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I n 2015, Case and Deaton reported that life expectancy for 
middle-aged, white, non-Hispanic people in the United States 
had declined in the first decade of the 21st century.1 For the 

better half of a century before that, life expectancy at birth had 
increased in both Canada and the US. Life expectancy depends on 
the age structure of the population and the age-specific mortality 
rates in a given country, with deaths that occur early in life having 
a higher impact. More recent work has shown that life expectancy 
at birth has been stagnating or slowly declining for the whole US 
population, from 78.5 years in 2010 to 78.8 and 78.7 years in 2014 
and 2016, respectively.2,3 In Canada, life expectancy is higher than 
in the US and has continued to increase (2010: 81.2; 2014: 82.0; 
2016: 82.3), albeit at a slower pace than before.3 Despite demo-
graphic differences between the two countries, there are impor-
tant similarities with regard to the income level and economic 
developments, as well as exposure levels to major risk factors. Is 
Canada at risk of a reversal of life expectancy? We examine core 
drivers of the development in life expectancy in the US to answer 
this question.

Substance use and socioeconomic factors have greatly affected 
the current trends in life expectancy.2,4 The largest increases in 
mortality rates in the US have resulted from the so-called “deaths 
of despair” (i.e., poisoning, suicide and alcoholic liver disease4), as 
well as from other unintentional injuries, other liver diseases, 
pneumonia and diabetes mellitus.2 Among younger American 
adults (15–49 yr), alcohol and drug use are by far the most impor-
tant risk factors for mortality.5 Since 1990, the proportion of 
deaths attributable to alcohol and drug use increased from 20% to 
nearly 30% in 2016.5 Mortality rates, particularly for “deaths of 
despair,” all of which are causally linked to substance use, 
increased disproportionately in lower socioeconomic strata.2,4 Fur-
thermore, despite unchanging or slowly increasing overall per cap-
ita consumption in the US, heavy drinking and alcohol use disor-
ders increased markedly in lower socioeconomic strata.6

Similarly, in Canada, alcohol and drug use were identified as the 
most important risk factors among younger adults, accounting for 
less than 20% in 1990 and 25% of the total deaths in 2016, respec-
tively.5 “Deaths of despair” are also prevalent in Canada. Deaths 
from opioid overdoses have risen to record levels for each of the 
past few years; current estimates suggest close to or more than 
4000 such deaths for 2017.7 Deaths and hospital admissions 

attributable to alcohol have also increased markedly,8 paralleling 
the increases in the US. However, Canada’s mortality rates are still 
substantially lower for both opioid-related deaths and for the most 
important alcohol-attributable death, alcoholic liver cirrhosis. Fur-
thermore, while suicide rates have decreased in Canada since 2000, 
there has been a steady increase in suicide deaths in the US.5

As in the US, marked socioeconomic differences exist for 
“deaths of despair” in Canada. A large longitudinal study found 
3.6- to 5.0-fold mortality risks for causes of death fully attribut-
able to drug or alcohol use among men and women in the low-
est, compared with the highest, income quintiles.9 This compares 
with a 1.5- to 1.7-fold mortality risk observed for all-cause mor-
tality, indicating synergistic effects between socioeconomic sta-
tus and substance use.9,10

There are a few important differences between Canada and 
the US: economic inequalities in Canada are less pronounced 
and the proportion of people considered to be living below the 
poverty line is smaller, although income inequality has increased 
in recent years.3 In addition, demographic differences exist. Can-
ada’s population is older, with lower birth and growth rates, dif-
ferent racial distributions and a higher migration rate. However, 
none of these characteristics can fully explain the differing trends 
in life expectancy between the two countries.

What is maintaining the differences between the US and Canada 
in overall mortality rates and cause-specific mortality? First, per 
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KEY POINTS
• Growth in life expectancy in the United States has stagnated 

and even decreased slightly in recent years, driven largely by 
deaths attributed to alcohol and drug use or to suicide in lower 
socioeconomic strata.

• In Canada, the rates of these “deaths of despair” have also 
increased, particularly for opioid overdoses and alcoholic liver 
cirrhosis.

• However, mortality rates in Canada for key causes of death are 
markedly lower than in the US, and the income gap between 
high and low socioeconomic strata is narrower.

• As such, it is important for Canada to avoid further inequalities 
in income, to reduce rates of opioid prescribing and to 
strengthen alcohol control policies.
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capita use of prescription opioids is highly associated with levels of 
nonmedical opioid use, use disorders and subsequent deaths.11 
Although the US and Canada have the highest use of prescription 
opioids globally, per capita opioid use in the US is about 50% 
higher than in Canada.12 Second, a recent report by the Canadian 
Institutes for Health Information found heavy alcohol use was more 
prevalent in higher-income groups in Canada,8 with no substantial 
increases in heavy drinking or in alcohol use disorders in lower 
socioeconomic strata. Thus, although there may be similar interac-
tion effects between socioeconomic status and heavy drinking in 
Canada and the US, there is a lower prevalence of heavy drinking 
among individuals with lower socioeconomic status in Canada and 
hence lower levels of alcohol-attributable mortality.2,9,10 This may 
be because alcohol is less affordable in Canada and there is less 
marked poverty and income inequality in Canada than the US.

Given this evidence, Canada should make an effort to main-
tain or decrease current opioid prescription rates, and to main-
tain high taxation and restricted availability of alcohol in line 
with World Health Organization recommendations, in order to 
avoid following the US into a state of declining life expectancy. 
Furthermore, as mortality rates are highest among those with 
the lowest socioeconomic status, we must work to prevent 
increases in socioeconomic inequalities in Canada.
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