developed with
Flavien Moreau (2017). It is a simple model of evolution of health and
death from birth onward. In their simplest form, mortality patterns are
determined by five parameters. I estimate this model for the 1940 cohort,
using cohort life tables from the Social Security Administration, and show
that it can accurately reproduce lifetime mortality rates and life expectancy. I then investigate whether changes in the baseline parameters can
generate patterns of mortality and morbidity similar to those documented
by Case and Deaton.
Just like Case and Deaton, I conclude that at least two forces could
account for their findings. First, lifetime health resources—either their
level or the rate of increase—could be falling across successive cohorts.
Second, the rate of health depreciation (the rate at which people age)
could be increasing. Either of these factors would generate steepening
mortality and disability age profiles. It is particularly important that
these patterns cannot easily be explained by temporary conditions; in
the model, they can only be the result of permanent changes in parameters beginning early in adulthood (or even earlier in life). This is the
same conclusion that Case and Deaton reach from their nonparametric
analysis.
To assess the likelihood of each of these hypotheses, I use evidence from
the literature to speculate about the root causes of these changes in mortality. Stalling or falling real lifetime incomes, in combination with increasing
costs of health inputs, could rationalize lower health resources. Increases
in lifetime exposure to pollutants, or increases in stress (due to, for example, declining intergenerational mobility or greater inequality), could also
potentially be linked to increases in the depreciation rate. Although a full
evaluation of the empirical validity of these hypotheses is beyond the
scope of this comment, the discussion suggests several directions for future
research. I end by commenting on the results vis-à-vis education levels and
reflecting on possible policy implications.
A SIMPLE MODEL OF HEALTH AND MORTALITY ESTIMATED FOR THE UNITED

This section draws heavily on the model of Lleras-Muney and
Moreau (2017). In the baseline model, the population is born with a
given level of health, H0, which is normally distributed. Then, during every period, health deteriorates, due to wear and tear. This deterioration is increasing with age, rather than constant. But individuals
can enhance their health stocks by devoting resources to their health.
These resources, I, are identical for all individuals in a population and
STATES
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are constant over their lifetimes. But individuals within the population
are subject to independent and identically distributed shocks, et, every
period; some get higher than average resources, and some get lower
than average resources. Finally, individuals die when their health stock
reaches a lower bound, H
__.
More precisely, a cohort’s health and mortality can be characterized by
the following dynamic system:
H 0 ∼N ( µ 0 , σ 20 )
H t = H t −1 − δt α + I + ε t
ε t ∼N ( 0, σ ε2 )
MRt = P ( H t < H H t − s > H , ∀s < t − 1)
where d ∈ (0, ∞), a ∈ (0, ∞), and I ∈ R.
In this model, mortality falls rapidly at young ages because those with
initially low levels of health die in the first periods. But if I is sufficiently
high (relative to the depreciation rate, d), then the distribution of health
moves away from the threshold and causes mortality to plummet to very
low levels by adolescence. But because the rate of depreciation increases
with age, eventually health starts to fall and mortality increases. After normalization,1 this model describes health and mortality at every age using
only five parameters: one for initial conditions, µ0; two that govern the
aging process, d and a; and two that characterize the health resources provided by the environment, in the form of average investments, I, and the
variance of these investments or shocks, s2e.
This model is a very simplified version of reality. It does not account
for accidents. It also does not allow for optimization: Here, I is a constant
provided by the environment, which is assumed to be stationary. LlerasMuney and Moreau (2017) investigate many of these extensions. But here
I use this model because it provides a remarkably good baseline; using only
five parameters, it can match the basic age profile of mortality we observe
in the Human Mortality Database for many populations. I use it to study
the possible factors behind the deterioration in white Americans’ health
and longevity.
ESTIMATING THE MODEL FOR THE UNITED STATES I validate this model by
estimating the parameters for the 1940 birth cohort, using cohort tables
1. Two parameters are not identified; we arbitrarily set _H_ = 0 and s20 = 1.

89

455

COMMENTS and DISCUSSION

Figure 1. Mortality and Survival Profiles for U.S. Females Born in 1940a
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Sources: Bell and Miller (2002); Lleras-Muney and Moreau (2017); author’s calculations.
a. The estimated parameters are I = 0.0554, δ = 0.0012, σε = 0.1515, α = 1.3049, µ0 = 1.7424, and r = 1.0224.
b. Mortality rates range from 0 to 1, and are approximately equal to the number of deaths at a given age divided
by the number of people alive at that age. Log base 10 is used.

provided by the Social Security Administration (Bell and Miller 2002,
table 7). Because cohorts born after 1940 experienced robust GDP growth,
I estimate a slightly extended version of the model outlined above, which
has a sixth parameter, r. I is assumed to be increasing during every period
at a constant rate, r, which also is to be estimated. This model cannot
be solved in closed form, so estimates are obtained using the simulated
method of moments by minimizing the errors in predicted survival rates
at each age.
My figure 1 shows the results of this exercise for U.S. females.
The left panel shows the log of the observed and the predicted mortality rate. The right panel shows the predicted and observed survival
rates. Although the model does not perfectly predict some important
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features of the data (for instance, the exact level of mortality during
reproductive ages), the model matches the basic shape of mortality
very well. Moreover, it predicts life expectancy (up to age 65) of
60.5080 years for this cohort, compared with the actual life expectancy
of 60.5084 years.2
The estimates show that initial health starts 1.74 standard deviations
away from the “death threshold” and that the annual shock is equivalent
to 0.15 standard deviation of the initial health distribution. The baseline
health investment I is equal to about 3 percent (0.0554 ÷ 1.7424) of the
initial stock of health. Interestingly, the rate of growth of I is estimated as
2.24 percent, which is remarkably close to the growth of U.S. GDP over the
last century (Jones 2016).
PREDICTING AND EXPLAINING TRENDS IN U.S. WHITE NON-HISPANIC MORTALITY

I now use this model to investigate whether changes in any of
the parameters can generate the patterns documented by Case and Deaton.3
I simulate the effect of changes in the key parameters of interest starting
at age 20 for both mortality and disease rates. To simulate disease rates, I
assume that individuals are sick if they are alive but their health falls below
some arbitrary threshold.
My figures 2 and 3 show the results of the simulation for mortality
and morbidity. Three types of changes can rationalize Case and Deaton’s
findings: (i) a decrease in the baseline level of annual health investment,
(ii) a decrease in its annual rate of growth, or (iii) greater depreciation;
these three changes result in steeper age profiles for both mortality and disease rates (my figure 2). Note that in all cases, the effects of changing the
parameters on mortality are almost imperceptible between age 20 and 40.
These effects materialize later in life and grow with age.
Changes in other parameters cannot explain the findings. Increasing
the accident rate, the variance of resources, or the death thresholds results
in patterns for mortality and morbidity that differ from what we observe
(my figure 3). If we allow for an exogenous increase in random accidents,

PROFILES

2. The estimated parameters for men are I = 0.0546, d = 0.0012, se = 0.1534, a = 1.3022,
µ0 = 1.6078, and r = 1.0207. The fit is good for men, but not quite as good as for women. This
is because the 1940 male cohort has substantially higher mortality during reproductive ages
that we cannot account for in the baseline model I am using here. Lleras-Muney and Moreau
(2017) estimate models that successfully account for the hump in mortality.
3. I do not attempt to match the exact rate of change across cohorts here, only to provide
suggestive evidence on which factors may be worthy of further investigation. Thus the estimated parameters were not chosen to match any cohort other than the 1940 cohort.
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Figure 2. Factors That Generate Steeper Age Profiles in Mortality and Disease
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Figure 3. Factors That Cannot Explain Changes in Mortality and Morbidity Age Profiles
Increase in accident rate
Mortality

Disease

Mortality rate

Disease rate
Higher
accident
rate

0.01
0.005

0.1

40

50

Baseline

0.05

Baseline
30

Higher
accident
rate

0.15

60

30

40

Age

50

60

Age
Increase in death threshold

Mortality

Disease

Mortality rate

Disease rate

0.1

0.1

0.05

40

50

Higher death
threshold

0.05

Baseline
30

Baseline

0.15

Higher death
threshold

60

30

40

Age

50

60

Age
Increase in variance of resources

Mortality

Disease

Mortality rate

Disease rate
0.15

Higher variance
of resources

0.01

0.1 Higher variance
of resources
Baseline
0.05

0.005
Baseline
30

40

50

60

30

Age

40

50
Age

Sources: Bell and Miller (2002); Lleras-Muney and Moreau (2017); author’s calculations.

93

60

459

COMMENTS and DISCUSSION

mortality increases, but its slope is unchanged. And disease rates are identical (because accidents do not kill individuals on the basis of their health
levels). If we increase the threshold for dying, mortality increases at all
ages, but again the age slope of mortality is unchanged. Moreover, disease
rates fall, because the frailest individuals are dying. Finally, if we increase
the variance of annual resources, then mortality becomes less steep and
disease rates fall.
A few comments about these simulations are in order. First, I only simulate the effect of permanent changes starting at age 20 and lasting until
death, rather than temporary shocks at age 20. Lleras-Muney and Moreau
(2017) simulate the effects of temporary changes (lasting 10 years and
then ending) at age 20—the patterns we observe in these simulations differ
substantially from those shown here; after the shock ends, mortality starts
reverting to its counterfactual level. We cannot generate steepening age
profiles with temporary shocks.
Second, although changes in these parameters at birth would cause
similar patterns, the data suggest that it is unlikely that conditions before
age 20 are responsible for the declines in adult mortality we observe. Infant
mortality was falling for all these cohorts (CDC 1999, table 1). Educational attainment stalled for men and grew for women born after 1950,
though at a much slower pace than for cohorts born before the war (CBO
2011, figure 5; Goldin and Katz 2007a). People’s height increased throughout the period, although again at a decreasing pace for those born after
1950.4 These three measures—infant mortality, height, and education—are
excellent indicators of initial conditions and early investments, and they
are highly predictive of mortality in adulthood. These indicators did not
decline after 1950, and thus early factors are not likely explanations for the
increases in mortality.
Relatedly, the simulations assume that the entire profile of mortality is
identical up to age 20, but this is not the case in reality. Janet Currie and
Hannes Schwandt (2016a, p. 708) report that from 1990 to 2010, “For children and young adults below age 20, however, we found strong mortality
improvements that were most pronounced in poorer counties.” The fact
that mortality rates before age 20 were falling for cohorts born after 1950

4. For white men, height increased by more than 4 centimeters for birth cohorts born
between 1910 and 1950, but only grew by 1 centimeter for those born between 1950 and
1980 (Komlos and Lauderdale 2007). For women, the increases are 2.1 centimeters and
1.3 centimeters, respectively. Data from other sources suggest similar patterns (Bleakley,
Costa, and Lleras-Muney 2014).
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suggests that initial conditions are not constant across birth cohorts. In our
model, this would result in the entire profile of mortality shifting downward, and thus lower mortality in middle and old age. A proper evaluation
of any explanation needs to carefully consider changes in conditions before
entry into the labor market. I expand on this issue below.
Decline in annual health investments. The simulation results suggest
that lower lifetime health resources, I, could generate the observed patterns. Could health resources be lower for more recent cohorts? Note that
in the model, I does not correspond to current income; it is expressed
in health units. But health cannot be directly consumed or increased—it
must be produced. Consider, then, the simplest case, where I is produced
using inputs x, which must be purchased at price px. Suppose that a constant share of one’s lifetime income a is spent on health at any given age
and used to produce health: I = f(x) = f(aY/px). What this suggests is that
resources could be going down if either (i) lifetime incomes are falling
(holding prices constant), or (ii) the price of health inputs is rising (holding
incomes constant).
Data on lifetime income by cohort are difficult to find. A very recent
paper by Fatih Guvenen and others (2017) uses data from the Social Security Administration that track individuals’ earnings over time. It reports
that lifetime income stagnated or fell for men entering the labor market
in 1967 and later, and this is mostly explained by a decline in incomes
upon entry into the labor market. The lifetime incomes of women did rise,
though starting from a lower baseline and never reaching the level of men.
It is unclear, then, what has happened to lifetime family incomes, but it is
possible that they fell. More significantly, the price of health-related goods
and services has increased very substantially over time, at a much faster
pace than the cost of other goods and services, starting in the late 1970s.5
Thus, in real “health” terms, incomes could be much lower for those at the
bottom of the income distribution or those with less education.
Case and Deaton downplay income as an explanation. But they consider
only contemporary correlations in incomes and mortality, rather than correlations in lifetime resources and adult mortality. In our model of health
and mortality, one year’s (temporary) changes in the parameters have very
small effects on contemporary mortality. However, sustained (permanent)
changes have effects that are not visible immediately, but become apparent
after a substantial delay, as shown in my figure 2. Assessing whether life5. According to the U.S. Bureau of Labor Statistics, the cost of medical goods rose many
times faster than the cost of other goods (Reed 2014).
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time health resources fell for cohorts entering the labor market after 1970,
particularly for those with low education, seems worthy of further exploration. It requires a much more in-depth analysis than is provided here. It
requires careful tracking of households (for example, who is married to
whom and how many dependents they have), of family and governmental
transfers (taxes and subsidies), and of the prices of health inputs (like exercise and medical care). Equally important, one needs a model that allows
for dynamic (delayed) effects of conditions at a point in time, and that
accounts for differences in initial conditions.
Increase in depreciation (aging) rates. What might cause higher deterioration rates or faster aging? The medical literature suggests several
hypotheses. For instance, repeated exposure to stress cumulates and eventually leads to permanent changes in the functioning of the immune system (among others), a process known as “allostatic load” (Sapolsky 1994).
These processes have been documented experimentally in animals. It is
possible that cohorts entering the labor market in the 1970s and after would
have experienced increasing levels of stress. This stress could be caused by
their lower wages upon entry into the labor market. Raj Chetty and others
(2017) show that cohorts born after the 1940s were less likely to do better than their parents. Perhaps these cohorts suffer stress by falling short
of their expectations, as suggested by David Cutler in his comment. The
changes in inequality that started in the late 1970s could also be hypothesized to lead to increased stress among these cohorts. The stress hypothesis
also seems worth investigating, particularly given the “deaths of despair”:
alcohol and drug abuse suggests that individuals are unhappy.
Pollution (air, water, and food toxins) can also result in accelerated
aging. This hypothesis is supported by animal models (Sun and others
2005), but is difficult to demonstrate in humans. The use of fossil fuels
has increased steadily since 1900, and though some pollutants have been
regulated since the 1970s, there are more than a thousand toxins emitted
into the air and the water, and most are not regulated. For instance, PM 2.5
(that is, particulate matter with a diameter of 2.5 microns or less) has
recently been linked to many diseases, but has been regulated only since
2007. Mercury, another highly toxic pollutant, has only been regulated
since 2011. Thus, more recent cohorts may have accumulated substantially
higher lifetime exposure to pollutants than cohorts born before the war.
Moreover, exposure to pollutants is higher for those from backgrounds of
lower socioeconomic status (SES). For example, poor individuals with low
education are more likely to live close to highways and Superfund (hyperpolluted) sites (Currie 2013). A careful analysis of the pollution hypothesis
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needs to account for differences in lifetime exposure by race, location, and
birth cohort. Because pollution has been shown to affect the human cardiovascular system in the short term, its long-term effects seem worthy of
further investigation, particularly in light of the fact that cardiovascular
mortality rates are no longer falling among adults.
Case and Deaton point to increases in obesity and diabetes as possible
explanations, and indeed these are chronic conditions that could result in
the type of effects we observe. There are many other possible factors that
could also affect aging—for instance, physical activity.
IN LIGHT OF EDUCATION The increase in age-adjusted mortality for white
non-Hispanics as a whole is modest compared with the increase in mortality experienced by those with less than a college degree. Several papers
have documented that the gap in life expectancy between those with a college education and those without has been rising since the 1960s (Meara,
Richards, and Cutler 2008; Montez and others 2011). Case and Deaton
show that since 1998, mortality rates have fallen for those with college
degrees, while increasing for those without.
This widening gap does not appear to be caused by a change in the composition of those with more education. Although there have been increases
in the share of individuals holding a college degree, these increases have
been small for cohorts born after 1950, particularly for men. The share of
college graduates has been roughly constant for men born after World War II,
and for women born after 1970.6 Nevertheless, the composition of the pool
could be changing despite roughly constant shares. For instance, there
could be increasing selectivity in college admissions on the basis of test
scores.7 But previous papers investigating this issue have concluded that
changes in the composition or behaviors of this pool do not appear sufficient to explain the growing gap in life expectancy by education (Cutler
and others 2011). Rather, the “returns to college” in terms of health appear
to be on the rise.
6. For working men born in 1950, years of completed education (measured at age 25–29)
were 13.4 compared with 13.2 for those born in 1980. For working women, average completed years of education were 13.3 for the 1950 cohort, 13.9 for the 1970 cohort, and 14.1
for the 1980 cohort (CBO 2011).
7. Case and Deaton repeatedly note that the share of college graduates has remained
unchanged, and argue this rules out changes in composition or selection as an explanation
for changes in mortality. While constant shares are suggestive, they are neither necessary nor
sufficient to guarantee that the pool of college graduates has remained similar over the last
50 years. For instance, college slots could be given by lottery in one year but allocated according to entrance exams in another. The same fraction of people would be accepted into college
in both years, but selection (the type of individuals in college) would be vastly different.
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The labor market returns to college have also been steadily rising since
the 1970s, when they reached their lowest point in the century (Goldin
and Katz 2007b). David Autor (2014, p. 843) reports that “the earnings
gap between college and high school graduates has more than doubled in
the United States over the past three decades.” For men without a college
degree, median wages have declined since 1979. Women without a college
degree have seen improvements in their median wages, but they started at
a lower level and again have not yet caught up to men (CBO 2011, figure 3;
Autor 2014). The literature looking at the “college premium” has concluded that its rise is likely due to the increase in demand for college workers, rather than changes in the composition of college workers. Again, it is
difficult to estimate the changes in lifetime resources vis-à-vis education,
because this requires accounting for marriage and fertility patterns in relation to education, as well as transfers and changing prices. But the evidence
does suggest that the lifetime resources of the less educated may have
fallen, while increasing for those with college degrees. Altogether, deteriorating wages upon entry into the labor market provide a parsimonious
explanation for the findings.
THE IMPORTANCE OF ACCOUNTING FOR INITIAL CONDITIONS Case and Deaton
contrast the experiences of blacks and Hispanics with that of whites in
their search for explanations, and they use the comparison as another
piece of evidence against the income explanation. Though blacks’
changes in current income tracked that of whites, black mortality was
still decreasing while white mortality was increasing, at least until 2010.
But blacks, whites, and Hispanics have markedly different levels of and
trends in childhood mortality. This makes the comparisons across groups
difficult to interpret, because improvements in health conditions have
delayed effects.
Black infant mortality in 1940 was much higher than that of whites, and
it fell much more in levels (though not in percentage terms). More generally, mortality before age 20 has fallen more for blacks than for other groups
(Currie and Schwandt 2016b). All else equal, these improvements early in
life lower mortality throughout a person’s remaining life—particularly
after age 40. In our model, a population with higher initial health will have
lower mortality throughout the lifetime (Lleras-Muney and Moreau 2017).
There is also ample empirical evidence showing that early conditions
have long-lasting consequences for health and mortality later in life. For
instance, it is well established that conditions in utero affect mortality after
age 45 (Almond and Currie 2011; Almond, Currie, and Duque 2017). Perhaps middle-aged blacks are still reaping the health benefits of improving
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Figure 4. Simulated Mortality Rates Assuming Improvements in Initial Conditions
and Decreases in Annual Resources at Age 20
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Sources: Bell and Miller (2002); Lleras-Muney and Moreau (2017); author’s calculations.

conditions in childhood and adolescence, and these long-lasting gains overshadow the detrimental effects of declining economic conditions.
To illustrate this point, I conduct another simulation, and report the
results in my figure 4. For whites (the left panel), I assume that mean initial
health in 1940 is µ0 = 1.754 and I = 0.0551—these parameters match the
1940 profile of mortality, as explained above. For those of low socioeconomic status (the right panel), I set initial health and initial annual resources
lower, at µ0 = 1 and I = 0.051, respectively, thus resulting in much worse
infant and child mortality. For both groups, the hypothetical 1980 cohort
has better initial health, and higher annual investments up to age 20. But
at age 20, both groups see their annual health resources fall by the same
proportional amount (20 percent).8
For both groups, mortality up to age 20 is markedly lower for the 1980
cohort, consistent with what we observe in the United States. But despite
8. These simulations are only illustrative; the parameters are not meant to match any
specific mortality profile.
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the fact that both groups are hit at the same age (20 years) by the same
adverse shock, mortality increases at earlier ages for whites than for lowSES groups. In the time series, one would observe, for instance, that mortality at age 40 is falling for low-SES groups but is increasing for whites.
This occurs because the improvements in early conditions have delayed
effects on mortality and show up only later in adulthood. For the low-SES
groups, these greater improvements (in levels) partly mitigate the negative
shock at age 20. This illustrates that it is extremely difficult to draw conclusions about the effects of a given shock without accounting for differences
in conditions before the shock.
These early life improvements could explain why the mortality of blacks
is not falling at the same time as that of whites, despite their also being
hit by deteriorating conditions in the labor market at age 20. Interestingly,
Case and Deaton’s figure 2 shows that the mortality of the black population also started to rise in 2010. So it is possible that, for blacks, adverse
labor market effects are just beginning to outstrip the benefits of improved
childhood conditions.
CONCLUDING REMARKS Health and longevity appear to be in decline in the
United States among white non-Hispanics, particularly for those without a
college education. Case and Deaton show that current incomes and other
contemporary short-term factors cannot adequately explain the patterns in
the data; rather, the authors point to “a long-standing process of cumulative disadvantage.” The analysis I’ve presented in this comment, based on
a cohort model of health and mortality, comes to very similar conclusions.
There has been a permanent deterioration in one or more factors that affect
health, starting at about the time of labor market entry. This deterioration is
visible for cohorts born after 1950, and likely started occurring at about age
20 (rather than at birth). It is more visible for those without a college education. These affected cohorts entered the labor market in the 1970s. Changes
in labor market conditions starting in the 1970s—which have resulted in
lower wages, and possibly lower lifetime real incomes for a substantial part
of the population—are a likely explanation for the observed deterioration
of health in middle age. But any factor affecting health to which cohorts are
exposed for a long period starting at about age 20 is a candidate explanation. Temporary changes, conversely, are unlikely to explain the findings.
However, a full accounting of the patterns we observe requires a careful
consideration of how the entire set of lifetime circumstances has changed
for more recent cohorts.
Deaths associated with prescription drug and alcohol abuse have
increased substantially. Policies that limit access to these drugs could save
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many lives, as could expansion of alternative nonlethal painkillers such as
marijuana. But the data suggest that the underlying mental and physical
health of a large fraction of the population is declining. Reducing access
to alcohol and drugs will not reduce pain, nor reverse the underlying trend
that is causing recent cohorts to be in worse health. Thus, it is necessary to
gain a deeper understanding of these trends’ underlying causes.
Mortality is declining particularly fast for those without a college education. The returns to college in lifetime wages and incomes, as well as
longevity, are rising. If these wage and health returns are causal, then serious consideration should be paid to expanding college attendance. If education is not causing these, it would be extremely important to identify
what, then, is causing the increasing gaps related to education. Another
possible policy response would be to consider wage subsidies, perhaps
through mechanisms like the earned income tax credit, that provide
greater support for those with the lowest wages. If the trends identified
by Case and Deaton continue, it is possible that future generations will be
substantially worse off.
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GENERAL DISCUSSION   Andrew Levin began by noting the incredible importance of the paper. As a resident of New Hampshire, and Vermont
before that, he was acutely aware of the opioid epidemic that the authors
were describing. He thought the paper could be connected to the paper in
the present volume by John Fernald, Robert Hall, James Stock, and Mark
Watson, and also to Laurence Ball’s work on hysteresis. He explained
that despair and labor market outcomes are clearly linked; despair leads
to worse labor market outcomes, which then reinforces the despair. These
two things tend to be difficult to disentangle when looking at long periods
of time and when averaged across a number of demographic groups. One
must try to distinguish structural, demographic, and cultural trends.
Levin urged the participants not to think in terms of Divisia indexes,
Hodrick–Prescott filters, or other common filters, but instead to look for
the canary in the coal mine. In this case, Levin argued that the canary in
the coal mine is the labor force participation rate for white females age
45–54. For most of the post–World War II period, labor force participation for white females age 45–54 was rising, reaching a peak of about
77 percent in the late 1990s, and remaining there until about 2008. After
2008, it started to fall, from 77 percent to 74 percent. Some good news
is that over the last couple of years, labor force participation has started
to pick up again for many prime-age adults. But for white females age
45–54, it has only risen modestly, from a trough of about 74 percent up
to about 74.5 percent. This suggests that the stronger labor market of the
last couple of years has perhaps been helping to arrest the declining trend.
As this relates to Ball’s work on hysteresis, if one takes a very pessimistic
view that these are all exogenous inevitable trends—as opposed to believing that monetary policy, fiscal policy, regulatory policy, and all kinds of
other public and private actions can make a difference—then this really is
a critical problem, he concluded.
Louise Sheiner observed that one thing the authors did not say a lot
about was the “regime shift” in how pain is treated. It used to be that pain
was undertreated, and most doctors would not prescribe much morphine.
But suddenly this practice changed, and painkillers began to be more routinely prescribed. One interpretation of the current opioid epidemic is that
deaths of despair by drug overdose may have happened anyway, absent
the wide availability of opioids. But a second interpretation is that the
opioid epidemic itself caused the despair. If one’s child becomes addicted
to opioids, one might then become depressed and start to overdrink. She
wondered what prescription patterns were like in Europe, and if the practice was very different than that in the United States. She was interested

103

469

COMMENTS and DISCUSSION

in looking at the epidemic across different ages, and thought that surveys
of life satisfaction could potentially shed more light. Surveys show that
when people have kids, they tend to be less happy. She also suggested
that if fewer people are employed, then perhaps one’s rank in a company
or the concept of being someone’s employee starts to matter less.
Richard Cooper wondered about the paper’s focus on educational attainment. Over many decades, the ratio of people with a high school education
or less has declined sharply in the United States. If one thinks that this
decline is due to the fact that more people enrolled in and finished college,
and presuming that is a nonrandom decline, it may be that when comparing
educational attainment across time, the groups are not actually comparable.
He asked the authors to comment on this.
Deaton stated that he and Case were very careful to make sure the educational groups were the same over time. Case explained that the proportion of people with a high school degree or less from 1990 to 2015 has been
roughly constant, at 40 percent. Cooper noted that some of the data on birth
cohorts go back to the 1940s, and the ratio has declined sharply since then.
Case responded by saying that from the birth cohort born in 1945 through
the birth cohort born in 1965, the fraction of each cohort with a college
degree or more has been constant at about 30 percent.
Valerie Ramey wondered if one could gain insight from other historical
periods. Great Britain, for instance, did not experience a Roaring ’20s like
the United States, and in fact experienced economic malaise in the 1920s,
followed by the Great Depression of the 1930s. She wondered how people
responded back then to long periods of economic malaise, when opioids
were not prevalent.
Gordon Hanson wondered if the authors could say more about the geographic dimension. Citing the work of John Bound and Harry Holzer, and
more recently Rebecca Diamond and Danny Yagan, he noted that lesseducated individuals tend to be unresponsive in terms of geographic
mobility when faced with local labor demand shocks.1 There is also the
work by William Julius Wilson on when work disappears and what that
does to localities, and J. D. Vance’s continuation of that work with Hillbilly
1. John Bound and Harry J. Holzer, “Demand Shifts, Population Adjustments, and Labor
Market Outcomes during the 1980s,” Journal of Labor Economics 18, no. 1 (2000): 20–54;
Rebecca Diamond, “The Determinants and Welfare Implications of US Workers’ Diverging
Location Choices by Skill: 1980–2000,” American Economic Review 106, no. 3 (2016):
479–524; Danny Yagan, “Is the Great Recession Really Over? Longitudinal Evidence of
Enduring Employment Impacts,” working paper (November 2016), https://eml.berkeley.
edu/~yagan/EnduringImpact.pdf.
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Elegy.2 In addition, Justice Pierce and Peter Schott, as well as David Autor,
David Dorn, and Hanson, have shown that trade-induced declines in manufacturing affect increases in drug- and alcohol-related deaths, particularly
among young males.3 All this evidence suggested to Hanson that there may
be a feature of the local labor market that could be exploited in Case and
Deaton’s analysis. Additionally, there may be a way to exploit technological diffusion. If one thinks of opioids as a way of expressing one’s despair,
then their availability suddenly has very dramatic effects.
Emi Nakamura was struck by the thematic unity of the paper by Case
and Deaton and the papers on monetary policy (in the present volume)
by Marco Del Negro, Domenico Giannone, Marc Giannoni, and Andrea
Tambalotti; and Michael Kiley and John Roberts. At first glance, deaths
of despair and monetary policy seem as if they are about totally different
things. A basic macroeconomic policy issue is how much weight to put
on unemployment versus inflation and other factors. The assumption that
has been maintained in labor economics and macroeconomics tends to be
that not working means that one is consuming more leisure, which can be
considered a good thing. One of the issues in monetary economics is that
the costs of business cycles and unemployment tend to be quite low in the
models that make those kinds of assumptions. There are many reasons why
they may be lower than they should be, but it struck Nakamura that this is
yet another one; one’s work contributes in important ways to one’s sense
of identity, which is absent from how macroeconomists have tended to
think about the cost of unemployment. The potential link between deaths
of despair and labor force participation, which the authors consider near
the end of their paper, may actually provide important insights for macroeconomic policy.
Robert Barro wondered about the paper’s possible implications for drug
policy. There is an ongoing discussion about the greater use of painkillers,
and there are obvious implications for the legalization of drugs such as
marijuana and cocaine, which have become popular ideas.
Carol Graham suggested that one reason mortality rates for blacks and
Hispanics have not followed the increase for whites in recent years is that
2. William Julius Wilson, When Work Disappears: The World of the New Urban Poor
(New York: Alfred A. Knopf, 1996); J. D. Vance, Hillbilly Elegy: A Memoir of a Family and
Culture in Crisis (New York: HarperCollins, 2016).
3. Justin R. Pierce and Peter K. Schott, “Trade Liberalization and Mortality: Evidence
from U.S. Counties,” Working Paper no. 22849 (Cambridge Mass.: National Bureau of Economic Research, 2016); David Autor, David Dorn, and Gordon Hanson, “When Work Disappears: Manufacturing Decline and the Falling Marriage-Market Value of Men,” Working
Paper no. 23173 (Cambridge, Mass.: National Bureau of Economic Research, 2017).
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blacks and Hispanics tend to be more resilient to negative shocks, as
shown in the psychology literature. With respect to questions about life
satisfaction, Graham noted her recent work finds that poor blacks and
poor Hispanics tend to have higher levels of life satisfaction than poor
whites.4 Very large gaps emerge when people are asked about five years
into the future; poor blacks tend to be very optimistic but poor whites
very negative.
Jason Furman noted that one advantage of the paper by Hanson, Chen
Liu, and Craig McIntosh is that their data are projected well into the future,
through 2050. He wondered what Case and Deaton thought their own data
might look like many years from now—and, in particular, what could be
said about changes in inequality of life expectancy by education or any other
category for the young. Smoking trends, in particular, seem to be important.
For older individuals, smoking has risen for the less educated and fallen for
the more educated; but for younger individuals, smoking has fallen sharply.
He wondered if these trends might make a difference in the future.
Case and Deaton do not distinguish between those with strictly less than
a high school education and those with a high school education or less.
Martin Feldstein noted that labor market outcomes are dramatically different for those with a high school education and those who do not finish high
school. He wondered if the authors could expand on why they believed this
distinction did not matter for their analysis. He also wondered about the
importance of religion, and whether the authors might think about religion
as something that provides a sense of community.
Justin Wolfers believed the authors mount a compelling case that there
is despair among the white working class. However, he noted that many
of the behaviors the authors observe are relatively uncommon. Therefore,
he was not sure whether the main takeaway from the paper is that the distribution of well-being among the white working class has gotten worse,
but rather that the bottom half of the distribution has gotten worse. He suggested that one way of thinking about despair generally is to examine the
forward-looking decisions people make. One might say, “I’m going to put
on my seatbelt and not eat McDonald’s because I think tomorrow is going
to be a good day, and it is worth sticking around for it.” Regularly eating
McDonald’s or not wearing a seatbelt might be considered “probabilistic
suicide.” He wondered if the authors could say more about the broader
distribution.
4. Carol Graham and Sergio Pinto, “Unhappiness in America: Desperation in White
Towns, Resilience and Diversity in the Cities,” in Brookings Big Ideas for America, edited
by Michael E. O’Hanlon (Washington: Brookings Institution Press, 2017).
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Christopher Carroll proposed tying together points made by Levin and
discussant Adriana Lleras-Muney, who argued that what matters as “pollution” is prolonged exposure to a bad labor market, one’s cumulative history
of exposure, and not so much one’s contemporaneous circumstances. He
thought it would be possible to use the available data on differing regional
performance of labor markets over people’s working lifetimes to construct a
measure of cumulative exposure to bad economic conditions, and to see how
much of the current regional variation in “deaths of despair” is explained
by people’s lifetime experiences as opposed to current experiences.
Steven Davis picked up on the point made by Graham about resilience,
particularly the differences between whites and nonwhites within the loweducated segment—whose members, regardless of demographics, are presumably experiencing similar adverse labor market developments. He had
no doubt that adverse labor market developments are important, which suggests that the groups have very different degrees of resilience in response
to similar shocks. Therefore, it seems important to try to understand the
sources of these differences, which seem to have changed over time. He
was often struck by discussions of the psychological traumas inflicted on
American troops who have been in combat abroad. Many Americans were
in combat in Korea or World War II, and the related incidents of psychological trauma related to these wars seem to have increased. Though based only
on casual evidence, it suggests that something about our society may have
decreased resilience to bad shocks, at least in certain demographic groups.
Jonathan Pingle noted that the system of equations that identifies Case
and Deaton’s cohort fixed effects is very similar to the labor force participation rate model of Stephanie Aaronson and others.5 One could interpret
the cohort fixed effects as unobserved life-cycle labor force attachment,
and graphing them for men reveals a clear downward decline. He suggested that the authors could jointly estimate outcomes with a model of
this type; veteran status or other indicators might provide adequate natural
experiments for variation in things like substance abuse and mental illness.
In this context, one could start thinking about how to separately identify
important social phenomena.
Deaton thanked the participants for their comments, and assured them
that he and Case would do their best to incorporate them into the next
version of the paper. Deaton first picked up on the issue of drugs. He
5. Stephanie Aaronson, Bruce Fallick, Andrew Figura, Jonathan Pingle, and William
Wascher, “The Recent Decline in the Labor Force Participation Rate and Its Implications
for Potential Labor Supply,” Brookings Papers on Economic Activity, no. 1 (2006): 69–134.
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emphasized that the drugs he and Case were talking about in their paper
are largely legal prescription drugs. He and Case were of the opinion that
opioids are not the fundamental problem; he believed the world would
be a much better place if doctors had never started prescribing them for
moderate chronic pain—which is in the U.S. Food and Drug Administration’s guidelines—because they have addicted and killed many people who
would otherwise be alive. Opioids constitute a pure iatrogenic medicine
that is killing people who should have never been prescribed them in the
first place. Rather, he and Case think of opioids as throwing fuel on a fire
that was already there. Suicides, cirrhosis, and other maladies have been
around for a long time, but the prevalence of opioids has made them much
more visible.
On Barro’s question about drug legalization policy, Deaton noted that
he and Case think that marijuana legalization is actually a good thing in
this context. Pharmaceutical companies have fought hard against marijuana
legalization, since it would eat into their bottom line. Though marijuana
may not be very good for a person, it is much better than opioids, because
marijuana will not kill you.
With respect to Wolfers’s and Furman’s comments on overeating and
smoking, Deaton acknowledged that there are various ways of “feeding the
beast.” Smoking and overeating may be a part of that, and obesity is one
of the variables he and Case were digging into more deeply. One thing that
has been puzzling is that obesity has not yet shown up in higher death rates,
though it may actually be hidden in the form of heart disease. There is also
an argument that many deaths from diabetes are actually falsely diagnosed
as being from heart disease. Furman’s point about the upswing in smoking
among the less educated may also be part of this story. Thus, Deaton stated,
he and Case would certainly focus on more of this aspect.
With respect to Feldstein’s question about the distinction between less
than high school and high school or less, the authors purposely tried to
stay away from the distinction. A famous paper by S. Jay Olshansky and
colleagues attempts to draw the distinction; but coming back to Cooper’s
point, there is so much selection on the group over time that one really has
no idea what one is looking at.6 Those people are getting more and more
negatively selected over time, and one does not know whether it is their circumstances or something more. For the 45–54 age group in particular, he
6. S. Jay Olshansky and others, “Differences in Life Expectancy Due to Race and Educational Differences Are Widening, and Many May Not Catch Up,” Health Affairs 31, no. 8
(2012): 1803–13.
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and Case were very careful to define the education groups so that over the
period of analysis, there has been very little change in the composition—
which is not true for some earlier birth cohorts. Nevertheless, Deaton
conceded that there are compositional effects that need to be taken into
account, and that he and Case would think about them in the future.
On Nakamura’s and Levin’s points, Deaton noted that the first paper
written in 1922 on the procyclicality of mortality by William Ogburn
showed that mortality is actually higher in good times than in bad times,
a result that has been regularly replicated in the literature.7 (The reverse,
however, is much less common; that is, mortality is not necessarily lower in
bad times. One of the more stunning cases is Spain, where the unemployment rate after the Great Recession rose from about 5 percent to 28 percent,
and every class of mortality fell like a stone.)
With respect to mortality and income, Deaton was impressed by a figure
Lleras-Muney included in her presentation that showed the income growth
of the top 1 percent versus the bottom 50 percent.8 Despite the apparent
flatness of growth for the bottom 50 percent, Deaton believed there was
progress being made for the bottom 50 percent—less so on wages, but on
incomes. “You can see on the graph if you know how to look for it,” he
stated. Data from the U.S. Census Bureau show quite a bit of progress.
Deaton returned to what he thought were some of the key issues—
religion, marriage, children, and cumulative disadvantage. In formulating
the paper, he and Case had tried to stay away from anything to do with exogeneity, instruments, natural experiments, and the like, instead opting for a
more historical approach. In the top-left panel of figure 7, the age-mortality
profiles are steepest for the younger cohorts (the coefficients can be different,
which is why there are multiple lines rather than one). Generally speaking,
the lines appear parallel, implying that deaths of despair have been happening over a long period of time and have gotten worse in parallel.
For Case and Deaton, a big factor pertains to the labor market for people
who graduate from high school; in the 1970s, blue-collar aristocrats could
get a job and see high returns to building skills. Most jobs were for a life-

7. William F. Ogburn and Dorothy S. Thomas, “The Influence of the Business Cycle
on Certain Social Conditions,” Journal of the American Statistical Association 18, no. 139
(1922): 324–40.
8. See the lower panel of figure 5 in Thomas Piketty, Emmanuel Saez, and Gabriel
Zucman, “Distributional National Accounts: Methods and Estimates for the United States,”
Working Paper no. 22945 (Cambridge, Mass.: National Bureau of Economic Research,
2016).
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time; one would work in the same factory where his father and grandfather
had worked. One could get married and have children, and could reasonably expect his wages to rise over time. But this kind of situation is getting
scarcer and scarcer; those types of jobs hardly exist anymore, and they have
been vanishing over time. These things make marriage more difficult (lifetime marriage rates are falling among this group), though cohabitating is
now commonplace. Cohabitating relationships are clearly a social change,
as 50 years ago such an arrangement would be socially ostracized. Today,
however, the majority of white women with only a high school degree have
had at least one child out of wedlock, so this has become normal behavior.
The trend of increased cohabitation is also happening in Europe, Deaton
explained, though one big difference is that cohabiting relationships tend to
be more stable in Europe than they are in the United States.
On Feldstein’s point about religion, Deaton stated that there has not actually been much decline in church attendance of the usual measure. What
has changed is the types of religion people are practicing. Legacy religions
have been replaced by “seeking” religions, which put a lot of responsibility
on the individual to find his or her own way in the world. Just as one had a
job in the same factory as one’s father and grandfather, one would belong
to the same church as one’s father and grandfather. Church was a home,
a place of security. But now this security is gone. Deaton joked that the
Catholic Church was replaced with a 12-step group. But a 12-step group
cannot give people the same degree of security.
Deaton stated that for him and Case, suicide is a very difficult thing to
study. It is not well understood, and has never been well understood. One
thing for sure, however, is that suicide is cumulative in nature: Families fall
apart, children’s lives fall apart, one’s religion does not provide the same
protection, and one’s job no longer gives satisfaction—factors that are all
likely to be associated with suicide. Throw opioids in and social disaster
occurs. Though this behavior may be happening at the tail of the distribution, there are still many despairing people out there.
Deaton finished with a major policy question—a point David Cutler
raised in his discussion: Is the increase in midlife mortality a cohort effect,
or is it a time or age effect? It is true that the older cohorts now have access
to Medicare and Social Security, and have generally done much better in
terms of incomes than the younger cohorts. Deaton explained that he has
spent much of his life trying to show that though income can be helpful
for health, it is not the main factor. While the older cohorts are being well
taken care of, they have experienced the current poor labor market conditions for a much smaller fraction of their lives than the younger cohorts.
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Brookings Papers on Economic Activity, Spring 2017

Those born in 1945, for example, could have been blue-collar aristocrats
early in life; the majority of one’s life could be pretty good, and only near
the end would one have to deal with the poor labor market issues of late.
Case and Deaton admitted they did not know the answer. They were not
suggesting Cutler was necessarily wrong in pinning labor market issues as
the main culprit. But under this view, one would logically conclude that
people are going to be OK as soon as they segue into Social Security and
Medicare, and that there will not be a horrible mortality crisis coming in
the next few years. If, on the other hand, it is a process of cumulative
disadvantage over a very long period of time, then a real catastrophe is
potentially unfolding.
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Firearm suicide rate by County, Oregon, 2010-2015

CLATSOP
COLUMBIA

HOOD
TILLAMOOK

WASH.

MULT.

SHERMAN

UMATILLA

RIVER

WALLOWA

MORROW
CLACKAMAS

YAMHILL

POLK

UNION
WASCO

GILLIAM

MARION
WHEELER

LINCOLN
LINN

BENTON

BAKER

JEFFERSON
GRANT

CROOK
LANE

DESCHUTES

Rate Range
(deaths per 100,000)
DOUGLAS
COOS

HARNEY

MALHEUR

Lower than the
state average
The state average
(95% CI: 8.62 – 9.38)

JOSEPHINE

JACKSON

KLAMATH

LAKE

CURRY

Source: Oregon Violent Death Reporting System
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Higher than the
state average

Public Heath Modernization Grant
Tri-County PHM Partnership

Clackamas, Multnomah &
Washington Counties
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Our Region
• Contains 44% of the state’s population
• Area most at risk for emerging infectious
diseases
• Area with highest incidences of infectious
diseases
• Many coordinated CD efforts already in place
• Tri-County Health Officer Program
• Four county CD staff networking group
• Data sharing agreements enhancing
surveillance efforts
• Multi-county Administrator/HO policy group
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Goals
• Develop an interdisciplinary and cross-jurisdictional

communicable disease work group.
• Strengthen strategies for identifying and engaging at-risk

communities and reduce barriers to infectious disease
control, prevention and response.
• Integrate public health intervention planning for hepatitis A

outbreak response; hepatitis C and latent TB.
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Tri-County Timeline
1st Quarter
•
•
•
•

County Governance Structure Developed with REDE – Jan- March
State Evaluation Plan Developed - February
Tri-County Kick Off – March
State Health Equity and Cultural Responsiveness Guidelines Released – March

2nd Quarter
•
•
•
•

State Learning Collaborative; Health Equity Training – April
Tri-County Meeting; Shared Values Finalized – May
Draft Logic Models – May-June
State Health Equity and Cultural Responsiveness Guidelines Released Templates – May

3rd Quarter
•
•
•
•
•
•
•
•

Most Clackamas, Multnomah and Washington County Staff are hired – June-September
OPHI Facilitator Selected/Contract Began - July
Work Group Meetings Begin – July
OHEA Contract Finalized – August
Health Equity Environmental Scan of Health Assessments Complete – August
Work Group Governance Developed – July –September
Health Equity Definition, Community Engagement Models identified – August – September
Local needs assessment work – July - October

4th Quarter
•
•
•
•

OHEA Hire Staff – October
Data Visualization and Community Partner Mapping – September – December
State Learning Collaborative on How to Write a Health Equity Plan - November
116
Health Equity Assessment Submitted to state – December
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Three Approaches
PHM Core Elements
Health Equity & Cultural Responsiveness,
Community Partnership and Assessment and
Epidemiology

Clackamas
County
Hep A
Geographical
Approach

Multnomah
County
HCV
Community
Level
Approach
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Washington
County
LTBI
Policy/Systems
Change
Approach

Shared Vision
Through our shared values our intent is to
advance public health practice and
improve community engagement across
our region.
Public Health Modernization means
working well together across our region
while at the same time having the ability to
respond independently to our unique
community needs.
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Present State
Clackamas
Governance

Desired Future State

Clackamas
Data

Hep A
Clackamas
Equity

Washington
Governance

Washington
Data

LTBI

Washington Equity

•
•
•

Quad CD Team
Regional Health
Officers

Tri-County
Governance

Tri-County
Data

Any
Disease
Multnomah
Governance

Multnomah
Data

Tri-county
Equity

Hep C

Multnomah Equity

Governance: Decision making in partnership and collaboration; while allowing for local
decision-make based on county level needs.
Health Equity: Culturally appropriate interventions which include community engagement and
partnership
Data: Data-driven surveillance and evaluation that is actionable and transferable for
prevention and response which includes community engagement in data visualization.
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Regional Work Group
Data Visualization
Exploring methods to provide meaningful data to the community
through data visualization:
1. Making complex data more accessible, understandable and
useable.
2. Providing meaningful public health data to help:
health care providers to make clinical decisions
• community members to make health choices
• elected officials to evaluate policy decisions community
organizations and health departments to assure effective
programming
• Increase community awareness.
•

“Communities need access to easily understood
localized data to make the best decision about their
community disease health needs.”
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Q&A

LHD
IT/
Analyst

ORPHEUS
OH
A

SQL

Tableau
Server
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End
User

Health Equity Environmental Scan
• Catalogued health equity assessment work conducted in

the past 10 years.
• Assessment looked at past efforts to:
• Focus on social conditions that influence health;
• Collect data on health resources, threats and/or access to care;
• Identify population subgroups or geo areas identified by excessive

burden of adverse health/socioeconomic outcomes and inadequate
health resources; and
• Increase staff knowledge and capability related to health equity.
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Organizational Capacity
• All Three Counties Have:
• Health equity as core component in strategic plans;
• Conduct regular staff trainings to increase understanding
and skills around health equity;
• Have HR policies regarding hiring for diversity;
• Have policies related to use of equity lens/equity approach
in program planning and decision making.
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Meaningful Community Engagement for
Health Equity
All Three Counties;
• Participate in Healthy Columbia Willamette Community
Health Assessment;
• Conduct health assessments at the local level and have
community advisory groups related to community health
improvement plans (CHIP).
• Have established relationships, including financial
agreements with community groups.
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Identifying and Understanding
Health Inequities
• All three counties have staff capacity to use data sources to
identify, assess and report on health inequities.
• Multnomah has conducted several health equity
assessments as part of their strategic planning which have
focused on specific populations.
• Clackamas has identified health equity zones to provide
health information and engage community.
• Washington is dong health equity data indexing to identify
community specific needs.
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Strengthening Regional Health Equity
Approaches
• Braided funding to create one full-time position within

Oregon Health Equity Alliance to support and advance
meaningful community engagement.
• Collaborating on data visualization activities.
• Sharing resources and best practices across the region.
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Communicable Disease Priorities
Health Equity
• Washington County, LTBI – High prevalence of TB in Latino

population, lack of knowledge, access to testing/treatment and
community stigma.
• Clackamas County, Hep A – Data-informed identification of at-

risk populations for Hep. A underway. Explorations into
engaging with food handlers and homeless and unstably
housed populations for prevention and outbreak response
across health equity zones in progress.
• Multnomah County, Hep C – Higher rates of morbidity and

mortality among Native and African American individuals,
intersectional impact of poverty, drug use/addiction,
homelessness, other social determinates
129

Health Equity
Assessment
Health equity
environmental scan

Tri-county health
equity definition

Planning
Community
Engagement
Community
Engagement Best
Practices
Local assessments of
needs

Partnership Mapping
Health equity
assessment report

Focused on regional and locally work
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Health Equity
Plan

Community
Engagement

Co-created
strategies with
community member

Regional Health
equity plan
developed

Additional PH Modernization Activities
Workforce Alignment and Development
• Organization Restructures
• Management Work Group Structures
• Recruiting and Hiring Staff with New/Different Skill Sets

Program and Services Alignment and Development
• Shifting Focus Toward Population Health Approaches
• Alignment with Health Care Transformation
• Building PH Capabilities
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What Success Looks Like!
• Developed Shared Values and a Regional Team with

communicable disease and health equity workgroups

• Funded full-time Oregon Health Equity Alliance position to

ensure equity expertise and meaningful community
engagement.
• Focus on Return on Objectives
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• Through health equity lens optimizing health care and

public health communicable disease interventions for best
community outcomes.
• Utilizing Health Equity Zones, a geographic approach to

tailored equity need of local Clackamas communities.
• Hired staff to modernize data systems through data

visualization and build regional and local community
partnerships.
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Challenges
• Hiring staff challenges due to truncated grant timeframes,

•

•
•
•

hiring freezes and inability to provide competitive salaries for
specialized positions.
Shared Service Agreements Difficult in Large LPHAs
• All 3 agencies have many technical staff– more people to
coordinate.
• Health equity approach previously focused on chronic
disease vs. communicable disease – new challenge & stigma
• All 3 agencies have adopted local health equity policies and
approaches
OHEA/community partners have limited understanding
regulatory aspect of CD work
Limited new resources
Regional approaches take more time
134

Questions?
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TRI-COUNTY PUBLIC HEALTH MODERNIZATION PARTNERSHIP
Clackamas, Multnomah and Washington County
Public Health Modernization Partnership Shared Values
Through these values our intent is to advance public health practice and improve
authentic community engagement across our region:
•

Coordinating our resources is essential to meet the needs of our growing and diverse
population.

•

We must work to achieve equity by making on-going and intentional investments to build
relationships and empower communities across county lines.

•

We must share and build our skills and experience with culturally appropriate,
community-centered approaches to public health in a way that shares leadership with
communities and increases involvement of those most impacted.

•

Additional investment in local public health creates a great opportunity for increasing
staff skills and expertise across the region.

•

Residents in this region travel across our county boundaries. Our ability to protect and
promote their health should too.

•

Sharing data and measuring the success of our programs will benefit all counties.

•

Sharing what works will allow us to replicate solutions and scale them to our local and
collective communities more efficiently and effectively

•

Working together to respond to public health issues allows us to identify and develop
shared regional resources and encourage partners to invest regionally too.

•

Defining and sharing regional resources will allow flexibility and autonomy for local
authorities to respond to the unique needs of their jurisdictions.

Public Health Modernization means working well together across our region
while at the same time having the ability to respond independently
to our unique community’s needs
Developed by the Tri-County Public Health Modernization Partnership and
input was sought at the 3/2018 Public Health Modernization Kick off Meeting,
revised 5/18. For the purposes of this document the term “community” means
all the residences of Clackamas, Multnomah and Washington counties and
“we/our refers” to Clackamas, Multnomah and Washington counties.
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Cross-Jurisdictional Approach
to Controlling Sexually
Transmitted Infections in the
Willamette Valley
PAM HUTCHINSON, M A R I O N CO U N T Y HEA LT H & HU M A N S E RVI CES
CARLA MUNNS, W I L L A M ET TE VA L L EY CO M M U N I T Y HEA LTH
K ATRINA ROTHENBERGER, P O L K CO U N T Y P U B L I C HEA LT H
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Marion & Polk Region

Polk

Marion

Marion County: 341,286 residents
Polk County: 83,696 residents
WVCH Enrollment: 103,000 members (2nd largest CCO by membership)
• 50% under the age of 18 years old
• 60% under the age of 25 years old
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Public Health Modernization: Local Grants
• Primary objectives:
•
•
•
•

Develop a modern communicable disease control system
Emphasize elimination of health disparities
Establish new systems for local public health service delivery
Increase accountability for health outcomes

• Local public health authorities are required to work with at
least one other local public health authority and another
partner to implement regional communicable disease
control strategies that aim to eliminate health disparities
 = Marion County + Polk County + WVCH

3
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Modernization Regional Partnership Grantees
Clatsop, Columbia and Tillamook counties

Capacity-building for regional
approaches to communicable disease
control

Deschutes, Crook and Jefferson counties; St. Charles Health System;
Central Oregon Health Council
Douglas, Coos and Curry counties; Coquille and Cow Creek Tribes; Western
Oregon Advanced Health CCO
Jackson and Klamath counties; Southern Oregon Regional Health Equity
Coalition; Klamath Regional Health Equity Coalition
Lane, Benton, Lincoln and Linn counties; Oregon State University
Marion and Polk counties; Willamette Valley Community Health CCO
North Central Public Health District; eastern Oregon counties; Eastern
Oregon CCO; Mid-Columbia Health Advocates
Washington, Clackamas and Multnomah counties; Oregon Health Equity
Alliance
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Outbreak response and emerging
diseases
Two year-old immunizations
STIs, hep C and HPV vaccination
Vaccination (two year-old, HPV, Hep A,
pneumo)
STIs and HPV vaccination
Gonorrhea
TB and viral hepatitis

Shared Initiatives: Marion, Polk, & WVCH
• Public Health Modernization
• Community Health Assessment & Improvement Planning
• Share data, align metrics, share in oversight & leadership

• Representation on WVCH Committees
• Board of Directors
• Community Advisory Council
• Transformation & Quality Committee

• Representation on County Health Advisory Board
• Data and information-sharing for emerging topics relating to immunization capacity and
reproductive health changes
• State of Oregon Public Health Advisory Board- WVCH’s CMO is CCO representative
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Health Equity Disparities Detected
Chlamydia
 Pacific Islander, African-American, American Indian/Alaska Natives (AI/AN),
Hispanics, Females, 18-25 year olds
 WVCH: African-American, AI/AN and Caucasian

Gonorrhea
 African-American, Males, 20-19 yo
 WVCH: English-speaking and Caucasian

Syphilis
 WVCH: English-speaking and Caucasian

HIV
 WVCH: Russian-speaking and African-American

HPV Vaccinations

 Male adolescents
 PCP clinic-specific disparities
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Marion & Polk STI Rates
Chlamydia, Gonorrhea & HPV Immunization rates
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Medicaid STI Prevalence Rates- 2017

WVCH claims data, September 2018
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Medicaid STI Prevalence Rates- 2017

WVCH claims data, September 2018
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Medicaid STI Prevalence Rates- 2017

WVCH claims data, September 2018
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Medicaid STI Prevalence Rates- 2017

WVCH claims data, September 2018
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Medicaid HPV Vaccination Rates- 2017

WVCH claims data, September 2018
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High Level Goals
 Establish and implement policies for a
sustainable Cross-Jurisdictional Sharing Model
 Establish an active communicable disease (CD)
coalition to garner community support and
create ownership for health equity,
communicable disease control and prevention
 Develop and implement a Regional Health
Equity Plan for sustainable CD initiatives and
programs
 Educate and train clinical providers on best
practices for testing and treatment of STIs
 Increase control of STIs through increases in
treatment capacity, reduction of prevalence
rates, establish systems to control outbreaks
and prevent future outbreaks
149

Image: Association of State and Territorial Health Officials, 2016
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How will Success be Determined?
Objectives

Outcomes: This Biennium

Outcomes: Beyond

Cross-Jurisdictional Sharing Model

•
•

Community buy-in for communicable
disease (CD)

Develop an active CD coalition with cross-agency buy-in

CD advocacy and buy-in
sustains coalition beyond
biennium funding

Regional Health Equity Plan

Develop a health equity action plan to establish and
implement policies and systems to reduce CD controlrelated disparities

CD equity policies will reduce
(and continue to reduce) CD
control-related disparities

Policies adopted and relationships established
Marion will train Polk Co. in CD Model

Relationships, systems and
sharing model is sustained and
ongoing

Educated and trained clinical network • Provide 6 provider trainings to increase knowledge of
best practices
on best practices for testing and
• Increase adequate gonorrhea Tx in Polk Co
treatment of STIs

Improved system coordination
and communication

STI Control: Increase in Tx capacity,
reduce incidence rates, reduce
outbreaks and establish systems to
control future outbreaks

Lower rates of STIs in Marion &
Polk Counties

•

Maintain/improve gonorrhea Tx in Marion Co

•

Increase gonorrhea case and contact-finding capacity in
Polk Co
Improve HPV vaccine rates regionally

•
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Cross-Jurisdictional Sharing: CD Model
• New systems established:

◦ Create an IGA to share and train staff cross-county , respond to outbreaks and
other community emergencies
◦ Create training plan for staff to align investigative outreach in two counties
◦ Create linkages to clinical providers to share best practices
◦ Align regional clinical practices for screening and treatment

• New CD-control systems and how they address CD-related health
disparities:
◦ Improve adequacy of treatment for Gonorrhea
◦ Targeting disparate populations
◦ Mobile screening and treatment van for STI/HIV

• How are regional positions are being used to fill gaps/build capacity for
both counties?
• Hired public health worker/aligned job description and duties
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Communicable Disease (CD) Coalition
• Establish an active coalition for sustainability
•
•
•
•

Diverse stakeholders
Clinical provider members
Representation from underserved populations
Counties provide administrative support

• Health equity focus to address STI-related disparities and
other emerging health issues
• Facilitate implementation of Regional Health Equity Action
Plan for addressing CD objectives
• Dual Approach: integration with clinical and dental groups
• Advocate and educate with regional clinical leaders and
policy makers
152
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Barriers and Challenges
 Recent survey identified parents as barrier to HPV vaccinations, and data shows that girls are
more likely to be vaccinated than boys
 Educate providers: utilize best practices, such as framing as cancer prevention
 Promote and support provider enrollment in Vaccine for Children program to give them access to the free vaccine supply
 Integrate with dental health providers: HPV vaccinations are shared goal (also aids with increasing Adolescent Well Child checks)

 CCO 2.0
 Rising costs for Medicaid across the nation
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Engage Your Local CCOs
WVCH has shared priorities:
• CCO commitment to health equity, LPHD partnerships, and our shared community

• Population health: beyond WVCH enrollment, community members with high SDoH are CCO focus
• Upstream approach: ensure women of child-bearing age are healthy = healthy babies
• Data-driven population health management- strategic priority due to rising trend

• Community Health Improvement Plan
• Prenatal care/reproductive care

• Quality Incentive Metrics strategies
• Early contraceptive use
• Adolescent well child checks
• Timely access to prenatal care

• Contractual requirements

• Health equity and disparities
• Evidence-based guidelines
• Integration of physical, dental and behavioral health
154
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“We all work in the same
community with shared
visions of improving the
health of our populations
and health disparities to
improve our most
vulnerable community
members’ health and
health outcomes”
PA M HU TCHI N S ON, M A R I ON CO U N TY H EA LTH & H U M A N S E RV IC ES
CA R L A M U N NS W I L L A MET TE VA L L E Y CO M M U NITY H EA LTH
KAT R I N A ROT HEN BERGER , P O L K CO U N T Y P U B L I C H EA LTH
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2017-2019 Public Health Modernization
Program: Oregon Immunization Program, ALERT IIS
 Purpose 1: To enhance the infrastructure of ALERT IIS to meet the growing
demand for immunization information systems and electronic health record
systems interoperability.
 Purpose 2: The data from ALERT IIS will support reporting of the public health
accountability and coordinated care organization incentive measures.
Projects:
 Interoperability enhancements in ALERT IIS
o Updates to HL7 standards for data exchange and messaging reduces data
quality issues, increases accuracy, timeliness, and completeness of data.
o Updating the run/match algorithm will improve the matching process,
resulting in fewer duplicate records and more complete records.
 ALERT Forecaster Updates/Replacement
o Clinical Decision Support is a core function of an IIS and without a robust
forecaster, the IIS is not able to support business and forecasting rules.
 Regional Quality Improvement Meetings
o Coordinate and host regional meetings for local public health focused on
making use of the ALERT IIS data made available through bidirectional, realtime data exchange.
 School Module Electronic Reporting Assessment
o OIP will finalize an assessment on the interoperability between schools,
local public health and the state.
 ALERT IIS Training Materials
 Data Quality Contractor
 Vaccine Education Module
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OIP MODERNIZATION BUDGET | 2017-2019

Sustainable Relationships for
Community Health (SRCH):
A local approach for building cross-sectoral partnerships
Health Promotion and Chronic Disease Prevention Section
Public Health Division
Oregon Health Authority
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Public health modernization
– Improves local capacity
for public health
– Promotes shared
responsibility for health
– Focuses on health
outcomes
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Health systems transformation
– Triple aim: Better health,
better care, lower costs
– Transitions system to
paying for volume to
value
– CCO model is foundation
of Oregon’s system
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Public Health Accountability Metrics

Alignment with CCO incentive metrics:
▪
▪
▪
▪
▪
▪
▪
▪
▪
4

Colorectal Cancer Screening
Controlling high blood pressure
Diabetes HbA1c poor control
Oral evaluation for adults with diabetes
Drug and alcohol screening (EHR–based SBIRT)
Tobacco Prevalence
Obesity
Adolescent well-care visits
Effective contraceptive use among women at risk of unintended
pregnancy
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Public Health and CCOs
• Supports foundational programs within Public Health
Modernization: Prevention and health promotion & Access to
clinical preventive services
• SRCH Model: Resources and technical assistance to support
foundational capabilities:

–
–
–
–
–
–

Leadership and organizational competencies
Health equity and cultural responsiveness
Community partnership development
Assessment and epidemiology
Policy and planning
Communications
161
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SRCH Model
• Goal: Creating sustainable, effective
relationships between community partners to
improve access, quality and cost of
preventive chronic disease self-management
services
• Competitive grants awarded to coalitions of:
– Coordinated Care Organization (CCO) – Medicaid
Population
– Local public health authority
– Clinics (e.g. Rural FQHCs)
– Community partners (e.g. Oregon Community
Health Workers Association, Area Agencies on
Aging)

• Launched in Spring 2015; 3 rounds of SRCH
to date.
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Core components of SRCH design
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System Change Outcomes
▪ Eight CCOs & Ten local health departments implemented referral
systems to the Oregon Tobacco Quit Line
▪ Identify tobacco users, document status, provide counseling, refer

▪ Teams built strong relationships
▪ Scores on key teamwork indicators by 87% at 6 months

▪ Multiple new formal partnership agreements secured
▪ Contracts, BAAs, MOUs, Data sharing, etc.

▪ Inspired new shared projects
▪ Electronic referrals to the Oregon Tobacco Quit Line

▪ Most teams changed local policies or procedures
▪ Half of the teams have payment models in place
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Practice Outcomes Benefitting LowIncome Oregonians
▪ Clackamas County & Dental Clinics screened 11,292 patients for
tobacco use and provided tobacco counseling to over 500 patients
▪ Lincoln County implemented a system to screen over 99% of
Federally Qualified Health Center patients for tobacco.

▪ Lane County increased to 84% the number of community health
center patients with tobacco status documented.
▪ Deschutes County leveraged relationships to build an e-referral
system to the quit line that increased referrals by 4000%
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What to be looking for: Next steps
SRCH Leadership Institutes (October 2018, March 2019)
• Health Equity Focus: Rural Oregon (Public Health and CCOs)
• Learn techniques and tools to accelerate community health
improvement work
• Connect work to health system transformation and public health
modernization

• Articulate organizational value to existing and potential partners
• Communicate the importance of collaboration
• Build upon existing relationships and focus work with partners
• Co-develop a shared goal, measurable outcomes and specific
actions with partners to implement systems change
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Questions
• What are some thoughts on how we can
use this model to advance additional
public health accountability metrics?

• How can the SRCH model be useful in
establishing or resetting a relationship
between a rural public health department
and a CCO?
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Thank You
Contact Information:
Shira Pope
Health Systems Policy Specialist
Health Promotion and Chronic Disease Prevention
Oregon Health Authority, Public Health Division
Shira.r.pope@state.or.us
Patricia Selinger
Health Systems Policy Specialist
Health Promotion and Chronic Disease Prevention
Oregon Health Authority, Public Health Division
Patricia.Selinger@state.or.us
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Public Health Modernization Interim
Evaluation Report
Public Health Advisory Board
September 20, 2018
Steven Fiala, Senior Research Analyst
Program Design and Evaluation Services
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Evaluation purpose

To characterize the outcomes
of a legislative investment in the
governmental public health
system to address
communicable disease control
and related health disparities.
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Evaluation domains
Evaluation Domain
Use of resources

Regional governance
structure
Partnerships
development and
maintenance
Addressing disparities
Communicable disease
outcomes
Leveraging funds
Sustainability
Generalizability
State public health role

Evaluation Question

1. How has public health used funds to implement modernization?
2. How have LPHAs with fewer resources or larger gaps benefited from regional partnerships?
3. What does the regional governance structure look like for each grantee?
4. What are the strengths and challenges of the regional governance structure for modernization of
communicable disease control?
5. What effect has modernization funding had on communicable disease partnerships?
6. What role have partnerships served in implementing regional strategies to control CD?
7. What effect has modernization funding had on addressing communicable disease disparities?
8. To what extent has modernization funding supported local public health in addressing priority CD
outcomes?
9. How has modernization funding been leveraged to acquire additional funds for foundational
program work and support foundational capabilities?
10. Which elements of the modernization award should be sustained after the funding period and at
what cost?
11. To what extent can the regional funding model for communicable disease control be applied to
other foundational programs?
12. How has state public health supported grantees across evaluation domains?
13. What are the strengths and challenges of state support to grantees?
14. How has state public health used funds to implement state roles for modernization?
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Evaluation timeline
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Early evaluation results – key findings
During the first six months of public health modernization
implementation:
New and expanded inter-governmental
partnerships are resulting in increased surge
capacity for outbreak investigations and better
preparation for public health emergencies.
Local public health authorities are working with
tribes, Regional Health Equity Coalitions and
other partners on regional health equity
assessments to ensure that health equity and
community engagement principles are embedded in
communicable disease prevention strategies.
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Early evaluation results – key findings
Local public health authorities are partnering with
CCOs and working with health care providers to
implement new systems for public health service
delivery, including providing pneumococcal disease
vaccinations in hospital settings.
Several local public health authorities are
implementing strategies to improve Public Health
Accountability Metrics, including two-year-old
immunization rates and gonorrhea rates.
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LPHA partnership
case studies

7
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Contact information
Steven Fiala, MPH | Senior Research Analyst
Program Design & Evaluation Services
steven.c.fiala@state.or.us
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Public Health Advisory Board
Health equity review policy and procedure
April 2017
Background
The Public Health Advisory Board (PHAB), established by House Bill 3100 (2015), serves as the
accountable body for governmental public health in Oregon. PHAB reports to the Oregon
Health Policy Board (OHPB) and makes recommendations to OHPB on the development of
statewide public health policies and goals. PHAB is committed to using best practices and an
equity lens to inform its recommendations to OHPB on policies needed to address priority
health issues in Oregon, including the social determinants of health.
Definition of health equity
Health equity exists when all people can reach their full health potential and are not
disadvantaged from attaining it because of their social and economic status, social class, race,
ethnicity, religion, age, disability, gender, gender identity, sexual orientation or other socially
determined circumstance.1
Health equity is also defined as the absence of unfair, avoidable, or remediable difference in
health among social groups.2
How health equity is attained
Achieving health equity requires the equitable distribution of resources and power resulting in
the elimination of gaps in health outcomes between within and different social groups.
Health equity also requires that public health professionals look for solutions outside of the
health care system, such as in the transportation or housing sectors and through the
distribution of power and resources, to improve health with communities.
Policy
PHAB demonstrates its commitment to advancing health equity by implementing an equity
review process for all formally adopted work products, reports and deliverables. In addition, all
presenters to the Board will be expected to specifically address how the topic being discussed is
expected to affect health disparities or health equity. The purpose of this policy is to ensure all

1

Winnipeg Regional Health Authority. (n.d.). Winnipeg Regional Health Authority’s Position Statement on Health
Equity. Available at http://www.wrha.mb.ca/about/healthequity/statement.php.
2
World Health Organization, Commission on Social Determinants of Health, (2007). A Conceptual Framework for
Action on the Social Determinants of Health.
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Board guidance and decision-making will advance health equity and reduce the potential for
unintended consequences that may perpetuate disparities.
Procedure
Board work products, reports and deliverables
The questions below are designed to ensure that decisions made by PHAB promote health
equity. The questions below may not be able to be answered for every policy or decision
brought before PHAB, but serve as a platform for further discussion prior to the adoption of any
motion.
The answers to the following questions will be submitted to PHAB for review with the meeting
materials prior any official Board action involving a vote to adopt a work product, report or and
deliverable. The subcommittee or PHAB member responsible for bringing the work product,
report or deliverable forward for a motion will begin by walking through the responses to these
questions prior to introducing the work product, report or deliverable for a motion.
1. How is the work product, report or deliverable different from the current status?
2. What health disparities exist among which groups? Which health disparities does the
work product, report or deliverable aim to eliminate?
3. How does the work product, report or deliverable support individuals in reaching their
full health potential?
4. Which source of health inequity does the work product, report or deliverable address
(social and economic status, social class, racism, ethnicity, religion, age, disability,
gender, gender identity, sexual orientation or other socially determined circumstance)?
5. How does the work product, report or deliverable ensure equitable distribution of
resources and power?
6. How was the community engaged in the work product, report or deliverable policy or
decision? How does the work product, report or deliverable impact the community?
7. How does the work product, report or deliverable engage other sectors for solutions
outside of the health care system, such as in the transportation or housing sectors?
8. How will data be used to monitor the impact on health equity resulting from this work
product, report or deliverable?
Presentations to the Board
OHA staff will work with presenters prior to Board meetings to ensure that presenters
specifically address the following, as applicable:
1.
2.

What health disparities exist among which groups? Which health disparities does
the presentation topic aim to eliminate?
How does the presentation topic support individuals in reaching their full health
potential?
2
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3.

4.
5.
6.
7.

Which source of health inequity does the presentation topic address (social and
economic status, social class, racism, ethnicity, religion, age, disability, gender,
gender identity, sexual orientation or other socially determined circumstance)?
How does the presentation topic ensure equitable distribution of resources and
power?
How was the community engaged in the presentation topic? How does the
presentation topic content impact the community?
How does the presentation topic engage other sectors for solutions outside of the
health care system, such as in the transportation or housing sectors?
How will data be used to monitor the impact on health equity resulting from the
presentation topic?

Policy and procedure review
The PHAB health equity review policy and procedure will be reviewed annually by the Board.
Board members will discuss whether the policy and procedure has had the intended effect of
reducing disparities or improving health equity to determine whether changes are needed to
the policy and procedure.
Resources
The City of Portland, Parks and Recreation. Affirmation of Equity Statement.
Multnomah County Health Department (2012). Equity and Empowerment Lens.
Oregon Health Authority, Office of Equity and Inclusion. Health Equity and Inclusion Program
Strategies.
Oregon Education Investment Board. Equity Lens.
Oregon Health Authority, Office of Equity and Inclusion. Health Equity Policy Committee
Charter.
Jackson County Health Department and So Health-E. Equity planning documents and reports.
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