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Although there is a large gap between Black and White American
life expectancies, the gap fell 48.9% between 1990 and 2018, mainly
due to mortality declines among Black Americans. We examine agespecific mortality trends and racial gaps in life expectancy in highand low-income US areas and with reference to six European countries. Inequalities in life expectancy are starker in the United States
than in Europe. In 1990, White Americans and Europeans in highincome areas had similar overall life expectancy, while life expectancy for White Americans in low-income areas was lower. However, since then, even high-income White Americans have lost
ground relative to Europeans. Meanwhile, the gap in life expectancy between Black Americans and Europeans decreased by
8.3%. Black American life expectancy increased more than White
American life expectancy in all US areas, but improvements in
lower-income areas had the greatest impact on the racial life expectancy gap. The causes that contributed the most to Black Americans’ mortality reductions included cancer, homicide, HIV, and
causes originating in the fetal or infant period. Life expectancy
for both Black and White Americans plateaued or slightly declined
after 2012, but this stalling was most evident among Black Americans even prior to the COVID-19 pandemic. If improvements had
continued at the 1990 to 2012 rate, the racial gap in life expectancy
would have closed by 2036. European life expectancy also stalled
after 2014. Still, the comparison with Europe suggests that mortality rates of both Black and White Americans could fall much
further across all ages and in both high-income and low-income
areas.
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Significance
From 1990 to 2018, the Black–White American life expectancy
gap fell 48.9% and mortality inequality decreased, although
progress stalled after 2012 as life expectancy plateaued. Had
improvements continued at the 1990 to 2012 rate, the racial gap
in life expectancy would have closed by 2036. Despite decreasing
mortality inequality, income-based life expectancy gaps remain
starker in the United States than in European countries. At the
same time, European mortality improved strongly and even
those U.S. populations with the longest life spans–White Americans living in the highest-income areas–experience higher mortality at all ages than Europeans in high-income areas in 2018.
Hence, mortality rates of both Black and White Americans could
fall much further in both high-income and low-income areas.

|

ecent events, notably the Black Lives Matter movement and
the disproportionate impact of the COVID-19 pandemic on
the Black population, have highlighted the persistent gap in life
expectancy between Black Americans and other Americans (1, 2).
In 2018, the gap in life expectancy between Black and White
Americans was 3.6 y. However, there have also been tremendous
improvements in life expectancy among Black Americans relative to
White Americans over time and especially since 1990 (3–7). Much
of the highly publicized recent research investigating changes in
inequality in life expectancy and mortality in the United States over
the past 30 y highlights inequalities in adult mortality across educational and income groups (8–23).
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This paper discusses the evolution of inequalities in mortality
between Black and White Americans from 1990 to 2018 through
the lens of place. There are two innovations: First, following several
recent studies (1, 6, 24–31), we examine the evolution of mortality
rates among Black and White Americans by age and county poverty
rates. This analysis allows us to see whether racial gaps have evolved
differently in higher- and lower-income parts of the United States.
Trends in age-specific mortality rates provide insights into whether
changes in life expectancy are specific to certain age groups, for
example, people over 65 who qualify for Medicare, which in turn
may provide additional insight into possible mechanisms.
Second, we benchmark these developments against trends in
mortality inequality across high- and low-income places in a set
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of six prosperous European countries. This comparison offers several potential insights, such as whether mortality in higher-income
parts of the United States is more similar to that of European
countries or whether both high- and low-income US places tend to
lag behind. It also provides additional perspective on the gaps between Black and White Americans, allowing us to ask, for example,
if only Black Americans fall short of a European benchmark or if
the mechanisms driving lower life expectancy in the United States
also affect White Americans.
Our analysis proceeds by first ranking counties by their poverty
rate in each year and then grouping counties into clusters that each
account for about 5% of the population (Materials and Methods).
A key advantage of this approach is that we can examine all
deaths, whereas information on income and completed education
is not available for every person. We also avoid problems due to
changes in the education distribution over time. For example, high
school dropouts in the United States have become an increasingly
small and more negatively selected group as high school completion
and college attendance have become more normative (32–35). A
limitation of our approach is that we cannot examine inequalities
within small areas. Set against this limitation is evidence that lowincome Americans live longer in high-income areas than in lowincome ones (12), so that mortality across geographic areas is of
independent interest. Our approach allows us to see whether
changes in mortality occur in both high- and low-income areas or
are driven largely by improvements in lower-income areas.
A second advantage of this geographical approach is that it can
be easily adapted to examine mortality inequality in other countries using a similar framework. We examine trends in mortality
inequality in six wealthy European countries using methods
identical to the US analysis. Mortality inequality in these countries
is of interest in its own right but also serves as a useful baseline for
considering developments in the United States, contributing to a
growing body of comparative literature on mortality differentials
(6–39). Our main analysis focuses on six countries (England,
France, Germany, the Netherlands, Norway, and Spain) for which
consistent mortality data by geographic areas exist for the entire
time period. All six are prosperous countries with well-developed
health care and social welfare systems. The experience of these
countries provides some insight into questions such as how low US
mortality rates could fall given current medical standards; whether
increasing gaps in life expectancy between the United States and
Europe are driven only by lower-income areas or whether higherincome areas are also falling behind; and finally, whether mortality
among Black Americans declined only relative to White Americans
or whether it also declined relative to a European life expectancy
benchmark.
Results
Our main results for age-specific mortality rates are shown in Figs.
1–4, representing the age groups 0 to 4, 5 to 19, 20 to 64, and 65 to
79. Each figure has three panels showing estimates for the years 1990,
2005, and 2018 and contains three heavy lines representing mortality
rates for Black Americans, White Americans, and Europeans as
defined in our study. Each marker on these figures represents a
county group representing about 5% of a country’s population.
The lines drawn through the markers are simply least squares linear
regression lines through the points. The data for each marker and
the slopes of the regression lines are shown in SI Appendix, Tables
S1–S4, along with P values for whether the slopes of the regression
lines are equal to 0, whether the slopes for lines representing Black
and White persons are equal, and whether the slopes of the White
American and European lines are equal. The figures also show
fainter gray lines corresponding to mortality rates in the individual
European countries. Further details are provided in Materials and
Methods and in SI Appendix.
The biggest takeaway from Fig. 1 is the huge gap in mortality
between Black and White children aged 0 to 4 in 1990 and the
2 of 9 | PNAS
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equally stunning narrowing of the gap between Black and White
child deaths over the subsequent decades. In 1990, 4.2 out of every
1,000 Black children aged 0 to 4 died compared to 1.82 per 1,000
White children. In 2018, the rates had fallen to 2.31 per 1,000
for young Black children and 1.13 per 1,000 for White children.
Viewed as a percentage, the progress is less impressive—in 1990,
2.3 Black children died for every White child, while in 2018, 2.04
Black children died for every White child. However, the increase
in the total number of lives saved was much greater for young
Black children, resulting in much closer absolute mortality rates in
2018. Much of the improvement in Black child mortality rates
happened between 1990 and 2005, with only slow progress from
2005 to 2018. Mortality rates for White children aged 0 to 4 also
fell throughout the period, although at a slower rate.
Mortality improvements among young Black children occurred
across the entire economic spectrum of US locations, although
reductions were somewhat stronger in the highest-income areas,
which led to an increase in mortality inequality for Black American
children. Mortality inequality among White children decreased
slightly. Hence, the strong reduction in overall inequality in mortality for young children aged 0 to 4 in high- and low-income areas
that has been previously reported (6, 25–27) is due to the higher
concentration of Black children in low-income areas combined with
the large reduction in mortality rates among young Black children.
Overall, despite strong improvements, mortality among young Black
children remained substantially higher and more unequally distributed between high- and low-income places compared to White
children.
Inequality in mortality among young children aged 0 to 4 in
Europe was lower than in the United States in all years, and the
European gradient between mortality rates and area poverty was
almost entirely flat in 2018 (see SI Appendix, Table S1 for numerical values of the gradients). Fig. 1 shows that in 1990, the
average US White mortality rate for the 0 to 4 age group was
similar to the European rate, although deaths were more unequally distributed in the United States. Specifically, US death
rates among White children aged 0 to 4 were lower than European rates in the highest-income areas and higher in the lowestincome areas in 1990. By 2005, mortality for White children aged
0 to 4 had pulled away from European levels and was uniformly
higher than in Europe in both high- and low-income areas. This
trend continued to 2018.
Fig. 2 tells a broadly similar story for children aged 5 to 19.
The biggest difference is that even in 1990, White mortality rates
for children aged 5 to 19 were higher than European rates in all
but the highest-income US places. By 2005, the gap between
European children and White American children had become
wider than the gap between Black and White American children,
which suggests that all American children in this age group
suffered high levels of mortality relative to the lower potential
mortality rates implied by the European baseline.
Fig. 3 shows trends in mortality for adults aged 20 to 64. (See
SI Appendix for a further split into ages 20 to 49 and 50 to 64.)
Focusing first on the US story, the three panels show that Black
and White prime-age adult mortality (aged 20 to 64) converged
sharply over time driven primarily by a rapid fall in Black mortality,
especially in the lowest-income areas. In the highest-income areas
of the United States, the gap in Black–White American death rates
had fallen to 0.7 deaths per 1,000 by 2018, while in lower-income
places it was still 1.47 (SI Appendix, Table S3). The comparison
with Europe is striking. In 1990 and in 2005, White Americans in
the highest-income area had mortality rates very similar to Europeans, while Black Americans suffered much higher mortality
even in high-income areas. By 2018, European mortality rates
were uniformly lower: the gap between Europeans and White
Americans was generally larger than the gap between White and
Black Americans. In large part this pattern is due to stagnation in
US White mortality rates. The lower European mortality rates
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Fig. 1. One-year mortality for Black Americans, White Americans, and six European countries, ages 0 to 4, for (Left) 1990, (Middle) 2005, and (Right) 2018.
Average 1-y mortality rates are plotted across poverty rate percentiles. For US Black (USB) and US White (USW) mortality, each bin represents a group of
counties with about 5% of the overall population in the respective year. Black circles show population-weighted average mortality rates across England
(ENG), France (FR), Germany (GER), the Netherlands (NL), Norway (NO), and Spain (SP), and each circle represents a group of municipalities or districts
representing 5% of the overall population of each country in the respective year. Gray lines show mortality for each European country (see SI Appendix, Figs.
S5–S9 for colorized figures with an extended set of European countries). Germany and Spain are included with 2016 data in Right. Straight lines provide linear
fits. α and β refer to the fitted lines’ intercepts and slopes, respectively. Additional numerical values are reported in SI Appendix, Table S1.

show the trajectory that might have been possible in a high-income
country like the United States.
Fig. 4 shows trends for older adults (aged 65 to 79). This figure
shows that mortality declined for both Black and White older adults
in high- and low-income areas of the United States. Nevertheless, in
the lowest-income areas, White American older adults went from

having essentially the same mortality rates as Europeans in 1990 to
having significantly higher rates in 2018: 27 per 1,000 in the United
States compared to 20 per 1,000 in Europe. The mortality rate for
Black American older adults aged 65 to 79 in low-income areas
was even higher in 2018, at 32 per 1,000. We do not show mortality
trends for adults older than age 80. For this group, we are lacking
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Fig. 2. One-year mortality for Black Americans, White Americans, and six European countries, ages 5 to 19, for (Left) 1990, (Middle) 2005, and (Right) 2018.
Straight lines provide linear fits. α and β refer to the fitted lines’ intercepts and slopes, respectively. For further notes, see Fig. 1. Numerical values and the
slopes of fitted lines are reported in SI Appendix, Table S2.
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Fig. 3. One-year mortality for Black Americans, White Americans, and six European countries, ages 20 to 64, for (Left) 1990, (Middle) 2005, and (Right) 2018.
Straight lines provide linear fits. α and β refer to the fitted lines’ intercepts and slopes, respectively. For further notes, see Fig. 1. Numerical values and the
slopes of fitted lines are reported in SI Appendix, Table S3.

the detailed data on death rates by single year of age to age-adjust
the death rates, which is crucial to compare mortality across
countries and over time.
Fig. 5 summarizes the trends in age-specific mortality by
showing life expectancy at birth for Black and White persons for
each year from 1990 to 2018. We have also drawn a trend line
using data from 1990 through 2012. This figure highlights the
strong convergence between Black and White American mortality
rates between 1990 and 2012. Over this period, White American

life expectancy continued to improve, but Black American life
expectancy improved faster.
Fig. 5 shows that if mortality had continued to evolve at the
same rate after 2012 as it did from 1990 to 2012, the gap in life
expectancy between Black and White persons would have closed
by 2036. However, improvements in life expectancy among both
Black and White Americans faltered after about 2014. Both US
White and Black American life expectancy plateaued and then fell
between 2015 and 2018. Moreover, the decline in life expectancy
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Fig. 4. One-year mortality for Black Americans, White Americans, and six European countries, ages 65 to 79, for (Left) 1990, (Middle) 2005, and (Right) 2018.
Straight lines provide linear fits. α and β refer to the fitted lines’ intercepts and slopes, respectively. For further notes, see Fig. 1. Numerical values and the
slopes of fitted lines are reported in SI Appendix, Table S4.
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Fig. 5. Life expectancy for Black Americans, White Americans, and six European countries, extrapolated to 2035 fitting a linear trend through 1990 to
2012. Black American, White American, and European life expectancies are
plotted over time and extrapolated to 2035 using a linear trend through 1990
to 2012. Black circles show the population weighted average life expectancy
across England, France, Germany, the Netherlands, Norway, and Spain.

among Black Americans since 2015 appears to be even more severe
than the decline among White Americans. Hence, although some
observers have focused on the implications of the COVID-19
pandemic for Black/White American differences (40), even prepandemic, progress in improving the longevity of Black Americans
and eliminating racial gaps in life expectancy had started to reverse.
A comparison with European mortality offers a useful perspective. In 1990, life expectancy among White Americans was the same
as in the European benchmark countries. However, over the next 3
decades, White Americans increasingly fell behind Europeans. At
the same time, life expectancy for Black Americans started far below both European and White American rates in 1990 but grew at a
faster rate than European life expectancy.
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Fig. 6. Population distribution in 1990 and life expectancy contribution for 1990 to 2018, by ventile and race. (A) The change in race-specific life expectancy
calculated within each ventile between 1990 and 2018. (B) The percent of the overall US Black and White population living in each ventile in 1990. (C) The
contribution of the mortality changes in each ventile to the countrywide race-specific life expectancy. (D) The percent contribution of the mortality changes in
each ventile to the reduction in the life expectancy gap between Black and White Americans.
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Although European life expectancy remained above US life
expectancy in 2018, European life expectancy also declined relative to the 1990 to 2012 trend after 2014, suggesting that there
may be some element common to the United States and Europe
that has moderated the growth of life expectancies in most highincome countries. It has been shown that the flattening of life expectancy in the United States was driven primarily by the plateauing
of mortality improvements due to cardiovascular disease (41), and
this may also be true in Europe.
Fig. 6 offers a closer look at the evolution of racial gaps in
mortality by geographic area. As before, counties are sorted into
population ventiles by overall poverty rate, but we focus on period
life expectancy to summarize mortality rates across all ages. Each
ventile represents approximately the same overall population, but
race-specific populations are not balanced—in particular, Black
people are overrepresented in the lower-income areas and underrepresented in the higher-income areas. This figure traces out
the implications of that imbalance for the evolution of life expectancy. Fig. 6A shows the change in race-specific life expectancy
between 1990 and 2018, calculated within each ventile. This panel
confirms the evidence from Figs. 1–4 that between 1990 and 2018,
Black American mortality declined faster than White mortality in
all areas. The gap is larger in some ventiles than others but is sizeable
in all but the highest-income 5% of counties. Fig. 6B confirms that
Black people are overrepresented in lower-income counties and underrepresented in higher-income ones. Fig. 6C shows the contribution
of each ventile group to overall life expectancy between 1990 and
2018 for Black and White Americans separately. In other words,
Fig. 6C illustrates the impact on life expectancy if only mortality in
a given ventile were allowed to change. Fig. 6C shows that improvements in the lowest-income counties made a disproportionate contribution to Black persons life expectancy gains.
Fig. 6D shows the contribution of each ventile to the reduction
of the racial mortality gap. Life expectancy in the highest-income
counties increased the racial life expectancy gap, not because Black
Americans living in these places experienced smaller life expectancy
gains than White Americans but because White Americans were
overrepresented in high-income areas. In other words, mortality
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improvements among Black Americans living in the highestincome counties had relatively little impact on overall life expectancy of Black people because fewer Black people enjoyed them,
while the opposite was the case for White Americans. The result is
an increase in the racial life expectancy gap. Similarly, the lowestincome areas contributed the most to life expectancy gains among
Black people and to the closing of the racial life expectancy gap
because Black Americans are overrepresented in these areas. These
results suggest that given continuing overrepresentation of Black
Americans in low-income places, improving life expectancy in these
places is key to further reductions in racial life expectancy gaps.
SI Appendix, Fig. S1 offers a breakdown of the causes of death
that were most responsible for the reduction in the Black–White
American mortality gap. These results are subject to the usual
caveats about the limitations of cause of death data, particularly
when making comparisons over time (42). SI Appendix, Fig. S1A
breaks out some of the most important contributors to changes
in life expectancy separately for Black and White Americans.
One can immediately see that cardiovascular disease and cancer
are the most important individual contributors for both groups.
SI Appendix, Fig. S1B shows the percent contribution of each
cause to the reduction of the racial difference in life expectancy.
SI Appendix, Table S5 shows the corresponding numerical values.
SI Appendix, Fig. S1B shows that cardiovascular mortality had
the smallest impact on the gap across all causes because reductions
in deaths from cardiovascular disease benefitted White and Black
persons fairly similarly over this time period. The causes that contributed most to reductions in the gap were, in order of importance,
so called “deaths of despair” (43) (16.18%; this category includes
suicide, overdoses, and cirrhosis), cancer (15.96%), homicide (12.51%),
deaths from causes originating in the fetal or infant period (11.05%),
and HIV (9.89%). The importance of overdose deaths (44), homicide, and HIV in explaining racial differences in life expectancy
has been previously noted (3–5, 45–48). However, it is notable in
light of previous work that over the period we analyze, changes in
mortality due to cardiovascular disease explain relatively little of the
changing gap. This finding indicates that the role of cardiovascular
mortality in closing the inequality gap has declined in the 2010s.
Faster reductions in cancer deaths among Black Americans also
seem to have had a larger impact than they did before 2010 (3–5).
Since the opioid epidemic is one of the most important causes
of recent declines in US life expectancy relative to other countries
(44), SI Appendix, Fig. S2A compares actual life expectancy with a
counterfactual life expectancy computed by assuming that the rate
of deaths due to drug overdoses had remained at its 1990 value.
SI Appendix, Fig. S2B is similar but assumes that the broader
category of deaths of despair, that is, deaths from drug overdose,
suicides, and chronic liver disease, had not changed since 1990. SI
Appendix, Fig. S2 shows that without drug overdoses, there would
still have been a slight downturn in life expectancy around 2015
and 2016 but that life expectancy may well have continued upward
after that, albeit with the flattening trend noted above. Comparing
SI Appendix, Fig. S2 A and B shows that suicides and chronic liver
disease are also important for White Americans, but for Black
Americans, only overdoses have had a large impact in terms of life
expectancy, and then only since about 2014.
SI Appendix, Fig. S3 and Table S7 provide a similar breakdown
of which age groups contributed the most to the decline in the
life expectancy gap between Black and White Americans. Consistent with the analysis by cause, the age groups that contributed
the most are 0- to 4-y-olds and 20- to 64-y-olds, although this
pattern varies somewhat over time (SI Appendix, Table S6). For
example, 0- to 4-y-olds contributed 19.6% of the reduction between 1990 and 2000 and 9.83% between 2000 and 2018. The
decomposition shows that the single years of age that contributed
most to the closing of the gap were in infancy and among primeage adults (aged 20 to 64). For Black Americans, contributions
to improvements in life expectancy rose from age 20 to about age
6 of 9 | PNAS
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65 and then declined. As has been noted in the literature (9–11,
49), this is strikingly not the case for White Americans, who experienced small declines in life expectancy from about ages 25 to
40, followed by only small gains to age 60.
Following Macinko and Elo (50), we also provide a breakdown
of differences between Black and White Americans in preventable
causes of death below age 65 in SI Appendix, Fig. S4 and Table S8
(all deaths are classified as in ref. 50, reported in SI Appendix,
Table S9). SI Appendix, Fig. S4 indicates that Black Americans
made major gains to life expectancy in terms of reductions in
deaths from causes amenable to medical care and, to a lesser
extent, from deaths amenable to intervention. These results indicate a continuation of the trends reported up to 2005 by Macinko
and Elo (50), with the exception of ischemic heart disease, which
decreased in relevance.
Discussion
We focus on the evolution of mortality in the 3 decades leading
up to the COVID-19 pandemic in order to take stock of the improvements and remaining inequalities that were present in the
United States before the pandemic struck. We view racial disparities through the lens of place, comparing gaps in the highestincome parts of the country to those in the lowest-income areas,
and we use European mortality rates as a benchmark for assessing
mortality differences and trends in those differences.
In 1990, there were remarkable mortality differences between
Black and White Americans. For most age groups, Black Americans
living in the highest-income US areas had substantially higher
mortality rates than White Americans in the country’s lowestincome areas. The mortality disadvantage of Black Americans in
1990 was even more pronounced when compared to European
countries, while mortality rates of White Americans were fairly
similar to those in Europe.
Since 1990, Black Americans experienced large mortality improvements across all age ranges and in both higher- and lowerincome areas, although because Black Americans are more likely
to live in lower-income counties, gains in these counties played
an outsized role in reducing the racial life expectancy gap. These
reductions in mortality were strong enough to reduce the racial
mortality gap by 48.9%, despite the fact that White Americans
also experienced mortality improvements. Between 1990 and
2018, the US Black–White American life expectancy gap decreased from 7.0 to 3.6 y, while the gap between the six European
countries and Black Americans decreased from 7.1 to 6.5 y.
Mortality improvements among Black Americans and the closing
of the racial mortality gap stalled after 2012. Moreover, despite
mortality improvements since 1990, White Americans have increasingly lost ground compared to Europeans, with substantial gaps in
mortality rates opening between Europeans and White Americans.
The gap between Black Americans and the six European countries
included decreased by 19% between 1990 and 2012 but only by 8.3%
in the overall period from 1990 and 2018. Hence, the convergence
in the US Black–White American mortality gap reflects real progress among Black Americans even relative to a non-US benchmark,
but this progress has reversed after 2012.
The diverging mortality experience between the United States
and Europe is especially evident when analyzing a larger set of
nine European countries, although some of these countries are
missing data for 1990 (SI Appendix, Figs. S5–S9). Despite strong
differences in social and economic starting points across these
European countries, by 2018 their mortality gradients fall into a
narrow band. Even countries like Portugal, which was much lower
income than the European average in 1990, or the Czech Republic,
which experienced the fall of the Soviet Union, were able to catch
up to higher-income and more stable European countries in terms
of mortality rates by 2018. European mortality rates in 2018 lie
below US White American mortality rates for each country and
across high- and low-income areas. This US health disadvantage
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Materials and Methods
US Mortality. US Black and White American mortality rates are constructed by
dividing death counts by population estimates for single years of age, county,
and calendar year. Death counts come from the US Vital Statistics mortality
files, while population estimates are provided by the National Center for Health
Statistics (NCHS). The NCHS estimates are “bridged”; that is, they convert
multiple race categories reported in the 2000 and 2010 Censuses back to single
race categories comparable with those reported on the death certificates.
Throughout the paper, “Black” populations include both non-Hispanic and
Hispanic Black persons, while “White” populations include both non-Hispanic
and Hispanic White persons. Neither race group includes American Indian and
Alaska Native, Asian, or Native Hawaiian and Other Pacific Islander (the NCHS
notes that these race categories “represent a social-political construct and are
not anthropologically or biologically based”) (65). Mortality rates spanning
multiple years of age are age-adjusted using the 2015 US population. We ageadjust because in an age bracket such as ages 65 to 79, a group with more
79-y-olds would be expected to have higher mortality.
US Poverty Ranking. As in ref. 25, we rank counties by their poverty rate and
place them into groups of fixed population size. This allows us to analyze
trends in age-specific mortality across areas ranked by an area’s poverty rate
while taking into account population shifts across areas. We rank all US
counties in 1990, 2005, and 2018 by their poverty level and then divide them
into 20 groups, each representing roughly 5% of the overall US population.
This way we can compare, for example, the 5% of the population living in
the lowest-income counties in 1990 with the 5% of the population living in
the highest-income counties in 1990 and analyze how the mortality differences between these groups change over time. We refer to the county
groups with the highest (lowest) fractions of their populations in poverty as
the lowest-income (highest-income) counties. Our approach reassigns county
groups in 1990, 2005, and 2018 to adjust for changes in county ranking and
population size. Poverty rates are taken from the 1990 and 2000 Censuses
and the 2014 to 2018 American Community Survey 5-y sample and
interpolated for intermediate years.
European Mortality. Data for nine European countries (Czech Republic,
England, Finland, France, Germany, the Netherlands, Norway, Portugal, and
Spain) come from the Institute for Fiscal Studies (IFS) project on Geographic
Approaches to Inequalities in Mortality (66) and are treated similarly. Additional details on data sources are provided in SI Appendix.
Figs. 1–4 include the six European countries that provide consistent
mortality data from 1990 onward (England, France, Germany, the Netherlands, Norway, and Spain). Figs. 1–4 include a mean Europe mortality rate,
representing the population-weighted average of mortality rates across
these countries in each ventile. SI Appendix, Figs. S5–S9 show analogous
figures using all nine of the European countries in the IFS study. See SI
Appendix for further information about these countries.
Mortality rates across all countries and years are age-adjusted using the
2015 US population, based on 5-y age groups. The following describes the
respective area definitions, ranking measures, and available data years
for each of the European countries included in Figs. 1–4: England, local
authorities ranked by a deprivation index, for 1992 to 2017; France,
départements ranked by poverty rate, for 1990 to 2018; Germany, districts ranked by per-capita income in 1990, 2005, and 2016 (1990 excludes
East Germany because of the exceptionally high mortality in East Germany around the time of reunification); the Netherlands, municipalities
ranked by poverty rate, 1995, 2005, and 2016; Norway, municipalities
ranked by poverty rate, 1990 to 2018; and Spain, municipalities ranked by
median income, 1990 to 2016. Further details on area definitions and the
poverty or deprivation variables used for ranking areas can be found in
ref. 51.
Life Expectancy Data. We construct US Black and White American life expectancy at birth based on 1-y mortality rates for the years 1990 to 2018. The
Human Mortality Database (67) provides life expectancy estimates for the
European countries in our study, while life expectancy estimates for England
are provided by the United Kingdom Office for National Statistics.
Decompositions. We offer breakdowns of the contributions of location, age,
and cause of death to Black and White American life expectancy and to the
closing of the racial mortality gap. Each breakdown is based on asking how
life expectancy would have changed if all other factors besides the one being
considered had remained constant at their 1990 levels. For example, we ask
how life expectancy would have changed between 1990 and 2018 if only the
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even among economically advantaged groups in high-income US
locations has also been shown for a broad set of health conditions
(51, 52).
Another remarkable observation is how flat mortality gradients
are at younger ages across all European countries. This pattern
shows that health improvements among infants, children, and youth
have been disseminated within European countries in a way that
includes even the lowest-income areas. It suggests that there is great
potential for disadvantaged infants, children, and youth living in
lower-income US areas to catch up to European standards.
Focusing on the disparity between Black and White Americans,
we show that improvements in Black Americans’ relative to White
Americans’ life expectancy in the lowest-income counties had the
greatest impact in narrowing the gap overall. In terms of mortality
causes driving these improvements, greater reductions in Black
relative to White American death rates due to cancer, homicide,
HIV, and causes originating in the fetal or infant period had the
largest impacts, while smaller increases in Black American compared to White American deaths of despair also closed the gap.
Consistent with the importance of these causes, we find that rapid
reductions in Black relative to White American deaths in early
childhood and prime-aged adults (aged 20 to 64) accounted for
the majority of the closure of the gap. Consistent once again with
the importance of these causes (49), deaths due to causes amenable
to medical care showed greater reductions for Black Americans
relative to White Americans, greatly contributing to the closure of
the gap in life expectancy. Reductions in causes amenable to intervention also played an important role, in line with prior research studying longitudinal racial disparities in more nuanced
health indicators (53).
Many authors have commented on the role of systemic racism
in shortening Black relative to White American life expectancies
in the United States (54–56). Unpacking some of the dimensions
of racism suggests that there are many possible reasons for these
broad improvements in the health of Black Americans. The literature
on the relationship between education and health suggests that
improvements in the quantity and quality of education available
to Black children and young adults over the past decades is one
possible contributor to improved longevity and reduced gaps in
life expectancy spread broadly over prime-aged adults (aged 20
to 64) (57, 58). Our results suggest that improvements in the
availability of medical care are also likely to have been important
in reducing racial disparities in mortality (59). Health care developments that may have been particularly important include
expansions of the Medicaid program to cover pregnant women
and children starting in the 1990s, which likely account for much
of the improvement among infants (60), as well as improved
access to treatment for cancer and HIV. Long-term health effects of access to Medicaid as well as other safety net programs
such as food stamps and the Earned Income Tax Credit may also
be an important contributor to mortality reductions (61). Reductions in pollution may have played a role given that Black
Americans are more likely than White Americans to live in
more-polluted areas (62–64).
Despite the strong mortality improvements among Black
Americans over the past 3 decades, a dramatic gap remains, and
this gap has increased again in recent years. It is important to
understand which medical, social, and policy developments helped
to increase the longevity of Black Americans through 2012 and
how these positive changes can be reinforced over the coming
decades with the ultimate goal of fully closing the racial longevity
gap in the United States. Moreover, the comparisons with Europe
suggest that mortality rates of both Black and White Americans
could fall much further across all ages and across higher- and
lower-income areas.
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homicide rate had fallen while all other causes remained at their 1990 values.
In all cases, this hypothetical exercise is conducted separately for Black and
White Americans. Letting only one mortality rate change while keeping
all other rates constant understates the one rate’s overall contribution to
life expectancy if other rates also improved. The reason is that the life
expectancy formula interacts mortality rates at all ages. For example, a
higher survival rate in old age makes improvements in infant mortality
more valuable and vice versa. Our hypothetical life expectancy measure
ignores interaction effects because they cannot be assigned to a specific
age. Hence, our results should be interpreted as the partial effect of
a given factor, which is sometimes referred to as the exclusive life expectancy impact of an age-specific effect (68). For further details, see
SI Appendix.

Data Availability. All datasets used in this study are publicly available online or
can be obtained from the National Vital Statistics offices. See SI Appendix,
section C, for additional details and download links.
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