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Introduction

After almost forty years of research in public health and a lifetime of wrestling with questions of racial and class injustice, I have concluded that a process I call weathering, a process that encompasses the physiological effects of living in marginalized communities that bear the brunt of racial, ethnic, religious, and class discrimination, is critical to understanding and eliminating population health inequity. Weathering afflicts human bodies — all the way down to the cellular level — as they grow, develop, and age in a systemically and historically racist, classist society. Weathering is not measured in number of steps walked, cigarettes smoked, opioids used, alcohol drunk, or calories eaten. It’s not primarily measured by your years of education, the size of your paycheck, or your bank balance. Nor do its fundamental causes include fatalism, sloth, or family breakdown. And, it’s not essentially about emotional despair, either. Weathering is about hopeful, hardworking, responsible, skilled, and resilient people dying from the physical toll of constant stress on their bodies, paying with their health because they live in a rigged, degrading, and exploitative system.

Weathering has dynamic physiological and psychosocial dimensions. The physiological dimensions are often activated by the psychosocial ones. As a shorthand, in the book I will often call the sum of these dimensions biopsychosocial. And I will explain that our colossal failure to achieve anything resembling health equity is the inevitable by-product of our general lack of understanding of this fact: Race is not rooted in any meaningful biological categories. Race is a biological fiction, an invention that keeps some people, those deemed by those in power to fall on the “wrong” side of an arbitrary color line (or a religious, class, ethnic, gender, sexual-orientation, or gender-identity line), in their place. If we limit our ideas to reigning folk notions about race, we will never truly get to the roots of the problem, and such discovery is a prerequisite to promoting health equity.

To understand weathering, we must first understand the power differentials and psychosocial dynamics between the dominant culture and marginalized cultures in our multicultural society. The practices, values, language, and common sense of a dominant group in a multicultural society are deemed to be the authoritative knowledge in a society — the knowledge that counts, irrespective of whether it is universally or empirically true.1 The authoritative line in the US is to deny the existence of class and to be conflicted about diversity. This imposition of values and practices is maintained systematically by power historically derived through might and hubris, and maintained by institutional control and greater economic resources of the dominant group.

Racialization is a powerful means by which the dominant culture sets groups apart as more or less deserving of, or entitled to, resources, esteem, or power; or, instead, as worthy of contempt, punishment, deprivation, stigma, oppression, and exploitation. The distinction between a racialized group and a race is fundamental to weathering. It is not what we call race, per se, that impacts health — being Black, for example, does not mean being inherently vulnerable to poor health. Rather, it is society’s racialization of certain groups as being essentially “irresponsible,” “inferior,” “deficient,” “naturally suited to harmful occupations,” “insensitive to physical pain,” and “threatening” — a classification scheme in which both dominant and marginal groups are fluent — that damages their health.

To racialize is to create a social identity based on a group’s common superficial physical characteristics, ancestry, or national origin. Such groups are composed of people who may or may not primarily identify themselves with that classification, and who could just as easily have been sorted into different groups based on other characteristics. (Similar distinctions, such as those of gender or sexual identification, exist within racialized groups; and there are also intersectional differences in status, authority, and social-role expectations, such as differences in lived experience between white women and Black women.)2 Once identified, a racialized group can be portrayed in terms that naturalize their oppression, exploitation, and exclusion. Through this same classification system, members of more-powerful groups are viewed as superior, responsible, and deserving. This pervasive social dynamic of superiority and inferiority, power and oppression, sets differently racialized groups on diverging health trajectories, leading to shorter or longer life expectancies. Reorienting our understanding of, and approach to, health inequity, so as to include the weathering implications of active and sustained racialization, is essential if we are to realize the now widely shared ambition in the US, the UK3, and other resource-rich and diverse societies to end population disparities in health.

In the United States, the concept of race most often brings to mind Blackness or whiteness; and racism is often synonymous with anti-Black bias, which is particularly persistent and pernicious in America. But racialization is fluid. In the UK growing distinctions are being made between Black people immigrating from the Caribbean compared to African countries, with the latter racialized as a more model minority. In the US, early adverse racialization of Native Americans and Mexicans facilitated land grabs, genocide, and the forceful separation of Native American children from their families when the children were sent to abusive boarding schools. The explicit intent of this kidnapping was to obliterate tribal culture and children’s meaningful social connections with members of their families and tribes. This practice, euphemistically portrayed as “civilizing” native youth (whose tribes had been racialized as “savages” since Columbus arrived in the fifteenth century), began in the mid-seventeenth century and continued into the twentieth century. Many Native people subjected to these boarding schools are alive today and remain traumatized.

Adverse racialization of Japanese Americans was intensified during World War II to the point where the US government felt justified in ordering them to internment camps. Here, too, many Japanese Americans who spent their formative years in these camps are alive today.

Chinese immigrants who were mercilessly racialized, exploited, and excluded throughout the nineteenth century and into the early twentieth were heralded as a “model minority” by the dawn of the twenty-first century.4 Despite this partial reprieve, once COVID-19 was venomously misnamed “the China Virus,” all Asian-origin people in the United States were targeted for violent hate crimes by some non-Asian Americans.5 The spike in hate and suspicion of Muslims after September 11, 2001, is another palpable example of nearly instant racialization.6

Even Blackness and whiteness are fluid. Historically, the demographic groups welcomed under the umbrella of whiteness have evolved over time, which tells us much about how arbitrary their boundaries are. For example, Irish, Italian, and Eastern European Jewish immigrants to the United States in the early to mid-twentieth century were classified toward, and sometimes on, the “Black” side of the binary. It is equally well known that these groups were effectively reclassified toward the “white” side of the binary starting around the 1950s.

And in a Northwestern European Protestant white supremacist culture, the adverse racialization and exploitation of some groups of Northwestern European Protestant origin as “white trash” or “hillbillies” is more proof that race is a fiction. This conflation of class distinctions with race distinctions couldn’t happen if race were a biological truth, but it can and does happen. What has not been fluid, however, is the systemic anti-Black racism that has remained a reality throughout US history, although its manifestations and legality have changed, and in some ways substantially improved, over the last century.7

Many scholars, writers, and activists have addressed the material, educational, legal, political, and environmental injustices caused by systemic racism. In this book, I seek to add an important piece of the puzzle to this public conversation, a truth to which I have dedicated my career: that the ideologies that sustain racialization and other forms of cultural oppression — racism, classism, sexism, ageism, xenophobia, homophobia — have real, measurable consequences for health, above and beyond the economic and educational inequities they create that segregate people into well-resourced or disinvested and environmentally toxic neighborhoods.

My research shows that pervasive racist and classist ideologies activate biological processes that wear out the physical and mental health of people of color across all economic classes, if to different degrees. In a particularly perverse irony, Black people who have achieved a measure of socioeconomic security or upward mobility — those who most actively counter the concrete threats of racism to their well-being and live in sync with core American values of “working hard and playing by the rules” — face unique assaults on their health. Weathering explains how and why racial inequities in health persist across class lines.

Each of us is the product of the time and place in which we grew up. For me, the neon lights of ethnic and racial discrimination — and questions about who belongs where and when and why — have been flashing in my eyes all my life. As the grandchildren of Eastern European immigrants who fled genocidal pogroms, my sisters and I were named for family members who had been slaughtered in Europe, either by Russian Cossacks or later by German Nazis. Growing up in the greater Boston area, I had first-generation Irish-American classmates whose parents still spoke of the “Irish need not apply” statements punctuating the help-wanted signs they saw in shop windows during their youth. I also had classmates who were proud Daughters of the American Revolution, and who departed our public school for elite private day or boarding schools by seventh grade.

The civil rights movement absorbed my youth. I was close in age to Ruby Bridges when she walked into the otherwise all-white William Frantz Elementary School. I watched her on TV as she did so, small and alone, yet quiet and dignified, flanked by several federal agents to protect her from the angry shouting mob who surrounded her. I watched Bull Connor sic large dogs and fire hoses on Black children. The specter of death always lingered — the deaths of my extended family in Europe, the loss and trauma my living relatives personified, the assassination of a president and of a presidential hopeful, the murder of civil rights leaders and peaceful protesters, state-orchestrated bombings of the homes of Black activists, the nightly death counts of American soldiers, the much higher ones of Vietnamese, and, in my own home, my mother’s early death from cancer when I was still a child.

Because of my positioning in my family, neighborhood, and the country, and the historical moment in which I grew up, I have focused my research largely on the health profiles of US white, Black, and Latinx groups who have suffered, or are actively suffering, under various forms of racialization-related or class oppression. With a weathering framework we can see how the marginalization of, for example, impoverished Appalachian white Americans and urban Black Americans are simultaneously linked and distinct. In my body of work, I have primarily analyzed the weathering consequences of the US Black/white binary, of class distinctions shaped by poverty, working-class employment, and affluence, and of the subjection of immigrants to xenophobia; and, of course, on the intersections among these and with gender. These are not the only social identity groups that experience weathering. And while the specific contours of the weathering I have studied are clearly American, biological weathering can and does happen in unequal multicultural societies across the globe. I highlight these facts to explain why specific marginalized groups are emphasized in this book, and also to clarify that weathering is a human process that pertains to any oppressed, marginalized, or exploited group.

Given their varied personal origins, current students of weathering are extending its application to other marginalized groups. For example, in ongoing work with students and younger colleagues, we are finding evidence of the cumulative toll transgender Americans are paying with their health as they navigate a society and institutions that were neither made for nor are welcoming of the LGBTQ+ community — a toll that in the United States appears largest for Black trans feminine and nonbinary people assigned male at birth.8 Whatever your community or country, if the idea of weathering resonates with you, please see this book as an open door to consider its application to other populations and settings.

I am neither a historian nor a cultural anthropologist. As someone who was raised to take pride in coming from a family of working-class, Eastern European Jewish immigrants, I’ve made use of stories from my youth and from my parents’ and my grandparents’ time to demonstrate the ways that racialization can shift over time. When Eastern European Jews first migrated to this country, escaping persecution and pogroms, they were looked down upon not just by the Protestant mainstream but by the Jews from Western Europe who had preceded them in coming here. I remember well how this affected my forebears and even, ultimately, myself. My personal stories are written from lived experience.

I also write from decades of experience researching and teaching in public health. But science — in any area, but especially in subjects related to the fiction of biological race — is at least as fraught as it is illuminating. And science at the nexus of race, culture, and biology is arguably the most dangerous of all. I am keenly aware of the complications involved in casting a scientific eye on the fundamentally moral problems of social justice, compassion, and social change. Certainly, all interpretations remain my own. As a scientist, I welcome sincere critique, debate, and the testing of alternative hypotheses. But false facts about race and health have been culturally unfalsifiable for too long.

There is a popular truism: If you always do what you’ve always done, you’ll always get what you always got. If we are committed to health equity, it’s long past time to admit the inadequacy of conventional approaches and take our efforts in new, evidence-based directions. In our system, unearned benefits for some and undue burdens for others will be the rule until we all see and reject certain core American myths and racist ideology. I offer the fruits of my labor, as a constant gardener in the field of health equity research, in hopes that my perspective can help spark new narratives and new understandings that will pave the way to new paths toward achieving health equity.




Part I

The Erasure, the Erosion, and the Withstanding


We have always been told that we have to suffer as Christ suffered; but I think in terms of what David had to do. David was a shepherd boy, but there did come a time in his life where he had to slay Goliath.

— Fannie Lou Hamer1



Every day in America, a broad swath of people see their chances for a long, active life diminished in the crucible of racialized social identity. The accidents of birth that assign us to either a socially valued or a marginalized and looked-down-upon group can impact life expectancy, not just through the obvious economic determinants but through the slow drip of stealth ideas about race and personal responsibility. Some of our most cherished beliefs as a culture activate or intensify these harms.

There are inescapable consequences of marginalized social identity. Whether members of a socially identified group are valued, welcomed, affirmed, and able to live their lives in culturally meaningful ways or are, instead, “othered” or exploited by dominant groups, is critical for their physical well-being, their rate of aging, and their life expectancy.

In members of groups that are othered and demeaned, who must struggle for validation or success against strong headwinds, a set of physiological pathways are chronically activated that can lead to cardiovascular disease, cancer, accelerated aging, weakened immune systems, and other life-threatening vulnerabilities. The triggers of these physiological processes are social and dynamic, even while they occur in individual bodies.

Thus, weathering is a stress-related biological process that leaves identifiable groups of Americans vulnerable to dying or suffering chronic disease and disability long before they are chronologically old. Through weathering, members of marginalized populations age prematurely, no matter how well they follow the social contract, the American Creed, or the latest dispatches from the front lines of healthy behavioral science. Sometimes because they do.

I chose to name this process weathering because the word is a contronym, that is, a word with opposite meanings. Weathering can describe deterioration and erosion, as in “that rock has been weathered by geological processes over millions of years,” but also signal strength and endurance, as in “the family weathered the recession very well.” With regard to health and aging, it can and does signify both, because, against all odds and in defiance of all the stereotypes and allegations about their sinister motivations, deficient capabilities, and dysfunctional family life, marginalized groups create networks of caring people, encompassing both extended family and friends, who do everything they can to support one another. In the absence of any government safety net, these networks help them weather the storms created by the society they live in.

In Part One, I elaborate on the societal sources and biological mechanisms of the physiological erosion that is weathering. Racial classifications and hierarchy are initially imposed by the dominant culture, even as great heterogeneity among individuals exists within any marginalized group. Still, once branded as members of this or that “race” or “class,” people within marginalized groups do, indeed, share linked fates. For better or worse, the impacts of this derogatory branding are harmful to everything from their health to their income, their schooling to their job opportunities, where they live to how the justice system treats them. And when marginalized groups are defined as essentially monolithic and lesser, their individual identities — not just their autonomous identification as part of a cohesive group — are erased or demeaned in dominant narratives. Toward affirmation and survival, their now materially linked fates require them to forge and invest in collective strategies for social and economic support and personal and cultural affirmation as they express an abiding hope and determination to withstand, survive, and overcome their oppression.

In a cruel, if mundane, twist of biological fate, those among the devalued who engage in sustained acts meant to cope with and withstand racism, classism, or other ideological vectors of group marginalization often find that the sheer exertion required for the (inequitable) rewards they receive for even heroic exertion, and the indignities they still face as they make these good faith efforts, also contribute to their weathering. Further, as dominant cultural narratives erase or distort and stigmatize their efforts, those well-meaning members of dominant groups who are moved to address injustice arrive all too often at ineffectual or even damaging policy approaches, which at best may have some mitigating effects on weathering, but can also exacerbate it. In this section of the book, I will describe examples of these cruel social structures, the human biological processes they activate, and the conditions under which they have long-term health-damaging — weathering — effects.




1.

Is Working Hard and Playing by the Rules
the Cure for What Ails Us?

Anyone who survived the spring of 2020 — and many didn’t — came face-to-face with a reality too many Americans have been familiar with for centuries, but which the more powerful among us have been able to ignore. Death is unfair. It comes sooner than it should to some, and it is no accident that those who die early are disproportionately people of color, members of the working class, and other marginalized groups.

In the spring of 2020 we were first introduced to COVID-19, a new, deadly virus that caused the worst pandemic in a hundred years. In the US, one million lives were lost to COVID in its first two years, and many of the people hardest hit were those we call essential workers — not just those in the health-care and medical professions, who were, of course, on the front lines, but the public-facing workers who keep our world functioning. And they, in turn, are disproportionately working class and people of color — like Jason Hargrove, a Black bus driver from Detroit. On April 2, 2020, after Mr. Hargrove died from COVID-19, Detroit’s mayor, Mike Duggan, gave him a hero’s send-off, telling reporters, “He knew his life was being put in jeopardy — even though he was going to work for the citizens of Detroit every day; and now he’s gone.”1

Let’s spare a moment to find out a little something about Jason Hargrove. We can look at his Facebook profile, which shows a photograph of him on his bus, wearing a face mask, and a hat with the Detroit Public Transportation logo. He surrounded the photo with hashtags: #CoronaVirus, #ICannotStayHome, and #I’mOnTheRoad4U — clear indicators of his fear about the danger he was facing just by doing his job, of knowing that he had no other option but to go out on the road every day and put himself in harm’s way, and finally of his sense that his job was a public service.2 On March 21, 2020, less than two weeks before he would die of COVID-19, Mr. Hargrove posted a video of himself on Facebook in which he described an unmasked passenger on his bus who had coughed repeatedly without covering her mouth.3


We out here as public workers, doing our job, trying to make an honest living to take care of our families. But for you to get on the bus, and stand on the bus, and cough several times without covering up your mouth, and you know that we in the middle of a pandemic, that lets me know that some folks don’t care…. This is real. I’m out here. We out here. We moving the city around back and forth, trying to do our jobs and be professional about what we do.



Although he expresses both his anger and his fear in the video, he makes it clear that he voiced none of that until after the woman and the other passengers left the bus.


There’s folks dying from this. And I am trying to be the professional they want me to be and I kept my mouth closed.



Having let us know that he did not in any way threaten or even admonish this woman, he also addresses his wife to reassure her that when he comes home, he will take off his uniform, put it in the wash, and take a shower before interacting with her or their kids, so that he can protect them from the threats he himself faces every day.

Having established that he is an honest, hard-working, responsible family man doing his best while keeping his mouth closed in the face of a woman who put him and his passengers at risk, Mr. Hargrove pleads:


But some point in time we need to draw the line.



For Jason Hargrove, that time has passed. Four days after making his video, he was diagnosed with COVID-19. A week later he was dead. While there is little mystery to how he was exposed to the virus, we have to ask ourselves why a fifty-year-old man, who took every precaution he could, died so quickly from it. Or at all.

That he was turned away at the hospital when he became symptomatic on March 25 couldn’t have helped (though it is all too typical of the way Black people who seek medical attention are treated), but it’s probably not the only reason he died, because at that point in the pandemic we did not have effective treatments or cures for the disease, so admission to the hospital might not have saved him.

I believe the answer to the question of why he succumbed so rapidly lies in the reality of day-to-day life for a hardworking, working-class Black man with a family. And we can see evidence of the stressors he constantly faced. In the video clip, the burden he so evidently carried, of having to prove both his worthiness and his self-restraint before voicing a reasonable grievance about someone coughing on him, is painful to see. He appears accustomed to the necessity of ensuring that he wouldn’t be perceived as threatening or impulsive, no doubt because he lived in a systemically racist society where Black men in cities like Detroit are often reduced to stereotypes that can get them killed by police officers and other “law-abiding” citizens. Think about George Floyd, who died less than two months after Jason Hargrove, murdered by a police officer who kept his knee on Floyd’s neck for nine minutes and thirty seconds while Floyd, surrounded by three police officers and in no way a threat to them, repeated “I can’t breathe” twenty-eight times and then called for his deceased mama.

In the context of a society where Black, working-class men can never expect to be given the benefit of the doubt by their fellow citizens, it is easy to imagine that Mr. Hargrove intended his video to be self-protective and, indeed, strategic. Like most Black Americans, he was likely primed to be in a continuous state of vigilance about how others perceived him, and he managed his social identity in public accordingly.

But there is a physical price to be paid for that kind of sustained vigilance, for always having to tamp down reasonable anger, and you might even see it on the video as he repeatedly wipes his brow and opens his sweater to cool off while talking about what happened on the bus that day. These signs of anxiety can indicate that his physiological stress response — a series of physical reactions to stress whose effects on the body I will describe in the next chapter — is in overdrive. This was probably far from the first time he experienced such stress arousal in the course of his job, or even just walking the streets of Detroit. Navigating negative racial and stereotypic presumptions is exhausting. And it is damaging. It is part of the phenomenon of weathering.

Like Jason Hargrove, each of us, through a broad range of social classifications, becomes a gendered, racially defined actor in a cultural narrative that shapes our socioeconomic class, life, and health in countless and consequential ways. This narrative frees some of us to work remotely during a pandemic, or to voice our grievance if we are coughed on without first having to prove ourselves worthy and unthreatening. It consigns others of us to the repeated and sustained psychological and physical pressures that undermine our health and contribute to weathering.

Weathering

No matter how hard Black Americans like Jason Hargrove work, or how carefully they play by the rules, their bodies, like those of other poor, working-class, or culturally sidelined people, are subjected to weathering.

Weathering results from repeated or sustained activation of the physiological stress response over years and eventually decades. This means that a person’s health and life expectancy depend more on their experiences, their interactions with others, and the physical environment they live in than on their DNA signature or lifestyle. For the more affluent members of marginalized groups, the housing, education, healthy food, and health care their money can buy might reduce or mitigate the harmful impacts of weathering, but they cannot eliminate them. Some specific triggers of accelerated aging processes are more likely to be activated in oppressed people when they find themselves in relatively advantaged settings, like colleges, suburban neighborhoods, and professional workplaces that are predominantly white, often historically designed to exclude Black Americans, and rarely designed with their needs in mind.

Hearing the stories of working-class Black people like Jason Hargrove, and learning the stark fact that Black Americans are more than twice as likely to die of the virus as whites, a broad swath of the American public was forced to take notice of something they had ignored until then.

Of course racism’s clearest assault on Black bodies was demonstrated by the drumbeat of killings of innocent young Black men and women, including the murder of George Floyd in May 2020. In response, Black Lives Matter protests surged across the country, attracting many who had previously dismissed the group’s concerns. In June 2020, polling showed 76 percent of Americans — including 71 percent of white people — called racism and discrimination “a big problem” in the United States, a 26 percent increase from five years earlier. The majority polled also said that the anger of Black Lives Matters demonstrators across the country was fully justified.4

Black Anger. Fully Justified. For the first time in decades, many acknowledged the wretched reality of structural racism — the way historical practices, entrenched dominant cultural beliefs, conventional wisdom, and “common sense” have allowed social and economic privileges to be cumulatively awarded to groups categorized as white, while denying or undermining opportunities, resources, and human dignity to Black people. (Disturbingly, few of the forty-four murders of trans women in 2020, nor the close to sixty in 2021 — a record high number, who themselves were mostly women of color — were publicized to solicit outrage or empathy, indicating another way death is unfair.)5

Still, by summer 2020 a broad consensus of Americans agreed that dismantling anti-Black racism was urgent. Can this broad-based “road to Damascus moment” be harnessed to realize a global community that advances the justice for which it calls? Or will people soon forget, or, perhaps worse, decide that the proliferation of inadequate, underfinanced, ill-thought-out policy recommendations that often follow such moments — and that don’t challenge the political economy that rationalizes class inequity through race fiction — will suffice to remedy all the problems?

Age-Washing

There is reason to worry that even the most well-meaning among us may be primed for the latter outcome. This is because in matters of life, death, and health, we have been age-washed. Age-washing is a term I have developed to describe a way of thinking that ignores the role of structural racism or classism and cultural oppression in the weathering of marginalized people’s bodies by locating its causes elsewhere. We in the West tend to believe that there is a universally uniform growth and aging process and that, barring premature death from an acute virulent infection, a genetically linked disease, or an accident, everyone will have a long healthy life — provided they make disciplined, doctor-sanctioned, health-promoting choices regarding diet, exercise, and lifestyle. This view of growth and aging assumes that if we take personal responsibility and play by the rules of good health and good citizenship, our age will be an accurate predictor of our susceptibility to disease and death.

Early deaths like Jason Hargrove’s and George Floyd’s pose no challenge to our age-washed beliefs, if we view them as exceptions. They simply become the story of an unfortunate infection with a heretofore unknown lethal virus, or the tragic encounter with one rogue cop. And we hold tight to these beliefs, even as we begin to recognize that systemic racism — at least its low-hanging, most visible fruits — also contributes to life-expectancy inequities.

For example, it is arithmetically obvious that so-called essential workers, who are much more likely to be exposed to COVID-19 because of the exigencies of their jobs, would be disproportionately infected by it. We find no reason to be surprised that bus drivers like Jason Hargrove — or the nursing assistants, orderlies, and cleaning crews who handle the body fluids, human waste, and dead bodies of COVID-19 victims, or the line workers in overcrowded, badly ventilated slaughterhouses and meat-packing plants in the rural South and Midwest — all have higher infection rates, and therefore higher death rates. Nor are we surprised that these people are disproportionately Black or, in the case of slaughterhouse workers and meatpackers, Latinx. The labor market segmentation that disproportionately exposes people of color to the virus is itself a manifestation of systemic racism, one we may lament but don’t really think about doing anything to address.

It is certainly true that disproportionate exposure to the virus helps explain the population inequities in COVID-19 infection rates. Yet the greater likelihood of exposure and, thus, infection does not on its own adequately explain why working-class people and people of color, especially young adults and middle-aged people like fifty-year-old Jason Hargrove, are more than twice as likely to die from it. The clearest demographic risk factor for dying from COVID-19 is being elderly. Even before the advent of vaccinations and treatments, well over 90 percent of younger adults who got sick from COVID-19 had mild to moderate symptoms — if they had symptoms at all — and recovered at home.6

So, why is it that from the start of the pandemic the young and middle-aged in marginalized groups, not just Black and brown but Indigenous groups and people in poor white rural communities, have been more likely to suffer severe COVID-19 and die from it than their white, more affluent counterparts? The answer is part of a broader question: Why are the largest health inequities between these groups and nationwide averages — whether in infectious disease or the early onset of chronic conditions of aging such as cardiovascular disease, hypertension, and diabetes — seen among those aged twenty-five to sixty-five?7 The COVID-19 pandemic has thrown these inequities into stark relief. It’s not just that Black Americans are nearly twice as likely to die of COVID-19 as white Americans.8 Consider these statistics (among the many, many more you will see in chapters to come): Black mothers die during childbirth at an overall rate that is nearly three times as high as the rate for white mothers.9 For Black mothers in their mid-to-late thirties, the figures are even more dire: They die at a rate five times higher than white mothers of comparable age.10 Yet, the working- and reproductive-age years are those we have been led to believe should be the healthiest, following the higher-risk periods of infancy, childhood, and adolescence, and before the most serious risks of aging set in.

These are shocking figures, and people express surprise and puzzlement when confronted with them. They just don’t match up with the age-washing mantra that taking personal responsibility and making “healthy” choices will typically lead to a strong and vigorous life that could extend well into your eighties or nineties, or even past a hundred. We believe that given the state of our medical technology and scientific knowledge, anyone and everyone can live to grow old. As the late James Vaupel, a prominent demographer of aging, optimistically wrote in the late 1990s, “Very long lives are the probable destiny of most people alive today. [ … ] Every successive generation is becoming healthier at older ages. [Today’s young people] will live to age ninety-five or a hundred because they will be so healthy and active at age eighty.”11

To hear the media tell it, even Vaupel’s prognostications may now seem conservative. In 2015, a blond, rose-lipped baby stared out from the cover of Time magazine with the caption “This baby could live to be 142 years old.”12

We have been bombarded by these age-washing messages for years. This one-size-fits-all, colorblind approach completely ignores the reality that in a race- and class-conscious society like ours, health is not just a matter of luck, personal choice, or responsibility.

I remember that on the morning after Martin Luther King Day in 2015, during a season of renewed and compelling debate on whether Black lives matter, when my Facebook feed was filled with hard news stories about incidents of racism and prejudice afflicting many different minoritized and marginalized people all over the world, the post that caught my eye was the only one to include the word stereotype. But when I looked at it, it turned out to be a post about Vladimir Yakovlev’s Age of Happiness photo project.13 The photos — almost all of them of white people — depicted a sixty-one-year-old pole dancer, a seventy-eight-year-old nude vegan bodybuilder, a seventy-two-year-old DJ, an eighty-year-old stand-up comedian, a ninety-six-year-old downhill skier, etc., under the heading “These 60-and-Older Seniors Will Destroy Your Age Stereotypes.” I recognized this post as part of a continuing media narrative that had been gaining momentum for two decades, as popular culture anticipated the baby boom generation turning fifty. Media outlets from Newsweek and Time to PBS and NPR began to extol the ways baby boomers would redefine growing old. Rather than go quietly into that good night, we would rage on in new directions, going off on new adventures and meeting new challenges to both body and soul.

Consider Kate, profiled in a 2000 Newsweek article:


The fifty thing started hitting Kate at 49.5. “I don’t want to be that old,” says the San Francisco psychologist. “It’s a half-century.” But when the big day came in January, Donohue decided to see it as a chance to fix the things in her life she didn’t like. She made three resolutions: to worry less, to “make more space” for herself by not being so busy and to be more adventurous — more like the woman she was in her twenties and thirties when she routinely set off on solo trekking and biking trips. In August, she will head off to Africa to learn more about West African dance, a longtime passion.”14



The popularized depictions of San Francisco boomers “reborn” on skateboards and Midwesterners celebrating turning fifty with their first tattoos and Harleys send the message that there is no good reason not to be healthy and active at least into one’s eighties. It is a matter of choice. Indeed, in a 2000 special report in Newsweek, “How to Get to Your Golden Years,” boomers facing fifty were admonished that they “still have time to choose between decrepitude and a vigorous old age. But time is running out.”15 That admonition was reinforced by a 2015 Time magazine issue on aging in which a reporter summed up the latest “science” by telling readers: “You’re only as old as you bloody well choose to be.”16 The underlying message is that if you are aging badly, you have only yourself to blame.

Such optimism is undergirded by our fascination with technology, our uncritical acceptance of the primacy of the developmental view of the connection between age and health, and the obliviousness of our elites to the lived experience and compromised health trajectories marginalized populations face. But our “don’t let them eat cake” ideology assumes both that most of us have healthy options and that, for those of us who are able to choose, these healthy options are the fundamental reason for our good health. In reality, such choice is only the organically grown cherry on top of many health-promoting privileges. For those who don’t have those options, disproportionately Black people, and also members of other marginalized groups including Native Americans, Mexican immigrants, so-called hillbillies, LGBTQ+ people, and the poor and working class, the lack of resources is presumed to be the problem. However, it is not the only or even the worst problem, as we see when accomplished and affluent members of these marginalized groups manage to make their way into elite spaces and have the opportunity to make all those healthy life choices — yet still incur disabilities and early deaths at surprising rates. If you are a member of a marginalized group, you cannot educate or buy yourself out of weathering completely.17

The age-washed narrative has only been strengthened by the developments of the past century. People born in 1900 in the United States were expected to live forty-eight years. By 1930, life expectancy had climbed to fifty-nine. But by 2010, thanks to public health measures like improved sanitation, biomedical and technological advances, and our increased understanding of the health impacts of smoking, diet, and exercise, it was seventy-eight.18 Today, increasing numbers of Americans take their good health for granted and expect to live long and active lives. The fact that this is not true for everyone — not true, in fact, for millions of people in marginalized groups — is generally ignored. In a 2019 issue of The New Yorker, Adam Gopnik described the process of aging in America as if it were a reality shared by all: “Decades pass with little sense of internal change, middle age arrives with only a slight slowing down — a name lost, a lumbar ache, a sprinkling of white hairs and eye wrinkles.”19 While this description likely resonated with many of Gopnik’s white, educated, middle-aged or older readers, it is not the lived reality for many others.

Reams of epidemiological and demographic research, including my own, have been revealing for decades that large numbers of Americans experience death or disability long before they are chronologically old. One’s health and rate of aging vary dramatically by social group. And contrary to Vaupel’s faith in the prospect of an ever-increasing life expectancy, things don’t just keep getting better for everybody. (Indeed, since the advent of the pandemic, life expectancy has decreased in the US. Even before the pandemic, life expectancy had stagnated or decreased among working-class Americans.) The magnitude of socioeconomic inequity in healthy life expectancy is not decreasing, despite medical and healthy lifestyle advances. Quite the opposite: the gap has been growing in recent decades.20 And the primary causes of this growing inequity overall are cardiovascular disease and cancer, which are primarily diseases of aging, and now COVID-19 — not guns or needles, as we might assume to be the case in high-poverty urban populations, nor opioids, as we might assume to be the case in impoverished rural communities.

As for living to be a hundred, that remains rare, although how rare varies dramatically across race, class, and gender lines. In the year 2000, my colleagues and I estimated that if that year’s death rates remained constant over their lifetimes — we now know from hindsight they got worse — only 10 percent of Black youth living in high-poverty urban areas could expect to live to age eighty-five; and 50 percent of white youth living in affluent suburbs — the longest-lived group — could expect to live that long.21 Living to a hundred is still exceedingly unlikely, and living to 142 is a purely theoretical proposition. That said, it makes perfect sense that the editors of Time put a blond baby on the cover of the magazine, because if anyone is going to make it to 142, a white child is much more likely to do it than a Black or brown or Indigenous child.

The Reality of Weathering Compared to the Distortion of Age-Washing

In elite academic circles, the big scientific question is: what are the biological limits of that period when all keeps going well? Eighty-five, ninety-five, a hundred, 142? Not nearly enough attention is being paid to why, for certain marginalized groups, there is no such extended period of well-being. How do we reconcile the notion that modern Americans have the potential to be healthy and vigorous well through middle and even old age with the stark evidence that many young and middle-aged Black, brown, Native American, working-class and poor white urban and rural Americans are not? How can we explain the rapid health decline of Black Americans and Appalachian whites which, according to a large body of research, including mine, begins in their twenties?22 Is there anything other than the age-washed answer?

We have been inoculated from wrestling with these facts by the easy — but incomplete and wrongheaded — jump we make to individual behavioral explanations. This is the dark side of age-washing. It tells us that if we are each biologically capable of living a long, healthy life, then it must be something we do or don’t do that leads some of us to have shorter and less healthy life spans.

Through an age-washed filter, we have come to believe that population differences in health and longevity will disappear if we each become educated and affluent enough to be able to put into practice the steps one must take to sustain a healthy lifestyle. We assume (insofar as we are aware of the difference at all) that because members of marginalized groups are more likely to suffer chronic disease and cancers during their prime years, they must be eating too much sugar, salt, fat, and processed food, while exercising or sleeping too little. Full stop.

We also tend to cordon off each specific disease for which there is a health disparity — hypertension, diabetes, cancer — as separate from the others, although they are often trees that are part of the larger forest. We think these diseases stem from having an unfortunate genetic predisposition. Or they are the result of making behavioral missteps in the realm of diet, exercise, or alcohol and drug abuse. Some people frame those missteps as the avoidable product of ignorance, sloth, or gluttony. Others, of a less accusatory mind-set, see them as systemically imposed: the product of impoverishment, of overwork for inadequate pay, of being redlined into neighborhoods without access to healthy food, good schools, reliable transportation, and good jobs outside the drug economy. Applied to COVID-19 inequities, we can hermetically seal our age-washed bubble if we tie infectious-disease death disparities to the greater likelihood that Black and brown people suffer from the preexisting chronic conditions found to be statistically associated with a poor COVID-19 prognosis — like obesity, diabetes, cardiovascular disease, or respiratory disease. Each of these conditions is associated with specific unhealthy behaviors. But all these individual or disease-specific explanations can go only so far, and they fail to take into account the physiological processes that contribute to weathering, which increase health vulnerability throughout the body. Weathering might manifest as obesity, hypertension, diabetes, respiratory disease, or other chronic diseases of aging, but people who are weathered suffer stress-mediated wear and tear across their body systems long before they can be diagnosed with specific diseases or conditions. Focusing on the individual, these explanations also fail to grasp the systemic social forces that set the damaging physiological processes in motion.

Health is not an immutable consequence of one’s genetic code, nor a reflection of one’s character. Living life according to the dominant social norms of personal responsibility and virtue is not universally health-promoting. On the contrary: if you’re Black, working hard and playing by the rules can be part of what kills you. For the Black community, such virtue is a cause of death that dates back centuries, because the stress of navigating presumptions based on stereotypes, all while working hard and keeping a low profile, has been killing Black Americans since the time of slavery and continues to do so in the twenty-first century. At a church in Harlem in 1964, civil rights activist Fannie Lou Hamer famously said that she was “sick and tired of being sick and tired.”23 These words resonate with many Black Americans to this day, because they describe a very real phenomenon, physiologically as well as existentially. The repeated or chronic activation of stress processes over years and decades — the measurable physiological stress you feel in the body — has both immediate and long-lasting consequences for physical health and longevity. In short, it can make you sick or disabled or even kill you.

The cascade of physiological processes that lead to heart disease, cancer, and other diseases associated with aging can be triggered every day in any of us, no matter our DNA signature, no matter whether we eat sugary, fatty processed foods from plastic containers while we smoke and watch TV on the couch, no matter whether we suffer genetic mutations from chemicals at our workplaces or pathogens in our air, water, and soil. Yes, we would be better off if, as individuals, we won the 23andMe lottery, if we didn’t face toxic exposures or engage in those unhealthy behaviors. But none of these are the be-all and end-all of health inequity, or even its primary driver.

In contrast to what the age-washing narrative tells us, it is not a forgone conclusion that we can avoid disability and postpone death by following socially approved health protocols, having a college degree, or enjoying a stable income well above the poverty level. Depending on their lived experiences, relatively young people can be biologically old. That’s why some population groups disproportionately suffer early onset of the diseases of aging — and even early death. This will continue to be the case no matter what they eat, how much they exercise, the size of their paycheck, or where they live or work, unless something changes in the society around them.

To understand how these accelerated-aging processes work, and to counter the prevailing belief that living to an advanced old age is more or less accessible to each according to his lifestyle, I have been exploring the process of weathering ever since I first posited it, decades ago. The disproportionate death toll of the COVID-19 pandemic on the poor, the working class, and people of color across classes lays bare the fact that weathered bodies are more vulnerable to the worst ravages of infectious disease outbreaks. Weathering has left them with dysregulated or exhausted immune systems, which makes them unable to mount proper immune responses and predisposes them to the dreaded cytokine storms that are often the immediate cause of COVID-19 related death. In general, it has been individuals aged sixty-five and up who are at highest risk of dying from COVID-19, but we fail to acknowledge that the effects of weathering have rendered certain populations biologically older than their chronological age, putting them at higher risk of severe chronic or infectious disease and death than would be predicted by their chronological age alone.

Sick and Tired of Being Sick and Tired

Weathering damages the cardiovascular, neuroendocrine, and metabolic body systems in ways that leave people vulnerable to dying far too young. Take Erica Garner. She became a tireless advocate for racial justice after her father, Eric Garner, was killed by a New York City police officer who placed him in an illegal chokehold for the crime of selling untaxed cigarettes. Her father’s dying words, “I can’t breathe,” became a rallying cry for the Black Lives Matter movement. Afterward, though she was initially apprehensive, Erica became a major force in the movement for police accountability. She died at age twenty-seven in 2017, only three and a half years after the death of her father, and four months after the birth of her second child. Her own difficulty breathing, due to severe asthma, precipitated a major heart attack that killed her. According to her doctors, the pregnancy had stressed Garner’s already enlarged heart, so her death was classified as a maternal death. But why did she have an enlarged heart at her young age?

In the weeks before her death, Erica Garner described the stress, exhaustion, and frustration she suffered as a spokeswoman for the Black Lives Matter movement for police accountability. “I’m struggling right now with the stress and everything,” she said. “This thing, it beats you down. The system beats you down to where you can’t win.”24 Or as her sister, Emerald Snipes Garner, described it a week after Erica’s death, “It was like a Jenga”; they were “taking out pieces, taking out pieces, ripping her apart.”25

Weathering is a life-or-death game of Jenga. The Jenga tower appears strong and upright as the first pieces are removed, one by one. To all appearances, it continues to stand strong as pieces keep being taken away until the removal of one last fateful block exposes the many weaknesses of its interior, and the tower collapses. In spring 2020, COVID-19 turned out to be that last fateful block for tens of thousands of people of color. Every day, towers collapsed, as they continue to do, before our eyes.

It’s long past time to do something. But what? It’s not clear how we address it, or even how we talk about it. Weathering offers a new recognition of how deeply insidious systemic racism and classism are, and a better, more scientific understanding of the damage it does to the body. Through my decades of research, I have seen how cultural oppression and exploitation move from society to cells in the bodies of tenacious and hopeful working-class people, poor people, and people of color across class who are working hard and playing by the rules.

“The only thing I can say is that she was a warrior,” Erica Garner’s mother, Esaw Snipes, said after Erica died. “She fought the good fight. This is just the first fight in twenty-seven years she lost.”26 After she had spent twenty-seven years of battling headwinds, fighting the same system that had killed her father for selling a few cigarettes, those headwinds took their toll and killed her too. She was weathered to death.

I think the same could be said of Fannie Lou Hamer, who was the target of a drive-by shooting during her struggle for voting rights. The bullets left her unscathed. Or did they? She died at age fifty-nine, of breast cancer and complications of hypertension, and I think she intuitively understood the price she paid for her years of activism. After failing the literacy test in her first attempt to register to vote, she told the registrar of voters, “You’ll see me every thirty days till I pass.”27 In later years, as she reflected on her persistence, her words suggest she knew she was being weathered: “I guess if I’d had any sense, I’d have been a little scared — but what was the point of being scared? The only thing they could do was kill me, and it kind of seemed like they’d been trying to do that a little bit at a time since I could remember.”28

“A little bit at a time,” piece by Jenga piece, the assaults on the body continue to accumulate as weathering. However, as the Reverend William Barber, cochair of the Poor People’s Campaign, asserted in June 2020, “Accepting death is not an option anymore.”29 In an interview on MSNBC’s Morning Joe, Barber was speaking of the demands for justice for Black Americans, including George Floyd and Breonna Taylor, the twenty-six-year-old EMT who saved lives in the pandemic and was shot by the police at least eight times while sleeping in her own bed during a mistaken surprise raid. But he emphasized that the imperative extends far beyond the issue of police brutality. Echoing Fannie Lou Hamer, he said, “In everything racism and classism touch, they cause a form of death.”30

Barber’s words read as metaphor, but they are the literal truth. The country is waking up to what Black Americans have known for centuries and what public health statistics have shown us for many decades: systemic injustice — not just in the form of racist cops, but in the form of everyday life — takes a physical, too often deadly toll on Black, brown, and working-class or impoverished communities. Contrary to popular opinion and accepted wisdom, healthy aging is a measure not of how well we take care of ourselves but rather of how well society treats and takes care of us. When society treats us badly, it doesn’t just “cause a form of death,” it causes damage that can literally age and kill us.
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