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Abstract
Objectives:  This study assesses how American life expectancy compares to other high-income countries and identifies key 
age groups and causes of death responsible for the U.S. life expectancy shortfall.
Methods:  Data from the Human Mortality Database, World Health Organization Mortality Database, and vital statistics 
agencies for 18 high-income countries are used to examine trends in U.S.  life expectancy gaps and how American age-
specific death rates compare to other countries. Decomposition is used to estimate the contribution of 19 age groups and 
16 causes to the U.S. life expectancy shortfall.
Results:  In 2018, life expectancy for American men and women was 5.18 and 5.82 years lower than the world leaders and 
3.60 and 3.48 years lower than the average of the comparison countries. Americans aged 25–29 experience death rates 
nearly 3 times higher than their counterparts. Together, injuries (drug overdose, firearm-related deaths, motor vehicle acci-
dents, homicide), circulatory diseases, and mental disorders/nervous system diseases (including Alzheimer’s disease) account 
for 86% and 67% of American men’s and women’s life expectancy shortfall, respectively.
Discussion:  American life expectancy has fallen far behind its peer countries. The U.S.’s worsening mortality at the prime 
adult ages and eroding old-age mortality advantage drive its deteriorating performance in international comparisons.

Keywords:   Age patterns, Causes of death, Demography, International comparisons, Mortality
  

Life expectancy in the United States lags well behind that 
of other high-income countries. In the quarter century 
between 1980 and the mid-2000s, U.S.  life expectancy 
dropped from being ranked around the middle to near the 
bottom of a set of peer countries (Institute of Medicine & 
National Research Council, 2013). This poor performance 
is particularly surprising given the country’s robust ec-
onomic growth, high levels of health care spending, and 
rapid adoption of medical innovations.

The U.S.  health and life expectancy disadvantage has 
been the focus of two National Academy of Sciences 
panels convened roughly a decade ago that focused on 
older (ages 50+) and younger (ages below 50) ages, respec-
tively (Institute of Medicine & National Research Council, 

2013; National Research Council, 2011). These reports 
and a number of prior studies have documented various 
aspects of the U.S.  mortality disadvantage, including its 
elevated infant mortality rates (even accounting for cross-
national differences in the reporting of live births or in-
fant deaths; MacDorman et  al., 2014); very high burden 
of young-age and injury-related mortality (Fenelon et al., 
2016; Ho, 2013, 2019; Preston & Vierboom, 2021); high 
levels of smoking-attributable mortality at ages 50 and 
older (Preston et  al., 2010); and slower progress in re-
ducing cardiovascular disease mortality (Mehta et  al., 
2020). Although the United States performs poorly on an 
overwhelming number of fronts, this does not mean there 
are no areas in which American mortality performs better 
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than in other high-income countries. The United States has 
experienced faster reductions from screenable and treatable 
cancers like breast, colorectal, and prostate cancers (Garcia 
& Crimmins, 2013; Preston & Ho, 2011) and enjoys 
a mortality advantage at the oldest ages (Ho & Preston, 
2010; Manton & Vaupel, 1995; Palloni & Yonker, 2016). 
The majority of these studies are restricted to specific 
age ranges (e.g., ages below 50 or ages 50+) or causes of 
death (e.g., cardiovascular disease, smoking-related deaths, 
drug overdose), and many do not use data covering trends 
since 2010.

Since 2010, life expectancy trends in the United States 
have been particularly adverse both in an absolute sense 
and compared to trends in other high-income countries (Ho 
& Hendi, 2018). U.S. life expectancy increased only min-
imally between 2010 and 2013, declined for three consec-
utive years between 2014 and 2017, and increased slightly 
between 2017 and 2018. The end result has been that life 
expectancy in the United States did not increase between 
2010 and 2018—in both years, it was 78.7 years (Xu et al., 
2020). In contrast, several other high-income countries—
including countries like Japan and Switzerland, which have 
achieved among the highest observed levels of life expect-
ancy—have continued to enjoy robust life expectancy gains 
since 2010 (Ho, 2020). Thus, it is likely that this unprec-
edented stagnation in U.S.  life expectancy coupled with 
continued gains experienced in other countries will have 
resulted in a substantial widening of the U.S.  life expect-
ancy shortfall.

This study is the first to provide a comprehensive, recent 
assessment of the American mortality disadvantage relative 
to a large set of high-income comparison countries. It con-
siders the entire age range and covers a period spanning the 
alarming post-2010 developments in U.S.  life expectancy. 
This article evaluates how key dimensions of the U.S. life 
expectancy shortfall have changed between 1958 and 
2018, examines how age variations in American mortality 
performance have changed between 2008 and 2018, and 
identifies the key age groups and causes of death respon-
sible for why the United States has lower life expectancy 
than its peer countries in 2016.

Method
The analysis focuses on a set of 18 high-income coun-
tries consisting of the United States and 17 comparison 
countries: Australia, Austria, Belgium, Canada, Denmark, 
Finland, France, Germany, Italy, Japan, the Netherlands, 
Norway, Portugal, Spain, Sweden, Switzerland, and the 
United Kingdom. The comparison countries are all devel-
oped nations with fairly large population sizes (upwards 
of 5 million in 2018) that underwent their mortality tran-
sitions over roughly the same time period as the United 
States. The set of countries overlaps with those used in 
prior cross-national studies of the U.S.  life expectancy 
disadvantage (Ho, 2013; Ho & Hendi, 2018; Institute of 

Medicine & National Research Council, 2013; National 
Research Council, 2011; Verguet & Jamison, 2013).

Data

This study uses data from the Human Mortality Database 
(HMD), the World Health Organization (WHO) Mortality 
Database, and the vital statistics agencies of Austria, Germany, 
and Italy (Federal Statistical Office of Germany, 2021; Italian 
National Institute of Statistics, 2021; Statistik Austria, 2021; 
University of California, Berkeley (USA) & Max Planck 
Institute for Demographic Research (Germany), 2021; World 
Health Organization, 2021). Life table death rates were ex-
tracted from the HMD for each of the 18 countries for each 
year between 1958 and 2018. (For 1958–1989, life tables for 
Germany were produced using the population-weighted life 
table death rates for East and West Germany.) For three coun-
tries whose 2018 data are not yet available through the HMD 
(Austria, Germany, and Italy), I  obtained data from these 
countries’ vital statistics agencies and constructed life tables 
using graduation to obtain nax values (Preston et al., 2001). 
I also produced life tables for the average of the 17 compar-
ison countries based on their population-weighted death rates.

Data on mortality by cause of death come from the WHO 
Mortality Database. The most recent year cause-specific data 
are available for all countries is 2016. Causes of death are 
coded into 16 mutually exclusive and exhaustive categories: 
alcohol-induced deaths, Alzheimer’s disease, circulatory dis-
eases, diabetes, drug overdose, firearm-related deaths, hom-
icide, infectious and parasitic diseases, lung cancer, mental/
behavioral disorders and diseases of the nervous system 
(excluding Alzheimer’s disease), motor vehicle accidents, 
perinatal conditions and congenital anomalies, respiratory 
diseases, screenable/treatable cancers (breast, cervical, colo-
rectal, and prostate cancers), suicide, and a residual category 
consisting of all remaining causes of death. Alcohol-induced 
deaths include deaths from mental/behavioral disorders and 
diseases of the nervous system, circulatory diseases, injuries, 
and the residual category, which are thus excluded from 
these overlapping categories. Drug overdose, alcohol-induced 
deaths, firearm-related deaths, and motor vehicle accidents 
are defined following the standard definitions used by the 
U.S. National Center for Health Statistics (Murphy et  al., 
2021). The International Statistical Classification of Diseases 
and Related Health Problems 10th Revision (ICD-10) codes 
corresponding to these 16 cause of death categories are pro-
vided in Supplementary Table 1. Using broad cause of death 
categories helps to address issues of comparability of cause of 
death coding across countries.

Analysis

I assess trends in the gap in life expectancy at ages 0, 65, 
and 85 between the United States and the world leader, 
the average of the comparison countries, and the country 
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with the lowest life expectancy value between 1958 and 
2018. When the United States is either the world leader 
or the worst performer, the comparison is made between 
the United States and the second-ranked country (for the 
world leader comparison) or the 17th ranked country (for 
the worst performer comparison).

Next, I examine the age patterns of the American mor-
tality disadvantage and how they have changed between 
2008 and 2018. I  compare the rankings of U.S.  death 
rates at each age among the set of comparison countries  
(where the country with the lowest death rate is ranked 
first and the country with the highest death rate is ranked 
18th) and the ratios of U.S. death rates to the population-
weighted average of the comparison countries at each age.

Arriaga’s decomposition is used to apportion the differ-
ence in life expectancy at birth between the United States 
and each of the 17 comparison countries, as well as be-
tween the United States and the average of the compar-
ison countries, into age and cause of death contributions 
(Arriaga, 1984). Within each age group, the cause of death 
contributions sum to the total contribution of that age 
group. The sum of the age group contributions across all 
ages equals the difference in life expectancy at birth be-
tween the United States and each country. All analyses are 
performed separately for men and women.

Results

Long-Run Trends in the U.S. Life Expectancy 
Shortfall

Figure 1 shows how the United States has performed rela-
tive to its peer countries in terms of life expectancy at birth, 
at age 65, and at age 85 between 1958 and 2018. Beginning 
with life expectancy at birth (Figure 1A and B), we can see 
that the United States performed very well in the early part 
of this period. Its life expectancy levels were close to (for 
men) or above (for women) the average, and they were well 
above the country with the lowest life expectancy. Starting 
in the late 1970s, however, the United States started to fall 
further and further behind its peer countries. Gaps between 
the United States and both the average and the world 
leaders have grown steadily. The United States fell into last 
place, becoming the country with the lowest life expectancy 
at birth, for the first time in 2003 for women and in 2006 
for men. In every year of the past decade, U.S. life expect-
ancy has remained in last place, falling well behind even the 
worst performer among the comparison countries.

The U.S. life expectancy gaps are now the largest they 
have ever been. In 2018, American men and women could 
expect to live 5.18 and 5.82 fewer years than the world 
leaders, Swiss men and Japanese women. The gaps between 
the United States and the average of the other countries 
reached 3.60 and 3.48 fewer years for men and women, 
respectively. One of the most striking indicators of how 
far the United States now lags behind its peer countries 

is the comparison with the country with the lowest life 
expectancy level. In 1961, life expectancy at birth in the 
United States was 7.07 and 8.21 years higher than that of 
Portuguese men and women, respectively. Today, American 
men can expect to live 1.78 fewer years than Portuguese 
men, while American women can expect to live 1.42 years 
fewer years than British women.

The U.S.  shortfalls in life expectancy at age 65 are 
smaller in magnitude but follow similar patterns to those 
observed for life expectancy at birth (Figure 1C and D). 
Since the late 1970s, these gaps have grown larger, and the 
increases have been particularly sharp for women. For ex-
ample, the gap in life expectancy at age 65 between the 
United States and the world leader increased from 1.64 to 
1.92 years between 1958 and 2016 among men, but from 
0.28 to 3.53 years—a 12 and a half fold increase—among 
women. Initially, U.S. life expectancy at age 65 was higher 
than the average, but has fallen below the average since 
1993 (women) and 1994 (men). The main difference from 
the patterns observed for life expectancy birth is that to 
date, the United States has never ranked in the last place for 
life expectancy at age 65, although American women have 
been in second to last place in every year since 2009. Life 
expectancy at age 65 for American men has ranked in 12th 
or 13th place in every year since 2014. The U.S. advantage 

Figure 1.  U.S. life expectancy shortfall (years) at birth (A and B), age 65 
(C and D), and age 85 (E and F) compared to the world leader, average 
of the comparison countries, and worst performer, men and women, 
1958–2018.
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relative to the lowest-performing country has shrunk dra-
matically over time.

The patterns for life expectancy at age 85 (Figure 1E 
and F) are quite different from those observed for ages 
0 and 65. Until the mid-1990s, differences between the 
United States and the world leader were negligible. In fact, 
the United States ranked among the top five countries in 
life expectancy at age 85 in 55 years (90% of the period) 
and 50 years (82% of the period) for men and women, re-
spectively, between 1958 and 2018. Aside from a brief de-
terioration in their relative performance around the 2000s, 
American men have generally maintained their advantage 
in life expectancy at age 85. Their levels stayed fairly close 
to that of the world leaders and were nearly always higher 
than the average and substantially higher than the worst 
performing country. In contrast, American women’s advan-
tage has eroded over the past two decades. Between 1958 
and the early 1990s, U.S. female life expectancy at age 85 
was very similar to that of the world leaders and well above 
the average of the comparison countries. Subsequently, 
however, a large gap has opened between the world leaders 
and American women, and life expectancy at age 85 for 
American women has not exceeded the average since 2000. 
American men and women have continued to maintain 
an advantage in life expectancy at age 85 over the worst-
performing country, which is not the case for either life ex-
pectancy at birth or age 65.

How American Mortality Performs by Age

Mortality is strongly patterned by age, and we would like 
to know whether the U.S.  mortality disadvantage is uni-
form across age and at which ages it has become more or 
less pronounced over time. Figure 2A shows the rankings of 
U.S. death rates by age in 2008 and 2018. Within each age 
group, the 18 countries are ranked from lowest to highest 
death rate, so that the country with the lowest (most fa-
vorable) death rate receives a rank of 1 and the country 
with the highest (least favorable) death rate receives a rank 
of 18. The age pattern of U.S.  mortality rankings bears 
the characteristic J-shape documented by Ho and Preston 
(2010). For both men and women, U.S. death rates were the 
highest or second highest among the comparison countries 
in every age group until age 70–74 (in 2008) or age 80–84 
(in 2018). At the older ages (70+), we observe a jump in the 
rankings, indicating that the United States performs very 
well at these ages compared to other countries. These low 
death rates at older ages are consistent with the U.S.’s gen-
erally favorable performance in life expectancy at age 85 
seen in Figure 1. However, there has been a distinct dete-
rioration in the rankings over the past decade. The age at 
which Americans begin experiencing a mortality advantage 
relative to other countries has been pushed back to pro-
gressively older ages. For example, in 2008, American men 
aged 75–79 had mortality rates near the median—they had 
a rank of 9. By 2018, the ranking for American men aged 

75–79 dropped to 18. American women experienced a sim-
ilar deterioration in their rankings over this decade. These 
findings demonstrate that the erosion of the U.S. old-age 
mortality advantage has continued in the post-2010 period.

Next, we examine the ratio of U.S.  death rates to the 
average of the comparison countries (Figure 2B). This is a 
complementary measure to rankings that allows us to ex-
amine the degree to which the American mortality disad-
vantage has worsened or improved over time. For nearly 
the entire age range, the ratios were above 1, indicating that 
the United States experienced higher mortality at each age 
compared to other countries. The ratios fell below 1 only 
at ages 80–84 for men in 2008 and at age 85 and older 
for men in 2018 and were close to but did not fall below 
1 for women in either year. While Americans experienced 
elevated mortality rates for most of the age range, the lar-
gest differences were observed at the younger adult ages. 
The ratios peaked in the 20s for both men and women. 
Examining change between 2008 and 2018, we see that 
the ratios in 2018 were above those in 2008 for almost 
every age group. In other words, the United States is now 
worse off at just about every age compared to a decade 
earlier. The deepening of the U.S.  mortality disadvantage 
at the young and prime adult ages over the past decade is 
striking. For both men and women, the ratios increased at 
every age group between 15 and 64 over the past decade. 
This increase was particularly dramatic for Americans aged 
25–29. In 2008, Americans in this age group experienced 
death rates about twice as high as their counterparts in 
other countries. The ratios peaked at 2.02 for men and 1.93 

Figure 2.  Ranking of U.S. death rates among 18 countries (A) and the 
ratio of U.S. death rates to the average of comparison countries (B), 
men and women, 2008 and 2018.
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for women. A  decade later, these ratios had increased to 
2.85 and 2.68 for men and women, respectively, indicating 
that Americans in their mid-20s now have death rates that 
are nearly three times higher on average than people in their 
mid-20s living in other high-income countries.

Age Groups Contributing to the U.S. Life 
Expectancy Shortfall

Next, we examine which age groups contribute most to 
the U.S.  life expectancy shortfall and whether these con-
tributions have changed over time. Table 1 presents the 
age decomposition results for the difference in life expect-
ancy at birth between the United States and the average of 
the comparison countries and between the United States 
and the world leader. How much of the shortfall comes 
from ages below 50 is one metric that has been used in 
prior studies. Ages below 50 accounted for 56%–60% of 
the gap between the American men and the average and 
for 46%–47% of the gap between American men and the 
world leaders. The corresponding percentages for women 
relative to the average and world leaders were 31%–34% 
(average) and 21%–24% (world leaders), respectively.

In general, mortality differences at the younger ages con-
tributed more to the U.S. life expectancy shortfall for men 

than for women and more in 2008 than in 2018. For ex-
ample, the largest contributions were concentrated between 
ages 50 and 64 among men, with each 5-year age group 
in this range accounting for around 10% of the U.S.  life 
expectancy shortfall. Among women, the largest contribu-
tions (ranging between 10% and 13%) were concentrated 
at ages 65–79. The oldest ages (80–84 and 85+) did not 
add to the life expectancy shortfall among American men 
because they had lower mortality at these ages than men in 
other countries; in fact, mortality differences at ages 85 and 
older mean the U.S. shortfall was smaller than it would be 
otherwise. Among women, these age groups only recently 
started contributing to the U.S.  life expectancy shortfall 
and were more important for the shortfall relative to the 
world leaders than relative to the average.

Causes of Death Contributing to the U.S. Life 
Expectancy Shortfall

Figure 3 shows the contribution of 16 causes of death to the 
U.S. life expectancy shortfall in 2016, the latest year cause-
specific mortality data are available for all of the countries. 
I decompose the difference in life expectancy at birth between 
the United States and each of the comparison countries and 
between the United States and the average of the comparison 

Table 1.  Contribution of Specific Age Groups (%) to the U.S. Shortfall in Life Expectancy at Birth, Men and Women, 2008 and 
2018

Men Women

 Average World leader Average World leader

Age group (years) 2008 2018 2008 2018 2008 2018 2008 2018

0 11% 6% 6% 4% 8% 5% 6% 5%
1–4 1% 1% 1% 1% 1% 1% 0% 0%
5–9 0% 0% 0% 0% 0% 0% 0% 0%
10–14 1% 1% 1% 1% 0% 1% 0% 0%
15–19 4% 3% 3% 2% 1% 1% 1% 1%
20–24 8% 6% 6% 5% 2% 3% 1% 2%
25–29 7% 8% 5% 6% 2% 4% 1% 2%
30–34 6% 8% 5% 7% 3% 4% 1% 3%
35–39 6% 8% 5% 7% 3% 5% 2% 3%
40–44 7% 7% 7% 6% 5% 5% 3% 3%
45–49 8% 8% 8% 7% 6% 6% 5% 4%
50–54 9% 9% 10% 9% 7% 7% 6% 6%
55–59 9% 10% 10% 11% 7% 9% 6% 8%
60–64 8% 10% 9% 11% 10% 9% 9% 9%
65–69 8% 8% 8% 9% 13% 10% 12% 10%
70–74 6% 6% 8% 7% 13% 12% 12% 12%
75–79 2% 5% 6% 7% 11% 11% 12% 12%
80–84 −1% 1% 2% 3% 5% 7% 10% 10%
85+ −1% −4% −1% −3% 3% 1% 12% 9%
U.S. shortfall (years) 2.49 3.60 3.87 5.18 3.11 3.48 5.32 5.82

Notes: U.S. shortfall refers to the difference in life expectancy at birth between the United States and the average of the comparison countries or between the United 
States and the world leader in life expectancy. The world leader for men is Switzerland and the world leader for women is Japan. Positive (negative) percentages 
indicate that mortality differences between the United States and other countries in a specific age group widened (narrowed) the U.S. life expectancy shortfall.
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countries (numeric values are provided in Supplementary 
Table 2). Bars above the x-axis add to the U.S. life expect-
ancy shortfall (i.e., the United States performs less favorably 
in terms of mortality from a specific cause of death than the 
comparison country), while bars below the x-axis reduce the 
U.S. life expectancy shortfall (i.e., the United States performs 
more favorably in terms of mortality from a specific cause 
of death than the comparison country). The contributions 
of the 16 causes of death sum to the total difference in life 
expectancy between the United States and each country, and 
the countries are ranked from largest to smallest difference 
with the United States. Thus, the world leaders—Swiss men 
and Japanese women—are the leftmost bars, while the coun-
tries with the lowest life expectancy levels—Portuguese men 
and Danish women—are the rightmost bars.

The U.S. mortality disadvantage is wide-ranging and not 
restricted to a single specific cause of death. Causes as diverse 
as drug overdose, perinatal conditions/congenital anomalies, 
circulatory disease, and Alzheimer’s disease all contribute to 
the U.S. life expectancy shortfall. While the United States ex-
periences a mortality disadvantage for many different types 
of causes of death, some groups clearly contribute more than 
others. Injuries (in red) and diseases related to cardiovascular, 
respiratory, and metabolic diseases (in blue) account for the 
lion’s share of the U.S. life expectancy shortfall among men 
(Figure 3A). Among injuries, a fairly diverse set of causes—
drug overdose, firearm-related deaths, and motor vehicle 

accidents—tend to make the largest contributions. On av-
erage, they account for 18%, 15%, and 10% of American 
men’s life expectancy shortfall, respectively. Circulatory dis-
eases, diabetes, and respiratory diseases account for 32%, 
6%, and 3%, respectively. Causes of death that reduce the 
male U.S. life expectancy shortfall include lung cancer, sui-
cide, and screenable/treatable cancers.

For American women, circulatory disease and respi-
ratory disease are the main contributors to the U.S.  life 
expectancy shortfall, accounting for 28% and 12% on av-
erage. Injuries are also important, although they make rel-
atively smaller contributions than for men, while mental/
behavioral disorders and diseases of the nervous system 
(in green) are relatively more important for women than 
for men. Drug overdose accounts for 10% of the female 
U.S.  life expectancy shortfall compared to the average, 
while Alzheimer’s disease and other mental/behavioral 
disorders and diseases of the nervous system account for 
11% and 10%, respectively. Similar to the case for men, 
American women also perform more favorably in terms of 
mortality from screenable/treatable cancers and suicide—
but not lung cancer—than the comparison countries.

While there is some variation across countries, the patterns 
observed for the breakdown of the life expectancy difference 
between the United States and the average of the comparison 
countries generally apply to the individual country compari-
sons as well. The main exceptions are that Alzheimer’s disease 
does not contribute to the gap in life expectancy between the 
United States and Finland, and that circulatory disease either 
does not contribute to or makes smaller contributions to the 
gap in life expectancy between the United States and Austria 
and Germany than it does to the gap between the United 
States and the other countries. In these cases, this results from 
Finland, Austria, and Germany having relatively high mor-
tality rates from these two causes of death.

Discussion
U.S.  life expectancy has fallen far behind its peer coun-
tries. The U.S.  life expectancy shortfall is larger than it 
has ever been before, with Americans living over 5 and 
3 fewer years compared to the world leaders and the av-
erage of the comparison countries, respectively, in 2018. 
These life expectancy differentials are substantial. The 
following thought experiment provides a sense of just 
how large these gaps are. Best-practice life expectancy—
the highest life expectancy observed in a given year—has 
been found to increase by about 2.5  years per decade 
(Oeppen & Vaupel, 2002). If we froze all other countries 
at their current life expectancy levels and allowed the 
United States to increase its life expectancy at a rate of 
2.5 years per decade, it would take over a decade—about 
14 years—for Americans to catch up to the average of the 
other countries. To catch up to the world leaders would 
require over two decades (21 years for men and 23 years 
for women). Again, this is assuming other countries make 

Figure 3.  Contribution of 16 causes of death (years) to the U.S. shortfall 
in life expectancy at birth, men (A) and women (B), 2016.
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no further life expectancy gains and that the United States 
could achieve a rate of increase of 2.5 years per decade. 
In fact, between 2008 and 2018, life expectancy increased 
by only 0.78 years for American men and 0.89 years for 
American women. If those rates were to continue, it would 
take around four decades for the United States to match 
the average life expectancy levels of the other countries. 
A  particularly dismal indicator of the U.S.’s worsening 
performance is that where it once used to experience life 
expectancy levels far higher than the worst-performing 
country, U.S.  life expectancy levels now fall well below 
even the worst performer among its peer countries. 
American men and women have had the lowest life ex-
pectancy at birth for over a decade and are perilously close 
to ranking in last place for life expectancy at age 65.

As life expectancy levels and survivorship increase, mor-
tality at the oldest ages will become increasingly important 
determinants of cross-national life expectancy differences. 
Thus, it is instructive to consider patterns in life expectancy 
at age 85, an age to which 36% and 50% of American men 
and women could expect to survive, respectively, according 
to the 2018 U.S. life table. The comparable figures for men 
and women for the average of the other high-income coun-
tries were 44% and 62%, respectively, and a remarkable 
70% for Japanese women. While the United States has man-
aged to maintain a favorable performance in terms of life ex-
pectancy at age 85, it has lost ground over time, particularly 
for women. In 2018, mortality differences at the oldest ages 
no longer acted to reduce the U.S. life expectancy shortfall 
for women, although they continued to do so for men.

This study has demonstrated the continued importance 
of younger age (below 50) mortality for the U.S. life expect-
ancy shortfall. Mortality below age 50 accounts for over 
half of American men’s life expectancy shortfall and about 
a third of American women’s life expectancy shortfall, on 
average. Over the past decade, the U.S.’s relative mortality 
disadvantage at the prime adult ages (25–64) has deepened. 
Trends have been particularly adverse between ages 25 and 
44. At these ages, Americans experienced death rates two 
to three times higher than their counterparts living in other 
high-income countries in 2018.

These elevated death rates at the prime adult ages are 
related to a high burden of injury-related deaths in the 
United States. Deaths from drug overdose, firearms, and 
car accidents make large contributions to the U.S.  life ex-
pectancy shortfall, particularly for men. Among women, we 
see a growing contribution of Alzheimer’s disease and other 
mental disorders and diseases of the nervous system. We also 
see lung cancer and respiratory diseases playing a greater 
role for women. This is related to cross-national and gender 
differences in smoking epidemics. The United States had 
an earlier and more severe smoking epidemic compared to 
other high-income countries, and men started (and eventu-
ally quit) smoking earlier than women (Ho & Fenelon, 2015; 
National Research Council, 2011; Preston et al., 2010). As 
a result, American men’s smoking-attributable mortality 
peaked in the 1990s and has been declining since then. Men 

in other countries, who began smoking slightly later, are now 
benefiting from reductions in smoking-attributable mor-
tality. In contrast, American women’s smoking-attributable 
mortality peaked in the mid-2000s and remains higher 
than in many of the comparison countries. In other high-
income countries, women generally began smoking later 
than American women, so smoking-attributable mortality 
currently remains at lower levels but is expected to continue 
to rise in the coming decades. Circulatory diseases are an 
important contributor to the U.S.  life expectancy shortfall 
among both men and women. Mehta et  al. (2020) found 
that stalled progress in reducing cardiovascular disease mor-
tality has been an important contributor to the post-2010 
U.S.  life expectancy stagnation. Prior studies have found 
that several other high-income countries are also experien-
cing slowdowns in cardiovascular disease mortality declines, 
although to a lesser degree than the United States (Ho, 2020; 
Raleigh, 2019). The reasons for these slowdowns have yet to 
be fully identified, although potential explanations include 
smaller gains from reductions in smoking-attributable mor-
tality, rising levels of obesity, and slowing expansions in the 
use of drugs and other treatments for cardiovascular disease 
in high-income countries.

This study provides a foundation for understanding the 
broader determinants of and policy targets for addressing the 
U.S.  life expectancy shortfall. One perennial question asks 
whether behavioral or structural factors are predominantly 
responsible for Americans’ mortality disadvantage. The causes 
of death identified as key contributors to the U.S. life expect-
ancy shortfall underscore that a combination of behavioral 
factors and structural and organizational factors (and inter-
actions between the two groups of factors) are involved. Both 
types of factors matter, and they are not easily separable. For 
example, high rates of homicide are related to inequality and 
residential segregation, high rates of firearm-related deaths 
are influenced by both behavioral factors and the greater 
availability of guns in the United States, and motor vehicle 
fatalities are driven by risky behaviors like drunk driving as 
well as structural factors like long commutes and lower pop-
ulation density (Evans, 2014; Hemenway & Miller, 2000; 
Massey, 1995; Peterson & Krivo, 1993, 1999; Richardson & 
Hemenway, 2011; Siegel et al., 2013; Transportation Research 
Board, 2011). In other words, Americans are highly exposed 
to risky conditions and a high prevalence of negative behav-
ioral factors, the consequences of which may be exacerbated 
by poor structural and organizational conditions including a 
lack of universal access to health care.

Another question relates to how inequality within the 
United States contributes to its low life expectancy ranking. 
Large life expectancy differentials along racial/ethnic, socio-
economic, and geographic dimensions exist within the United 
States (Dwyer-Lindgren et al., 2017; Elo et al., 2019; Harper 
et al., 2012; Hendi, 2015, 2017; Vierboom et al., 2019; Wang 
et al., 2013), and these differentials tend to be larger in the 
United States than in other high-income countries (Hendi et al., 
2021; Mackenbach et al., 2008; Martikainen et al., 2013). Prior 
studies have found that while educational disparities account 
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for part of the U.S. life expectancy shortfall (van Hedel et al., 
2015), it is also the case that even the most advantaged groups 
in American society (e.g., the college-educated and those in the 
top wealth tertile) have worse health than their counterparts 
in other high-income countries (Avendano et al., 2009; Banks 
et al., 2006, 2010). Thus, it seems likely that reducing mor-
tality inequalities within the United States would narrow but 
not eliminate the U.S. life expectancy shortfall.

Given the U.S.’s dismal performance in international 
rankings of life expectancy, it may come as a surprise that 
increasingly, researchers and policymakers are looking to 
American life expectancy trends for lessons that may trans-
late to other countries. This interest is underpinned by the 
growth in global connectedness (Berry et al., 2014; Guillén, 
2020)—increasingly, health insults faced by one nation are 
shared by others (Ho & Hendi, 2018), as the coronavirus 
disease 2019 pandemic demonstrated all too well. It is also 
the case that the United States often acts as a vanguard na-
tion or cautionary tale. The country tends to be at the fore-
front of emerging health threats such as the opioid epidemic 
and a sudden slowing in improvements in cardiovascular 
disease mortality. While other countries may not experience 
the same degree of exposure or vulnerability to such threats, 
the United States tends to provide a particularly effective il-
lustration of their possible impacts on life expectancy.
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