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Preface

Health, United States, 2019 is the 43rd report on
the health status of the nation and is submitted by the
Secretary of Health and Human Services to the President
and the Congress of the United States in compliance with
Section 308 of the Public Health Service Act. This report was
compiled by the National Center for Health Statistics (NCHS)
of the Centers for Disease Control and Prevention.

The Health, United States series presents an annual
overview of national trends in key health indicators. The
2019 report presents current information and trends on
selected measures of morbidity, mortality, health care
utilization and access, health risk factors, prevention, health
insurance, and personal health care expenditures in a
20-figure Chartbook.

The Health, United States, 2019 Chartbook is
supplemented by several other products, including Trend
Tables, an At-a-glance Table, Appendixes, and Spotlight
Infographics available for download from the Health,

United States website at: https://www.cdc.gov/nchs/hus/
index.htm.

2019 Edition

The Health, United States, 2019 Chartbook contains 20
figures and associated data tables on health and health care
in the United States. Examining trends in health informs the
development, implementation, and evaluation of health
policies and programs. The first section (Figures 1-13)
focuses on health status and determinants: life expectancy,
infant mortality, selected causes of death, drug overdose
deaths, suicide, maternal mortality, teen births, preterm
singleton births, use of tobacco products, current asthma
among children, hypertension, heart disease and cancer,
and functional limitation. The second section (Figures 14
and 15) presents trends in health care utilization: use of
mammography and colorectal tests and procedures, and
unmet need due to cost. The third section (Figures 16 and
17) focuses on health care resources—supply of dentists
and physicians. The fourth section (Figures 18-20) describes
trends in personal health care expenditures, health
insurance coverage, and supplemental insurance among
Medicare beneficiaries. The Highlights section summarizes
major findings from the Chartbook.
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Supplementary Materials Available
on the Web

Trend Tables

With the release of Health, United States, 2019, detailed
Trend Tables are available for download from: https://www.
cdc.gov/nchs/hus/contents2019.htm. These 49 detailed
Trend Tables highlight major trends in key health indicators
in four areas: health status and determinants, health
care utilization, health care resources, and health care
expenditures. An important criterion used in selecting
Trend Tables for the Health, United States series is the
availability of comparable national data over several years.
Trend Tables included in the online supplement provide
data on indicators featured in the Chartbook or on the
NCHS FastStats site. FastStats provides quick access to
statistics on topics of public health importance and is
available from: https://www.cdc.gov/nchs/fastats/default.
htm.

The At-a-glance Table summarizes major findings from
the Trend Tables and is available for download from: https://
www.cdc.gov/nchs/hus/ataglance.htm.

Appendixes

Appendix I, Data Sources describes each data source
used in Health, United States, 2019 and provides references
for further information about the sources. Data sources
are listed alphabetically within two broad categories:
Government Sources, and Private and Global Sources.

Appendix I, Definitions and Methods includes
selected terms used in Health, United States, 2019. It also
contains information on the statistical methodologies used
in the report.

The Appendixes for Health, United States, 2019 are
available for download from: https://www.cdc.gov/nchs/
hus/appendix.htm.

Spotlight Infographics

The Health, United States Spotlight is an infographic
series that explores topics of public health importance
using trend data from Health, United States. Spotlights
are published throughout the year and feature the most
current data available at the time of publication.

The Spotlight infographics are available for download
from: https://www.cdc.gov/nchs/hus/hus_infographic.htm.
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Data Finder

The Data Finder is a useful tool on the Health,
United States website for locating data by topic. Using the
Data Finder, users may narrow down the list of tables and
charts by health topic and populations of interest. Topics
include areas such as drug overdose, prescription drug
use, and functional limitation. Populations include groups
such as age, sex, race and Hispanic origin, and geographic
region. See the Health, United States website at: https:/
www.cdc.gov/nchs/hus/contents2019.htm.

Data Considerations
Racial and Ethnic Data

Some tables in Health, United States present data
according to race and Hispanic origin, consistent with a
department-wide emphasis on ensuring that health data
on racial and ethnic minority populations are presented
whenever possible. Trend data on race and ethnicity are
presented in the greatest detail possible considering the
quality of the data, the amount of missing data, and the
number of observations. These issues significantly affect
the availability of reportable data for certain populations,
such as the Native Hawaiian or Other Pacific Islander and
the American Indian or Alaska Native populations.

Starting with data year 1999, most NCHS survey
estimates by race are presented based on the 1997 Office
of Management and Budget's “Revisions to the Standards
for the Classification of Federal Data on Race and Ethnicity.”
Vital statistics systems, however, transitioned to the 1997
standards over time as states adopted the 2003 revision of
the U.S. Standard Certificates of Live Birth and Death, which
contained the 1997 standards. The 2003 revisions were not
adopted by all states until 2016 for the natality file and 2018
for the mortality file. During this transition, it was necessary
to make vital records data by race comparable across states.
This was done by bridging the race information collected
under the 1997 standards to be consistent with data
collected under the 1977 standards (1). Natality data for race
groups for 2016 and subsequent years, as well as mortality
data for race groups for 2018 and subsequent years, are
not completely comparable with the earlier bridged data.
Figures and trend tables affected by the adoption of the
latest race categories have this change indicated in the
footnotes. Standards for the classification of federal data
on race and ethnicity are described in Technical Notes,
Racial and Ethnic Data; Appendix I, Population Census and
Population Estimates, Bridged-race Population Estimates;
and Appendix I, Race.

Education and Income Data

Some tables in Health, United States present data
according to socioeconomic status, using education
and family income as proxy measures. Education and

income data are generally obtained directly from survey
respondents and are not usually available from records-
based data collection systems. (See Appendix Il, Education;
Family income; Poverty.)

Statistical Significance

All statements in the text describing differences, or
the lack thereof, between estimates or across time indicate
that statistical testing was performed. Differences between
two point estimates were determined to be statistically
significant at the 0.05 level using two-sided significance
tests (z tests) without correction for multiple comparisons.
Terms such as “similar” and “no difference” indicate that
the statistics being compared were not significantly
different. For data sources with no standard errors, relative
differences greater than 10% are generally discussed in
the text. Trends are tested using regression analysis. The
specific approaches used to analyze trends over time
depend on the data source, type of dependent variable,
and number of data points (2). Terms such as “stable” and
“no clear trend” indicate that the slope of the trend line was
not significantly different from zero. Chartbook data tables
and Trend Tables include point estimates and standard
errors, when available, for users who would like to perform
statistical tests. Additional information on statistical
reliability and testing can be found in the Technical Notes,
which follows the Chartbook.

Accessing Health, United States

The Health, United States, 2019 Chartbook can be
accessed from: https://www.cdc.gov/nchs/hus/index.
htm. The Chartbook figures are also available individually
for download as PowerPoint slides. Trend Tables and
Chartbook data tables are available for download as Excel
and PDF files. Excel Trend Table files include additional
years of data not shown in the PDF files, along with
standard errors where available. Files may be downloaded
from the Health, United States website at: https:/www.cdc.
gov/nchs/hus/contents2019.htm.

Visitors to the website can join the Health, United States
e-mail distribution list (https://www.cdc.gov/nchs/hus/
hus_electronic_mailing.htm) to receive announcements
about release dates and notices of updates. Previous
editions of Health, United States and its Chartbooks can also
be accessed from the website.

Printed copies of Health, United States can be purchased
from the U.S. Government Publishing Office at: https://
bookstore.gpo.gov.
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Questions?

If you have questions about Health, United States or
related data products, contact:

Office of Information Services

Information Dissemination Staff

National Center for Health Statistics

Centers for Disease Control and Prevention

3311 Toledo Road

Hyattsville, MD 20782-2064

Phone: 1-800-CDC-INFO (1-800-232-4636)

TTY: 1-888-232-6348

E-mail: healthus@cdc.gov

Online request form: https://www.cdc.gov/cdc-info/

requestform.html

For e-mail updates on NCHS publication releases,

subscribe online at: https://www.cdc.gov/nchs/
govdelivery.htm.
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programs, improvements
in methodological
approaches, and
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standards of excellence
and data quality—all
of which are reflected in
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JENNIFER H. MADANS

Health, United States has been published by the National Center for Health
Statistics (NCHS) since 1975, and for most of that time, Dr. Jennifer H. Madans has
provided her statistical and analytical expertise to the annual report, shaping its
development over the years.

Dr. Madans' leadership in the collection, analysis, and interpretation of
federal health and demographic data has had an impact on each edition
of Health, United States. In particular, she provided the statistical and
epidemiological leadership on how best to implement race and ethnicity
standards for statistical systems and measure the effects of these changes on
current and trend data. Dr. Madans is also a preeminent researcher in the field
of health and disability measurement, and her influential contributions on
conceptualizing and evaluating these measures have been incorporated into
Health, United States. She has been a tireless champion for quality health data,
encouraging the report’s continued focus on providing independent, accurate,
and meaningful information on trends to researchers. As Health, United States
has evolved over time, Dr. Madans has also guided changes that have ultimately
expanded the report’s reach and improved its dissemination.

Dr. Madans is retiring from NCHS after 4 decades of dedicated federal
service. Her legacy is reflected in innovations in NCHS data collection programs,
improvements in methodological approaches, and dedication to high standards
of excellence and data quality—all of which are reflected in Health, United States.
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With the release of Health, United States, 2019, 49 detailed
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Highlights

This Highlights section focuses on the report subject
areas referred to in Section 308 of the Public Health Service
Act—health status and determinants, health care access
and utilization, health care resources, and health care
expenditures and payers. The section presents trends for
the recent 10-year period or examines information for the
most recent data year on topics of public health interest.
When 10 years of data are not available, the analyses cover
a time period as close as possible to 10 years given the
constraints of the data source. In the Highlights section,
estimates are for the total resident population when based
on vital or other administrative or provider records, and for
the civilian noninstitutionalized population when based on
surveys. Each highlight includes a reference to the figure,
where definitions of terms and additional data can be
obtained.

Health Status and Determinants
Life Expectancy at Birth

« Life expectancy at birth in the United States for the total
population was 78.7 years in 2018, 0.2 year lower than in
2014. Despite the lower life expectancy over the 5-year
period, life expectancy at birth increased 0.1 year from
2017 to 2018 (Figure 1).

« In 2018, life expectancy at birth was 76.2 years for males
and 81.2 years for females—a difference of 5.0 years
(Figure 1).

From 2008 to 2018, life expectancy at birth increased for
Hispanic, non-Hispanic white, and non-Hispanic black
persons. In 2018, life expectancy at birth for Hispanic
persons was 81.8 years—3.2 years higher than for
non-Hispanic white persons (78.6 years) and 7.1 years
higher than for non-Hispanic black persons (74.7 years)
(Figure 1).

« Between 2008 and 2018, life expectancy at birth
increased more for non-Hispanic black persons than
for non-Hispanic white persons, narrowing the gap in
life expectancy between the two groups. In 2008, life
expectancy at birth for non-Hispanic white persons
(78.4 years) was 4.5 years higher than for non-Hispanic
black persons (73.9 years); by 2018, the difference had
narrowed to 3.9 years (Figure 1).

Infant Mortality

« The infant mortality rate in 2018 was 5.67 deaths per
1,000 live births, 14% lower than in 2008 (Figure 2).
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« In 2018, the infant mortality rate was higher among
non-Hispanic black (10.75 deaths per 1,000 live births),
non-Hispanic Native Hawaiian or Other Pacific Islander
(9.39), and non-Hispanic American Indian or Alaska
Native (8.15) women than among Hispanic (4.86), non-
Hispanic white (4.63), and non-Hispanic Asian (3.63)
women (Figure 2).

- 1In 2018, 56.1% of infant deaths were attributable to five
leading causes of death: congenital malformations,
preterm births and low birth weight, sudden infant
death syndrome (SIDS), maternal complications of
pregnancy, and unintentional injuries (accidents)
(Figure 2).

Selected Causes of Death

+ In 2018, the age-adjusted all-cause death rate among
males was 7% lower than in 2008 (855.5 deaths per
100,000 population compared with 918.8). Similarly, the
age-adjusted all-cause death rate among females was
7% lower in 2018 than in 2008 (611.3 deaths per 100,000
population compared with 659.9) (Figure 3).

« In 2018, the leading causes of death for all ages were
heart disease, cancer, unintentional injuries (accidents),
chronic lower respiratory diseases, cerebrovascular
disease (including stroke), Alzheimer’s disease, and
diabetes (Figure 3).

- From 2008 to 2018, the age-adjusted death rate for
diabetes decreased among females from 19.1 deaths
per 100,000 population to 16.8. By contrast, over the
same period, the age-adjusted death rate for diabetes
increased among males from 25.9 deaths per 100,000
population to 26.9 (Figure 3).

Drug Overdose Deaths

« The age-adjusted drug overdose death rate was 11.9
deaths per 100,000 in 2008, with a stable trend through
2013 before it increased to 20.7 in 2018. However, from
2017 to 2018, the drug overdose death rate decreased
4.6% (Figure 4).

+ In 2018, drug overdose death rates among males aged

15 and over were lowest among those aged 65 and over
(10.2 deaths per 100,000) and highest among those aged
35-44(52.4) (Figure 4).

+ In 2018, drug overdose death rates among females aged

15 and over were lowest among those aged 65 and over
(5.5 deaths per 100,000) and highest among those aged
35-44 and 45-54 (24.2 and 24.8, respectively) (Figure 4).
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Suicide

From 2008 to 2018, age-adjusted suicide rates increased
from 11.6 deaths per 100,000 population to 14.2
(Figure 5).

In 2018, the suicide rate was 22.8 deaths per 100,000
among males and 6.2 deaths per 100,000 among females
(Figure 5).

In 2018, firearms were the most frequent means of
suicide among males, accounting for more than one-
half of suicides (55.9%), followed by suffocation (28.3%)
and poisoning (8.3%). Among females in 2018, firearms
(31.5%), suffocation (29.9%), and poisoning (29.3%) were
the most frequent means of suicide (Figure 5).

Maternal Mortality

The maternal mortality rate was 17.4 deaths per 100,000
live births (658 deaths) in 2018 (Figure 6).

In 2018, the maternal mortality rate was higher among
women aged 40 and over (81.9 deaths per 100,000
live births) than among women aged 25-39 (16.6) and
women under age 25 (10.6) (Figure 6).

In 2018, non-Hispanic black women had the highest
maternal mortality rate (37.3 deaths per 100,000 live
births), followed by non-Hispanic white women (14.9)
and Hispanic women (11.8) (Figure 6).

Teen Births

From 2008 to 2018, the birth rate among teenagers aged
15-19 decreased an average 8.2% per year from 40.2 live
births per 1,000 teenagers to 17.4—a record low for the
United States (Figure 7).

In 2018, the numbers of live births per 1,000 among
non-Hispanic American Indian or Alaska Native (29.7),
Hispanic (26.7), non-Hispanic Native Hawaiian or Other
Pacific Islander (26.5), and non-Hispanic black (26.3)
teenagers were more than twice those among non-
Hispanic white teenagers (12.1). Non-Hispanic Asian
teenagers (2.8) had the lowest birth rate of the race and
Hispanic-origin groups in 2018 (Figure 7).

Preterm Singleton Births

The total percentage of preterm singleton births (infants
born at less than 37 weeks of gestation) decreased from
8.5% in 2008 to 7.7% in 2014, and then increased to 8.2%
in 2018 (Figure 8).

In 2018, the percentage of preterm singleton births that
occurred at less than 37 weeks of gestation was highest
among non-Hispanic black women (11.9%) and lowest

among non-Hispanic Asian (7.1%) and non-Hispanic
white (7.2%) women (Figure 8).

Use of Tobacco Products

The percentage of students in grades 9-12 who smoked
cigarettes in the past 30 days was 7.7 percentage points
lower in 2018 than in 2011, while the use of electronic
cigarettes increased by 19.3 percentage points. In 2018,
8.1% of students in grades 9-12 had smoked cigarettes
in the past 30 days and 20.8% had used electronic
cigarettes (Figure 9).

In 2018, 13.9% of adults aged 18 and over were current
cigarette smokers—a decline from 20.6% in 2008 (age
adjusted) (Figure 9).

The percentage of adults who currently smoked
cigarettes decreased from 2008 to 2018 among adults
aged 18-44, 45-64, and 65 and over. In 2018, 14.3% of
adults aged 18-44, 16.3% of those aged 45-64, and
8.4% of those aged 65 and over were current cigarette
smokers (Figure 9).

Current Asthma Among Children

The prevalence of current asthma among children under
age 18 years decreased from 9.4% in 2008 to 7.5% in 2018
(Figure 10).

In 2018, the prevalence of current asthma was lower
among children under age 5 years (3.8%) compared with
those aged 5-17 years (8.9%) (Figure 10).

In 2018, the prevalence of current asthma was highest
among non-Hispanic black children at 14.3% compared
with Hispanic (8.0%), non-Hispanic white (5.6%), and
non-Hispanic Asian (3.6%) children (Figure 10).

Hypertension

Updated guidelines for hypertension in 2017 lowered
the threshold for high blood pressure to systolic pressure
of 130 mm Hg or higher or diastolic pressure of 80 mm
Hg or higher. Under these guidelines, the age-adjusted
prevalence of hypertension (high blood pressure or
currently taking high blood pressure medication) among
adults aged 20 and over was 46.6% for 2017-2018

(Figure 11).

The prevalence of hypertension among adults aged
20 and over increased with age. For 2017-2018, 27.5%
of adults aged 20-44, 60.3% of those aged 45-64, and
77.3% of those aged 65 and over had hypertension
(Figure 11).
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Heart Disease Prevalence and History
of Cancer

From 2008 to 2018, the self-reported prevalence of
heart disease was similar between men and women
aged 18-44.1n 2018, 4.6% of men and 5.0% of women
aged 18-44 reported having heart disease. Among
adults aged 45-64 and 65 and over, the prevalence was
generally higher among men than women. In 2018,
13.3% of men and 10.4% of women aged 45-64, and
34.9% of men and 24.5% of women aged 65 and over,
reported having heart disease (Figure 12).

Among adults aged 18-44 and 45-64, women were
more likely than men to report a history of cancer from
2008 to 2018. In 2018, 2.0% of women and 0.8% of men
aged 18-44, and 8.8% of women and 4.8% of men aged
45-64, reported a history of cancer. Among those aged
65 and over, the percentages were similar for women
(19.5%) and men (19.6%) (Figure 12).

Functional Limitation

Functional limitation is defined by the reported level
of difficulty (no difficulty, some difficulty, a lot of
difficulty, or cannot do at all/unable to do) in any of six
core functioning domains: seeing, hearing, mobility,
communication, cognition, and self-care.

In 2018, the age-adjusted percentage of adults aged
18-64 who reported having any level of difficulty in
functioning was 36.1%, with 29.4% reporting “some
difficulty” and another 6.7% reporting “a lot of difficulty
or cannot do at all” (Figure 13).

In 2018, the age-adjusted percentage of adults aged

65 and over who reported having any level of difficulty
in functioning was 68.6%, with 45.6% reporting “some
difficulty” and another 23.0% reporting “a lot of difficulty
or cannot do at all” (Figure 13).

From 2010 to 2018, the age-adjusted percentage of
adults reporting “a lot of difficulty or cannot do at all”
was stable for those aged 18-64 and 65 and over. During
the same period, the age-adjusted percentage of adults
reporting “some difficulty” increased for those aged
18-64 and 65 and over (Figure 13).

Health Care Access and Utilization

Use of Mammography and Colorectal
Tests and Procedures

The percentage of women aged 40-74 who had a
mammogram in the past 2 years was stable from 2008
(69.3%) to 2018 (69.4%) (Figure 14).
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In 2018, non-Hispanic white (71.2%) and non-Hispanic
black (70.5%) women were more likely to have had a
mammogram in the past 2 years than Hispanic (64.0%)
or non-Hispanic Asian (62.6%) women (Figure 14).

The percentage of adults aged 50-75 who met colorectal
cancer screening recommendations increased from
51.6% in 2008 to 67.2% in 2018 (Figure 14).

In 2018, non-Hispanic white adults aged 50-75 reported
the highest percentage of colorectal cancer screening
(69.9%) compared with non-Hispanic black (65.2%),
non-Hispanic Asian (58.2%), and Hispanic (57.9%) adults
in the same age group (Figure 14).

Unmet Need Due to Cost

In 2018, the percentage of people who reported
delaying or not receiving needed medical care due to
cost was highest among adults aged 26-64 (11.7%),
followed by adults aged 19-25 (8.6%), those aged 65 and
over (5.3%), and persons under age 19 (2.9%) (Figure 15).

Among adults aged 19-25, the percentage who delayed
or did not receive needed medical care due to cost

was stable from 2008 to 2010, decreased from 2010
(14.8%) to 2015 (8.4%), and then was stable through 2018
(Figure 15).

Health Care Resources

Physicians

In 2018, the supply of professionally active physicians in
patient care per 100,000 resident population was lowest
in Idaho (188.43), Mississippi (194.14), and Wyoming
(196.37), and highest in the District of Columbia (672.22),
Massachusetts (435.38), and Rhode Island (407.47). In
general, states in the West South Central and Mountain
areas had the fewest professionally active physicians in
patient care per population, while states in the Middle
Atlantic and New England areas had the most (Figure 16).

Dentists

In 2019, the number of professionally active dentists
in the United States was 61.06 per 100,000 resident
population (Figure 17).

In 2019, the supply of professionally active dentists per
100,000 resident population was lowest in Alabama
(40.97), Arkansas (41.82), and Mississippi (42.91),

and highest in the District of Columbia (104.00),
Massachusetts (83.38), and Alaska (80.51). In general,
states in the East and West South Central census
divisions had the fewest professionally active dentists



per population, while states in the Middle Atlantic and
Pacific census divisions had the most (Figure 17).

Health Care Expenditures and
Payers

Personal Health Care Expenditures

In 2018, personal health care expenditures in the United
States totaled $3.08 trillion—a 4.1% increase from 2017.
Expenditures for hospital care (38.8%), physician and
clinical services (23.6%), and prescription drugs (10.9%)
accounted for nearly three-quarters of total personal
health care expenditures in 2018 (Figure 18).

In 2018, 35.1% ($1.08 trillion) of the $3.08 trillion in
personal health care expenditures was paid for by
private health insurance, 22.7% ($0.70 trillion) by
Medicare, 17.3% ($0.53 trillion) by Medicaid, and
12.2% ($0.38 trillion) by consumers out of pocket. The
remaining expenditures were paid by other types of
insurance, payers, and programs (Figure 18).

Health Insurance Coverage

In 2018, the percentage of children under age 18 years
who were uninsured was 5.2%, compared with 36.6%
who had Medicaid coverage and 54.9% who had private
health insurance (Figure 19).

The percentage of children under age 18 years who were
uninsured decreased from 2008 (9.0%) to 2015 (4.5%)
and then was stable through 2018 (5.2%) (Figure 19).

In 2018, the percentage of adults aged 18-64 who were
uninsured was 13.2%, compared with 13.0% who had
Medicaid coverage and 69.2% who had private health
insurance (Figure 19).

The percentage of adults aged 18-64 who were
uninsured increased from 2008 (19.9%) to 2012 (20.9%),
decreased from 2012 to 2015 (13.0%), and then was
stable through 2018 (13.2%) (Figure 19).

Supplemental Insurance Among
Medicare Beneficiaries

From 2010 to 2018, about four out of every five Medicare
beneficiaries aged 65 and over had some form of health
insurance coverage to supplement Medicare, while one
in five had traditional Medicare alone (Figure 20).

The percentage with traditional Medicare alone was
stable from 2010 to 2015 and then decreased an average
0.7 percentage points per year from 19.6% in 2015 to
17.3% in 2018 (Figure 20).

In 2018, among Medicare beneficiaries aged 65 and
over, 7.3% had Medicaid coverage, 39.9% had Medigap
or a union- or employer-sponsored private plan, 26.5%
were enrolled in Medicare Advantage, 8.7% had military
coverage, and 17.3% had no supplemental coverage
(Figure 20).
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Health Status and Determinants

Life Expectancy at Birth

Figure 1. Life expectancy at birth, by sex and race and Hispanic origin: United States, 2008-2018
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SOURCE: NCHS, National Vital Statistics System (NVSS), Mortality. Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-001

Life expectancy at birth is the age to which a newborn
is expected to live given current age-specific death rates.
It summarizes patterns in mortality across all age groups
in a given year, demonstrating the long-term impacts of
age-specific death rates (3).

In the United States, life expectancy at birth was 78.7
years in 2018, 0.5 year higher than in 2008 (data table for
Figure 1). Despite the overall increase in life expectancy at
birth over the period, life expectancy declined 0.2 year from
2014 to 2017, then increased 0.1 year in 2018 (data table for
Figure 1). Increases in mortality from unintentional injuries,
Alzheimer’s disease, and suicide have contributed to the
recent decreases in life expectancy (4).

Life expectancy at birth for males decreased 0.2 year
from 76.5 in 2014 to 76.3 years in 2015, decreased another
0.1 year in 2016, and decreased again by 0.1 year to 76.1
years in 2017. From 2017 to 2018, life expectancy at birth
for males increased 0.1 year to 76.2 years. Life expectancy
at birth for females decreased 0.2 year from 81.3 in 2014 to

81.1 years in 2015, remained at 81.1 years through 2017, and
then increased 0.1 year to 81.2 years in 2018. From 2008 to
2018, life expectancy for females was higher than for males,
continuing a long-term pattern (5). In 2018, life expectancy
at birth for females was 5.0 years higher than that for males.

From 2008 to 2018, life expectancy increased for
Hispanic, non-Hispanic white, and non-Hispanic black
persons. Throughout the period, life expectancy at birth
was higher for Hispanic persons than for non-Hispanic
white and non-Hispanic black persons. In 2008, the
difference between the groups with the highest (Hispanic)
and lowest (non-Hispanic black) life expectancy at birth
was 6.9 years. In 2018, this difference increased to 7.1 years.
However, the difference between non-Hispanic white and
non-Hispanic black persons decreased over the period,
from 4.5 years in 2008 to 3.9 years in 2018. In 2018, life
expectancy at birth was 81.8 years for Hispanic persons,
78.6 years for non-Hispanic white persons, and 74.7 years
for non-Hispanic black persons.
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Health Status and Determinants

Infant Mortality

Figure 2. Infant mortality rates, by race and Hispanic origin of mother and selected leading causes of death:

United States, 2008-2018
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SOURCE: NCHS, National Vital Statistics System (NVSS), Linked Birth/Infant Death Data Set. Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-002

Infant mortality, the death of a baby before his or her
first birthday, is a public health measure that reflects the
health of the whole population, including living conditions,
iliness rates, access to health care, and maternal health (6,7).

From 2008 to 2010, the infant mortality rate decreased
an average 3.9% per year from 6.61 to 6.14 infant deaths per
1,000 live births, and then decreased an average 0.9% per
year to 5.67 in 2018. Among infants of non-Hispanic white
women, the rate decreased an average 1.5% per year from
2008 to 2018. Among infants of non-Hispanic black women,
the mortality rate decreased an average 5.3% per year from
2008 to 2010 and then decreased an average 0.7% per year
through 2018. Among Hispanic women, the infant mortality
rate decreased an average 1.0% per year from 2008 to 2018.
Among infants of non-Hispanic American Indian or Alaska
Native women, the mortality rate showed no clear trend
from 2008 to 2018. Starting with 2017 data, estimates for
non-Hispanic Asian and non-Hispanic Native Hawaiian
or Other Pacific Islander groups are shown separately. It
is still possible to look at longer-term trends among the
combined group of non-Hispanic Asian or Pacific Islander
women using bridged-race estimates. The infant mortality
rate for this combined group decreased an average 1.1%
per year from 2008 to 2018.
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In 2018, infant deaths per 1,000 live births was
10.75 among non-Hispanic black women, 8.15 among
non-Hispanic American Indian or Alaska Native women,
9.39 among non-Hispanic Native Hawaiian or Other Pacific
Islander women, 4.86 among Hispanic women, 4.63 among
non-Hispanic white women, and 3.63 among non-Hispanic
Asian women. (See Technical Notes, Racial and Ethnic Data,
for a discussion of changes in the presentation of estimates
by race and Hispanic origin.)

In 2018, 56.1% of infant deaths were attributable to:
congenital malformations, preterm births and low birth
weight, sudden infant death syndrome (SIDS), maternal
complications of pregnancy, and unintentional injuries.
From 2008 to 2018, the number of infant deaths per
100,000 live births decreased for deaths due to congenital
malformations (from 133.74 to 118.71), preterm births and
low birth weight (from 112.00 to 97.12), SIDS (from 55.33
to 35.11), and maternal complications of pregnancy (from
41.80 to 36.17). The rates of infant deaths from unintentional
injuries in 2008 and 2018 were similar (30.92 and 30.83
infant deaths per 100,000 live births, respectively).
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Health Status and Determinants

Selected Causes of Death

Figure 3. Age-adjusted death rates for selected causes of death for all ages, by sex: United States, 2008-2018
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SOURCE: NCHS, National Vital Statistics System (NVSS), Mortality. Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-003

Death rates are an important measure of population
health. In 2018, 2,839,205 deaths were registered in the
United States (5). The age-adjusted all-cause death rate was
723.6 deaths per 100,000 population in 2018, down from
774.9 in 2008.

From 2008 to 2018, heart disease and cancer remained
the top two leading causes of death. Throughout the
period, age-adjusted death rates decreased for heart
disease and cancer, although the decline slowed for heart
disease from 2011 to 2018. In 2018, age-adjusted deaths per
100,000 population for heart disease were 207.5 among
males and 127.9 among females, and age-adjusted death
rates for cancer were 176.8 among males and 128.6 among
females.

The age-adjusted death rate for unintentional
injuries—which includes unintentional drug overdoses
(8)—was stable among males from 2008 to 2013, and then
increased an average 5.5% per year from 53.1 in 2013 to 65.9
in 2018. The rate among females increased an average 2.6%
per year from 25.4in 2008 to 31.0 in 2018.

Age-adjusted deaths per 100,000 population for
chronic lower respiratory disease decreased for both males
and females from 2008 to 2018, by an average 1.5% per year

among males (from 52.3 in 2008 to 43.7 in 2018) and 0.4%
per year among females (from 39.8 in 2008 to 36.8 in 2018).
Age-adjusted death rates for stroke decreased for both
males and females from 2008 to 2012—by an average 3.1%
per year among males and 3.3% per year among females—
and then were stable through 2018. In 2018, age-adjusted
rates for stroke were 37.6 among males and 36.1 among
females.

Age-adjusted death rates for Alzheimer’s disease were
stable from 2008 to the early 2010s among both males and
females, and then increased through 2018—Dby an average
5.2% per year among males (from 19.3 in 2013 to 24.5 in
2018) and 5.5% per year among females (from 26.1 in 2012
to 34.2 in 2018). From 2008 to 2018, the age-adjusted death
rate for diabetes decreased among females an average 1.0%
per year from 19.1 in 2008 to 16.8 in 2018. The age-adjusted
rate for diabetes among males increased an average 0.6%
per year from 25.9 in 2008 to 26.9 in 2018.

In 2018, age-adjusted deaths per 100,000 population
were higher among males than females for all selected
causes of death except Alzheimer’s disease, which was
higher among females (34.2) than males (24.5).
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Health Status and Determinants

Drug Overdose Deaths

Figure 4. Drug overdose death rates among persons aged 15 years and over, by sex and age: United States,
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60

Male

30 |-

20

Deaths per 100,000 population

2008 2018

Female

45-54

25-34

15-24 =
65 and over
I I I I I I I I I I I
2008 2018

NOTES: Drug overdose deaths are identified using International Classification of Diseases, 10th Revision (ICD-10) underlying cause of death codes X40-X44 (unintentional drug
poisoning), X60-X64 (suicide by drug poisoning), X85 (homicide by drug poisoning), and Y10-Y14 (drug poisoning of undetermined intent). See data table for Figure 4.
SOURCE: NCHS, National Vital Statistics System (NVSS), Mortality. Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-004

Drug overdose deaths remain a public health concern
in the United States. In 2018, there were 67,367 drug
overdose deaths nationwide—fewer than in 2017 (70,237
deaths) but more than in 2008 (36,450 deaths) (8). In 2018,
most drug overdose deaths involved an opioid (69.5%), as
this category continued its pattern of driving changes in
the overall drug overdose death rate in recent years (8,9).

The age-adjusted drug overdose death rate was stable
from 2008 (11.9 deaths per 100,000) to 2013 and then
increased to 20.7 in 2018. However, from 2017 to 2018, a
4.6% decrease occurred in the drug overdose death rate (8)
(data table for Figure 4).

Among males, the age-adjusted drug overdose death
rate was higher in 2018 (27.9 deaths per 100,000) compared
with 2008 (14.9) (data table for Figure 4). The age-adjusted
drug overdose death rate remained stable from 2008 to
2013 and then increased an average 12.5% per year through
2018. Among the age groups shown, drug overdose death
rates among males increased from 2008 to 2018 among
those aged 15-24, 25-34, and 55-64, and increased at
different rates from 2008 to 2018 among those aged 65
and over. Among males aged 35-44 and 45-54, death rates
were stable from 2008 to 2013 and then increased to 2018.
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In 2018, drug overdose death rates among males were
lowest among those aged 65 and over (10.2) and highest
among those aged 35-44 (52.4).

Among females, the age-adjusted drug overdose death
rate was higher in 2018 (13.6) compared with 2008 (8.9). The
rate increased by an average 5.0% per year from 2008 to
2018. Drug overdose death rates among females increased
from 2008 to 2018 among those aged 15-24, 25-34, 35-44,
45-54, and 65 and over. Among those aged 55-64, death
rates increased from 2008 to 2016 and then were stable
through 2018. In 2018, drug overdose death rates among
women were lowest among those aged 65 and over (5.5)
and highest among those aged 35-44 and 45-54 (24.2
and 24.8, respectively). In 2018, for all age groups shown,
drug overdose death rates were higher among males than
females.

Despite overall increases in drug overdose death rate
trends, death rates decreased for this cause from 2017 to
2018 among males and females aged 15-24, 25-34, and
45-54. Among men and women aged 35-44 and 55-64,
and women aged 65 and over, drug overdose death rates
did not change from 2017 to 2018.
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Health Status and Determinants

Suicide

Figure 5. Suicide, by sex and means: United States, 2008-2018
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not sum to 100% due to rounding. See data table for Figure 5.

SOURCE: NCHS, National Vital Statistics System (NVSS), Mortality. Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-005

The age-adjusted suicide rate in the United States has
increased steadily since 1999 (10-12). Since 2008, suicide
has been the 10th leading cause of death (13,14).

From 2008 to 2018, the age-adjusted suicide rate
increased an average 2.0% per year from 11.6 to 14.2 deaths
per 100,000 population. The age-adjusted rate among
males increased an average 1.4% per year from 19.0 in 2008
to 21.4in 2016 and then increased an average 3.5% per
year to 22.8 in 2018. The age-adjusted rate among females
increased an average 3.4% per year from 4.8 in 2008 to 6.0
in 2015, and then showed no clear trend through 2018 (6.2
deaths per 100,000). In each year from 2008 to 2018, the
age-adjusted suicide rate was higher among males than
females.

10

Among males, the percentage of suicides involving
firearms was stable from 2008 to 2018. The percentage of
suicides involving suffocation increased by 0.3 percentage
point per year over the period. The percentage of suicides
involving poisoning declined during the period, although
at varying rates. In 2018, firearms were the most frequent
means of suicide among males, accounting for more than
one-half of suicides (55.9%). Suicide by suffocation was the
next most common (28.3%), followed by poisoning (8.3%).
Among females, the percentage of suicides involving
poisoning declined during the period, although at varying
rates. From 2008 to 2018, the percentage of suicides
involving firearms showed no clear trend. The percentage
of suicides involving suffocation increased an average 0.8
percentage point per year over the period. In 2018, firearms
(31.5%), suffocation (29.9%), and poisoning (29.3%) were the
most frequent means of suicide among females.
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Health Status and Determinants

Maternal Mortality

Figure 6. Maternal mortality, by age and race and Hispanic origin: United States, 2018
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are excluded. Race-specific estimates are tabulated according to the 1997 “Revisions to the Standards for the Classification of Federal Data on Race and Ethnicity.” Estimates by
race may differ from other estimates based on the same data and presented elsewhere if race groups are defined differently. Persons of Hispanic origin may be of any race. For
more information, see Appendix Il, Hispanic origin; Maternal death; Race. See data table for Figure 6.

SOURCE: NCHS, National Vital Statistics System (NVSS), Mortality. Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-006

Maternal mortality is defined by the World Health
Organization as the death of a woman while pregnant or
within 42 days of being pregnant from any cause related
to or aggravated by the pregnancy or its management,
but not from accidental or incidental causes (15). Maternal
mortality estimates have not been reported since 2007 due
to the staggered implementation of the 2003 U.S. Standard
Certificate of Death between 2003 and 2018, which added
a checkbox to determine pregnancy status at the time of
death (16-18). An extensive review determined that the
most accurate measurement of maternal mortality used the
information from the pregnancy checkbox for women aged
44 and under and did not use this information for women
aged 45 and over (16).

In 2018, the maternal mortality rate for women of all
ages was 17.4 deaths per 100,000 live births (658 deaths).
Women aged 40 and over (81.9 deaths per 100,000 live
births) had a higher maternal mortality rate than women
aged 25-39 (16.6 deaths per 100,000 live births) and women
under age 25 (10.6 deaths per 100,000 live births). Among

Health, United States, 2019

the three race and Hispanic-origin groups shown, maternal
deaths per 100,000 live births among non-Hispanic black
women (37.3) were more than twice the rate among
non-Hispanic white women (14.9) and more than three
times the rate among Hispanic women (11.8).

The disparities in maternal mortality by race and
Hispanic origin found for all ages were also found within
certain age groups. In 2018, among women aged 25-39
and 40 and over, non-Hispanic black women had higher
maternal mortality rates than non-Hispanic white and
Hispanic women. Among women under age 25, maternal
deaths per 100,000 live births were 15.3 for non-Hispanic
black women, 10.5 for non-Hispanic white women, and 7.6
for Hispanic women. Among women aged 25-39, maternal
deaths per 100,000 live births were 38.2 for non-Hispanic
black women, 13.8 for non-Hispanic white women, and
12.4 for Hispanic women. Among women aged 40 and
over, maternal deaths per 100,000 live births were 239.9 for
non-Hispanic black women, more than three times the rate
for non-Hispanic white women (72.0).

n
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Health Status and Determinants

Teen Births

Figure 7. Teen births among females aged 15-19 years, by race and Hispanic origin: United States, 2008-2018
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Hispanic origin may be of any race. See Technical Notes; Appendix Il, Hispanic origin; Race. See data table for Figure 7.

SOURCE: NCHS, National Vital Statistics System (NVSS), Natality. Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-007

Teen births—births to females under age 20—may
carry negative social and health consequences for the
mother and baby (19). Infants born to teen mothers are at
increased risk of low birth weight and preterm birth, which,
in turn, puts them at risk of infant morbidity and mortality
(20).

In 2018, a total of 179,871 babies were born to
teenagers aged 15-19. From 2008 to 2018, birth rates
among teenagers decreased an average 8.2% per year, from
40.2 to 17.4 live births per 1,000 females. Teen birth rates
decreased among each race and Hispanic-origin group
from 2008 to 2018, although the percentage decrease
varied by group. Birth rates decreased an average 8.5% per
year among non-Hispanic black teenagers and 7.6% per
year among non-Hispanic American Indian or Alaska Native
teenagers from 2008 to 2018. Among non-Hispanic white
teenagers, the birth rate decreased an average 6.7% per
year from 2008 to 2012, and then decreased more rapidly
by an average 8.4% per year through 2018. Among Hispanic
teenagers, the birth rate decreased an average 10.9% per
year from 2008 to 2011, and then decreased more slowly
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by an average 8.6% per year through 2018. Estimates for
non-Hispanic Asian and non-Hispanic Native Hawaiian

or Other Pacific Islander groups are shown separately. It

is still possible to look at longer-term trends among the
combined group of non-Hispanic Asian or Pacific Islander
women using bridged-race estimates. The birth rate for
this combined group decreased an average 9.0% per year
from 2008 to 2013, and then decreased more rapidly by an
average 12.0% per year through 2018.

In 2018, live births per 1,000 females among
non-Hispanic American Indian or Alaska Native (29.7),
Hispanic (26.7), non-Hispanic Native Hawaiian or
Other Pacific Islander (26.5), and non-Hispanic black
(26.3) teenagers were more than twice those among
non-Hispanic white teenagers (12.1). Non-Hispanic Asian
teenagers had the lowest birth rate (2.8) of the race and
Hispanic-origin groups in 2018. (See Technical Notes,
Racial and Ethnic Data, for a discussion of changes to the
presentation of estimates by race and Hispanic origin.)
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Health Status and Determinants

Preterm Singleton Births

Figure 8. Preterm singleton births, by gestational age and race and Hispanic origin of mother: United States,
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SOURCE: NCHS, National Vital Statistics System (NVSS), Natality. Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-008

Gestational age is an important predictor of an infant’s
survival and subsequent health (21-25). Preterm births,
defined as births delivered at less than 37 completed
weeks of gestation, is a leading cause of infant death in
the United States (Figure 2). Infants delivered at less than
32 completed weeks of gestation (early preterm births)
are at the greatest risk of death during infancy compared
with infants born with longer gestational ages (26). Preterm
births are more likely to occur in twin or higher-order
pregnancies. In Health, United States, preterm births are
examined among singleton births only.

The total percentage of singleton births that were
preterm decreased an average 1.4% per year from 8.5% in
2008 to 7.7% in 2014, and then increased an average 1.8%
per year to 8.2% in 2018, driven by changes in late preterm
births (27). The percentage of births that were early preterm
decreased an average 0.6% per year from 2008 to 2015 and
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then was stable through 2018. The percentage of births
that were moderate preterm (32-33 weeks) decreased

an average 0.7% per year from 2008 to 2014, and then
increased an average 1.1% per year through 2018. The
percentage of births that were late preterm (34-36 weeks)
decreased an average 1.7% per year from 2008 to 2014, and
then increased an average 2.3% per year through 2018.

In 2018, non-Hispanic black women had the highest
percentage of preterm births (11.9%), while non-Hispanic
Asian (7.1%) and non-Hispanic white (7.2%) women had the
lowest. Across each of the three gestational age groups,
non-Hispanic black, non-Hispanic Native Hawaiian or Other
Pacific Islander, and non-Hispanic American Indian or
Alaska Native women were more likely to have a preterm
birth than Hispanic, non-Hispanic white, and non-Hispanic
Asian women in 2018.
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Health Status and Determinants

Use of Tobacco Products

Figure 9. Cigarette smoking among adults aged 18 and over, by age, and tobacco use among adolescents in grades

9-12, by type of product: United States, 2008-2018
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NOTES: Current cigarette smoking by adults is defined as ever smoking 100 cigarettes in their lifetime and smoking now every day or some days. Use of tobacco products by high
school students in grades 9-12 is defined as having used the product on one or more days during the past 30 days. Data on pipe tobacco can be found in the data table. See
data table for Figure 9. Data for the 2019 National Youth Tobacco Survey (NYTS) are available but not shown. Changes made to the 2019 NYTS could result in higher estimates of
tobacco use and therefore are not directly comparable with estimates from prior years. For 2019 estimates, see https://www.cdc.gov/mmwr/volumes/68/ss/ss6812a1.htm.
SOURCE: NCHS, National Health Interview Survey (NHIS) (Current cigarette smoking chart); and CDC, National Youth Tobacco Survey (NYTS) (Tobacco use chart). Excel and

PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-009

Cigarette smoking causes several diseases, including
coronary heart disease, stroke, chronic obstructive
pulmonary disease, and cancer (28). Of risk factors
evaluated by the U.S. Burden of Disease Collaborators for
2016, tobacco use was the second-leading risk factor for
death in the United States (29).

Overall, the age-adjusted percentage of adults aged
18 and over who currently smoked cigarettes decreased
an average 0.7 percentage point per year from 20.6% in
2008 to 13.9% in 2018. From 2008 to 2018, the percentage
of adults who currently smoked cigarettes decreased
among adults aged 18-44, 45-64, and 65 and over. Among
adults aged 18-44, current cigarette smoking decreased
an average 1.0 percentage point per year from 23.1% in
2008 to 14.3% in 2018. Among adults aged 45-64, current
cigarette smoking decreased an average 0.7 percentage
point per year from 22.6% in 2008 to 16.3% in 2018.
Among adults aged 65 and over, current cigarette smoking
decreased an average 0.1 percentage point per year from
9.3% in 2008 to 8.4% in 2018.

From 2008 to 2015, the percentage of adults who
currently smoked cigarettes did not differ among those
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aged 18-44 and those aged 45-64; however, from 2016 to
2018, the percentage was higher among adults aged 45-64.
Current cigarette smoking remained the lowest among
adults aged 65 and over throughout the period.

Electronic cigarettes (e-cigarettes) were introduced
in the United States around 2007 (30). These battery-
powered tobacco products typically deliver nicotine and
other chemicals, such as propylene glycol and flavorings,
in the form of an aerosol (31). Increases in e-cigarette use
contributed to the increase in any tobacco product use
among high school students during 2017-2018, erasing the
decrease in any tobacco product use observed since 2011
(32,33).

The use of any tobacco product in the past 30 days
among students in grades 9-12 did not differ in 2018
compared with 2011. While the use of most individual
products—cigarettes, cigars, smokeless tobacco, and pipe
tobacco—decreased over this period, use of e-cigarettes
in the past 30 days increased from 1.5% in 2011 to 20.8% in
2018. From 2017 to 2018, e-cigarette use among students in
grades 9-12 increased by 77.8%, from 11.7% to 20.8% (data
table for Figure 9).
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https://www.cdc.gov/mmwr/volumes/68/ss/ss6812a1.htm
https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-009

Health Status and Determinants

Current Asthma Among Children

Figure 10. Current asthma among children under age 18 years, by age and race and Hispanic origin: United States,
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had asthma?" and "Does your child still have asthma?" See data table for Figure 10.

SOURCE: NCHS, National Health Interview Survey (NHIS). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-010

Asthmais a chronic lung disease that inflames and
narrows the airways, causing recurring periods of wheezing,
chest tightness, shortness of breath, and coughing (34).

The prevalence of current asthma among children
under age 18 years decreased an average 0.2 percentage
point per year from 9.4% in 2008 to 7.5% in 2018. From 2008
to 2018, the prevalence of current asthma among children
under age 5 years decreased an average 0.3 percentage
point per year from 6.2% to 3.8%, and the prevalence
among children aged 5-17 years decreased an average
0.2 percentage point per year from 10.7% to 8.9%. From
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2008 to 2018, the prevalence of asthma was lower among
children under age 5 years compared with children aged
5-17 years. In 2018, the prevalence of asthma among
children aged 5-17 years was about twice as high as among
children under age 5 years.

In 2018, the prevalence of current asthma among
children under age 18 years varied across race and
Hispanic-origin groups. The prevalence was highest
among non-Hispanic black children (14.3%) compared
with Hispanic (8.0%), non-Hispanic white (5.6%), and
non-Hispanic Asian (3.6%) children.
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Health Status and Determinants

Hypertension

Figure 11. Hypertension among adults aged 20 and over, by age: United States, 1999-2000 through 2017-2018
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NOTES: Hypertension is defined as having measured high blood pressure (systolic pressure of at least 130 mm Hg or diastolic pressure of at least 80 mm Hg) or taking high
blood pressure medication. Overall estimates are age adjusted; age-specific estimates are crude. For more information, see Appendix I, Hypertension; Table VI. See data table for

Figure 11.

SOURCE: NCHS, National Health and Nutrition Examination Survey (NHANES). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-011

Hypertension is a risk factor for cardiovascular
disease, stroke, and other health conditions (35,36), and
a leading preventable cause of cardiovascular deaths in
the United States (37-39). In 2017, the American College of
Cardiology and the American Heart Association Task Force
recommended adopting lower thresholds of high blood
pressure. For systolic blood pressure, the threshold was
lowered from 140 mm Hg to 130 mm Hg, and for diastolic
blood pressure, from 90 mm Hg to 80 mm Hg (35,36).

Starting with this year’s Health, United States,
hypertension is defined as having measured high blood
pressure using the 2017 guidelines (systolic blood pressure
of at least 130 mm Hg or diastolic blood pressure of at
least 80 mm Hg) or currently taking high blood pressure
medication. Using this definition, the prevalence of age-
adjusted hypertension among adults aged 20 and over
decreased from 48.4% in 1999-2000 to 43.0% in 2013-2014,
and then increased to 46.6% in 2017-2018. The prevalence
of hypertension among adults aged 20-44 decreased
from 28.6% in 1999-2000 to 22.8% in 2013-2014, and
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then increased to 27.5% in 2017-2018. The prevalence of
hypertension among adults aged 45-64 decreased from
61.4% in 1999-2000 to 55.2% in 2009-2010, and then

was stable through 2017-2018 (60.3%). From 1999-2000

to 2017-2018, the prevalence of hypertension among
adults aged 65 and over decreased from 82.3% to 77.3%.
Throughout the period, the prevalence of hypertension
increased with age. In 2017-2018, the prevalence of
hypertension among adults aged 65 and over was 2.8 times
that among adults aged 20-44.

Compared with the former guidelines for hypertension
(35), the 2017 revised guidelines (36) resulted in a higher
percentage of the population aged 20 and over being
categorized as having hypertension—46.6% instead of
31.0% (age adjusted) in 2017-2018. Implementation of the
revised 2017 hypertension guidelines resulted in increases
in prevalence among all adult age groups (aged 20 and
over). The impact was greatest among adults aged 20-44,
where the 2017-2018 prevalence more than doubled from
10.5% to 27.5% (data table for Figure 11).

Health, United States, 2019


https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-011
https://www.cdc.gov/nchs/hus/appendix.htm#appendixii

Health Status and Determinants

Heart Disease and Cancer

Figure 12. Heart disease and cancer among adults aged 18 and over, by sex and age: United States, 2008-2018
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NOTES: Heart disease is based on self-reported responses to questions about whether respondents had ever been told by a doctor or other health professional that they had
coronary heart disease, angina (angina pectoris), a heart attack (myocardial infarction), or any other kind of heart disease or heart condition. Cancer is based on self-reported
responses to a question about whether respondents had ever been told by a doctor or other health professional that they had cancer or a malignancy of any kind (excluding

squamous cell and basal cell carcinomas). See data table for Figure 12.

SOURCE: NCHS, National Health Interview Survey (NHIS). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-012

Heart disease and cancer are the top two causes of
death in the United States, accounting for 44.2% of all
deaths in 2018 (Table 6). Heart disease and cancer mortality
have decreased over the past several decades, although
the decrease in heart disease mortality has slowed recently
(14,40).

From 2008 to 2018, the self-reported prevalence of
heart disease was stable among men aged 18-44 and
45-64. Among men aged 65 and over, the prevalence
decreased an average 0.3 percentage point per year from
37.3% in 2008 to 34.9% in 2018. Among women aged 18-44,
the prevalence of heart disease decreased an average 0.3
percentage point per year from 5.0% in 2008 to 3.7% in
2012, and then increased an average 0.1 percentage point
per year to 5.0% in 2018. Among women aged 45-64, the
prevalence decreased an average 0.1 percentage point per
year from 11.5% in 2008 to 10.4% in 2018. Among women
aged 65 and over, the prevalence decreased an average 0.4
percentage point per year from 28.9% in 2008 to 24.5% in
2018.

Among both men and women, the prevalence of heart
disease was higher in the older age groups compared
with the youngest age group. From 2008 to 2018, the
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prevalence among adults aged 18-44 was similar among
men and women. Among those aged 45-64 and 65 and
over, the prevalence was generally higher among men than
women during the period. In 2018, 13.3% of men and 10.4%
of women aged 45-64, and 34.9% of men and 24.5% of
women aged 65 and over, reported having heart disease.

From 2008 to 2018, the percentage of men reporting a
history of cancer was stable among all age groups. Among
women, the percentage reporting a history of cancer
decreased an average 0.1 percentage point per year from
2.8% in 2008 to 2.0% in 2018 among those aged 18-44, was
stable for those aged 45-64, and increased an average 0.2
percentage point per year from 17.9% in 2008 to 19.5% in
2018 for those aged 65 and over.

The percentages of both men and women who
reported a history of cancer was higher in the older age
groups compared with the youngest age group. Among
adults aged 18-44 and 45-64, women were more likely
than men to report a history of cancer from 2008 to 2018. In
2018, a history of cancer was reported by 0.8% of men and
2.0% of women aged 18-44, and by 4.8% of men and 8.8%
of women aged 45-64. Percentages were similar among
men (19.6%) and women (19.5%) aged 65 and over.
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Health Status and Determinants

Functional Limitation

Figure 13. Functional limitation among adults aged 18 and over, by age and level of difficulty: United States,
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NOTES: Functional limitation is defined by the reported level of difficulty in six domains of functioning: seeing (even if wearing glasses), hearing (even if wearing hearing aids),
mobility (walking or climbing stairs), communication (understanding or being understood by others), cognition (remembering or concentrating), and self-care (such as washing
all over or dressing). Adults who respond “a lot of difficulty” or “cannot do at all/unable to do” to at least one question are classified in the “a lot of difficulty or cannot do at all”
category. Of the remaining respondents, adults who respond “some difficulty” to at least one question are classified in the “some difficulty” category, and adults who respond
“no difficulty” to all questions are classified in the “no difficulty” category. Estimates are age adjusted and may not sum to 100% due to rounding. See data table for Figure 13.
SOURCE: NCHS, National Health Interview Survey (NHIS). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-013

Limitations in functioning may be a result of physical
or mental impairments and can result in lower levels of
educational attainment, employment, and participation in
other daily activities (41). Functional limitation is defined
by the reported level of difficulty (no difficulty, some
difficulty, a lot of difficulty, or cannot do at all/unable to do)
in six core functioning domains: seeing, hearing, mobility,
communication, cognition, and self-care. Adults who
reported having “some difficulty” or “a lot of difficulty or
cannot do at all” to at least one core domain were classified
as having difficulty in functioning. Adults reporting “a lot
of difficulty or cannot do at all” to at least one domain of
functioning are considered to have disability.

The age-adjusted percentage of adults aged 18-64
who reported having “a lot of difficulty or cannot do at
all” in at least one of the six functioning domains showed
no clear trend from 2010 to 2018. From 2010 to 2018,
the age-adjusted percentage of adults aged 18-64 who
reported having “some difficulty” in at least one domain,
but not reporting “a lot of difficulty or cannot do at all” in
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any domain, increased an average 0.4 percentage point
per year. In 2018, the age-adjusted percentage of adults
aged 18-64 who reported having any difficulty was 36.1%,
with 29.4% reporting “some difficulty” and another 6.7%
reporting “a lot of difficulty or cannot do at all.”

From 2010 to 2018, adults aged 65 and over were
more likely to report having any level of difficulty when
compared with adults aged 18-64 (data table for Figure 13).
The age-adjusted percentage of adults aged 65 and over
who reported having “a lot of difficulty or cannot do at
all” in at least one of the six functioning domains showed
no clear trend from 2010 to 2018. From 2010 to 2018, the
age-adjusted percentage of adults aged 65 and over who
reported having “some difficulty” in at least one domain,
but not reporting “a lot of difficulty or cannot do at all” in
any domain, increased by an average 0.3 percentage point
per year. In 2018, the age-adjusted percentage of adults
aged 65 and over who reported having any difficulty was
68.6%, with 45.6% reporting “some difficulty” and another
23.0% reporting “a lot of difficulty or cannot do at all.”
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Health Care Access and Utilization
Use of Mammography and Colorectal Tests and Procedures

Figure 14. Use of mammography among women aged 40-74 and use of colorectal cancer testing among adults aged
50-75, by race and Hispanic origin: United States, 2008-2018
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NOTES: USPSTF is U.S. Preventive Services Task Force. Data on cancer screening are collected intermittently, not annually. Use of mammaography is defined as reporting a
mammogram within the past 2 years. For 2008-2013 estimates, use of a colorectal cancer test was defined as reporting a fecal occult blood test (FOBT) in the past year,
sigmoidoscopy in the past 5 years with FOBT in the past 3 years, or colonoscopy in the past 10 years. For 2015 estimates, fecal immunochemical test (FIT) in the past year was
included in the definition of colorectal cancer testing. For 2018 estimates, use of a colorectal cancer test is defined as FOBT or FIT test in the past year, FIT-DNA test in the past 3
years, sigmoidoscopy in the past 5 years, computed tomography or CT colonography in the past 5 years, or colonoscopy in the past 10 years. Race-specific estimates are limited
to those reporting only one racial group and tabulated according to the 1997 “Revisions to the Standards for the Classification of Federal Data on Race and Ethnicity.” Persons of

Hispanic origin may be of any race. See data table for Figure 14.

SOURCE: NCHS, National Health Interview Survey (NHIS). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-014

Cancer screening tests aim to detect cancers at early
or precancerous stages, when cancer may be easier to treat
successfully (42). Although breast cancer and colorectal
cancer remain among the leading causes of cancer deaths
in the United States, advancements in and increased use
of cancer screening tests have contributed to decreasing
cancer death rates (43-45). The definitions of breast
and colorectal cancer screening presented in Health,
United States are consistent with the recommendations of
the U.S. Preventive Services Task Force (46-48) at the time
the data were collected (Appendix II, Colorectal tests or
procedures; Mammography).

From 2008 to 2018, the percentage of women aged
40-74 who had a mammogram in the past 2 years was
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stable for all race and Hispanic-origin groups. In 2018,
non-Hispanic white (71.2%) and non-Hispanic black (70.5%)
women were more likely to have had a mammogram in the
past 2 years than Hispanic (64.0%) or non-Hispanic Asian
(62.6%) women.

The percentage of adults aged 50-75 who reported
meeting colorectal cancer screening recommendations
increased from 2008 to 2018 for all race and Hispanic-origin
groups. Even with increases in all groups, screening use
differed by race and Hispanic origin. In 2018, non-Hispanic
white adults aged 50-75 reported the highest percentage
of colorectal cancer screening (69.9%), compared with
non-Hispanic black (65.2%), non-Hispanic Asian (58.2%),
and Hispanic (57.9%) adults in the same age group.
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Health Care Access and Utilization

Unmet Need Due to Cost

Figure 15. Delay or nonreceipt of needed medical care in the past 12 months due to cost, by age: United States,
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NOTES: Delay or nonreceipt of needed medical care is based on responses to the questions, "During the past 12 months, was there any time when [person] needed medical
care but did not get it because [person] couldn't afford it?" and "During the past 12 months, has medical care been delayed because of worry about the cost?” See data table for

Figure 15.

SOURCE: NCHS, National Health Interview Survey (NHIS). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-015

Out-of-pocket costs may be a barrier to obtaining
health care (49,50). Persons without health insurance
coverage are more likely to delay or forego needed medical
care due to cost than are those with insurance coverage
(51). In the United States, eligibility for health insurance
coverage changes across a person’s lifespan. For example,
children and young adults may be covered by the Children’s
Health Insurance Program, adults aged 19-25 may be able
to obtain insurance coverage under their parents’ plan, and
adults aged 65 and over are generally eligible for Medicare
(Appendix Il, Health insurance) (52-54).

Among persons under age 19, the percentage who
delayed or did not receive needed medical care due to
cost decreased an average 0.6 percentage point per year
from 5.4% in 2008 to 3.4% in 2012, decreased an average
0.2 percentage point per year to 2.6% in 2016, and then
was stable through 2018. Among adults aged 19-25, the
percentage who delayed or did not receive needed medical
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care due to cost was stable from 2008 to 2010, decreased an
average 1.3 percentage points per year from 14.8% in 2010
to 8.4% in 2015, and then was stable through 2018. Among
adults aged 26-64, the percentage who had unmet need
due to cost increased an average 0.7 percentage point per
year from 13.7% in 2008 to 14.8% in 2010, decreased an
average 0.9 percentage point per year to 10.2% in 2016, and
then increased again an average 0.8 percentage point per
year to 11.7% in 2018. Among adults aged 65 and over, the
percentage who had unmet need decreased an average

0.1 percentage point per year from 4.5% in 2008 to 3.8%

in 2016, and then increased an average 0.7 percentage
point per year to 5.3% in 2018. In 2018, the percentage

who reported delaying or not receiving needed medical
care due to cost was highest for adults aged 26-64 (11.7%),
followed by adults aged 19-25 (8.6%), adults aged 65 and
over (5.3%), and persons under age 19 (2.9%).
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Health Care Resources
Physicians

Figure 16. Number of physicians in patient care per 100,000 resident population, by state: United States, 2018

Rate
O 188.43-252.75
W 252.76-328.25
Il 328.26-435.38
W 435.39-672.22

U.S. rate: 278.49

NOTES: Data on the number of physicians in patient care per 100,000 resident population are calculated using 2010-based postcensal estimates. Data include professionally active
doctors of medicine (M.D.s) and doctors of osteopathy (D.O.s) only. Data are displayed by a modified Jenks classification for the 50 states and District of Columbia, which creates
categories that minimize within-group variation and maximize between-group variation. See data table for Figure 16.

SOURCE: American Medical Association (AMA) Physician Masterfile. (Copyright 2020 American Medical Association. Reprinted with permission. All rights reserved.) Excel and

PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-016

An adequate supply of physicians is needed to help
ensure access to affordable and quality health care (55).
In addition to the number of physicians, geographic
distribution and specialty mix affect the adequacy of
the supply (55). A shortage of physicians in a geographic
area can increase travel time to see a physician and may
discourage or prevent timely and appropriate health care
(55,56). A shortage of physicians can also lead to higher
caseloads and, consequently, increased wait times both
to receive an appointment and to see the provider at the
appointment time (55,56).
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The supply of professionally active physicians in patient
care per 100,000 resident population in the United States
was 256.63 in 2008 and 278.49 in 2018 (Table 41), an
increase of 8.5%. By state, the supply of professionally
active physicians in patient care per 100,000 resident
population in 2018 was lowest in Idaho (188.43), Mississippi
(194.14), and Wyoming (196.37), and highest in the District
of Columbia (672.22), Massachusetts (435.38), and Rhode
Island (407.47). In general, states in the West South Central
and Mountain census divisions had the fewest physicians
in patient care per population, while states in the Middle
Atlantic and New England census divisions had the most
(Appendix Il, Geographic region).
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Health Care Resources
Dentists

Figure 17. Number of dentists per 100,000 resident population, by state: United States, 2019

Rate
O 40.97-52.56
[ 52.57-64.31
W 64.32-83.38
Il 83.39-104.00

U.S. rate: 61.06

NOTES: Data on the number of dentists per 100,000 resident population are calculated using 2010-based postcensal estimates. Data include professionally active dentists only.
Data are displayed by a modified Jenks classification for the 50 states and District of Columbia, which creates categories that minimize within-group variation and maximize
between-group variation. See data table for Figure 17.

SOURCE: American Dental Association, Health Policy Institute. Supply of Dentists in the U.S.: 2001-2019. (Copyright 2020 American Dental Association. Reprinted with permission.
All rights reserved.) Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-017

Professional dental treatment and preventive services The number of professionally active dentists per
are key to preventing and treating tooth decay, gum 100,000 resident population in the United States was 59.13
disease, and other oral diseases (57-59). The health of the in 2009 and 61.06 in 2019 (61) (Table 42), an increase of
teeth, mouth, and surrounding skull and facial structures 3.3%. By state, the supply of dentists per 100,000 resident

are essential to a person’s overall health and well-being (57). population in 2019 was lowest in Alabama (40.97), Arkansas
Despite having 200,419 professionally active dentists in the (41.82), and Mississippi (42.91), and highest in District of

United States in 2019 (Table 42), the Health Resources and Columbia (104.00), Massachusetts (83.38), and Alaska
Services Administration notes that as of December 2019, (80.51). In general, states in the East and West South Central
more than 57 million Americans live in areas designated as census divisions had the fewest professionally active
having a shortage of dental health professionals (60). dentists per population, while states in the Middle Atlantic

and Pacific census divisions had the most (Appendix I,
Geographic region).
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Health Care Expenditures and Payers

Personal Health Care Expenditures

Figure 18. Personal health care expenditures, by source of funds and type of expenditure: United States, 2008-2018
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NOTES: Personal health care expenditures are outlays for goods and services relating directly to patient care. Expenditures are in current dollars and not adjusted for inflation.

Numbers may not sum to total because of rounding. See data table for Figure 18.

SOURCE: Centers for Medicare & Medicaid Services, National Health Expenditure Accounts (NHEA). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.

htm#Figure-018

Health care spending accounted for almost 18% of the
U.S. economy in 2018 (62). Expenditures for personal health
care (PHC) include goods and services relating directly to
patient care, such as hospital care, physicians’ services,
dentists’ services, drugs, eyeglasses, and nursing home
care. In 2018, PHC expenditures comprised 84% of national
health care expenditures (62).

From 2008 to 2018, total PHC expenditures grew from
$2.01 trillion to $3.08 trillion, an average annual growth of
4.4% (data table for Figure 18). The average annual growth
in PHC expenditures by source was 5.8% for Medicaid
(federal), 4.7% for Medicare, 4.5% for Medicaid (state and
local), 4.4% for private health insurance, and 2.4% for
out-of-pocket spending (data table for Figure 18). In 2018,
private health insurance was the largest source of PHC
spending at $1.08 trillion, followed by Medicare (5697.2
billion), total Medicaid ($532.8 billion), and out-of-pocket
spending ($375.6 billion). All other sources of expenditures,
which include the Children's Health Insurance Program
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(CHIP), Department of Defense and Department of Veterans
Affairs insurance, and other programs, accounted for the
remaining $391.1 billion in expenditures (data table for
Figure 18).

In 2018, spending for hospital care was the largest
proportion of PHC spending by type of expenditure
(38.8%), followed by physician and clinical services (23.6%),
prescription drugs (10.9%), nursing care facilities and
continuing care retirement communities (5.5%), dental
services (4.4%), and home health care (3.3%). All other
types of expenditures, such as other health, residential,
and personal care; durable medical equipment; and other
nondurable medical products, accounted for the remaining
13.6% of PHC spending. From 2008 to 2018, the proportion
of PHC spending decreased for prescription drugs, nursing
care facilities and continuing care retirement communities,
and dental and physician and clinical services, while
increasing for hospitals and home health care.
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Health Care Expenditures and Payers

Health Insurance Coverage

Figure 19. Health insurance coverage, by age and type of coverage: United States, 2008-2018
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estimates for these groups are not shown. See data table for Figure 19.

SOURCE: NCHS, National Health Interview Survey (NHIS). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-019

Health insurance eases access to the health care
system. Children with health insurance are more likely
to have access to health care, a usual source of care, and
a recent health care visit than those who are uninsured
(63,64). Research suggests that many health outcomes are
better for adults with health insurance, especially among
those with chronic illnesses such as congestive heart
disease and hypertension (65). Historically, children have
been more likely than adults to have health insurance
coverage, primarily because they are more likely to be
eligible for Medicaid, the Children’s Health Insurance
Program (CHIP), or other public programs (52,66,67).

The percentage of children under age 18 years who
were uninsured decreased an average 0.6 percentage point
per year from 2008 to 2015, and then was stable through
2018. The percentage of children with Medicaid coverage,
which includes those with CHIP or other state-sponsored
health programs, increased an average 2.3 percentage
points per year from 2008 to 2011, was stable to 2015, and
then decreased an average 0.7 percentage point per year
to 2018. The percentage of children with private health
insurance coverage decreased an average 2.2 percentage
points per year from 2008 to 2010, was stable to 2013, and
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then increased an average 0.4 percentage point per year to
2018. In 2018, the percentage of children under age 18 years
who were uninsured was 5.2%, compared with 36.6% who
had Medicaid coverage and 54.9% who had private health
insurance.

The percentage of adults aged 18-64 who were
uninsured increased an average 0.4 percentage point
per year from 2008 to 2012, then decreased an average
3.0 percentage points per year to 2015, followed by no
clear trend through 2018. Medicaid coverage increased
from 2008 to 2016 at varying rates, and then decreased
an average 0.4 percentage point per year to 2018. The
percentage of adults aged 18-64 with private health
insurance coverage decreased an average 0.9 percentage
point per year from 2008 to 2012, then increased an average
1.9 percentage points per year to 2015 before remaining
stable through 2018. In 2018, the percentage of adults aged
18-64 who were uninsured was 13.2%, compared with
13.0% who reported Medicaid coverage and 69.2% who
reported private health insurance.
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Health Care Expenditures and Payers
Supplemental Insurance Among Medicare Beneficiaries

Figure 20. Supplemental insurance coverage among adults aged 65 and over with Medicare coverage, by type of

supplemental coverage: United States, 2010-2018
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NOTES: No supplemental coverage means the beneficiaries had traditional fee-for-service Medicare only. A small percentage of Medicare beneficiaries (less than 1%) had
traditional Medicare and a state or local plan; this group is not shown. Categories are mutually exclusive and hierarchical. Responses were first categorized as: Medigap, employer
or union sponsored; Medicaid; military; or Medicare only. Those in either the Medigap, employer or union sponsored, or Medicare only categories were further classified as
Medigap, employer or union sponsored; Medicare Advantage; or no supplemental coverage. In 2018, the percentage of military coverage increased due in part to improved
collection of information on Veterans Health Administration health care. See data table for Figure 20.

SOURCE: NCHS, National Health Interview Survey (NHIS). Excel and PowerPoint: https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-020

Medicare is a nationwide program providing health
insurance coverage to selected groups, including most
adults aged 65 and over. Some services, such as dental care,
prescription drugs, and long-term care services, are not
covered by traditional Medicare (Appendix Il, Medicare)
(68). While traditional Medicare often requires copayments
and other cost sharing, many people with Medicare have
supplemental insurance coverage that may cover Medicare
cost sharing or provide additional benefits (69). For
example, beneficiaries may enroll in managed-care plans
known as Medicare Advantage, which can include other
benefits such as dental and prescription drug benefits
(68,70). Other Medicare beneficiaries with Medicaid,
employer- or union-sponsored plans, private Medigap
policies, or military coverage also receive additional
benefits (68,69).

From 2010 to 2018, about four of every five Medicare
beneficiaries aged 65 and over had some form of
supplemental coverage, while one in five had traditional
Medicare alone (data table for Figure 20). The percentage of
Medicare beneficiaries with Medicaid coverage was stable
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from 2010 to 2018 (7.3%). The percentage with Medigap or
employer- or union-sponsored private coverage decreased
an average 1.6 percentage points per year from 48.1%

in 2010 to 40.1% in 2015, and then was stable through
2018. The percentage of Medicare beneficiaries enrolled
in a Medicare Advantage plan increased an average 1.2
percentage points per year from 19.6% in 2010 to 26.5% in
2016, and then was stable through 2018. The percentage
of Medicare beneficiaries with military coverage increased
an average 0.1 percentage point per year from 5.4% in
2010 to 6.1% in 2017. Military coverage increased to 8.7%
in 2018, due in part to improved collection of information
on Veterans Health Administration health care (71). The
percentage with traditional Medicare only was stable
from 2010 to 2015 (19.6%), and then decreased an average
0.7 percentage point per year to 17.3% in 2018. In 2018,
among Medicare beneficiaries aged 65 and over, 7.3% had
Medicaid coverage, 39.9% had Medigap or a union- or
employer-sponsored private plan, 26.5% were enrolled in
Medicare Advantage, 8.7% had military coverage, and 17.3%
had no supplemental coverage.
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Chartbook Data Tables

Data table for Figure 1. Life expectancy at birth, by sex and race and Hispanic origin: United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-001

Life expectancy at birth, by sex: 2014-2018

Sex
Year Total Male Female

Life expectancy at birth (years)
2014, 789 76.5 81.3
20715 e 78.7 76.3 81.1
2016, i s 78.7 76.2 81.1
2017 78.6 76.1 81.1
2018 78.7 76.2 81.2

Life expectancy at birth, by race and Hispanic origin: 2008-2018

Race and Hispanic origin?

Not Hispanic or Latino

Hispanic or Black or
Year Total Latino3 White African American
Both sexes Life expectancy at birth (years)
2008. .. 78.2 80.8 784 73.9
2009. ... 78.5 81.1 78.7 744
2070 ¢ttt 787 81.7 78.8 74.7
201 e e 78.7 81.8 78.7 75.0
2012, 78.8 81.9 78.9 75.1
0 1 788 81.9 78.8 75.1
2014 . 78.9 82.1 78.8 753
2015 78.7 81.9 78.7 75.1
0 787 81.8 78.6 74.9
2017 78.6 81.8 78.5 74.9
2018 78.7 74.9
2018 (SINGIE TACE) ' vvvnnnnnns 78.7 81.8 78.6 74.7

... Category not applicable.

'Life expectancy estimates for 2017 were revised using updated Medicare data; therefore, these values may differ from previous editions of Health, United States. Life

expectancy estimates for 2018 use final Medicare data.

2The race groups white and black or African American include persons of Hispanic and non-Hispanic origin. Persons of Hispanic origin may be of any race. Starting with

2018 data, race on death records is available based on the 1997 “Revisions to the Standards for the Classification of Federal Data on Race and Ethnicity” and presented

as single-race estimates (only one race was reported on the death certificate). Data for 2008-2017 were tabulated according to the 1977 standards and bridged to retain
comparability across states as they transitioned from the 1977 standards to those of 1997. Single-race estimates for 2018 are not completely comparable with bridged-race
estimates for earlier years, particularly for smaller race categories. To look at longer-term trends, bridged-race estimates are also presented. See Technical Notes; Appendix I,

Hispanic origin; Race.

3Persons of Hispanic origin may be of any race. See Appendix Il, Hispanic origin. Life expectancies for the Hispanic population are adjusted for underreporting of Hispanic
ethnicity on the death certificate but are not adjusted to account for the potential effects of return migration. To address the effects of age misstatement at the oldest ages,
the probability of death for Hispanic persons aged 80 and over is estimated as a function of non-Hispanic white mortality with the use of the Brass relational logit model. See

Appendix II, Race, for a discussion of sources of bias in death rates by race and Hispanic origin.

NOTES: Populations for computing life expectancy for 2008 and 2009 were based on revised intercensal population estimates of the U.S. resident population. Populations
for computing life expectancy for 2010 were based on 2010 census counts. Life expectancy for 2011 and beyond is computed using 2010-based postcensal estimates.

See Appendix |, Population Census and Population Estimates. In 2008, the life table methodology was revised and estimates for 2001-2018 were calculated using data
from Medicare to supplement vital statistics and census data. Life expectancy is not currently available for persons of other racial and ethnic groups. See Appendix I, Life

expectancy.

SOURCE: NCHS, National Vital Statistics System, Mortality. See Appendix |, National Vital Statistics System (NVSS).
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Data table for Figure 2. Infant mortality rates, by race and Hispanic origin of mother and selected leading causes of

death: United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-002

Infant mortality rates, by race and Hispanic origin of mother: 2008-2018

Race and Hispanic origin of mother’

Not Hispanic or Latina

Black or Native Hawaiian
Hispanic or African Asian or or Other Pacific
Year All mothers Latina White American  Pacific Islander Asian Islander

American
Indian or

Alaska Native

Infant deaths per 1,000 live births

2008, .. 6.61 5.59 5.52 12.67 439
2009. ... 6.39 5.29 533 12.40 427
2010, . 6.14 5.25 5.18 11.46 4,18
0 N 6.07 5.15 5.07 11.45 4.18
2012 e 5.98 5.11 5.04 11.19 3.96
2013, 5.96 5.00 5.06 11.11 3.90
2014 .. 5.82 5.01 4.89 10.93 3.68
2015, e 5.90 4,96 490 11.25 4,08
2016, i 5.87 496 487 11.21 3.83
2017 i 4.69 10.88 4.03
2017 (singlerace) ............ 5.79 5.10 4.67 10.97 3.78 7.64
2018, 4,68 10.62 3.87
2018 (singlerace) ............ 5.67 4.86 4,63 10.75 3.63 9.39
Standard error
2008. . i 0.04 0.07 0.05 0.14 0.14
2009, .. 0.04 0.07 0.05 0.14 0.13
2010, . 0.04 0.07 0.05 0.14 0.13
201 o 0.04 0.08 0.05 0.14 0.13
2012 0.04 0.08 0.05 0.14 0.12
2013 e 0.04 0.07 0.05 0.14 0.12
2014, 0.04 0.07 0.05 0.14 0.12
2015, 0.04 0.07 0.05 0.14 0.12
2016 i 0.04 0.07 0.05 0.14 0.12
2017 e 0.05 0.14 0.12
2017 (singlerace) ............ 0.04 0.08 0.05 0.14 0.12 0.90
2018 0.05 0.14 0.12
2018 (singlerace) ............ 0.04 0.07 0.05 0.14 0.12 1.00

See footnotes at end of table.
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8.67
9.17
8.64
8.52
873
7.72
7.66
8.58
8.81
8.90
9.21
8.13
8.15

0.45
0.47
0.47
0.47
0.48
0.45
0.45
0.48
0.50
0.51
0.56
0.49
0.53
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Data table for Figure 2. Infant mortality rates, by race and Hispanic origin of mother and selected leading causes of
death: United States, 2008-2018—Con.
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-002

Infant mortality rates, by selected leading causes of death: 2008-2018

Selected leading causes of death?

Maternal
Congenital Preterm birth and Sudden infant complications of Unintentional
Year malformations low birthweight death syndrome pregnancy injuries (accidents)

Infant deaths per 100,000 live births

133.74 112.00 55.33 41.80 30.92
129.71 109.62 54.01 39.07 28.38
127.89 103.80 51.46 39.07 27.68
126.87 104.08 48.18 40.42 29.51
125.66 106.60 42.39 3841 29.41
121.51 107.13 39.70 40.63 29.26
119.20 104.62 38.64 39.63 29.16
121.84 102.73 39.39 38.37 32.39
122.23 99.49 37.96 35.66 30.83
119.19 97.45 35.27 37.24 34.06
118.71 97.12 35.11 36.17 30.83

Standard error

1.78 1.62 1.14 0.99 0.85
1.77 1.63 1.14 0.97 0.83
1.79 1.61 1.13 0.99 0.83
1.79 1.62 1.10 1.01 0.86
1.78 1.64 1.04 0.99 0.86
1.76 1.65 1.00 1.02 0.86
1.73 1.62 0.98 1.00 0.86
1.75 1.61 1.00 0.98 0.90
1.76 1.59 0.98 0.95 0.88
1.76 1.59 0.96 0.98 0.94
1.77 1.60 0.96 0.98 0.90

... Category not applicable.

"The race groups white, black or African American, American Indian or Alaska Native, Asian, and Native Hawaiian or Other Pacific Islander include persons of Hispanic and
non-Hispanic origin. Persons of Hispanic origin may be of any race. Starting with 2017 data, race on birth records used to calculate infant mortality is available based on the
1997 “Revisions to the Standards for the Classification of Federal Data on Race and Ethnicity” and presented as single-race estimates (only one race was reported on the
birth certificate). These estimates include separate estimates for non-Hispanic Asian and non-Hispanic Native Hawaiian or Other Pacific Islander groups. Data for 2003-2016
were tabulated according to the 1977 standards and bridged to retain comparability across states as they transitioned from the 1977 standards to those of 1997. Single-race
estimates for 2017 and beyond are not completely comparable with bridged-race estimates for earlier years, particularly for smaller race categories. To look at longer-term
trends, bridged-race estimates are also presented. The combined group of non-Hispanic Asian or Pacific Islander women is also shown. See Technical Notes; Appendix I,
Hispanic origin; Race.

2The leading causes of death were selected based on the rates in 2018. Deaths are identified using the International Classification of Diseases, 10th Revision (ICD-10). The codes
are: Congenital malformations, deformations and chromosomal abnormalities (Q00-Q99); Disorders related to preterm births (short gestation) and low birthweight, not
elsewhere classified (P07); Sudden infant death syndrome (R95); Newborn affected by maternal complications of pregnancy (P01); and Unintentional injuries (accidents)
(V01-X59). The cause of death called Newborn affected by maternal complications of pregnancy includes any of the following conditions: incompetent cervix, premature
rupture of membranes, ectopic pregnancy, malpresentation before labor, amniotic fluid disorders, multiple pregnancy, maternal death, and other unspecified maternal
complications. See Appendix II, Cause of death; International Classification of Diseases (ICD); Table IV.

NOTES: Infants are defined as under age 1 year. Rates are based on the number of deaths from the mortality file and the number of births from the natality file. Rates by race
and Hispanic origin are from the Linked Birth/Infant Death data set. See Appendix II, Cause of death; Table IV; Hispanic origin; Race.

SOURCE: NCHS, National Vital Statistics System, Linked Birth/Infant Death Data Set. See Appendix |, National Vital Statistics System (NVSS).
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Data table for Figure 3. Age-adjusted death rates for selected causes of death for all ages, by sex: United States,

2008-2018

Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-003

Cause of death’

Unintentional Alzheimer’s
Sex and year All causes Heart disease Cancer injuries? CLRD? Stroke* disease Diabetes®
All persons Age-adjusted deaths per 100,000 population®
2008... .. 7749 192.1 176.4 39.2 44.7 42.1 258 22.0
2009... ..o, 749.6 182.8 173.5 375 42.7 39.6 24.2 21.0
2010, ..t 747.0 179.1 172.8 38.0 422 39.1 25.1 20.8
2011 e 7413 173.7 169.0 39.1 42.5 379 24.7 21.6
20120 732.8 170.5 166.5 39.1 415 36.9 23.8 21.2
2013, i 7319 169.8 163.2 39.4 42.1 36.2 235 21.2
2014, ..o 724.6 167.0 161.2 40.5 40.5 36.5 254 20.9
2015, i 7331 168.5 158.5 43.2 41.6 37.6 294 213
2016, i 728.8 165.5 155.8 474 40.6 373 30.3 21.0
2017 i 731.9 165.0 152.5 49.4 40.9 37.6 31.0 215
2018. .o 723.6 163.6 149.1 48.0 39.7 371 30.5 21.4
Male
20080 918.8 2385 214.9 543 523 422 21.3 259
2009.. ..o 890.9 2294 2109 514 49.5 39.9 20.2 25.0
2010, i 887.1 2251 209.9 515 48.7 39.3 21.0 24.9
201 . 8753 218.1 204.0 52.8 48.6 379 204 26.0
20120 865.1 214.7 200.3 52.6 47.2 371 19.8 255
20130 863.6 2145 196.0 53.1 47.5 36.7 19.3 25.6
2014 oo 855.1 210.9 192.9 54.6 454 36.9 20.6 25.6
2015, i 863.2 211.8 189.2 58.7 46.0 37.8 237 26.2
2016 i 861.0 209.1 185.4 65.0 45.1 375 243 26.0
2017 i 864.5 209.0 181.1 67.8 45.0 38.0 24.9 26.8
2018, i 855.5 207.5 176.8 65.9 43.7 37.6 24.5 26.9
Female

2008... ... 659.9 155.9 149.6 254 39.8 414 28.2 19.1
2009.. ..o 636.8 146.6 147.4 24.8 383 38.8 26.3 17.9
2010, ciiiiiii 634.9 143.3 146.7 25.6 38.0 383 27.3 17.6
0 6324 138.7 144.0 26.5 38.5 37.2 271 18.2
2012, 624.7 1355 142.1 26.4 37.8 36.1 26.1 17.7
20130 623.5 134.3 139.5 26.6 38.5 35.2 259 17.6
2014, ..o 616.7 131.8 138.1 27.3 3741 35.6 28.3 17.2
2015, i 624.2 133.6 135.9 28.7 38.6 36.9 3238 173
2016 ceiviiiii 617.5 130.4 134.0 30.8 374 36.5 339 16.9
2017 v 619.7 129.6 1314 32.0 38.1 36.6 34.8 17.1
2018 6113 127.9 128.6 31.0 36.8 36.1 342 16.8
See footnotes at end of table.
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Data table for Figure 3. Age-adjusted death rates for selected causes of death for all ages, by sex: United States,
2008-2018—Con.
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-003

Cause of death’

Unintentional Alzheimer’s
Sex and year All causes Heart disease Cancer injuries? CLRD? Stroke* disease Diabetes®
All persons Standard error
2008... ..o 0.50 0.25 0.24 0.11 0.12 0.12 0.09 0.08
2009. .. 0.48 0.24 0.23 0.11 0.12 0.11 0.09 0.08
2010 i 0.48 0.23 0.23 0.1 0.1 0.1 0.09 0.08
2011 e 0.47 0.23 0.22 0.11 0.11 0.11 0.09 0.08
0} b 0.46 0.22 0.22 0.11 0.1 0.10 0.08 0.08
2013 e 0.46 0.22 0.22 0.1 0.1 0.10 0.08 0.08
2014, ..o 0.45 0.22 0.21 0.11 0.11 0.10 0.08 0.08
2015 e 0.45 0.21 0.21 0.11 0.1 0.10 0.09 0.08
2016 e 0.45 0.21 0.20 0.12 0.10 0.10 0.09 0.08
2017 i 0.44 0.21 0.20 0.12 0.10 0.10 0.09 0.08
2018 et 0.44 0.20 0.20 0.12 0.10 0.10 0.09 0.07
Male
2008....cciiiiiiiii 0.84 0.43 0.40 0.20 0.20 0.18 0.14 0.14
2009.. ..ot 0.82 0.42 0.39 0.19 0.20 0.18 0.13 0.14
b0} [ 0.81 0.41 0.39 0.19 0.19 0.17 0.13 0.13
201 . 0.79 0.40 0.38 0.19 0.19 0.17 0.13 0.14
2012, i 0.78 0.39 0.37 0.19 0.18 0.16 0.12 0.13
2013 0.77 0.38 0.36 0.19 0.18 0.16 0.12 0.13
2014, i 0.75 0.38 0.35 0.19 0.18 0.16 0.12 0.13
2015, i 0.75 0.37 0.34 0.20 0.17 0.16 0.13 0.13
2016, et 0.74 0.37 0.34 0.21 0.17 0.16 0.13 0.13
2017 e 0.73 0.36 0.33 0.21 0.17 0.16 0.13 0.13
2018, i 0.72 0.35 0.32 0.20 0.16 0.15 0.13 0.13
Female
2008.. ..t 0.60 0.29 0.29 0.12 0.15 0.15 0.12 0.10
2009....cciiiiiiii 0.59 0.27 0.29 0.12 0.14 0.14 0.11 0.10
2010, i 0.58 0.27 0.28 0.12 0.14 0.14 0.11 0.10
D0} 0.57 0.26 0.28 0.12 0.14 0.14 0.11 0.10
2012 i 0.57 0.26 0.27 0.12 0.14 0.13 0.11 0.10
20130 0.56 0.25 0.27 0.12 0.14 0.13 0.11 0.09
2014 e 0.55 0.25 0.27 0.13 0.14 0.13 0.11 0.09
2015, i 0.55 0.25 0.26 0.13 0.14 0.13 0.12 0.09
2016 ceiiiiiii 0.55 0.24 0.26 0.13 0.13 0.13 0.12 0.09
0} 0.54 0.24 0.25 0.13 0.13 0.13 0.12 0.09
2018 it 0.53 0.24 0.25 0.13 0.13 0.13 0.12 0.09

TUnderlying causes of death are based on the International Classification of Diseases, 10th Revision (ICD-10). See Appendix Il International Classification of Diseases (ICD),
Table IV.

2Also known as accidents.

3Chronic lower respiratory disease.

“The major component of cerebrovascular disease.

SStarting with 2011 data, the rules for selecting renal failure as the underlying cause of death were changed, resulting in an increase in the number of deaths for Diabetes
mellitus. Therefore, data for diabetes before and after 2011 are not directly comparable. For more information, see Technical Notes in “Deaths: Final data for 2011,” available
from: https://www.cdc.gov/nchs/data/nvsr/nvsr63/nvsr63_03.pdf.

SEstimates are age-adjusted to the year 2000 standard population with unrounded population numbers. See Appendix Il, Age adjustment.

NOTE: See Appendix I, Cause of death; Cause-of-death ranking; Table IV.
SOURCE: NCHS, National Vital Statistics System, Mortality. See Appendix |, National Vital Statistics System (NVSS).
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Data table for Figure 4. Drug overdose death rates, by sex and age: United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-004

All ages Age group (years)
Total
Sex and year (age adjusted)!  Total (crude) 15-24 25-34 35-44 45-54 55-64 65 and over
All persons Deaths per 100,000 population
2008. ... 11.9 12.0 8.0 16.8 21.1 252 12.9 4.1
2009. ... 11.9 121 7.7 17.2 20.5 254 13.7 43
2010, 0 123 124 8.2 18.4 20.8 25.1 15.0 43
2017 e 13.2 13.3 8.6 20.2 225 26.7 15.9 4.6
2012 e 131 13.2 8.0 20.1 22.1 269 16.6 49
2013, 13.8 13.9 8.3 209 23.0 27.5 19.2 52
2014 14.7 14.8 8.6 231 25.0 28.2 20.3 5.6
2015, 16.3 16.3 9.7 26.9 28.3 30.0 21.8 5.8
2016, e 19.8 19.7 124 346 35.0 345 25.6 6.2
2017 e 21.7 216 12.6 384 39.0 37.7 28.0 6.9
2018 e 20.7 20.6 10.8 355 383 353 283 7.6
Male
2008. .0 i 14.9 15.0 11.9 236 25.6 29.6 14.8 4.2
2009. ... 14.8 15.0 1.3 240 25.2 29.1 16.0 4.4
2010, i 15.0 15.2 11.6 250 249 285 17.3 43
2011 oo 16.1 16.3 124 27.5 26.8 304 18.5 4.7
2012 16.1 16.3 1.4 27.0 27.1 304 19.4 5.2
2013 17.0 17.2 1.7 28.6 28.1 31.5 22.7 5.9
2014, 18.3 18.4 121 319 30.8 329 23.5 6.0
2015, i 20.8 20.8 133 379 36.3 353 26.2 6.8
2016, i 26.2 26.1 17.5 48.9 46.9 42.5 32.2 7.6
2017 i 29.1 29.0 17.1 543 53.0 483 36.2 8.7
2018, e 279 279 143 49.6 524 46.1 37.2 10.2
Female
2008. ... 8.9 9.0 4.0 9.9 16.5 21.0 1.1 4.0
2009. . i 9.1 9.2 4.1 104 16.0 21.8 11.6 43
2010, e 9.6 9.8 4.6 11.9 16.8 21.8 12.9 43
2017 e 10.2 10.3 4.6 12.8 18.2 23.1 13.5 4.5
2012 e 10.2 10.3 4.4 131 17.1 234 14.0 4.6
2013 e 10.6 10.7 4.8 13.0 18.0 236 15.9 4.8
2014 1.1 1.3 5.0 14.1 19.2 237 17.2 5.2
2015, i 11.8 1.9 5.9 15.7 20.5 249 17.6 5.0
2016, i 13.4 13.5 7.0 19.9 233 26.7 19.5 5.1
2017 e 14.4 14.3 7.9 220 25.1 27.5 20.3 55
2018 i 13.6 13.5 7.1 20.8 24.2 24.8 19.9 5.5

See footnotes at end of table.
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Data table for Figure 4. Drug overdose death rates, by sex and age: United States, 2008-2018—Con.
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-004

All ages Age group (years)
Total
Sex and year (age adjusted)!  Total (crude) 15-24 25-34 35-44 45-54 55-64 65 and over
All persons Standard error
2008. ... 0.06 0.06 0.14 0.20 0.22 0.24 0.19 0.10
2009. ... 0.06 0.06 0.13 0.21 0.22 0.24 0.20 0.10
2010, 0 0.06 0.06 0.14 0.21 0.23 0.24 0.20 0.10
2017 e 0.07 0.07 0.14 0.22 0.24 0.24 0.20 0.1
2012 e 0.07 0.06 0.13 0.22 0.23 0.25 0.21 0.11
2013, 0.07 0.07 0.14 0.22 0.24 0.25 0.22 0.11
2014 e 0.07 0.07 0.14 0.23 0.25 0.25 0.22 0.1
2015, e 0.07 0.07 0.15 0.25 0.26 0.26 0.23 0.11
2016 e 0.08 0.08 0.17 0.28 0.29 0.28 0.25 0.11
2017 e 0.08 0.08 0.17 0.29 0.31 0.30 0.26 0.12
2018 i 0.08 0.08 0.16 0.28 0.30 0.29 0.26 0.12
Male
2008. .0 i 0.10 0.10 0.23 0.34 0.35 0.37 0.30 0.16
2009. ...t 0.10 0.10 0.22 0.34 0.35 0.36 0.31 0.16
2010, e 0.10 0.10 0.23 0.35 0.35 0.36 0.31 0.16
201 e 0.10 0.10 0.23 0.36 0.36 0.37 0.32 0.16
2012, 0.10 0.10 0.23 0.36 0.37 0.37 0.32 0.17
2013, e 0.11 0.11 0.23 0.36 0.37 0.38 0.35 017
2014, 0.11 0.11 0.23 0.38 0.39 0.39 0.35 0.17
2015, i 0.12 0.1 0.24 0.41 0.42 0.41 0.36 0.18
2016, i 0.13 0.13 0.28 0.47 0.48 0.45 0.40 0.19
2017 i 0.14 0.13 0.28 0.49 0.51 0.48 0.42 0.20
2018, e 0.13 0.13 0.26 0.46 0.50 0.47 0.43 0.21
Female
2008, . i 0.08 0.08 0.14 0.22 0.28 0.31 0.25 0.13
2009. . i 0.08 0.08 0.14 0.23 0.28 0.31 0.25 0.14
2010 e 0.08 0.08 0.15 0.24 0.29 0.31 0.26 0.14
201 o 0.08 0.08 0.15 0.25 0.30 0.32 0.26 0.14
2012 i 0.08 0.08 0.14 0.25 0.29 0.32 0.27 0.14
2013 e 0.08 0.08 0.15 0.25 0.30 0.33 0.28 0.14
2014, e 0.08 0.08 0.15 0.26 0.31 0.33 0.29 0.14
2015, 0.09 0.09 0.17 0.27 0.32 0.34 0.29 0.14
2016 i 0.09 0.09 0.18 0.30 0.34 0.35 0.30 0.14
2017 o 0.10 0.09 0.19 0.31 0.35 0.36 0.31 0.14
2018 i 0.09 0.09 0.18 0.30 0.34 0.34 0.30 0.14

"Estimates are age adjusted to the year 2000 standard population with unrounded population numbers. See Appendix I, Age adjustment.

NOTES: Drug overdose deaths are identified using International Classification of Diseases, 10th Revision (ICD-10) underlying cause of death codes X40-X44 (unintentional drug
poisoning), X60-X64 (suicide by drug poisoning), X85 (homicide by drug poisoning), and Y10-Y14 (drug poisoning of undetermined intent). See Appendix I, Cause of death;
International Classification of Diseases (ICD); Table IV.

SOURCE: NCHS, National Vital Statistics System, Mortality. See Appendix |, National Vital Statistics System (NVSS).
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Data table for Figure 5. Suicide, by sex and means: United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-005

Death rates for suicide, by sex: 2008-2018

Year Total SE Male SE Female SE

Age-adjusted deaths per 100,000 population’

2008.. ..o 11.6 0.06 19.0 0.11 4.8 0.06
2009... ..o 11.8 0.06 19.2 0.1 49 0.06
2010 .. 12.1 0.06 19.8 0.12 5.0 0.06
2010, 123 0.06 20.0 0.12 52 0.06
2012, i 12.6 0.06 204 0.12 54 0.06
2013, 12.6 0.06 20.3 0.11 55 0.06
2014, i 13.0 0.06 20.7 0.12 58 0.06
2015 0 i 13.3 0.06 211 0.12 6.0 0.06
2016, .. 13.5 0.06 214 0.12 6.0 0.06
2017 i 14.0 0.07 224 0.12 6.1 0.06
2018 i 14.2 0.07 22.8 0.12 6.2 0.06

Deaths from suicide, by sex and means: 2008-2018

Sex and year Firearm SE Suffocation SE Poisoning SE Other SE
Male Percent distribution
2008.. .. 56.0 0.29 24.6 0.26 12.2 0.19 7.3 0.15
2009.. . .ciiiii 56.1 0.29 25.1 0.25 11.8 0.19 7.0 0.15
2010, cieiiiii 56.0 0.29 25.1 0.25 11.8 0.19 7.1 0.15
201 i 55.9 0.28 25.6 0.25 1.1 0.18 74 0.15
2012, i 56.4 0.28 25.2 0.24 1.1 0.18 73 0.15
2013, i 56.9 0.28 24.7 0.24 10.8 0.17 7.6 0.15
2014, i 55.4 0.27 26.8 0.24 10.6 0.17 7.2 0.14
2015, i 55.6 0.27 26.9 0.24 10.0 0.16 7.5 0.14
2016 i 56.6 0.27 26.1 0.24 9.5 0.16 7.8 0.14
2017 i 56.0 0.26 27.7 0.23 9.0 0.15 7.3 0.14
2018, i 55.9 0.26 283 0.23 8.3 0.14 7.5 0.14
Female
2008... ..o 30.2 0.53 21.0 0.47 393 0.56 9.5 0.34
2009. .. i 31.0 0.52 21.7 0.47 379 0.55 9.3 0.33
2010, ceiiiii i 30.0 0.51 235 047 374 0.54 2.0 0.32
2011 e 314 0.50 233 0.46 36.5 0.52 8.8 0.31
20120 31.2 0.49 235 0.45 36.2 0.51 9.1 0.31
2013 .. 323 0.49 237 0.45 34.8 0.50 9.3 0.30
2014, ..o 311 0.47 26.2 0.45 341 0.48 8.6 0.29
2015 i 30.5 0.46 26.7 0.44 334 0.47 9.4 0.29
2016 ciiiiiii 321 0.46 253 043 33.0 0.46 9.5 0.29
2017 i 31.2 0.45 27.9 0.44 314 0.46 9.6 0.29
2018 i 315 0.45 29.9 0.44 29.3 0.44 9.3 0.28

"Estimates are age adjusted to the year 2000 standard population with unrounded population numbers. See Appendix I, Age adjustment.

NOTES: SE is standard error. Suicide deaths are identified using International Classification of Diseases, 10th Revision (ICD-10) underlying cause of death codes U03, X60-X84,
and Y87.0. Other means include such causes as cutting and piercing, falls and jumping, burns from fire and hot substances or liquids, and transportation. See Appendix Il,
Cause of death; International Classification of Diseases (ICD); Table IV.

SOURCE: NCHS, National Vital Statistics System, Mortality. See Appendix |, National Vital Statistics System (NVSS).

Health, United States, 2019


https://www.cdc.gov/nchs/hus/contents2019.htm#Figure-005
https://www.cdc.gov/nchs/hus/appendix.htm#tabiv
https://www.cdc.gov/nchs/hus/appendix.htm#appendixi
https://www.cdc.gov/nchs/hus/appendix.htm#appendixii
https://www.cdc.gov/nchs/hus/appendix.htm#appendixii

Data table for Figure 6. Maternal mortality, by age and race and Hispanic origin: United States, 2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-006

Deaths per 100,000 live births

Characteristic Number of deaths Rate Standard error
All women
Total .o 658 174 0.7
Age group (years)

UNder 25 .. s 96 10.6 1.1

2530 L 458 16.6 0.8

0 I g To o <] 104 81.9 8.0

Race and Hispanic origin and age group (years)?

White, non-Hispanic...........coooviiiiiiiiiiiiiian. 291 14.9 0.9
Under 25 . 41 10.5 1.6
25230 e 207 13.8 1.0
40 AN OVET. ..ttt ettt et et 43 72.0 11.0

Black, non-Hispanic.........c.coviiiiviiiiiin i 206 37.3 2.6
UNder 25 .o 27 15.3 29
2530 L e 137 38.2 33
40 AN OVET. ..ttt ettt et 42 239.9 37.0

HiSpaniC. ..o e 105 11.8 1.2
Under 25 .. e 21 7.6 1.7
253 e 72 124 1.5
L0 Vo oV P 12 * *

* Estimates are considered unreliable; rate not shown is based on fewer than 20 deaths in the numerator.

"Includes race and Hispanic-origin groups not shown separately, including persons who identify more than one race.

2Estimates by race and Hispanic origin are tabulated according to the Office of Management and Budget’s 1997 “Revisions to the Standards for the Classification of Federal
Data on Race and Ethnicity.” Race categories are single race (only one race was reported on the death certificate). Due to smaller population counts for some race groups, data
are shown only for maternal deaths among non-Hispanic white, non-Hispanic black, and Hispanic women. Race estimates may differ from other race estimates based on the
same data and presented elsewhere if race groups are defined differently. Persons of Hispanic origin may be of any race. See Appendix Il, Hispanic origin; Race.

NOTES: Maternal deaths are defined by the World Health Organization as the death of a woman while pregnant or within 42 days of termination of pregnancy, regardless of
the duration and the site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management. Deaths resulting from accidents, homicides, and
suicides are excluded. Maternal deaths are identified using International Classification of Diseases, 10th Revision (ICD-10) underlying cause-of-death codes A34, 000-095, and
098-099. Maternal causes of death were assessed using the 2018 coding method. This method, the most accurate measurement of maternal mortality, uses information from
the pregnancy checkbox for women aged 44 and under. The checkbox is not used for women aged 45 and over. For more information, see: Hoyert DL, Minifio AM. Maternal
mortality in the United States: Changes in coding, publication, and data release, 2018. National Vital Statistics Reports; vol 69 no 2. Hyattsville, MD: National Center for Health
Statistics. 2020. Available from: https://www.cdc.gov/nchs/data/nvsr/nvsr69/nvsr69-02-508.pdf. See also Appendix Il, International Classification of Diseases (ICD); Maternal
death; Rate.

SOURCE: NCHS, National Vital Statistics System, Mortality. See Appendix |, National Vital Statistics System (NVSS).
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Data table for Figure 7. Teen births among females aged 15-19 years, by race and Hispanic origin: United States,
2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-007

Race and Hispanic origin of mother

Not Hispanic or Latina

Black or Native Hawaiian ~ American
Hispanic or African Asian or or Other Pacific Indian or
Year Total Latina White American  Pacific Islander Asian Islander Alaska Native

Live births per 1,000 females aged 15-19 years

2008. .. 0 40.2 70.3 26.7 60.4 124 . . 65.0
2009, . e 379 63.6 25.7 56.8 11.3 62.0
2010, . 34.2 55.7 23.5 51.5 9.9 55.5
2017 e 313 49.6 21.7 47.3 9.0 52.6
2012 i 29.4 46.3 20.5 439 8.5 51.2
2013 26.5 41.7 18.6 39.0 7.8 449
2014 e 24.2 38.0 17.3 349 6.8 39.3
2015, 223 349 16.0 31.8 6.0 37.6
2016 i 144 293 5.2 34.7
2016 (singlerace) ............ 20.3 319 14.3 29.3 3.9 28.6 35.1
2017 i 134 27.6 4.6 322
2017 (singlerace) ............ 18.8 28.9 13.2 27.5 3.3 25.5 32.9
2018 12.2 26.2 40 29.4
2018 (singlerace) ............ 17.4 26.7 121 26.3 2.8 26.5 29.7
Standard error
2008 .. 0.06 0.18 0.06 0.19 0.16 0.74
2009, . i 0.06 0.17 0.06 0.18 0.15 0.73
2070 i 0.06 0.16 0.06 0.17 0.14 0.70
0 N 0.05 0.15 0.06 0.17 0.13 0.69
2012 0.05 0.14 0.06 0.16 0.13 0.69
2013 e 0.05 0.14 0.06 0.16 0.12 0.65
2014 . 0.05 0.13 0.05 0.15 0.11 0.61
20715 e 0.05 0.12 0.05 0.14 0.10 0.60
2016, e 0.05 0.14 0.09 0.58
2016 (singlerace) ............ 0.04 0.12 0.05 0.14 0.09 1.21 0.63
2017 et 0.05 0.13 0.09 0.56
2017 (singlerace) ............ 0.04 0.11 0.05 0.14 0.08 113 0.61
2018 0.05 0.13 0.08 0.54
2018 (singlerace) ............ 0.04 0.10 0.05 0.13 0.07 1.15 0.58

... Category not applicable.

NOTES: The race groups white, black or African American, American Indian or Alaska Native, Asian, and Native Hawaiian or Other Pacific Islander include persons of Hispanic
and non-Hispanic origin. Persons of Hispanic origin may be of any race. Starting with 2016 data, race on birth records is available based on the 1997 “Revisions to the
Standards for the Classification of Federal Data on Race and Ethnicity” and presented as single-race estimates (only one race was reported on the birth certificate). These
estimates include separate estimates for non-Hispanic Asian and non-Hispanic Native Hawaiian or Other Pacific Islander groups. Data for 2008-2015 were tabulated according
to the 1977 standards and bridged to retain comparability across states as they transitioned from the 1977 standards to those of 1997. Single-race estimates for 2016 and
beyond are not completely comparable with bridged-race estimates for earlier years, particularly for smaller race categories. To look at longer-term trends, bridged-race
estimates are also presented. The combined group of non-Hispanic Asian or Pacific Islander women is also shown. See Technical Notes; Appendix I, Hispanic origin; Race.

SOURCE: NCHS, National Vital Statistics System, Natality. See Appendix |, National Vital Statistics System (NVSS).
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Data table for Figure 8. Preterm singleton births, by gestational age and race and Hispanic origin of mother:

United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-008

Preterm singleton births, by gestational age: 2008-2018

Gestational age (weeks)! 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

Percent of live singleton births that were preterm

Total (less than 37)...... 85 8.2 8.1 8.0 8.0 7.8 7.7 7.8 8.0 8.1 8.2
34-36 ... 6.3 6.1 6.0 5.9 5.8 5.7 5.7 5.7 5.9 6.0 6.1
32-33 .. 0.9 0.9 0.9 0.9 0.9 0.9 0.8 0.9 0.9 0.9 0.9
Lessthan32.......... 1.3 13 1.3 1.3 1.3 1.2 1.2 1.2 1.2 1.2 1.2

Standard error

Total (lessthan 37)...... 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01
34-36 . ..ciiiiiii 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01
32-33 i 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Lessthan32.......... 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01

Preterm singleton births, by gestational age and race and Hispanic origin of mother: 2018

Race and Hispanic origin of mother?

Not Hispanic or Latina

Native Hawaiian ~ American
Hispanic or Black or African or Other Pacific Indian or
Gestational age (weeks)' Total? Latina White American Asian Islander Alaska Native

Percent of live singleton births that were preterm

Total (lessthan37).................... 8.2 8.4 7.2 119 7.1 10.3 10.2
34-36 it 6.1 6.3 5.6 7.9 5.4 7.5 7.6
32-33 0.9 0.9 0.7 14 0.7 1.2 1.2
Lessthan32.........ccovinininnn. 1.2 1.2 0.9 2.6 1.0 1.7 1.3

Standard error

Total (lessthan37)............ccoevnee 0.01 0.03 0.02 0.04 0.05 0.32 0.18
34-36 .. 0.01 0.03 0.02 0.04 0.05 0.27 0.16
32-33 e 0.00 0.01 0.01 0.02 0.02 0.11 0.07
Lessthan32...........cooevennn... 0.01 0.01 0.01 0.02 0.02 013 0.07

0.00 Quantity more than zero but less than 0.005.

TPreterm births are based on the obstetric estimate of gestational age and limited to singleton births. Singleton births refer to single births, in contrast with multiple or
higher-order births, such as twins or triplets. Percentages for gestational age categories may not sum to the total percentage of live singleton births that occurred less than
37 weeks of gestation due to rounding. For more information on the obstetric estimates, see Appendix Il, Gestation, and: Martin JA, Osterman MJK, Kirmeyer SE, Gregory
ECW. Measuring gestational age in vital statistics data: Transitioning to the obstetric estimate. National Vital Statistics Reports; vol 64 no 5. Hyattsville, MD: National Center for
Health Statistics. 2015. Available from: https://www.cdc.gov/nchs/data/nvsr/nvsr64/nvsr64_05.pdf.

2Includes preterm births for mothers of all other races and Hispanic-origin groups not shown separately, including multiple-race groups.

3The race groups white, black or African American, American Indian or Alaska Native, Asian, and Native Hawaiian or Other Pacific Islander include persons of Hispanic and
non-Hispanic origin. Persons of Hispanic origin may be of any race. Starting with 2016 data, race on birth records is available based on the 1997 “Revisions to the Standards for
the Classification of Federal Data on Race and Ethnicity” and presented as single-race estimates (only one race was reported on the birth certificate). These estimates include
separate estimates for non-Hispanic Asian and non-Hispanic Native Hawaiian or Other Pacific Islander groups. Data for 2003-2015 were tabulated according to the 1977
standards and bridged to retain comparability across states as they transitioned from the 1977 standards to those of 1997. See Technical Notes; Appendix II, Hispanic origin;
Race.

SOURCE: NCHS, National Vital Statistics System, Natality. See Appendix |, National Vital Statistics System (NVSS).
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Data table for Figure 9. Cigarette smoking among adults aged 18 and over, by age, and tobacco use among
adolescents in grades 9-12, by type of product: United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-009

Current cigarette smoking among adults aged 18 and over, by age: 2008-2018

18 and over 18-44 45-64 65 and over
Percent (age Percent

Year adjusted)’ SE (crude) SE Percent SE Percent SE Percent SE
2008. ...t 20.6 0.4 20.6 0.4 23.1 0.6 22.6 0.6 93 0.5
2009.. ..ot 20.6 0.4 20.6 0.4 234 0.5 21.9 0.6 9.5 0.5
2010 . ceieiiniiennn 19.3 0.3 19.3 0.3 21.5 0.5 21.1 0.5 9.5 0.5
2011 .o 19.0 03 19.0 03 21.2 0.5 214 0.5 7.9 0.4
2012, 18.2 03 18.1 03 204 0.5 19.5 0.5 8.9 0.4
P10} 17.9 0.3 17.8 0.3 19.7 0.5 19.9 0.5 8.8 0.4
2014 ...t 17.0 03 16.8 03 19.1 0.5 18.0 0.5 8.5 0.4
2015, .. i 153 03 15.1 0.3 16.5 0.5 17.0 0.5 8.4 0.4
2016, . cieeiiiienn 15.7 0.3 15.5 0.3 16.4 0.5 18.0 0.5 8.8 0.4
2017 v 14.1 03 14.0 03 14.6 0.4 16.5 0.5 8.2 0.4
2018. .o 13.9 03 13.7 03 14.3 0.5 16.3 0.5 8.4 0.4

Tobacco use in the past 30 days among adolescents in grades 9-12, by type of product: 2011-2018

Any tobacco Electronic Smokeless
Year product?? cigarette* Cigarette® Cigar® tobacco’ Hookah® Pipe tobacco®
Percent
0 24.2 1.5 15.8 11.6 7.9 4.1 4.0
2012 i 233 2.8 14.0 12.6 7.3 54 4.5
2013, 229 4.5 12.7 11.9 6.2 5.2 4.1
2014 ..o 24.6 134 9.2 8.2 6.3 9.4 1.5
2015, i 253 16.0 9.3 8.6 6.0 7.2 1.0
2016 ceveeeieneane 20.2 1.3 8.0 7.7 5.8 4.8 1.4
2017 i 19.6 1.7 7.6 7.7 55 33 0.8
2018, 27.1 20.8 8.1 7.6 5.9 4.1 1.1
Standard error
2011 e 1.2 0.2 1.1 0.6 0.8 0.4 0.3
2012, 0.9 0.3 0.8 0.6 0.6 0.4 0.3
20130 0.9 0.4 0.7 0.6 0.7 0.4 0.3
2014 1.0 1.2 0.6 0.5 0.6 0.6 0.2
2015 i 1.1 1.0 0.8 0.5 0.7 0.5 0.2
2016 ceiiiiii 1.0 0.8 0.7 0.6 0.6 0.4 0.1
2017 i 1.3 1.1 0.6 0.6 0.7 0.3 0.1
2018, i 0.9 1.0 0.6 0.5 0.5 0.3 0.1

See footnotes at end of table.
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Data table for Figure 9. Cigarette smoking among adults aged 18 and over, by age, and tobacco use among
adolescents in grades 9-12, by type of product: United States, 2008-2018—Con.
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-009

"Estimates are age adjusted to the year 2000 standard population using five age groups: 18-24, 25-34, 35-44, 45-64, and 65 and over. Age-adjusted estimates may differ
from other age-adjusted estimates based on the same data and presented elsewhere if different age groups are used in the adjustment procedure. See Appendix I, Age
adjustment.

2Use of any tobacco product (electronic cigarette, cigarette, cigar/cigarillo/little cigar, smokeless tobacco [including chewing tobacco/snuff/dip, snus, or dissolvable tobacco],
hookah, pipe tobacco, or bidi) on at least 1 day in the past 30 days.

3In 2018, bidi use was assessed by the question, “In the past 30 days, which of the following tobacco products have you used on at least one day?” and the response option,
“Bidis (small brown cigarettes wrapped in a leaf ).” Prevalence estimates are not provided for bidis individually; however, use of bidis is captured in the composite measure
“any tobacco product.”

4In 2018, past 30-day use of electronic cigarettes was determined by asking, “During the past 30 days, on how many days did you use electronic cigarettes or e-cigarettes?”
5Past 30-day use of cigarettes was determined by asking, “During the past 30 days, on how many days did you smoke cigarettes?”

5Past 30-day use of cigars was determined by asking, “During the past 30 days, on how many days did you smoke cigars, cigarillos, or little cigars?”

"Defined as use of chewing tobacco, snuff, dip, snus, or dissolvable tobacco products. Past 30-day use of smokeless tobacco was determined by combining the responses to
two questions: “During the past 30 days, on how many days did you use chewing tobacco, snuff, or dip?” followed by, “In the past 30 days, which of the following products
did you use on at least one day?” Response options included: “Snus, such as Camel, Marlboro, or General Snus; Dissolvable tobacco products such as Ariva, Stonewall, Camel
orbs, Camel sticks, Marlboro sticks, or Camel strips.” Beginning in 2015, the definition of smokeless tobacco includes chewing tobacco/snuff/dip, snus, and dissolvable tobacco
products, due to a limited sample size for individual products (snus, dissolvable). This definition of smokeless tobacco is applied across all years presented (2011-2018) for
comparability purposes. Previously published reports using 2014 and earlier National Youth Tobacco Survey (NYTS) data used a definition of smokeless tobacco that included
only chewing tobacco, snuff, and dip; therefore, estimates from those reports may not be comparable to those presented here.

8Past 30-day use of hookah was determined by asking, “During the past 30 days, on how many days did you smoke tobacco in a hookah or waterpipe?”

9Past 30-day use of pipe tobacco was determined by asking, “In the past 30 days, which of the following products have you used on at least one day?” and the response
option, “Pipes filled with tobacco (not waterpipe).”

NOTES: SE is standard error. Data are for the civilian noninstitutionalized population. Current cigarette smoking by adults is defined as ever smoking 100 cigarettes in their
lifetime and smoking now every day or some days. Use of tobacco products by students in grades 9-12 is defined as having used the product on one or more days during

the past 30 days. Data for the 2019 NYTS are available but not shown. Changes made to the 2019 survey—shifting to electronic administration of questionnaires, inclusion

of tobacco product images, and descriptions in the preamble before each product-specific section—could result in higher estimates of tobacco use. Therefore, the 2019
estimates are not directly comparable with estimates from prior years. For the 2019 estimates, see https://www.cdc.gov/mmwr/volumes/68/ss/ss6812a1.htm. See Appendix I,
Tobacco use.

SOURCE: NCHS, National Health Interview Survey, and CDC, National Youth Tobacco Survey. See Appendix |, National Health Interview Survey (NHIS) and National Youth
Tobacco Survey (NYTS).
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Data table for Figure 10. Current asthma among children under age 18 years, by age and race and Hispanic origin:
United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-010

Current asthma among children under age 18 years, by age: 2008-2018

Total Under 5 years 5-17 years

Year Percent SE Percent SE Percent SE
2008, ... 9.4 0.4 6.2 0.6 10.7 0.5
2009 ... 9.6 04 6.3 0.6 11.0 0.5
2010 i 9.4 0.3 6.0 0.5 10.7 0.4
2017 e 9.5 0.3 6.9 0.5 10.6 0.4
2012 e 9.3 0.3 5.4 0.5 10.7 04
2013 e 8.3 0.3 42 04 9.9 0.4
2014 e 8.6 0.3 43 0.5 10.2 0.4
2015 e 8.4 0.3 47 0.5 9.8 04
2016, i 83 0.3 3.8 0.5 10.0 0.4
2017 e 84 0.4 44 0.6 9.9 0.5
2018 7.5 04 3.8 0.5 8.9 0.5

Current asthma among children under age 18 years, by race and Hispanic origin: 2018

Not Hispanic or Latino

Hispanic White Black Asian

Year Percent SE Percent SE Percent SE Percent SE

2018, i 8.0 0.8 5.6 0.4 14.3 1.5 3.6 0.9

NOTES: SE is standard error. Data are for the civilian noninstitutionalized population. Based on a parent or knowledgeable adult responding yes to both questions, “Has a
doctor or other health professional ever told you that your child had asthma?” and “Does your child still have asthma?” Children of Hispanic origin may be of any race. Race-
specific estimates are tabulated according to the 1997 “Revisions to the Standards for the Classification of Federal Data on Race and Ethnicity.” See Appendix Il, Hispanic
origin; Race.

SOURCE: NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Data table for Figure 11. Hypertension among adults aged 20 and over, by age: United States, 1999-2000 through

2017-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-011

Hypertension among adults aged 20 and over, by age: 1999-2000 through 2017-2018

Hypertension'

1999- 2001- 2003- 2005- 2007- 2009- 2011- 2013- 2015- 2017-
Age group (years) 2000 2002 2004 2006 2008 2010 2012 2014 2016 2018
Percent
20 and over,
age adjusted2 ............. 484 47.3 46.5 449 44.5 434 454 43.0 44.7 46.6
20 and over, crude.......... 47.2 46.7 46.7 46.0 45.6 45.1 47.4 454 47.4 49.6
20-44 ... . 28.6 28.5 25.5 249 24.7 23.6 26.6 228 25.0 27.5
45-64 .. ... 61.4 58.4 61.2 58.8 56.1 55.2 57.7 56.2 58.6 60.3
65andover............... 823 81.0 80.2 77.5 80.1 79.7 78.0 79.2 74.7 77.3
Standard error
20 and over,
age adjusted2 ............. 1.5 13 13 13 0.8 1.2 0.9 0.8 1.2 1.5
20 and over, crude.......... 1.5 1.3 1.5 0.8 1.1 14 1.6 0.9 1.0 1.3
20-44 ... . 19 14 1.2 19 1.2 0.8 1.7 0.9 1.6 1.1
45-64 .. ... 23 2.1 2.6 1.6 1.5 2.7 13 1.6 1.8 2.0
65andover............... 23 1.8 1.5 1.7 1.8 1.6 1.4 1.2 2.5 23

Hypertension among adults aged 20 and over based on the 2007 standard, by age: 2017-2018

Hypertension?

Age group (years) Percent Standard error
20 and over,
age adjusted? ............. 31.0 1.4
20 and over, crude.......... 349 1.6
20-44 ... 10.5 1.0
45-64 ... 45.0 2.7
65andover............... 68.4 2.0

Defined as having measured high blood pressure (measured systolic blood pressure of at least 130 mm Hg or diastolic blood pressure of at least 80 mm Hg) or taking high

blood pressure medication. For more information, see Appendix Il, Hypertension; Table VI.

2Estimates are age adjusted to the year 2000 standard population using five age groups: 20-34, 35-44, 45-54, 55-64, and 65 and over. See Appendix Il, Age adjustment.
3Formerly defined as having measured high blood pressure (measured systolic blood pressure of at least 140 mm Hg or diastolic blood pressure of at least 90 mm Hg) or
taking high blood pressure medication. For more information, including a comparison of high blood pressure estimates based on the former and revised standards, see

Appendix I, Hypertension; Table VI.

NOTES: Data are for the civilian noninstitutionalized population. In 2017, the American College of Cardiology and the American Heart Association Task Force recommended
adopting lower thresholds of high blood pressure. For systolic blood pressure, the threshold was lowered from 140 mm Hg to 130 mm Hg and for diastolic blood pressure,
from 90 mm Hg to 80 mm Hg. For more information, including a comparison of hypertension estimates based on the former and revised standards, see Appendix II,

Hypertension; Table VI.

SOURCE: NCHS, National Health and Nutrition Examination Survey. See Appendix I, National Health and Nutrition Examination Survey (NHANES).
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Data table for Figure 12. Heart disease and cancer among adults aged 18 and over, by sex and age: United States,
2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-012

Heart disease, by sex and age: 2008-2018

Age group (years)
18-44 45-64 65 and over
Sex and year Percent SE Percent SE Percent SE
Men
2008. ... 4.2 0.4 13.0 0.7 373 13
2009, ... 45 0.4 14.5 0.7 374 1.3
20100 4.1 0.3 13.8 0.6 36.3 1.2
2017 i 33 0.2 13.8 0.6 374 1.1
2012, e 38 0.3 13.5 0.6 345 1.1
2013 3.7 0.3 13.6 0.6 348 1.1
2014, . 4.2 0.3 12.8 0.6 352 1.1
2015 e 43 0.4 12.6 0.6 35.1 1.1
20160 33 0.3 13.3 0.6 339 1.0
2017 i 3.8 0.4 13.0 0.6 337 1.0
2018 e 4.6 0.4 13.3 0.6 349 1.0
Women

2008. ... 5.0 0.3 11.5 0.6 28.9 1.0
2009, ..t 43 0.3 1.7 0.6 25.8 1.0
2010 ¢t 4.8 0.3 12.6 0.5 253 0.9
2017 e 38 0.3 11.8 0.5 25.7 0.8
2012, 3.7 0.2 10.8 0.5 26.1 0.9
2013 e 38 0.3 10.7 0.5 259 0.9
2014, 44 0.3 1.2 0.5 239 0.8
2015, 44 0.3 1.1 0.5 25.1 0.9
2016 ¢t 43 0.3 1.2 0.5 236 0.8
2017 e 4.2 0.3 10.8 0.6 23.2 0.8
2018 5.0 0.4 104 0.5 245 0.8

See footnotes at end of table.
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Data table for Figure 12. Heart disease and cancer among adults aged 18 and over, by sex and age: United States,
2008-2018—Con.
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-012

Cancer, by sex and age: 2008-2018

Age group (years)
18-44 45-64 65 and over
Sex and year Percent SE Percent SE Percent SE
Men
2008. ... 0.8 0.2 4.5 0.4 16.9 1.0
2009, ... 0.7 0.1 4.8 0.4 20.5 1.0
20100 1.0 0.1 5.7 0.5 20.7 1.0
2017 i 0.8 0.1 4.5 0.3 20.7 0.9
2012, e 0.9 0.1 5.1 0.4 20.0 0.9
2013 0.5 0.1 5.6 0.4 20.4 1.0
2014, . 0.9 0.1 5.2 0.4 18.7 0.9
2015 e 0.9 0.2 47 0.4 19.3 0.9
20160 1.0 0.1 5.2 0.4 20.7 0.9
2017 i 1.0 0.2 6.0 0.4 20.5 0.9
2018 e 0.8 0.2 4.8 0.4 19.6 0.8
Women

2008. ... 2.8 0.3 8.7 0.5 17.9 0.9
2009, ..t 2.2 0.2 8.7 0.5 16.1 0.8
2010 ¢t 2.6 0.2 8.9 0.4 16.3 0.7
2017 e 23 0.2 83 0.4 17.2 0.7
2012, 23 0.2 7.9 0.4 17.1 0.7
2013 e 24 0.2 8.2 0.4 17.0 0.7
2014, 24 0.2 7.7 0.4 17.2 0.7
2015, 2.1 0.2 84 0.5 18.6 0.8
2016 ¢t 23 0.2 9.7 0.5 18.5 0.7
2017 e 24 0.2 8.5 0.5 18.1 0.7
2018 2.0 0.2 8.8 0.5 19.5 0.7

NOTES: SE is standard error. Data are for the civilian noninstitutionalized population. Heart disease is based on self-reported responses to questions about whether
respondents had ever been told by a doctor or other health professional that they had coronary heart disease, angina (angina pectoris), a heart attack (myocardial infarction),
or any other kind of heart disease or heart condition. Cancer is based on self-reported responses to a question about whether respondents had ever been told by a doctor or
other health professional that they had cancer or a malignancy of any kind (excluding squamous cell and basal cell carcinomas).

SOURCE: NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Data table for Figure 13. Functional limitation among adults aged 18 and over, by age and level of difficulty:
United States, 2010-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-013

Functional limitation among adults aged 18-64, by level of difficulty: 2010-2018

Level of difficulty

No difficulty Some difficulty A lot of difficulty or cannot do at all
Year Crude Age adjusted Crude Age adjusted Crude Age adjusted
Percent
2070 e 67.2 68.2 26.7 26.1 6.2 5.7
2011 o 725 73.6 215 20.9 6.0 5.5
2012, 66.1 67.6 28.2 271 5.7 53
2013 63.5 64.9 29.7 28.9 6.8 6.2
2014, . 63.9 65.2 28.9 28.1 7.2 6.7
2015, 67.3 68.7 26.1 251 6.6 6.1
2016, e 67.3 68.3 26.5 259 6.2 5.8
2017 o 66.3 67.6 27.8 26.9 5.9 5.5
2018, i 62.6 63.9 30.2 294 7.2 6.7

Standard error

2010, i 0.8 0.8 0.8 0.8 0.4 0.4
201 . 0.5 0.5 04 0.4 0.3 0.2
2012, 0.8 0.8 0.7 0.7 0.4 0.4
2013 . 0.6 0.6 0.6 0.5 0.3 0.3
2014, 0.6 0.6 0.6 0.6 0.3 0.3
2015, 0.6 0.6 0.6 0.6 0.3 0.3
2016, i 0.7 0.7 0.6 0.6 0.3 0.3
2017 i 0.7 0.6 0.6 0.6 0.3 0.3
2018, i 0.5 0.5 0.4 0.5 0.2 0.2

Functional limitation among adults aged 65 and over, by level of difficulty: 2010-2018

Level of difficulty
No difficulty Some difficulty A lot of difficulty or cannot do at all
Year Crude Age adjusted Crude Age adjusted Crude Age adjusted
Percent
2010, .0 354 35.0 42.0 42.0 22.6 23.1
2011 40.3 39.8 39.1 393 20.7 21.0
2012, 40.4 39.7 41.7 41.9 17.9 185
2013, 33.8 327 443 44.6 219 22.7
2014, . i 33.6 326 44.7 45.0 21.6 223
2015 0 36.1 345 42.4 42.8 21.6 22.7
2016, i 39.9 38.6 42.0 42.2 18.2 19.2
2017 i 38.9 37.7 41.6 41.8 19.5 20.6
2018 i 327 314 454 45.6 219 23.0

Standard error

2010 i 1.7 1.6 1.7 1.7 14 1.4
2017 1.0 1.0 1.0 1.0 0.9 0.9
2012, 1.5 1.5 14 1.4 1.1 1.1
2013 1.0 0.9 1.1 1.1 0.9 0.9
2014 1.0 1.0 1.0 1.0 0.9 0.9
2015, 1.1 1.0 1.1 1.1 0.9 1.0
2016, i 1.0 1.0 1.0 1.0 0.7 0.7
2017 i 1.0 1.0 1.0 1.0 0.8 0.9
O N 0.7 0.7 0.7 0.7 0.6 0.6

See footnotes at end of table.
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Data table for Figure 13. Functional limitation among adults aged 18 and over, by age and level of difficulty:
United States, 2010-2018—Con.
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-013

NOTES: Data are for the civilian noninstitutionalized population. Functional limitation is defined by the reported level of difficulty in six functioning domains: seeing (even

if wearing glasses), hearing (even if wearing hearing aids), mobility (walking or climbing stairs), communication (understanding or being understood by others), cognition
(remembering or concentrating), and self-care (such as washing all over or dressing). Respondents with answers to one or more of the six questions are included in one of
three mutually exclusive categories. Adults who respond “a lot of difficulty” or “cannot do at all/unable to do” to at least one question are classified in the “a lot of difficulty or
cannot do at all” category. Of the remaining respondents, adults who respond “some difficulty” to all questions are classified in the “some difficulty” category, and adults who
respond “no difficulty” to all questions are classified in the “no difficulty” category. Adults who respond “don’t know” or “refused” to all six questions are excluded. During
2010-2018, 1%-8% of respondents were missing data and excluded. Estimates are age adjusted to the year 2000 standard population using five age groups: 18-44, 45-54,
and 55-64 for age group 18-64 estimates, and 65-74 and 75 and over for age group 65 and over estimates. Estimates may not sum to 100% due to rounding. See Appendix I,
Age adjustment; Functional limitation.

SOURCE: NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Data table for Figure 14. Use of mammography among women aged 40-74 and use of colorectal cancer testing
among adults aged 50-75, by race and Hispanic origin: United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-014

Use of mammography in the past 2 years among women aged 40-74, by race and Hispanic origin: 2008-2018

Race and Hispanic origin’

Not Hispanic or Latino

Total? Hispanic White Black Asian

Year Percent SE Percent SE Percent SE Percent SE Percent SE

Percent of women having a mammogram within the past 2 years3

2008... ..o 69.3 0.7 61.7 22 70.5 0.9 70.1 1.8 69.0 3.2
2010, .. 68.9 0.7 65.2 1.7 69.9 0.9 69.5 1.5 64.1 2.7
2013, 68.4 0.6 62.1 1.5 69.6 0.8 68.1 1.7 704 24
2015, i 67.5 0.7 62.8 1.7 68.2 0.8 723 1.6 62.7 3.0
2018, 69.4 0.6 64.0 1.9 71.2 0.7 70.5 2.0 62.6 3.1

Use of colorectal cancer test or procedure among adults aged 50-75, by race and Hispanic origin: 2008-2018

Race and Hispanic origin’

Not Hispanic or Latino

Total? Hispanic White Black Asian

Year Percent SE Percent SE Percent SE Percent SE Percent SE

Percent of adults having a colorectal cancer test or procedure*

2008, 51.6 0.7 34.0 2.0 54.8 0.8 47.4 2.0 47.3 35
2010, . .viiiiin 58.7 0.7 46.5 1.9 61.3 0.8 55.3 1.6 46.6 29
2013, i 57.8 0.6 41.5 1.7 60.4 0.7 58.2 1.5 51.2 2.7
2015, i 62.4 0.6 47.4 1.8 65.6 0.8 60.3 1.5 52.1 2.8
2018, 67.2 0.6 57.9 2.0 69.9 0.7 65.2 1.6 58.2 3.1

TRace-specific estimates are tabulated according to the 1997 “Revisions to the Standards for the Classification of Federal Data on Race and Ethnicity.” Estimates shown are for
persons who reported only one racial group. Persons of Hispanic origin may be of any race. See Appendix I, Hispanic origin; Race.

2Includes all other races not shown separately.

3Questions concerning use of mammography differ slightly on the National Health Interview Survey across survey years. Use of a mammography is defined as reporting a
mammogram in the past 2 years and using current U.S. Preventive Services Task Force (USPSTF) recommendations for breast cancer screening. For more information, see
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/breast-cancer-screening. See Appendix Il, Mammography.

4Questions concerning colorectal cancer testing differ slightly on the National Health Interview Survey across survey years. For 2008-2013 estimates, use of a colorectal cancer
test was defined as reporting a fecal occult blood test (FOBT) in the past year, sigmoidoscopy in the past 5 years with FOBT in the past 3 years, or colonoscopy in the past 10
years. For 2015 estimates, fecal immunochemical test (FIT) in the past year was included in the definition of colorectal cancer testing. For 2018 estimates, use of a colorectal
cancer test is defined as FOBT or FIT test in the past year, FIT-DNA test in the past 3 years, sigmoidoscopy in the past 5 years, computed tomography or CT colonography in the
past 5 years, or colonoscopy in the past 10 years. Use of colorectal cancer testing is defined by current USPSTF recommendations for colorectal cancer screening. For more
information, see https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening#tab. See Appendix Il, Colorectal tests or procedures.

NOTES: SE is standard error. Data are for the civilian noninstitutionalized population. Data on cancer screening are collected intermittently, not annually. See Appendix I,
Hispanic origin; Race.

SOURCE: NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Data table for Figure 15. Delay or nonreceipt of needed medical care in the past 12 months due to cost, by age:
United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-015

Age group (years)
Under 19 19-25 26-64 65 and over

Year Percent SE Percent SE Percent SE Percent SE
2008, ... 54 0.3 14.3 0.6 13.7 0.3 45 0.3
2009 ...t 54 0.3 15.2 0.5 15.3 0.3 5.1 0.3
2070, it 45 0.2 14.8 0.5 14.8 0.3 5.0 0.2
0 40 0.2 13.2 04 14.3 0.2 46 0.2
2012 34 0.2 11.5 04 13.8 0.2 41 0.2
2013 e 3.2 0.2 11.2 0.4 12.9 0.2 42 0.2
2014 e 29 0.2 9.1 04 11.7 0.2 43 0.2
2015 e 2.8 0.2 8.4 04 10.2 0.2 41 0.2
2016, e 2.6 0.2 8.0 0.4 10.2 0.2 3.8 0.2
2017 et 2.8 0.2 8.8 04 10.3 0.2 44 0.2
2018, i 29 0.2 8.6 04 11.7 0.2 53 0.2

NOTES: SE is standard error. Data are for the civilian noninstitutionalized population. Delay or nonreceipt of needed medical care is based on responses to the questions,
“During the past 12 months, was there any time when [person] needed medical care but did not get it because [person] couldn’t afford it?” and “During the past 12 months,
has medical care been delayed because of worry about the cost?” The age groups shown are chosen to coincide with age limits for insurance coverage, which may affect
delay or nonreceipt of needed medical care. Children and young adults may be able to obtain insurance coverage under the Children’s Health Insurance Program, and adults
aged 19-25 may be able to obtain insurance coverage under their parents’ plan. Adults aged 65 and over are generally eligible for Medicare. See Appendix II, Children’s Health
Insurance Program; Health insurance coverage; Medicare.

SOURCE: NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Data table for Figure 16. Number of physicians in patient care per 100,000 resident population, by state:

United States, 2018

Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-016

Number per 100,000

Number per 100,000

Area resident population Area resident population
UnitedStates ........coveviineiinenn..n. 278.49 New Jersey ......oovuviiniiiiiiniineennnn. 317.42
Alabama............oooiiii 223.32 New Mexico.........coovvviiiiiinninn 239.67
Alaska......oviuiiiiiiiiiin i 259.16 369.76
ArizOna.......cooiiiiiiiii 245.76 257.87
Arkansas ... 212.61 240.53
California........cooovviiniiiiiiiia 27341 297.29
Colorado......oovvviiiiiiiiiiiiii 288.57 209.56
Connecticut.........ooviiiiiiiiiia 360.73 296.04
Delaware........c.ooovviiiiiiiiiiininn.. 257.70 328.25
District of Columbia ...................... 672.22 407.47
Florida ........coooiiiiii 264.63
234.15
(1Yo o - P 226.70 241.50
Hawaii.....coooieiiii 300.92 263.69
Idaho....ooiiii 188.43 228.35
MiNoiS. ..o 287.09 226.04
Indiana........ccoovviiiiiiiiiiii 227.39 382.43
lOWa. .ot 215.30 Virginia.....coooviiiii i 268.53
Kansas. . ...ovuvineiiiiii i 252.75 Washington ........c.ooiiiiiiiiiininn, 270.70
Kentucky .....oooviiiiiiiniiiii 241.20 WestVirginia ........cooviiiiininaenn.. 261.02
Louisiana...........coovviiiiiiiiiiiii 276.63 Wisconsin ... 266.39
Maine ..ot 32549 WYOmMINg. ..o.vviniii i 196.37
Maryland.........ooooooii 363.63 NOTES: Data on the number of physicians in patient care per 100,000 resident
Massachusetts...................oo 43538 population are calculated using 2010-based postcensal estimates. Data include
Michigan ... 303.71 professionally active doctors of medicine (M.D.s) and doctors of osteopathy (D.O.s)
Minnesota.........cocoviiiiiiiiiiiia 307.13 only. Data exclude physicians in medical teaching, administration, research, and
MiSSISSIPPI. « v v v 194.14 other nonpatient care activities but include physicians in residency. Map data
MISSOUNT « v o e e e, 276.54 are displayed by a modified Jenks classification for the 50 states and District of
MONEANG v e oo e 24331 Columbia, which creates categories that minimize within-group variation and
Nebraska .. ..o 255.83 maximize between-group variation. See Technical Notes for more information on
NEVada............ccveeeeeeeeeeee 203.99 Jenks classification.
New Hampshire ...................coee 313.64 SOURCE: American Medical Association (AMA). Physician Masterfile. (Copyright
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Data table for Figure 17. Number of dentists per 100,000 resident population, by state: United States, 2019
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-017

Number per 100,000 Number per 100,000
Area resident population Area resident population
UnitedStates ........covvviiiiiiinenn..n. 61.06 New Jersey ......oovuviiniiiiiiniineenn.n. 79.47
Alabama.......c.ooiiiiiiii i 40.97 New MeXiCo . .....vvviiiniiiiiiiniennen. 51.51
Alaska......oviuiiiiiiiiiin i 80.51 75.32
AriZONa. .. 55.12 52.55
ArKansas .......oeeiiiiiiii i 41.82 55.11
California........cooovviiniiiiiiiia 77.88 53.20
Colorado ....oovviiiiiiiiiii i 68.77 49.56
Connecticut .....oovvviiiniiiii i 72.64 67.22
Delaware........c.oovviiiiiiiiiiiininn... 43.95 Pennsylvania 59.44
District of Columbia ...................... 104.00 Rhode Island 53.81
51.88
SouthCarolina........c.ooeoveiiiniiinn, 47.16
46.83 South Dakota .. 50.75
78.33 Tennessee. .....ovuiriii i 47.43
54.22 TeXAS . ottt 53.81
67.58 Utah. ..o 60.95
47.95 Vermont......o.veiiiiiiiiii i 59.94
54.01 Virginia.....ooooviiiiii i 63.19
Kansas. . ..ovuvin e 50.66 Washington ........c.oooiiiiiiiiiiiin, 70.41
Kentucky .....oooviiiiiiiniiii i 57.03 WestVirginia .......coooiiiiiiniinien... 47.88
Louisiana..........cooeviiiiiiiiiiiiiin. 48.72 Wisconsin ......ooviniiiiiiiiiiii i 58.07
54.83 Wyoming 55.12
Maryland. ... 70.56 NOTES: Data on the number of dentists per 100,000 resident population are
Massachusetts 83.38 calculated using 2010-based postcensal estimates. Data include professionally
Michigan........... 5891 active dentists who are listed in the American Dental Association Masterfile as
Minnesota.......... 58.78 licensed, not retired, living in the 50 states or District of Columbia (D.C.), and
MiSSISSIPPI. v v v v 4291 having a primary occupation of private practice (full- or part-time), dental school/
MISSOUNT « v e e e e, 50.53 faculty staff member, armed forces, other federal services (i.e., Veterans Affairs or
MONEANG v e eeeee oo 60.26 Public Health Service), state or local government employee, hospital staff dentist,
Nebraska . ..o 64.31 graduate student/intern/resident, or other health or dental organization staff
member. Map data are displayed by a modified Jenks classification for the 50
Nevada........ooovviiiiiiiiniiiininn... 55.26 ; . L o
. states and D.C., which creates categories that minimize within-group variation and
New Hampshire ..............cooiiien... 63.47

maximize between-group variation. See Technical Notes for more information on
Jenks classification.

SOURCE: American Dental Association, Health Policy Institute. Supply of Dentists in
the U.S.: 2001-2019. (Copyright 2020 American Dental Association. Reprinted with
permission. All rights reserved.)
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Data table for Figure 18. Personal health care expenditures, by source of funds and type of expenditure:

United States, 2008-2018

Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-018

Personal health care expenditures, by source of funds: 2008-2018

Source of funds

Personal
health care  Private health Medicaid Medicaid  Medicaid (state Out of All other
Year expenditures insurance Medicare (total) (federal) and local) pocket sources'
Dollars (billions)
2008. ... e 2,008.8 698.5 442.0 317.9 188.3 129.6 2956 254.8
2009 .. 2,111.4 730.8 470.3 346.4 230.7 115.6 294.2 269.7
2010, .0 2,191.4 750.8 489.1 365.8 247.3 118.5 300.2 285.6
2011 .o 2,267.3 780.0 512.0 373.7 228.2 145.5 3104 291.1
2012 2,361.1 809.8 533.8 388.4 223.9 164.6 319.2 309.9
2013, 2,431.2 824.2 553.6 405.9 2344 171.5 326.9 320.6
2014 .. 2,556.0 869.5 580.5 446.6 274.1 172.5 331.8 327.7
2015, 2,710.2 936.5 607.1 484.1 304.5 179.7 341.7 340.8
2016, i 2,838.3 989.7 629.9 504.0 318.3 185.7 357.2 357.5
2017 o 2,954.5 1,0324 659.4 519.6 3229 196.8 365.2 377.8
2018 e 3,075.5 1,078.7 697.2 532.8 330.8 202.0 375.6 391.1
Average annual percent change

20082018 ..., 44 44 47 53 5.8 45 24 44

Personal health care expenditures, by type of expenditure: 2008 and 2018

Type of expenditure 2008

2018

Percent distribution

All expenditure types ..................... 100.0
Hospital .......cooivii 36.1
Physician and clinical ...................... 24.0
Prescriptiondrugs..........c..cooveiiin... 1.9
Dental........coooiiiiiiiiiiiiiii 5.1
Nursing care facilities and continuing care

retirement communities.................. 6.5
Home healthcare.....................o. . 3.1
All other expenditure types?............... 13.2

100.0
388
23.6
10.9

44

55
33
13.6

TIncludes Children’s Health Insurance Program (CHIP), including Medicaid CHIP expansions; other health insurance programs, including Department of Defense and

Department of Veterans Affairs; and other third-party payers and programs, including worksite health care, other private revenues, Indian Health Service, Substance Abuse
and Mental Health Services Administration, workers’ compensation, general assistance, maternal and child health, vocational rehabilitation, other federal programs, other

state and local programs, and school health programs.

2Includes other professional services; other health, residential, and personal care; durable medical equipment; and other nondurable medical products.

NOTES: Personal health care expenditures are outlays for goods and services relating directly to patient care. Expenditures are in current dollars and not adjusted for inflation.
Numbers may not sum to total due to rounding. See Appendix II, Health expenditures, national.

SOURCE: Centers for Medicare & Medicaid Services, National Health Expenditure Accounts. See Appendix |, National Health Expenditure Accounts (NHEA).
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Data table for Figure 19. Health insurance coverage, by age and type of coverage: United States, 2008-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-019

Health insurance coverage among children under age 18 years, by type of coverage: 2008-2018

Private’ Medicaid? Uninsured?

Year Percent SE Percent SE Percent SE
584 0.7 30.1 0.7 9.0 0.4
55.8 0.8 33.1 0.7 8.2 04
54.1 0.7 35.2 0.6 7.8 0.3
53.7 0.7 37.0 0.7 7.0 0.3
534 0.6 37.6 0.6 6.6 0.3
53.2 0.7 37.7 0.6 6.6 0.3
53.7 0.6 38.1 0.6 54 0.2
54.6 0.7 38.7 0.7 45 0.2
54.3 0.7 37.8 0.7 5.2 0.3
55.2 0.7 36.7 0.7 5.0 0.3
54.9 0.8 36.6 0.8 52 0.3

Health insurance coverage among adults aged 18-64, by type of coverage: 2008-2018

Private’ Medicaid? Uninsured?

Year Percent SE Percent SE Percent SE
68.5 04 7.8 0.2 19.9 0.3
66.2 04 8.6 0.2 21.2 0.3
64.7 0.4 9.0 0.2 22.3 0.3
65.0 04 9.5 0.2 21.2 0.3
65.1 04 9.8 0.2 20.9 0.3
65.1 04 10.0 0.2 20.5 0.3
67.4 04 11.8 0.2 16.3 0.3
69.7 04 12.9 03 13.0 0.2
69.9 0.4 13.6 03 12.2 0.3
69.6 04 13.2 03 12.8 0.3
69.2 04 13.0 03 13.2 0.3

TIncludes plans obtained through an employer, purchased directly, or purchased through the Health Insurance Marketplace or a state-based exchange. Private coverage also
includes managed care, such as health maintenance organizations (HMOs). The category excludes plans that paid for only one type of specialized service, such as accidents or
dental care.

2Includes persons who had Medicaid or other state-sponsored health plans, including the Children’s Health Insurance Program (CHIP).

3Persons not covered by private insurance, Medicaid, CHIP, state-sponsored or other government-sponsored health plans, Medicare, or military plans are considered to have
no health insurance coverage. Persons with only Indian Health Service coverage or plans that cover only one type of service such as dental care or long-term care are also
considered to have no health insurance coverage.

NOTES: SE is standard error. Data are for the civilian noninstitutionalized population. Health insurance coverage is at the time of interview. Health insurance categories are
mutually exclusive. A small percentage of children and adults (less than 5%) are covered by Medicare or other public plans, military plans, or other plans; estimates for this
group are not shown. See Appendix II, Health insurance coverage; Medicaid; Uninsured.

SOURCE: NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Data table for Figure 20. Supplemental insurance coverage among adults aged 65 and over with Medicare
coverage, by type of supplemental coverage: United States, 2010-2018
Excel and PowerPoint: https.//www.cdc.gov/nchs/hus/contents2019.htm#Figure-020

Type of supplemental coverage

Medigap, employer or Medicare No supplemental
Medicaid union sponsored Advantage Military coverage

Year Percent SE Percent SE Percent SE Percent SE Percent SE

2010 . ceieei e 7.1 0.3 48.1 0.8 19.6 0.6 54 0.3 19.6 0.6
P10 i 7.1 0.3 46.8 0.7 21.1 0.5 5.8 0.3 19.0 0.5
2012, i 6.7 0.3 443 0.7 226 0.6 6.3 0.3 19.9 0.6
2013, 7.6 0.3 42.9 0.7 234 0.6 5.8 0.3 20.1 0.6
2014, oo 7.1 0.3 420 0.7 249 0.6 6.6 0.3 19.2 0.5
2015, i 7.6 0.3 40.1 0.8 258 0.6 6.7 0.4 19.6 0.6
2016 ceieiennn 7.1 0.3 40.6 0.7 26.5 0.6 6.8 0.3 18.7 0.5
2017 e 7.7 0.4 39.1 0.7 28.2 0.6 6.1 0.3 18.8 0.5
2018, ciiiiiiieinn 7.3 0.3 39.9 0.7 26.5 0.6 8.7 0.4 17.3 0.5

NOTES: SE is standard error. Data are for the civilian noninstitutionalized population. Supplemental coverage is determined by NCHS insurance experts using plan information
from respondents. Categories are mutually exclusive and hierarchical. Responses were first categorized as: Medigap, employer or union sponsored; Medicaid; military; or
Medicare only. Those in either the Medigap, employer or union sponsored, or Medicare only categories were further classified as Medigap, employer or union sponsored;
Medicare Advantage; or no supplemental coverage. No supplemental coverage means the beneficiaries had traditional fee-for-service Medicare only. Military includes
Tricare, CHAMPUS, and Veterans Health Administration (VHA). In 2018, the percentage of military coverage increased due in part to improved collection of information on VHA
health care. A small percentage of Medicare beneficiaries (less than 1%) had traditional Medicare and a state or local plan; this group is not shown. Adults aged 65 and over
who did not have Medicare coverage (6%-7%) are excluded.

SOURCE: NCHS, National Health Interview Survey. See Appendix |, National Health Interview Survey (NHIS).
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Technical Notes

Data Sources

Data in the Health, United States, 2019 Chartbook come
from many surveys and data systems and cover a broad
range of years. Most figures show trends over 10 years,
ending with the most recent data available. When 10 years
of data are not available, the figures cover a period as close
as possible to 10 years given the constraints of the data
source. Some figures show estimates for the most recent
data year by demographic variables of interest. Detailed
descriptions of the data sources included in the Chartbook
are provided in Appendix |, Data Sources. Additional
information on the data is included in the data table notes
and in Appendix II, Definitions and Methods.

Data Presentation

Most figures in the Chartbook show trends over time,
while some focus on differences in estimates among
population subgroups for the most recent period available.

Many measures in the Chartbook are shown for people
in specific age groups because of the strong effect of age
on most health outcomes. In some cases, age-adjusted
measures are computed to eliminate differences in
observed estimates that result from differences in the age
structure of the population over time or across groups (see
Appendix Il, Age adjustment). For example, death rates are
often age adjusted to remove the effects of changing age
distributions over time or across groups (40). Age-adjusted
rates and age-adjusted percentages are noted in the text;
rates and percentages without this notation are crude rates
and percentages.

For some charts, data from multiple years are
combined to increase the sample size and the statistical
reliability of the pooled point estimates.

Two charts show geographic differences in health
resources by state. Data in the state maps are categorized
using a modification of the Jenks natural breaks
classification method. The Jenks method clusters data
into groups that minimize the within-group variance
and maximize the between-group variance (72). The
modification rounds the data cut points to assist map
reading by a general audience.

Trends are generally shown on a linear scale to
emphasize absolute differences over time. However, when
the range of rates is broad, trends may be shown on the
logarithmic (log) scale so that all rates can be shown on
the same chart. For example, the Selected Causes of Death
chart presents rates on the log scale.

Point estimates and standard errors for Chartbook
figures are available in the Chartbook data tables that

52

follow the figures. Chartbook data tables may include
additional data that are not found in the figures.

Racial and Ethnic Data

In 1997, the Office of Management and Budget (OMB)
issued “Revisions to the Standards for the Classification
of Federal Data on Race and Ethnicity.” Starting with data
year 1999, most National Center for Health Statistics (NCHS)
survey estimates by race are presented based on the 1997
standards. Vital statistics systems, however, transitioned to
the 1997 standards over time as states adopted the 2003
revision of the U.S. Standard Certificates of Live Birth and
Death, which contained the 1997 standards. The 2003
revisions were not adopted by all states until 2016 for births
and 2018 for deaths. Prior to full adoption of the 2003
standard certificates, most race data for vital statistics used
the 1977 standards. During this transition, it was necessary
to make vital records data by race comparable across
states. This was done by bridging the race information
collected under the 1997 standards to be consistent with
data collected under the 1977 standards (1). For more
information, see Appendix I, Population Census and
Population Estimates, Bridged-race Population Estimates,
and Appendix I, Race.

The 1997 standards offer respondents an opportunity
to select more than one race group, leading to five
single-race categories and many possible multiple-race
categories. According to U.S. Census Bureau data, a small
percentage of people reported two or more races (2.8%
in 2019) (73). There are two basic ways of defining a race
group when respondents have the option of reporting
multiple races. A group such as black may be defined as
those who reported black and no other race (the “race
alone” or “single-race” concept) or those who reported
black regardless of whether they also reported another race
(the “race alone or in combination” concept). In this report,
data are shown using the first approach (single race). Use
of the single-race population does not imply that it is the
preferred method of presenting or analyzing data.

Recent vital statistics data in this report are generally
shown for the following six race and Hispanic-origin groups
under the 1997 OMB standards: non-Hispanic American
Indian or Alaska Native; non-Hispanic Asian; non-Hispanic
black or African American; non-Hispanic Native Hawaiian
or Other Pacific Islander; non-Hispanic white; and Hispanic
or Latino. Life expectancy and survey estimates by race
and Hispanic origin are generally shown for fewer race and
Hispanic-origin groups due to sample size and reliability
issues. Data on race and Hispanic origin are collected
separately. Persons of Hispanic origin may be of any race.
Estimates for race groups using the 1997 standard are not
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completely comparable with data based on the earlier 1977
standards. To allow for analysis of longer trends, selected
charts using vital statistics data may include the combined
non-Hispanic Asian or Pacific Islander group.

Statistical Reliability of Estimates

Estimates for the total population generally have
relatively small sampling errors and high precision, but
estimates for certain population subgroups may be
based on small numbers of respondents or events and
have relatively large sampling errors or low precision
(74). Numbers of deaths obtained from the National Vital
Statistics System (NVSS) used in the Chartbook represent
complete counts and are not subject to sampling error.
They are, however, subject to random variation, and
standard errors were calculated to account for this variation
in statistical testing. When the number of events and the
probability of such an event are small, estimates may be
unreliable.

Estimates that are unreliable because of large sampling
errors, low precision, small denominators, or small numbers
of events are noted with an asterisk (*). The criteria used to
designate or suppress statistically unreliable estimates are
indicated in the notes of the applicable tables or charts.

For NCHS surveys, point estimates and their
corresponding sampling variances were calculated
using the SUDAAN software package, which takes into
consideration the complex survey design (75). Standard
errors for other surveys or data sets were computed
using the methodology recommended by the programs
providing the data or were provided directly by those
programs. In Health, United States, 2019, the reliability of
survey percentage estimates was assessed based on a
minimum denominator sample size and the absolute and
relative width of the Clopper-Pearson confidence interval
(adapted for complex surveys by Korn and Graubard), which
determines if the estimate is unreliable and should be
suppressed (74).

In the online-only supplementary Trend Tables, this
approach has been applied specifically to estimates from
the National Health and Nutrition Examination Survey
(NHANES) beginning with the 2013-2014 cycle, and to
estimates from the National Health Interview Survey (NHIS)
beginning with 2016. The reliability of estimates for prior
years was evaluated based on relative standard errors. For
more information on each approach, see Appendix I, Data
presentation standards for proportions; Relative standard
error (RSE).

Statistical Testing

Statistical trends can be analyzed in many ways. The
approaches used in this Chartbook to analyze trends in
health measures over time depend primarily on the data
source (i.e,, NCHS surveys, vital statistics, and other data
sources) but also consider the type of dependent variable
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and the number of data points (2). With a sufficient number
of data points, statistical analyses can detect not only
whether an increase or decrease has occurred but also

a change in trend. Some trends are analyzed using the
weighted least squares regression method in the National
Cancer Institute's Joinpoint software version 4.6.0.0, which
identifies the number and location of joinpoints (i.e.,
inflection points) when changes in trend have occurred (76).
For more information on Joinpoint, see: https://surveillance.
cancer.gov/joinpoint.

Trends in NCHS survey data, including NHANES
and NHIS (Figures 9, 10, 12-15, 19, and 20), are based on
record-level data and generally follow the steps laid out
in the NCHS trends analysis guidelines (2). The presence
of a nonlinear trend is first assessed using polynomial
regression (SUDAAN PROC REGRESS). Linear, quadratic,
and cubic trends are tested in separate regression models
covering the entire period shown in the figure. Quadratic
trends are tested with both linear and quadratic terms
in the model, and cubic trends are tested with linear,
quadratic, and cubic terms in the model.

If a quadratic or cubic trend is statistically significant
and the analysis included at least 11 time points, Joinpoint
software is used to search for up to two inflection points
with as few as two observed time points allowed in the
beginning, middle, and ending line segments (not counting
the inflection points). Although this exceeds the software
default of one inflection point for analyses using 11 time
points, the NCHS trends analysis guidelines state this is
not a problem for the analysis of record-level survey data
because appropriate survey analysis software is used as a
follow-up to the Joinpoint software analysis (2, p. 18). If a
quadratic trend is statistically significant and the analysis
included at least seven time points, Joinpoint is used to
search for one inflection point in the trend. In each case,
an overall p value of 0.05 and the grid search method are
used. If neither a cubic nor quadratic trend is statistically
significant—that is, there is no inflection point—then
Joinpoint is not used for further analysis. If a quadratic
trend is statistically significant and the analysis included
three to six time points, pairwise differences between
percentages are tested using two-sided significance tests
(z tests) to obtain additional information regarding changes
in the trend.

In all Joinpoint analyses of survey data, the Bayesian
information criterion (BIC) model is used because it
increases the sensitivity to detect potential inflection
points. Because Joinpoint is not able to fully account for
the complex survey design, inflection points are verified in
SUDAAN, which properly accounts for survey design. The
difference in slopes between the two segments on either
side of an inflection point is assessed using piecewise linear
regression (SUDAAN PROC REGRESS). To conduct piecewise
linear regression of age-adjusted estimates, survey weights
are adjusted for age (77).

Trend analyses of birth data, infant mortality, and
death rates using vital statistics data from NVSS (Figures
1-8) also follow the NCHS trends analysis guidelines (2)
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and use aggregated point estimates and their standard
errors rather than record-level data. Increases or decreases
in the estimates during the entire time period shown are
assessed using Joinpoint with an overall p value of 0.05
and the grid search method. In analyses with fewer than
10 time points, BIC is used to select the model. In analyses
with 10 or more time points, the permutation test is used
to select the model. The maximum number of joinpoints
searched is limited to 1, the software default when 11 time
points occur in any analysis. The NCHS trends analysis
guidelines recommend against specifying a maximum
number of joinpoints to search that exceeds the default
for vital statistics, because this increases the likelihood of
estimation issues (2, p. 18). As few as two observed time
points are allowed in beginning and ending line segments
(not counting the inflection points). Trend analyses using
Joinpoint are carried out on the log scale for birth, infant
mortality, and death rates so that results provide estimates
of average annual percent change.

Note that all calculations described in this section
are performed on the most accurate, actual, unrounded
values available while using SAS, SUDAAN, or Joinpoint to
ensure the most accurate results. Where possible, estimates
and standard errors are to five or more decimal places.
The final figures in the data tables have been rounded for
presentation purposes. Using these rounded figures to
reproduce calculations may lead to slightly different results.

For other data sources, the difference between two
points is assessed for statistical significance using either z
tests or the statistical testing methods recommended by
the data systems. For analyses that show two time points,
the differences between the two points are assessed for
statistical significance at the 0.05 level using z tests without
correction for multiple comparisons. For data sources with
no standard errors, relative differences greater than 10% are
generally discussed in the text. For life expectancy, changes
of 0.1 year or greater are usually discussed.

Terms such as “similar,” “no difference,” stable,” and
“no clear trend” indicate that the statistics being compared
are not significantly different or that the slope of the
trend line is not significantly different from zero. Unless
otherwise noted in the text, differences that are described
are statistically significant at the 0.05 level. However, lack of
comment regarding the difference between statistics does
not necessarily suggest that the difference was tested and
found not significant. Chartbook data tables include point
estimates and standard errors, when available, for data
users who would like to perform additional statistical tests.

Statistical significance of differences or trends is
partly a function of sample size (the larger the sample, the
smaller the change that can be detected), and statistical
significance does not always indicate public health
significance (78). Moreover, a small sample size may result
in statistically nonsignificant results despite the existence of
potentially meaningful differences (79).
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