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Disparities in
Premature Deaths
From Heart
Disease—50 States
and the District of
Columbia, 2001
MMWR. 2004;53:121-125

2 tables, 1 figure omitted

IN 2001, HEART DISEASE ACCOUNTED FOR

approximately 29.0% of deaths among
U.S. residents; 16.8% of those deaths oc-
curred among persons aged �65 years.1

Although mortality rates from heart dis-
ease have decreased, the decline has not
been uniform for all populations.2 One
of the two overall national health ob-
jectives for 2010 is to eliminate health
disparities among different segments of
the U.S. population.3 To better under-
stand these disparities, CDC analyzed
death certificate data for premature
deaths from heart disease occurring in
2001. This report summarizes the re-
sults of that analysis, which indicated
that the proportion of premature heart
disease deaths varied by state and was
higher among blacks, American Indi-
ans/Alaska Natives (AI/ANs), Asians/
Pacific Islanders (A/PIs), and Hispan-
ics. Reducing premature death from
heart disease and eliminating dispari-
ties will require preventing, detecting,
treating, and controlling risk factors for
heart disease in young and middle-
aged adults.

Death certificate data from the 50
states and the District of Columbia (DC)
were obtained from the National Cen-
ter for Health Statistics. Demographic
data (e.g., age and race/ethnicity) on
death certificates were reported by fu-
neral directors or provided by family
members. Heart disease–related deaths
were defined as those for which the un-
derlying causes listed on death certifi-
cates by a physician or coroner were In-
ternational Classification of Diseases,
Tenth Revision (ICD-10), codes I00–
I09, I11, I13, or I20–I51. Premature

deaths were defined as those occur-
ring among persons aged �65 years.
Proportions of premature death were
calculated for all 50 states and DC.

During 2001, of 700,142 deaths at-
tributed to heart disease, 117,346
(16.8%) occurred among persons aged
�65 years. The proportion of prema-
ture deaths was greatest among AI/
ANs (36.0%) and blacks (31.5%) and
lowest among whites (14.7%). Prema-
ture death was higher for Hispanics
(23.5%) than non-Hispanics (16.5%),
and for males (24.0%) than females
(10.0%). Hispanic whites (23.3%) had
lower proportions than Hispanic blacks
(27.5%), and non-Hispanic whites had
lower proportions (14.4%) than non-
Hispanic blacks (31.5%). The highest
proportions of all deaths occurred
among persons aged 55-64 years. When
premature death was examined by age-
specific death rate, mortality in-
creased with age, and rates across all age
groups were highest among blacks and
lowest among A/PIs.

The proportions of premature heart
disease deaths ranged from 12.4% in
Rhode Island to 35.7% in Alaska. The
10 areas with the highest proportions
were Alaska (35.7%), Nevada (25.4%),
Georgia (23.9%), South Carolina
(23.8%), Louisiana (22.9%), DC
(21.5%), Alabama (21.4%), Tennes-
see (21.3%), Mississippi (20.7%), and
Texas (20.5%). Among males, propor-
tions were highest in Alaska (41.8%)
and lowest in North Dakota (18.6%);
among females, proportions were high-
est in Alaska (26.0%) and lowest in
South Dakota (6.3%). Within states/
areas, racial/ethnic differences in pre-
mature death were similar to those ob-
served overall.

Reported by: SS Oh, MPH, JB Croft, PhD, KJ Green-
lund, PhD, C Ayala, PhD, ZJ Zheng, MD, GA Men-
sah, MD, WH Giles, MD, Div of Adult and Commu-
nity Health, National Center for Chronic Disease
Prevention and Health Promotion, CDC.

CDC Editorial Note: In 2001, approxi-
mately 17% of all deaths from heart dis-
ease occurred among persons aged �65
years; these deaths occurred dispropor-
tionately among certain racial/ethnic mi-
nority populations, and demographic

and geographic disparities also per-
sisted. The determinants of these dis-
parities are not clear. Differences by sex
might be attributed in part to the car-
dioprotective effects of estrogen in pre-
and perimenopausal women.4 Specific
racial/ethnic variations might reflect dif-
ferences in demographics, risk factors for
heart disease, access to medical and
emergency care, or other factors. For ex-
ample, in the United States, the preva-
lence of obesity and diabetes is higher
for blacks and AI/ANs than whites.5 The
prevalence of cigarette smoking for AI/
ANs is nearly double that for whites.5

Blacks have a higher prevalence of high
blood pressure than whites,5-7 and His-
panics are less likely than whites to have
their blood pressure checked,6 to be
aware of having high blood pressure,7

or to be treated and controlled for high
blood pressure.7 In the United States,
greater proportions of blacks, Hispan-
ics, and AI/ANs than whites lack health-
care coverage and cite cost as a barrier
to obtaining health care.5

State variations probably reflect dif-
ferences in demographics, lifestyles, and
risk factors. Among the 10 areas with
the highest proportions of premature
death, those in the southeast also have
high prevalence of high blood pres-
sure,6 smoking, physical inactivity, and
obesity.8 These risk factors are not as
prevalent in DC and Hawaii, which sug-
gests that other risk factors (e.g., di-
etary factors and elevated serum cho-
lesterol) might be more dominant
causes of premature death in those
areas.

The findings in this report are sub-
ject to at least two limitations. First, un-
derlying cause of death data are sub-
ject to errors in the certification of cause
of death. Second, racial/ethnic popu-
lations have different proportions of
persons at younger ages,9 which might
account for the different proportions of
premature deaths. In 2001, approxi-
mately 86% of non-Hispanic whites
were aged �65 years, compared with
92% of non-Hispanic blacks, 94% of AI/
ANs, 92% of A/PIs, and 95% of Hispan-
ics.1 Although death rates vary by race/
ethnicity, heart disease is the leading
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cause of death for all racial/ethnic mi-
nority populations except A/PIs, for
which it is the second leading cause of
death.9

Risk factors for heart disease in-
clude high blood pressure, elevated se-
rum cholesterol levels, smoking, dia-
betes, physical inactivity, and obesity.
Premature death from heart disease can
be reduced by preventing or treating
these risk factors. Public health pro-
fessionals should focus efforts on pre-
vention and risk reduction at all ages,
and particularly at younger ages among
racial/ethnic minorities. Further analy-
sis of state data should be conducted
to identify county-level disparities,
which might aid public health agen-
cies in allocating resources more effec-
tively. The proportion of deaths among
persons aged �65 years and the high
prevalence of the major risk factors in
the general population underscore the
need for aggressive public health ef-
forts. Improved health promotion and
primary and secondary prevention strat-
egies are needed to decrease the bur-
den of heart disease and eliminate
health disparities in the population.
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WORLDWIDE, THE MAJORITY OF HUMAN

immunodeficiency virus (HIV) infec-
tions result from heterosexual trans-
mission.1 To characterize hetero-
sexual transmission of HIV infections
in the United States, CDC analyzed data
for 1999-2002 from the 29 states* that
have met CDC standards2 for name-
based HIV/acquired immunodefi-
ciency syndrome (AIDS) reporting for
�4 years.† This report summarizes the
results of that analysis, which indi-
cated that heterosexually acquired HIV
infections represented 35% of all new
HIV cases; 64% of heterosexually ac-
quired HIV infections occurred in fe-
males, and 74% occurred in non-
Hispanic blacks. To decrease the
number of new heterosexually ac-
quired HIV infections, especially among
certain minority populations, cultur-
ally targeted education and preven-
tion programs should be provided, and
barriers to HIV care and prevention ser-
vices should be removed.

The analysis included persons aged
�13 years with HIV; infections were
categorized as either heterosexually ac-
quired‡ or nonheterosexually ac-
quired. Heterosexually acquired HIV in-
fections were further categorized as
diagnosed with AIDS (i.e., during the
same calendar month) or diagnosed
without AIDS. New diagnoses of HIV
infections were examined for 1999-
2002. Data were adjusted for report-
ing delays, and HIV-exposure data were
adjusted for reclassification of cases ini-
tially reported with no mode of expo-
sure into categories according to his-

torical patterns of reclassification.3 CDC
calculated confidence intervals (CIs),
taking into account adjustments for re-
porting delays and reclassification to ex-
posure categories, and variance esti-
mates were derived from monthly data
submissions to CDC.4

During 1999-2002, a total of 101,877
HIV infections were diagnosed in the
29 states and reported to CDC, includ-
ing 36,084 (35%) acquired through het-
erosexual contact. Among states, the
median prevalence of heterosexually ac-
quired HIV infections was 27% (range:
13%-47%).

The proportion of females was
greater among persons with hetero-
sexually acquired HIV infections (64%;
23,205 of 36,084) than the proportion
of females among persons exposed
through injection-drug use, blood prod-
ucts, transfusions, and undetermined
modes of exposure (36%; 6,661 of
18,732). Among age groups, preva-
lence for heterosexually acquired HIV
infections was greatest (35%) among
persons aged 30-39 years.

Non-Hispanic blacks accounted for
26,748 (74%) of persons with hetero-
sexually acquired HIV infections. A total
of 5,257 (15%) were non-Hispanic
white; 3,498 (10%) were Hispanic; and
�1% were Asian/Pacific Islander or
American Indian/Alaska Native. By
comparison, among persons with non-
heterosexually acquired HIV infec-
tions, non-Hispanic blacks accounted
for 29,607 (45%), and non-Hispanic
whites accounted for 26,731 (41%).
During 1999-2002, an overall in-
crease in heterosexually acquired HIV
infections from 8,925 (95% CI=8,606-
9 ,243) in 1999 to 9,156 (95%
CI=8,713-9,600) in 2002 was not sta-
tistically significant.

Among the 36,084 persons with het-
erosexually acquired HIV infections,
7,395 (20%) received a concurrent di-
agnosis of AIDS. Diagnosis of HIV/
AIDS was more common among males
(25%; 3,223 of 12,879) than among fe-
males (18%; 4,172 of 23,205).

Females accounted for 89% of het-
erosexually acquired HIV infections
among persons aged 13-19 years. Fe-

FROM THE CENTERS FOR DISEASE CONTROL AND PREVENTION

©2004 American Medical Association. All rights reserved. (Reprinted) JAMA, March 17, 2004—Vol 291, No. 11 1317

 by guest on July 12, 2009 www.jama.comDownloaded from 

http://jama.ama-assn.org



