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Components of Health
The World Health Organization defines health as “a state of complete 
physical, mental and social well-being and not merely the absence of 
disease or infirmity.”

In addition to the contributions of our individual genetic predispositions 
to disease, health is the result of: 

•  Our behaviors;
•  The environment and the community in which we live; 
•  The policies and practices of our health care, government, and other 

prevention systems;
•  The clinical care we receive. 

These 4 aspects interact with each other in a complex web of cause 
and effect, and much of this interaction is just beginning to be fully 
understood. Understanding these interactions is vital if we are to create 
the healthy outcomes we desire, including a long, disease-free, robust 
life for all individuals regardless of race, gender, or socioeconomic status. 
This report focuses on these determinants and on the overall health 
outcomes we desire. 



  a call to action for individuals 
  and their communities

2013 edition



America’s Health Rankings®—2013 edition is available in its entirety at  
www.americashealthrankings.org.  visit the site to request or download additional copies.
 
America’s Health Rankings®—2013 edition is a joint effort of united health foundation 
(www.unitedhealthfoundation.org), the american Public health association (www.apha.
org) and Partnership for Prevention (www.prevent.org). it is funded entirely by united 
health foundation, a recognized 501(c)(3) organization.

the commentaries in this publication represent the views of the authors, and not 
necessarily the views of united health foundation, the american Public health 
association, or Partnership for Prevention.

data contained within this document was obtained from and used with permission of: 

us department of health and human services
 centers for disease control and Prevention
us department of commerce
 census Bureau
 Bureau of economic analysis
us department of education
national center for education statistics
            us department of Justice
                        federal Bureau of investigation
us department of labor 
            Bureau of labor statistics
            us environmental Protection agency
            american dental association
            american medical association
            the dartmouth atlas Project
            trust for america’s health
            World health organization
           

united health foundation, the american Public health association and Partnership for 
Prevention encourage the distribution of information contained in this publication for 
non-commercial and charitable, educational or scientific purposes. Please acknowledge 
America’s Health Rankings®—2013 edition as the source and provide the following 
notice: ©2013 united health foundation. all rights reserved. Please acknowledge the 
original source of specific data as cited.

this project was conducted for and in cooperation with united health foundation, the 
american Public health association and Partnership for Prevention by arundel street 
consulting, inc., saint Paul, minnesota. 

design by aldrich design, saint Paul, minnesota.  

Questions and comments on the report should be directed to united health foundation 
at unitedhealthfoundationinfo@uhc.org.

copyright ©2013 united health foundation



Table of Contents

acknowledgment 2

commentaries

Three Great Tasks for Health, harvey v. fineberg, md, Phd, 
President, institute of medicine

4

introduction 9

scientific advisory committee 11

findings 13

national Perspective 17

health disparities within states 21

comparison to other nations 29

methodology 32

measures 35

description of measures 36

supplemental measures 60

index of tables, figures, and Graphs 70

state-by-state snapshots 72

commentaries

Measuring Elder Abuse, Neglect, and Exploitation: The Role of 
the Health Care Community, Kathy Greenlee, administrator and 
assistant secretary for aging, administration for community 
living, us department of health and human services

124

A Convergence of Practices and Partnerships: Reducing the 
Smoking Rate in Oklahoma, terry cline, Phd, oklahoma 
secretary of health and human services, oklahoma state 
commissioner of health, oklahoma state department of health

128

How Strong Community Buy-In Helped to Change the Course of 
San Antonio and its Health, Julián castro, Jd, mayor, city of san 
antonio, texas

132

Making it Easier to Live Well in St. Louis, mary Jo condon, 
mPPa, senior director, Partnerships and Projects, st. louis area 
Business health coalition

134

The ACA’s Promise of Prevention, michelle Kline, mPh, 
associate, american college of Physicians, steven Weinberger, 
md, facP, executive vice President and ceo, american college 
of Physicians

137

Health Insurance Leads to Healthy People, Georges Benjamin, 
md, executive director, american Public health association 

141

Improving Health Rankings through Evidence-Based Prevention, 
eduardo sanchez, md, mPh, faafP, chairman, Partnership for 
Prevention

142



2   w w w . a m e r i c a s h e a l t h r a n k i n g s . o r g

Acknowledgment

at united health 
foundation, along 
with our partners at 

the american Public health association and 
Partnership for Prevention, are pleased to present 
the 24th edition of America’s Health Rankings®: 
A Call to Action for Individuals and Their 
Communities. first published in 1990, America’s 
Health Rankings® provides the longest running 
state-by-state analysis of our country’s health and 
the factors that affect it.

in a notable shift, americans took steps toward 
better health in 2013, driven by improvements 
in more than two-thirds of our health measures. 
most significantly, we saw improvements in key 
behavioral metrics, including smoking and physi-
cal inactivity. smoking dropped from 21.2 percent 
of the adult population to 19.6 percent of the 
adult population. seventeen states had significant 
drops in tobacco use, with nevada, maryland, 
oklahoma, Kansas, and vermont having the larg-
est drops. Physical inactivity dropped from 26.2 
percent of the adult population to 22.9 percent. 
america’s obesity rate was about the same as last 
year, at 27.6 percent of the adult population. this 
marks the first time since 1998 that america did 
not get worse in this key metric.

as we have seen in the past, improvements in 
key health measures—particularly those related 
to healthy behavior—can be difficult to maintain 
year over year. so while we should celebrate the 
gains we made, a key challenge going forward will 
be maintaining this momentum. We know more 
must be done, particularly if we are to reverse our 
diabetes rate, which is now at 9.7 percent of the 
adult population. We—as citizens, health advo-
cates, employers, employees, family members, 
health providers, and health care systems—need 
to continue grappling with unhealthy behaviors 
today if we want to make continued and much-
needed progress against diabetes and other 
chronic health conditions.   

each year, the America’s Health Rankings® 
scientific advisory committee makes adjustments 

to the model it uses to assess a state’s healthiness, 
ensuring that the report stays as accurate, current, 
and relevant as possible as data sources change and 
health trends emerge. this year, 4 new measures 
were added and 2 measures underwent a definition 
change. new measures include immunization–
adolescents, disparity in health status, dentists, 
and drug deaths. definition changes include 
immunization–children and infectious disease. 
details on these metrics and their definitions can be 
found on pages 38-39.

as we have said in years past, we are all in this 
together. Public health professionals and programs 
cannot do it alone, which is why the united health 
foundation is supporting and utilizing opportunities 
and innovative best practices to engage the private 
sector, philanthropies, community organizations, and 
individuals in sustained collaborative partnerships for 
health.

many of the commentaries in this year’s report 
reflect the need for multi-stakeholder solutions 
and action. this year we are honored to have 
commentaries from the following individuals and 
organizations: 

•	 Three Great Tasks for Health by harvey v 
fineberg, md, Phd, President, institute of 
medicine 

•	 Measuring Elder Abuse, Neglect, and 
Exploitation: The Role of the Health Care 
Community by Kathy Greenlee, administrator 
and assistant secretary for aging, administration 
for community living, us department of health 
and human services 

•	 A Convergence of Practices and Partnerships: 
Reducing the Smoking Rate in Oklahoma by terry 
cline, Phd, oklahoma secretary of health and 
human services, oklahoma state commissioner 
of health, oklahoma state department of health

•	 How Strong Community Buy-In Helped to 
Change the Course of San Antonio and its Health 
by san antonio mayor Julián castro, Jd

•	 Making it Easier to Live Well in St. Louis by mary 
Jo condon, mPPa senior director, Partnerships 

We
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and Projects, st. louis area Business health 
coalition 

•	 The ACA’s Promise of Prevention by michelle 
Kline, mPh, associate, american college of 
Physicians and steven Weinberger, md, facP, 
executive vice President and ceo, american 
college of Physicians

•	 Health Insurance Leads to Healthy People by 
Georges Benjamin, md, executive director, 
american Public health association

•	 Improving Health Rankings through Evidence-
Based Prevention by eduardo sanchez, md, 
mPh, faafP, chairman, Partnership for 
Prevention

We invite you to share proven or innovative 
programs that have made a difference in your 
community by emailing unitedhealthfoundation-
info@uhc.com, posting on our facebook page 
at www.facebook.com/americashealthrankings, 
or tweeting to us on twitter at @ahr_rankings. 
a healthy exchange of ideas allows all of us to 
share information, learn from one another, and 
work together to address our nation’s health chal-
lenges and improve the lives of all.

We appreciate the hard work, collabora-
tion, expertise, and guidance provided by our 
scientific advisory committee, composed of 
leading public health scholars and led by anna 
schenck, Phd, msPh, director of the Public 
health leadership Program and north carolina 
institute for Public health, for the Gillings school 
of Global Public health at the university of north 
carolina at chapel hill. this report remains 
relevant and robust because they review, debate, 
discuss, and modify the report’s methodologi-
cal framework to ensure that it most accurately 
reflects the nation’s health.

We also wish to extend our gratitude to reed 
tuckson, md, who serves as the external senior 
medical advisor to united health foundation, 
for his continued commitment, guidance and 
collaboration in the creation and dissemina-
tion of America’s Health Rankings®. dr. tuckson 

is passionate about improving the health of all 
americans and the report is greatly enhanced by 
his involvement.

finally, we once again give special thanks to 
the dedicated public health professionals who 
serve our nation. Without them, we would be a 
nation that is sicker, less prepared for emergencies, 
and more vulnerable to threats—be they natural 
or manmade. these health professionals work 
tirelessly on behalf of americans every day and 
deserve our appreciation.

Kate rubin
President
united health foundation

Georges c Benjamin, md
executive director
american Public health association

eduardo sanchez, md, mPh, faafP
chairman
Partnership for Prevention
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Commentaries

each year, America’s Health 
Rankings® depict a nation with sub-
optimal performance and marked 
variation in health, in health care, 
and in the social conditions that 
are conducive to health. dozens of 
countries have longer life expec-
tancies and lower infant mortality 
than the united states. as one 
examines county-by-county per-
formance on virtually any measure 

of health or socioeconomic conditions, one finds 
within the united states virtually the same degree 
of variation as between third world and first world 
nations of the world. Progress is highly uneven: 
between 1992 and 2006, female mortality actually 
rose in 4 out of 10 counties in the united states.i 
at the same time, america spends double the per 
capita average of other wealthy nations on health 
care. in fact, if america’s health expenditures of 
$2.8 trillion were the entire gross domestic prod-
uct (GdP) of a nation, it would rank fifth among 
the world’s largest economies. 

america’s health system is neither successful nor 
sustainable.ii if we as a nation are going to achieve 
our potential for health, we will have to face up to 
3 great tasks:
(1) Provide best care at lower cost, and make it 

equitably available;
(2) foster a culture of health in america; and
(3) invest in research that holds promise of new 

understanding, better prevention and treatment 
of illness, and superior health in the future.

each of these tasks has many components, 
will require a continuous effort over a number of 
years, and is technically challenging and politically 
fraught. however, they are the mutually reinforcing 
building blocks for a healthier society and worth 
the effort.

Three Great Tasks for Health
HARVEY V. FINEBERG, MD, PhD
President
Institute of Medicine

Best Care at Lower Cost
the institute of medicine and many others have 
pointed to hundreds of billions of dollars of 
expenditures each year on medical services that 
do not contribute to health. a number of orga-
nizations, including the Bipartisan Policy center, 
the Brookings institution, the commonwealth 
fund, the Kaiser family foundation, and the 
urban institute have called for policy reforms 
in the payment for medical care (away from 
fee-for-service and toward rewarding value); 
changes in the structure of insurance to reinforce 
high-value care; steps to reduce administrative 
waste; ways to increase the efficiency of insur-
ance markets; and broader reforms in programs 
such as medicare, for example, to apply steeper 
means-based individual contributions to pay-
ments.iii in its report entitled Best Care at Lower 
Cost,iv the institute of medicine elaborated on a 
set of wide-ranging recommendations to increase 
transparency in outcomes and costs; apply 
financial incentives to reward continuous learning 
and improvement; utilize information technol-
ogy for management, tracking outcomes, and 
clinical decision support; continuously improve 
operations to reduce waste; enhance coordina-
tion across clinical services and with community 
support organizations; and, first and foremost, to 
actively involve patients and families as partners 
in decision making to suit individual preferences.

A Culture of Health
regardless of how efficient and effective we can 
make medical care, we will never be able to cure 
our way to a healthy society. the only way to 
succeed is by intensifying our focus on prevention 
of disease. at present, we celebrate prevention 
more in principle than in practice.v illness is the 
result of multiple layers of causation, including 
genetic, behavioral, environmental, and social 
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factors. in the final common pathway to many 
chronic diseases, including cancer, heart dis-
ease, and diabetes, a relatively small number of 
lifestyle choices and individual behaviors play a 
disproportionate role. use of tobacco ranks in 
the upper tier of causation. despite declines in 
tobacco use since the first surgeon General’s 
report in 1964, approximately 1 in 5 adults in the 
united states smoke, and flavored small cigars 
are gaining favor among female adolescents 
and young women. diet and activity are key 
drivers of the obesity epidemic in america, and 
some estimates rank dietary factors now as the 
leading cause of the overall burden of disease in 
america.vi obesity is both an individual condition 
and a social phenomenon, as the living environ-
ment, ready access to unhealthy foods, and 
interactions with overweight friends and family 
can foster excessive weight gain. excess use 
of alcohol and driving after drinking is another 
major source of chronic illness and injury.

a culture of health would make the healthy 
choices easy, natural, and cheap. they would be 
choices without decision-making—the default in 
daily life. it is possible to introduce and reinforce 

these kinds of social norms: consider increased 
use of seatbelts over time or the way in which 
most of us no longer think of littering along the 
roadways. science, public education, professional 
standards, municipal ordinance, and national 
policy can all be mutually reinforcing, as demon-
strated in the case of trans fats and the recent 
food and drug administration (fda) decision to 
no longer classify trans fats as generally recog-
nized as safe. more broadly instilling a culture of 
health will require a sustained effort over many 
years that involves traditional and social media, 
educational institutions, philanthropies, com-
munity organizations, patient interest groups, 
employers and business leaders, civic figures, and 
policy makers, in addition to health professionals 
and public health leaders.

Health Research
the best hope, really the only 
hope, for fundamental under-
standing and new insights that 
will alter the development and 
course of illness is research. 
despite wide public support, 
public investment in health 
research has been erratic over 
the past decade.vii setting aside 
the 2-year pulse of funding to 
national institutes of health (nih) 
from the american recovery 
and reinvestment act of 2009, support in terms 
of inflation-adjusted dollars for nih has declined 
every year over the past decade. the nih issued 
10,393 new and renewed grants in 2003 com-
pared to 8,765 in 2011. the decline is ironic in 
light of the opportunities for progress in such 
areas as stem cell and regenerative medicine, 
genomics and proteomics, immunology, neurosci-
ences, and translational and regulatory science, in 

What is 
required from 
government is 
commitment 
to long-term 
funding for 
research.

i.  Kindig DA, Cheng ER. Even as mortality fell in most US 
counties, female mortality nonetheless rose in 42.8 percent 
of counties from 1992 to 2006. Health Aff. 2013;32:451-458.

ii.  Fineberg H.V. A successful and sustainable health 
system–how to get there from here. N Engl J Med. 
2012;366:1020-1027.

iii.  Lewin J. C. Atkins G. L., McNeely L. The elusive path to 
health care sustainability JAMA. 2013;310(16):1669-1670.

iv.  Institute of Medicine. Best care at lower cost: the path to 
continuously learning health care in America. Washington, 
DC: National Academies Press, 2012.

v.  Fineberg, HV. The paradox of disease prevention: 
celebrated in principle, resisted in practice. JAMA. 
2013;310(1):85-90.

vi.  US Burden of Disease Collaborators, Murray CL, Abraham J, 
et al. The state of US health, 1990-2010: burden of diseases, 
injuries, and risk factors. JAMA. 2013;310(6):591-608. 

vii.  Fineberg HV. Toward a new social compact for health 
research. JAMA. 2013;310(18):1923-1924.
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addition to systems engineering, health services 
research, comparative effectiveness studies, and 
outcomes research.

When one considers the millions of persons 
living with, and dying from cancer, heart disease, 
and other major illnesses as well as the growing 
burden of neurodegenerative disease, diminished 

investment in health 
research seems incredibly 
short-sighted. What is 
required from government 
is commitment to long-
term funding for research, 
and from the research 
community, adherence 
to the highest standards 
of research integrity and 
a willingness to evaluate 
progress and make appro-
priate course corrections.

Key Ingredients
these 3 great tasks com-
prise a grand challenge to 
achieve a healthy nation. 
many different actions 

by many actors over a sustained period will be 
needed for substantial progress to be realized. 
here are 5 key principles for success that cut 
across the 3 great tasks.

1. Social commitment and individual respon-
sibility. america has a long-running political 
debate about the place of government in meet-
ing social and economic needs of individuals. the 
us constitution provides no guarantees of a right 
to education, to work, to old-age pensions, or 
to health. rather, the Bill of rights speaks to civil 

visionary 
business 
leaders have 
demonstrated 
the value of 
work-based 
programs 
to promote 
healthier 
lifestyles.

Commentaries

and political rights, such as free speech, freedom 
of the press, the right to peaceful assembly to 
petition the government, and freedom of reli-
gion. it was not until well into the 20th century 
that every state required primary schooling for 
every youngster and not until 1940 when the 
majority of american adolescents graduated 
from high school. a century of debate over 
universal access to affordable health care can 
be traced from proposals preceding the advent 
of social security to enactment of medicare and 
medicaid in the 1960s to the affordable care act 
of 2010. at every step, public responsibility for 
health coverage in the united states has been a 
matter of political decision, not a constitutionally 
guaranteed individual right. to achieve political 
reconciliation around broadened coverage, it will 
be necessary to combine public commitment to 
achieve universal access with individual respon-
sibility to pay according to one’s means, within 
a system designed to enhance value and equity 
in health care. individual and social responsibility 
likewise must be combined to achieve a culture 
of health, where disease prevention and health 
promotion become the norm.

2. Partnerships. no individual or group, 
whether public or private, can solve the grand 
challenge for health working alone. Government 
has a key part in all 3 great tasks, as do indus-
try, private employers, health institutions and 
professionals, universities, philanthropies, civic 
organizations, patient groups, and individuals 
and families. Partnerships will be established 
most readily among those who are largely 
aligned in their values and objectives. however, 
success across the broad domains of health care, 
disease prevention, and health research will also 
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require partnerships among disparate groups 
who can nevertheless find common ground and 
ways to define and achieve shared goals. Patient 
groups, industry, health professionals, philan-
thropies, and government have diverse roles and 
purposes, yet by finding shared goals and means 
of collaboration, can accomplish more to build a 
healthy society.

3. Leadership. leaders in every sector will need 
to find their voices to solve pressing health prob-
lems and achieve a healthy america. at a time 
when political figures in Washington seem bent 
on disagreement, leadership at state and local 
levels will be more important than ever. as states 
are the laboratories of democracy in america, 
state-based programs can often show the way to 
national solutions. visionary business leaders have 
demonstrated the value of work-based programs 
to promote healthier lifestyles, encourage a more 
productive workforce, and provide more available 
and person-centered health care.

4. Learning from success. solutions to the 
ills of health care often exist somewhere in the 
united states. the challenge is to identify where 
and why they have worked and to disseminate 
success more widely. incentives embedded 
in payment for medical services, institutional 
practices, and long-standing habit, coupled with 
the dearth of relevant, accessible information on 
performance all conspire to deter adoption of 
changes that improve health and performance 
of health care. relevant information on cost and 

viii.  Galbraith JK. Economics, Peace and Laughter. New York: 
New American Library, 1971, p. 50.

performance is becoming more readily available, 
and the push for greater transparency should be 
accelerated.

5. Perseverance. as the economist John 
Kenneth Galbraith once observed, “faced with 
the choice between changing one’s mind and 
proving that there is no need to do so, almost 
everyone gets busy on the proof.”viii many minds 
will need to change over time if the 3 great tasks 
for health are going to be achieved. By working 
on parts without losing sight of the whole, by per-
sisting in the face of indifference, resistance, and 
opposition, and by seeking common ground with 
others, those who favor a healthy america can 
prevail. the current path, neither sustainable nor 
successful, is unworthy of a great nation. With the 
right leadership, vision, spirit of cooperation, per-
severance, and willingness to change, the world’s 
wealthiest nation can also become the healthiest 
people on the planet. 

The views expressed in this commentary are those 
of the author and do not necessarily represent 
those of the Institute of Medicine.
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Introduction
health is a result of our behaviors, our individual 
genetic predisposition to disease, the environment 
and the community in which we live, the clinical 
care we receive, and the policies and practices of 
our health care, government, and other prevention 
systems. each of us—individually, as a community, 
and as a society—strives to optimize these health 
determinants, so that all of us can have a long, 
disease-free, and robust life regardless of race, 
ethnicity, gender, or socioeconomic status. 

this report looks at the 4 groups of health deter-
minants that can be affected: 

1) Behaviors include the everyday activities we 
do that affect our personal health. it includes 
habits and practices we develop as individuals 
and families that have an effect on our personal 
health and on our utilization of health resources. 
these behaviors are modifi able with effort by 
the individual supported by community, policy, 
and clinical interventions.

2) Community and environment refl ect the reality 
that the daily conditions in which we live our 
lives have a great affect on achieving optimal 
individual health. these factors can be modifi ed 
by a concerted effort by the community and its 
elected offi cials, supported by state and federal 
agencies, professional associations, advocacy 
groups, and businesses.

3) Policy infl uences the availability of resources 
to encourage and to maintain health and the 
extent that public and health programs reach 
into the general population. Policies can have 
very wide reach throughout the state and pro-
mote healthy living and judicious consumption 
of health care resources.

4) Clinical care refl ects the access, quality, 
appropriateness, and cost of care we receive at 
doctors’ offi ces, clinics, and hospitals. 

all health determinants are intertwined and 
must work together to be optimally effective. 
for example, an initiative that addresses tobacco 
cessation requires not only efforts on the part of 
the individual but also support from the commu-
nity in the form of policies that 
promote non-smoking and the 
availability of effective counsel-
ing and care at clinics. similarly, 
reducing the risk of having a low 
birthweight baby requires indi-
vidual effort, education, access 
to and availability of prenatal 
care, coupled with high quality 
health care services. addressing 
obesity, a health epidemic now 
facing this country, requires 
coordination among almost all 
sectors of the economy including 
food producers, distributors, restaurants, grocery 
and convenience stores, exercise facilities, parks, 
urban and transportation design, building design, 
educational institutions, community organizations, 
social groups, health care delivery, and insurance 
to complement and augment individual actions. 

America’s Health Rankings® combines individual 
measures of each of these determinants with the 
resultant health outcomes into one comprehensive 
view of the overall health of a state. 

America’s Health Rankings® employs a unique 
methodology, developed and reviewed annu-
ally by a panel of leading public health scholars, 

Introduction

all health 
determinants 
are intertwined 
and must work 
together to 
be optimally 
effective.

Figure 1
Components of Health
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which balances the contributions of various 
factors such as smoking, obesity, physical inactiv-
ity, binge drinking, high school graduation rates, 
children in poverty, access to care, and incidence 
of preventable disease, to a state’s health. the 
report is based on data from the us departments 
of health and human services, commerce, 
education, Justice, and labor; us environmental 
Protection agency; us census Bureau; the 
american medical association; the american 
dental association; the dartmouth atlas Project; 
and the trust for america’s health.

the 2013 edition of America’s Health 
Rankings® is considered a benchmark of the rela-
tive health of states due to its longevity and its 
sound model. numerous states incorporate this 
report into their annual review of programs, and 
several organizations use this study as a reference 
point when assigning goals for health improve-
ment programs. 

Introduction

Purpose
 

the ultimate purpose of America’s Health 
Rankings® is to stimulate action by individuals, 
elected officials, health care professionals, public 
health professionals, employers, educators, and 
communities to improve the health of the popula-
tion of the united states. We do this by promoting 
public conversation concerning health in our 
states, as well as providing information to facilitate 
citizen, community, and group participation. We 
encourage participation in all elements: behaviors, 
community and environment, clinical care, and 
policy. each person individually, and in their capac-
ity as an employee, employer, educator, voter, 
community volunteer, health care professional, 
public health professional, or elected official, can 
contribute to the advancement of the healthiness 
of their state. Proven, effective, and innovative 
actions can improve the health of people in every 
state whether the state is ranked first or 50th. 
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Scientific Advisory 
Committee
in 2002, united health foundation, in concert with 
the american Public health association (aPha) 
and Partnership for Prevention, commissioned the 
school of Public health at the university of north 
carolina at chapel hill to undertake an ongo-
ing review of America’s Health Rankings®. the 
scientific advisory committee was charged with 
recommending improvements that would maintain 
the value of the comparative, longitudinal informa-
tion; reflect the evolving role and science of public 
health; utilize new or improved measures of health 
as they become available and acceptable; and 
incorporate new methods as feasible. minor issues 
with data are always addressed immediately and 
incorporated into the contents of the next edition 
of the report. however, more significant issues, 
such as new measurements of health conditions, 
require more in-depth study and analysis. 

the scientific advisory committee, led by anna 
schenck, Phd, msPh, continues its review, and its 
input is reflected in this edition. the committee 
emphasizes the importance of this tool as a vehicle 
to promote and improve the general discussion 
of public health and, also, to encourage balance 
among public health efforts to benefit the entire 
community. 

this edition includes changes recommended by 
the committee:
•	 Sedentary	Lifestyle	was	renamed	Physical	

inactivity.
•	 A	new	Behaviors	measure,	Drug	Deaths,	was	

added due to the increase in deaths due to 
drug poisoning in the last 30 years.

•	 Infectious	Disease	was	redefined	using	 
incidence rates of chlamydia, pertussis and 
Salmonella, representing 3 modes of disease 
transmission: sexual, airborne, and foodborne. 
the new measure equally weights these 3 
diseases.

•	 Immunization	Coverage	was	renamed	
immunization-children and the definition was 
adjusted to align with healthy People 2020’s 
leading health indicator: children aged 19 to 35 
months who receive the recommended doses 
of diphtheria, tetanus, and pertussis (dtaP); 

polio; measles, mumps, and rubella (mmr); 
haemophilus influenzae type B (hib); hepatitis 
B; varicella; and pneumococcal conjugate vac-
cine (Pcv) vaccines.

•	 An	additional	immunization	coverage	measure	
was added, immunization-adolescents, which 
measures the percentage of adolescents aged 
13 to 17 years who received 1 dose of tetanus, 
diphtheria, pertussis (tdap) since the age of 
10 years; 1 dose of meningococcal conjugate 
vaccine; and 3 doses of human papillomavirus 
(hPv) vaccine (females only).

•	 Geographic	Disparity	was	replaced	with	
disparity in health status, which is the percent 
difference between adults aged 25 and older 
who did not graduate high school and those 
with at least a high school education who self-
report being in excellent or very good health.

in addition, the committee continues to work on 
issues concerning improved environmental health 
indicators; quality and availability of healthy foods; 
exercise and activity; methods of expressing vari-
ability within the rankings; oral health indicators; 
mental health indicators; improved cost measures; 
quality of care measures; and international bench-
marking. (some of these measures are included 
in the expanded detail of each state’s health 
profile at http://www.americashealthrankings.org/
stateranking, but are not included in calculating 
the overall state rank.) 

the committee also stresses the importance of 
focusing on determinants, as improving these mea-
sures can improve the healthiness of each state 
and the nation. the overall ranks for combined 
determinants as well as outcomes are presented in 
each state snapshot.

the scientific advisory committee represents a 
variety of stakeholders, including representatives 
from local health departments and the centers 
for disease control and Prevention, members of 
aPha, as well as experts from many academic 
disciplines. 

Scientific Advisory Committee
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director, Public health leadership Program 
unc Gillings school of Global Public health
university of north carolina at chapel hill

Dennis P. Andrulis, Phd, mPh
senior research scientist
texas health institute

Jamie Bartram, Phd
Professor and director of Global Water institute
unc Gillings school of Global Public health
university of north carolina at chapel hill

Bridget Booske Catlin, Phd, mhsa
senior scientist and match Group director 
university of Wisconsin Population health institute
director, county health rankings & roadmaps

Andy Coburn, Phd
Professor and associate dean, muskie school  

of Public service
university of southern maine

Leah Devlin, dds, mPh
Professor of the Practice, health Policy  

and management
unc Gillings school of Global Public health
university of north carolina at chapel hill

Marisa Domino, Phd
Professor, health Policy and management
unc Gillings school of Global Public health
university of north carolina at chapel hill

Paul C. Erwin, md, drPh
Professor and department head
department of Public health
university of tennessee

Jonathan E. Fielding, md, mPh, mBa, ma
Professor of health services and Pediatrics
ucla school of Public health
director of Public health and health officer,  

los angeles county

Marthe Gold, md
logan Professor and chair
department of community health
cunY medical school

Sherman A. James, Phd, faha
susan B. King Professor of Public Policy
Professor of sociology, community  

and family medicine & african and  
african american studies

duke university

Glen P. Mays, Phd, mPh
f. douglas scutchfield endowed Professor
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university of Kentucky college of Public health

Matthew T. McKenna, md, mPh 
medical director
fulton county department of health and Wellness 

Anne-Marie Meyer, Phd
facilities director
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Patrick Remington, md, mPh
associate dean for Public health
university of Wisconsin school of medicine and 

Public health
health sciences learning center 

Thomas C. Ricketts, Phd, mPh 
Professor of health Policy and administration and 

social medicine
unc Gillings school of Global Public health
university of north carolina at chapel hill

Leiyu Shi, Phd
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department of health Policy and management
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Johns hopkins university school of Public health

Steven Teutsch, md, mPh 
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Tom Eckstein, mBa 
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Findings
2013 Edition Results
America’s Health Rankings®—2013 edition shows 
hawaii at the top of the list of healthiest states 
this year. hawaii has consistently been in the top 6 
states since the inception of the rankings in 1990. 
vermont is ranked second this year, also consis-
tently among the best states for the last decade. 
minnesota is third, followed by massachusetts 
and new hampshire. mississippi is 50th this year. 
arkansas, louisiana, alabama, and West virginia 
complete the bottom 5 states. table 1 presents the 
overall rankings for all 50 states alphabetically by 
state and by rank order.

hawaii’s continued presence among the top 
states is due to its low prevalences of smoking and 
obesity, a high rate of child immunizations, and 
low rates of preventable hospitalizations, cancer 
deaths, cardiovascular deaths, and premature 
death. hawaii’s challenges are a high prevalence 
of binge drinking at 18.2 percent of the adult 
population, a low high school graduation rate at 
75.4 percent of incoming ninth graders, and a high 
incidence of Salmonella infections at 25.5 cases 
per 100,000 population. for further details, see 
hawaii’s state snapshot on page 83 or visit www.
americashealthrankings.org/hi. 

mississippi is ranked last this year; it has ranked 
among the bottom 3 states since the inception of 
the rankings in 1990. mississippi ranks well for a 
low prevalence of binge drinking, a high rate of 
child immunizations, and small disparity in health 
status. it ranks in the bottom 5 states on 15 of the 
27 measures including high prevalences of obesity, 
physical inactivity, diabetes, children in poverty, 
and low birthweight infants; a low high school 
graduation rate; limited availability of primary 
care physicians and dentists; and a high incidence 
of infectious disease. mississippi ranks 48th for 
all health determinants combined, so its overall 
ranking is unlikely to change significantly in the 
near future. for further details, see mississippi’s 
state snapshot on page 96 or visit www.ameri-
cashealthrankings.org/ms. 

scores presented in table 1 and table 2 indicate 
the weighted number of standard deviation units 
a state is above or below the national norm. for 
example, hawaii, with a score of 0.919, is slightly 

less than one standard deviation unit above the 
national norm. mississippi, with a score of -0.894, is 
below the national norm. When comparing states 
from year to year, differences in score are more 
important than changes in ranking.

for a state to improve the health of its popu-
lation, efforts must focus 
on changing the determi-
nants of health. if a state 
is significantly better in its 
score for determinants than 
its score for outcomes, it 
will likely improve its overall 
health ranking in the future. 
conversely, if a state is 
worse in its score for deter-
minants than its score for 
outcomes, its overall health 
ranking will likely decline 
over time.

table 2 presents the over-
all score for the determinants, outcomes, and their 
implications for the future. if the current trend is 
positive, the future overall ranking is more likely to 
increase; if it is neutral, the future overall ranking 
will probably stay the same; or if it is negative, the 
future overall ranking is more likely to decline. 

Changes Due to Model Revisions
in order to assess the impact of the model change, 
the 2012 edition data was placed in the new 2013 
model (see Methodology on page 32) and the 
resulting revised 2012 ranks were compared to 
the 2013 ranks. table 3 and table 4 list the states 
which have improved and declined the most in 
rank between the 2013 edition and the 2012 
edition-revised.

the large decline in Wisconsin was due to an 
increase in poor mental health days, a decrease in 
adolescent immunizations, only marginal improve-
ment in smoking, an increase in obesity, and an 
increase in violent crime. in maryland, increases 
in child poverty, diabetes, and disparity in health 
status caused the decline. in virginia, increases in 
chlamydia, poor physical health days, and occupa-
tional fatalities caused the decline. in rhode island, 

Findings

When comparing 
states from 
year to year, 
differences in 
score are more 
important than 
changes in 
ranking.
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ALpHABETICAL By STATE                             RAnK oRDER

RAnK STATE SCoRE* RAnK STATE SCoRE*

47 Alabama -0.822 1 Hawaii 0.919
25 Alaska 0.275 2 Vermont 0.868
28 Arizona 0.020 3 Minnesota 0.731
49 Arkansas -0.893 4 Massachusetts 0.725
21 California 0.310 5 New Hampshire 0.703
8 Colorado 0.565 6 Utah 0.695
7 Connecticut 0.649 7 Connecticut 0.649
31 Delaware -0.097 8 Colorado 0.565
33 Florida -0.210 9 North Dakota 0.557
38 Georgia -0.315 10 New Jersey 0.531
1 Hawaii 0.919 11 Nebraska 0.460
12 Idaho 0.442 12 Idaho 0.442
30 Illinois -0.096 13 Oregon 0.426
41 Indiana -0.487 14 Washington 0.403
18 Iowa 0.317 15 New York 0.370
27 Kansas 0.122 16 Maine 0.366
45 Kentucky -0.716 17 Wyoming 0.355
48 Louisiana -0.844 18 Iowa 0.317
16 Maine 0.366 19 Rhode Island 0.317
24 Maryland 0.276 20 Wisconsin 0.313
4 Massachusetts 0.725 21 California 0.310
34 Michigan -0.218 22 South Dakota 0.284
3 Minnesota 0.731 23 Montana 0.277
50 Mississippi -0.894 24 Maryland 0.276
39 Missouri -0.373 25 Alaska 0.275
23 Montana 0.277 26 Virginia 0.259
11 Nebraska 0.460 27 Kansas 0.122
37 Nevada -0.294 28 Arizona 0.020
5 New Hampshire 0.703 29 Pennsylvania -0.022
10 New Jersey 0.531 30 Illinois -0.096
32 New Mexico -0.175 31 Delaware -0.097
15 New York 0.370 32 New Mexico -0.175
35 North Carolina -0.247 33 Florida -0.210
9 North Dakota 0.557 34 Michigan -0.218
40 Ohio -0.407 35 North Carolina -0.247
44 Oklahoma -0.666 36 Texas -0.250
13 Oregon 0.426 37 Nevada -0.294
29 Pennsylvania -0.022 38 Georgia -0.315
19 Rhode Island 0.317 39 Missouri -0.373
43 South Carolina -0.635 40 Ohio -0.407
22 South Dakota 0.284 41 Indiana -0.487
42 Tennessee -0.579 42 Tennessee -0.579
36 Texas -0.250 43 South Carolina -0.635
6 Utah 0.695 44 Oklahoma -0.666
2 Vermont 0.868 45 Kentucky -0.716
26 Virginia 0.259 46 West Virginia -0.727
14 Washington 0.403 47 Alabama -0.822
46 West Virginia -0.727 48 Louisiana -0.844
20 Wisconsin 0.313 49 Arkansas -0.893
17 Wyoming 0.355 50 Mississippi -0.894

Table 1
overall Rankings, 

2013 Edition

*Scores presented in this 
table indicate the weighted 
number of standard devia-

tions a state is above or 
below the national norm.
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STATE SCoRE FoR ALL 
DETERMInAnTS

SCoRE FoR ALL 
ouTCoMES

InFLuEnCE on FuTuRE 
ovERALL RAnK

Alabama -0.449 -0.373 Neutral
Alaska 0.053 0.222 Neutral
Arizona 0.002 0.018 Neutral
Arkansas -0.627 -0.266 Negative
California 0.227 0.083 Neutral
Colorado 0.390 0.175 Neutral
Connecticut 0.504 0.145 Positive
Delaware -0.062 -0.035 Neutral
Florida -0.126 -0.084 Neutral
Georgia -0.298 -0.018 Negative
Hawaii 0.597 0.323 Positive
Idaho 0.304 0.139 Neutral
Illinois -0.062 -0.034 Neutral
Indiana -0.342 -0.144 Neutral
Iowa 0.163 0.155 Neutral
Kansas 0.025 0.097 Neutral
Kentucky -0.425 -0.290 Neutral
Louisiana -0.611 -0.233 Negative
Maine 0.327 0.039 Positive
Maryland 0.228 0.048 Neutral
Massachusetts 0.575 0.150 Positive
Michigan -0.130 -0.088 Neutral
Minnesota 0.404 0.326 Neutral
Mississippi -0.593 -0.300 Negative
Missouri -0.264 -0.109 Neutral
Montana 0.148 0.130 Neutral
Nebraska 0.252 0.208 Neutral
Nevada -0.289 -0.005 Negative
New Hampshire 0.495 0.208 Positive
New Jersey 0.353 0.178 Neutral
New Mexico -0.206 0.031 Neutral
New York 0.312 0.059 Positive
North Carolina -0.177 -0.070 Neutral
North Dakota 0.332 0.225 Neutral
Ohio -0.255 -0.152 Neutral
Oklahoma -0.415 -0.251 Neutral
Oregon 0.367 0.059 Positive
Pennsylvania 0.004 -0.026 Neutral
Rhode Island 0.320 -0.003 Positive
South Carolina -0.516 -0.119 Negative
South Dakota 0.062 0.222 Neutral
Tennessee -0.349 -0.230 Neutral
Texas -0.247 -0.003 Neutral
Utah 0.430 0.265 Neutral
Vermont 0.698 0.170 Positive
Virginia 0.244 0.015 Neutral
Washington 0.283 0.120 Neutral
West Virginia -0.433 -0.293 Neutral
Wisconsin 0.141 0.171 Neutral
Wyoming 0.233 0.123 Neutral

Table 2
Determinants 
and outcomes, 
2013 Edition
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STATE 2013 RAnK 2012 RAnK–REvISED CHAngE

Wisconsin 20 13 -7
Maryland 24 20 -4
Virginia 26 22 -4
Rhode Island 19 16 -3

                         

STATE 2013 RAnK 2012 RAnK–REvISED CHAngE

Wyoming 17 25 +8
Idaho 12 19 +7
Montana 23 28 +5
New Mexico 32 36 +4
New York 15 18 +3

Table 3
States with the Largest Decline in Rank

Table 4
States with the Largest Improvement in Rank

increases in drug deaths and infant mortality 
caused the decline in rank.

the large improvement in Wyoming was due to 
a decrease in physical inactivity, an increase in child 
immunizations, a decline in low birthweight infants, 
and a decline in poor physical health days. in 
idaho, decreases in children in poverty, low birth-
weight infants, and diabetes contributed to their 
improvement. in montana, decreases in smoking, 
physical inactivity, occupational fatalities, and chil-
dren in poverty improved the rank. in new mexico, 
decreases in air pollution, cardiovascular deaths, 
and preventable hospitalizations contributed to 
their improvement. new York’s improvement was 
due to decreases in smoking, obesity, and unin-
sured population, and increased availability of 
primary care physicians.
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National Perspective
America’s Health Rankings® is a continuously 
evolving standard of comparing the relative health 
of the states. it combines publicly available data 
with an underlying model of population health to 
create a sound, reliable perspective on the overall 
health of a state’s population compared to other 
states and to the national average. in 2012, one of 
the underlying data sources for America’s Health 
Rankings® underwent significant changes and 
required a new baseline to be established with the 
2012 edition which is not longitudinally compa-
rable to prior years. also, many key individual 
metrics are not comparable to years prior to the 
2012 edition. however, some of the other indi-
vidual components of the index are comparable 
over a longer period of time. 

in the past year, 20 health measures improved, 
8 measures declined, and 1 measure remained 
unchanged. this is based on an expanded core 
of 29 measures. for this comparison, infectious 
disease was expanded to its 3 sub-components—
chlamydia, pertussis, and Salmonella—rather than 
treated as a single measure.

table 5 shows the measures that changed most 
notably in the past year. table 6 shows changes 
over a longer time frame.

national perspective

in the last year, the prevalence of smoking 
declined in the united states from 21.2 percent to 
19.6 percent of adults who smoke regularly (Graph 
1). seventeen states had a statistically significant 
decrease (p ≤0.05) in the prevalence of smoking 
between the 2012 and 2013 editions (table 7).

the prevalence of obesity, a risk factor for 

                         

MEASuRE CHAngES

SuCCESSES

Smoking
The prevalence of smoking declined from 21.2 percent to 19.6 percent of adults who smoke 
regularly.

Binge Drinking
The prevalence of binge drinking declined from 18.3 percent to 16.9 percent of adults who binged 
in the last 30 days.

Physical Inactivity
The prevalence of physical inactivity declined from 26.2 percent to 22.9 percent of adults who did 
not participate in physical activity in the last 30 days.

Infectious Disease–Pertussis The incidence of pertussis declined from 9.0 to 6.1 cases per 100,000 population.

Premature Death
The premature death rate declined by 2.4 percent from 7,151 to 6,981 years lost before age 75 
per 100,000 population.

CHALLEngES

Infectious Disease–Chlamydia
The incidence of chlamydia increased by 8.0 percent from 423.6 to 457.6 cases per 100,000 
population.

Table 5
national Successes and Challenges—Changes Since 2012 Edition

graph 1
Smoking Since 1990

*  The 2012-2013 data in the above graph is not directly 
comparable to prior years. See Methodology on page 33 for 
additional information.
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national perspective

                         

MEASuRE CHAngES

SuCCESSES

Preventable Hospitalizations
Preventable hospitalizations continue to decline. In 2001, there were 82.5 discharges per 1,000 
Medicare enrollees; in 2013, there were 64.9 discharges per 1,000 Medicare enrollees.

Occupational Fatalities
Occupational fatalities have declined slightly in the last 6 years from 5.3 deaths in 2007 to 3.8 
deaths per 100,000 workers in the 2013 Edition. Rates have reached a 23 year low.

Air Pollution
The average amount of fine particulate in the air continues to decline from 13.2 micrograms in 
2003 to 10.3 micrograms per cubic meter in 2013.

Infant Mortality
The infant mortality rate decreased 39 percent from 10.2 deaths in 1990 to 6.3 deaths per 1,000 
live births in the 2013 Edition, though most of that decline occurred between 1990 and 1999.

Premature Death
Since 1990, there has been a 20 percent decline from 8,716 to 6,981 years of potential life lost 
before age 75 per 100,000 population. Premature death, like several other metrics, has leveled off 
in the last decade compared to improvements in the 1990s.

Cardiovascular Deaths
Since 1990, cardiovascular deaths have declined 36 percent, from 405.1 deaths in 1990 to 258.7 
deaths per 100,000 population in the 2013 Edition. This continues a relatively constant improve-
ment of 2 percent to 3 percent each year.

Cancer Deaths
Cancer deaths declined 3 percent from 197.5 deaths in 1990 to 190.6 deaths per 100,000 
population in the 2013 Edition. 

High School Graduation
At only 78.2 percent of ninth graders graduating within 4 years, high school graduation is still a 
challenge. However, it is slowly trending upward from 71.7 percent in 2004.

Violent Crime
At 387 offenses per 100,000 population, violent crime is 36 percent lower than in 1990 and 49 
percent lower than its peak in 1993.

CHALLEngES

Children in Poverty
The percentage of children in poverty, at 21.3 percent of persons younger than 18 years, remains 
above 20 percent for the fourth straight year. This is far above the 23-year low of 15.8 percent in 
the 2002 Edition.

Lack of Health Insurance
The percentage of uninsured population increased 15 percent, from 13.9 percent 11 years ago to 
15.6 percent in 2013, approximately the same as the 2012 Edition. The percentage of uninsured 
population has remained relatively stable for the last 4 years. 

Immunization Coverage– 
Children

Nationwide, comprehensive immunization coverage among children aged 19 to 35 months is only 
68.4 percent.

Low Birthweight
In the last 20 years, the prevalence of low birthweight infants has increased from 7.0 percent to 
8.1 percent nationwide. The good news is that it appears to have leveled off in the most recent 7 
years; however, a reversal to the 1990 level has yet to be observed.

Table 6
national Successes and Challenges—Long Term Changes

numerous illnesses including diabetes and cardio-
vascular disease, appears to be leveling off after 
increasing for decades (Graph 2). nationally, the 
prevalence of obesity is 27.6 percent of adults, 
essentially unchanged from 27.8 percent in the 
2012 edition. it is too soon to predict if adult obe-
sity will remain at this level, increase, or decrease 
in the future.

Potentially preventable hospitalizations (hos-
pitalizations that may be preventable with high 
quality primary and preventive care) have declined 
over the last 12 years from 82.5 to 64.9 dis-
charges per 1,000 medicare enrollees (Graph 3). 
Preventable hospitalizations reflect how efficiently 

a population uses the various health care deliv-
ery options for necessary care. hospital care is 
expensive and makes up the largest component 
of health care spending in the united states, 
totaling over $750 billion.1 Preventable hospital-
izations often occur as a result of a failure to treat 
conditions early in an outpatient setting due to 
limited availability.2 these rates are also highly 
correlated with general hospitalization rates and 
reflect the tendency for a population to overuse 
the hospital setting as a site for care. Preventable 
hospitalizations place a financial burden on health 
care systems as they could have been avoided 
with earlier, less costly interventions. Preventable 
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Table 7
States with a Significant Decline in Smoking 
in the past year (p ≤0.05)

                                        pREvALEnCE oF ADuLT SMoKERS

STATE 2012 EDITIon 2013 EDITIon CHAngE

Nevada 22.9 18.1 -4.8
Maryland 19.1 16.2 -2.9
Oklahoma 26.1 23.3 -2.9
Kansas 22.0 19.4 -2.6
Vermont 19.1 16.5 -2.6
Rhode Island 20.0 17.4 -2.6
Maine 22.8 20.3 -2.5
Montana 22.1 19.7 -2.4
Hawaii 16.8 14.6 -2.3
New Hampshire 19.4 17.2 -2.3
Iowa 20.4 18.1 -2.2
New Mexico 21.5 19.3 -2.2
Massachusetts 18.2 16.4 -1.9
New York 18.1 16.2 -1.9
Ohio 25.1 23.3 -1.8
Utah 11.8 10.6 -1.3
California 13.7 12.6 -1.1

hospitalizations are more common in those who 
are uninsured, which often leads to large unpaid 
medical bills.3  

deaths from cardiovascular disease have 
consistently declined by 2 percent to 3 percent 
per year for the last decade (Graph 4), a notable 
accomplishment of the health care system, despite 
increasing risk factors such as obesity, high cho-
lesterol, and high blood pressure. cardiovascular 
disease accounts for 17 percent of medical spend-
ing, 30 percent of medicare spending, and totals 
nearly $150 billion annually.4 

the difficult economic climate increases the 
challenge of maintaining a healthy population. 
Graph 5 depicts the continuing high percentage of 
children in poverty, increasing from 16.1 percent 

1 The Kaiser Family Foundation. Trends in health care costs and 
spending. 2009;7692-02.

2 Billings J. Recent findings on preventable hospitalizations. 
Health Aff. 1996;15(3):239.

3 Weissman JS. Rates of avoidable hospitalization by 
insurance status in Massachusetts and Maryland. JAMA. 
1992;268(17):2388.

4 Trogdon JG, Finkelstein EA, Nwaise IA, Tangka FK, Orenstein 
D. The economic burden of chronic cardiovascular disease for 
major insurers. Health Promotion Practice. 8.3 (2007):234-42.

5 MacDorman MF, Mathews TJ. Recent Trends in Infant 
Mortality in the United States. Hyattsville, MD: US Dept. of 
Health and Human Services, Centers for Disease Control and 
Prevention, National Center for Health Statistics, 2008. 

of children in the 2001 edition to 21.3 percent of 
children in the 2013 edition. the historic low of 
15.8 percent of persons younger than 18 years was 
recorded in the 2002 edition. children in poverty 
is an indication of the lack of access to health 
care, including preventive care, for this vulnerable 
population. 

infant mortality improved significantly in the 
1990s but has largely stagnated between 6.5 and 
7.0 deaths per 1,000 live births for the last 10 years 
(Graph 6). the nation’s overall infant mortality 
rate is consistently higher than other developed 
countries, and significant racial and ethnic dispari-
ties exist.5  

for the last 6 years, between 8.1 percent and 
8.3 percent of all infants were born with a low 
birthweight (<2,500 grams or 5 pounds, 8 ounces). 
this is up from 7.0 percent in 1993 (Graph 7).

Babies born with low birthweight are often born 
preterm or have inadequate growth for other 
reasons. low birthweight may occur as a result 
of inadequate clinical care during the prenatal 
period. through regular clinical visits, the health 
of the mother can be assessed, health risks can be 
identified, and steps can be taken to improve the 
mother’s health and her risk for preterm birth. low 
birthweight is associated with many characteristics 
of the mother such as smoking status, nutritional 
status, and psychosocial problems. 
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graph 2
obesity Since 1990
 

graph 3
preventable Hospitalizations Since 2001

graph 5
Children in poverty Since 2001

graph 6
Infant Mortality Since 1990

graph 7
Low Birthweight Infants Since 1993

graph 4
Cardiovascular Deaths Since 1990

national perspective
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* The 2012-2013 data in the above graph is not directly compa-
rable to prior years. See Methodology on page 33 for additional 
information.
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Health Disparities 
within States
the statewide measures used in America’s Health 
Rankings® reflect the condition of the “average” 
resident and can mask differences within the 
state. When the measures are examined by race, 
gender, age, educational attainment, and/or eco-
nomic status, startling differences can exist within 
a state. for a population to be healthy, it must 
minimize health disparities among all segments of 
the population. 

healthy People 2020 defines health dispar-
ity as “a particular type of health difference 
that is closely linked with social, economic, and/
or environmental disadvantage. health dispari-
ties adversely affect groups of people who have 
systematically experienced greater obstacles to 
health based on their racial or ethnic group; reli-
gion; socioeconomic status; gender; age; mental 
health; cognitive, sensory, or physical disability; 
sexual orientation or gender identity; geographic 
location; or other characteristics historically linked 
to discrimination or exclusion.”6, 7 healthy People 
2020’s goals are to achieve health equity, elimi-
nate disparities, and improve the health of all 
groups.6 they define health equity as the “attain-
ment of the highest level of health for all people. 
achieving health equity requires valuing everyone 
equally with focused and ongoing societal efforts 
to address avoidable inequalities, historical and 
contemporary injustices, and the elimination of 
health and health care disparities.”6, 8 

America’s Health Rankings® contains an explicit 
metric for disparities. for the editions from 2008 to 
2012, the metric Geographic disparity was used. 
this indicator reflected the range of age-adjusted 
mortality rates that existed within a state at the 
county level. in the 2013 edition, America’s Health 
Rankings® replaces Geographic disparity with a 
new measure, disparity in health status. this indi-
cator reflects the difference in self-reported high 
health status between adults aged 25 and older 
who did not graduate high school and those with 
at least a high school educa-
tion (graduated high school, 
attended college or technical 
school, or graduated from col-
lege or technical school). this 
overall disparity metric provides 
a broad view of the challenges 
facing a state. (see page 28 for 
a detailed explanation of this 
change and its impact.)

in addition, America’s Health 
Rankings® presents information 
on disparities within subpopu-
lations in the prevalences of 
smoking, obesity, physical 
inactivity, diabetes, and high 
health status. the subpopula-
tions of interest include education level, income 
level, race/ethnicity, gender, urbanicity, and age, 
where appropriate. tables 8–12 show the dispar-
ity for each of these metrics by education level. 
disparities for the other subpopulations are avail-
able at americashealthrankings.org and can be 
accessed through the links provided in each table.

health status by education level varies from a 
high of 76.9 percent and 76.2 percent of college 
graduates aged 25 and older in the district of 
columbia and vermont, respectively, who report 
that their health is very good or excellent to a low 
of 14.8 percent of adults aged 25 and older who 
did not graduate high school in illinois. Within 
states, it varies from a difference of less than 35.0 
percent among subpopulations reporting high 

Health Disparities

for a 
population to 
be healthy, it 
must minimize 
health 
disparities 
among all 
segments of 
the population.

6 US Department of Health and Human Services. HealthyPeople.
gov Disparities. http://www.healthypeople.gov/2020/about/
disparitiesAbout.aspx. Accessed October 14, 2013.

7 US Department of Health and Human Services. The Secretary’s 
Advisory Committee on National Health Promotion and 
Disease Prevention Objectives for 2020. Phase I report: 
Recommendations for the framework and format of Healthy 
People 2020. Section IV. Advisory Committee findings and 
recommendations. http://healthypeople.gov/2020/about/advi-
sory/Reports.aspx.  Accessed October 14, 2013.

8 US Department of Health and Human Services, Office of 
Minority Health. National Partnership for Action to End Health 
Disparities. The National Plan for Action Draft as of February 
17, 2010. Chapter 1: Introduction. http://www.minorityhealth.
hhs.gov/npa/templates/browse.aspx?&lvl=2&lvlid=34. 
Accessed October 14, 2013.
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Health Disparities

health status in alaska and hawaii to more than  
a 50.0 percent difference among subpopulations 
in illinois.

in a similar manner, the prevalence of smoking 
varies from a high of 44.8 percent of adults aged 
25 and older who did not graduate high school in 
michigan to a low of 2.6 percent of college gradu-
ates aged 25 and older in utah. Within states, it 
varies from a difference of less than 15.0 percent 
of the subpopulations who smoke in california, 
nevada, hawaii, arizona, and new York to more 
than a 35.0 percent difference in subpopulations 
who smoke in Wisconsin, ohio, and michigan.

the prevalence of physical inactivity varies from 
a high of 52.8 percent of adults aged 25 and older 
who did not graduate high school in arkansas to 
a low of 6.7 percent of college graduates aged 
25 and older in colorado. Within states, it varies 
from a difference of less than 20.0 percent of 
the subpopulations who are physically inactive in 
california to a 38.0 percent difference in subpopu-
lations who are inactive in Kentucky, iowa, and 
connecticut.

the prevalence of obesity varies from a high 
of 41.6 percent of adults aged 25 and older 
with some college in louisiana to a low of 13.2 
percent and 16.0 percent of college graduates 

aged 25 and older in the district of columbia and 
colorado, respectively. Within states, it varies from 
a difference of less than 5.0 percent of the sub-
populations who are obese in alaska to more than 
a 20.0 percent difference in subpopulations who 
are obese in oregon, Wyoming, and california.

America’s Health Rankings® uses the self-
reported prevalence of diabetes as a metric within 
the outcomes section of the rankings. table 12 
reports the disparity among education levels for 
diabetes. the prevalence of diabetes varies from 
a high of 21.6 percent and 21.3 percent of adults 
aged 25 and older who did not graduate high 
school in the district of columbia and mississippi, 
respectively, to a low of 3.8 percent and 4.7 per-
cent of college graduates aged 25 and older living 
in the district of columbia and minnesota, respec-
tively. Within states, it varies from a difference of 
5.0 percent or less of the subpopulations who have 
diabetes in nevada and montana to an almost 15.0 
percent difference in subpopulations who have 
diabetes in virginia.

this type of analysis, especially when expanded 
to encompass a broader range of social, economic, 
and health indicators, allows communities, their 
organizations, and public health officials to target 
programs to address the biggest areas of concern.
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                                          pERCEnTAgE oF popuLATIon AgED 25 AnD oLDER REpoRTIng  
                                                                vERy gooD oR ExCELLEnT HEALTH

LESS THAn HIgH 
SCHooL

HIgH SCHooL 
gRADuATES SoME CoLLEgE CoLLEgE 

gRADuATES

Alaska 35.0 45.5 51.8 66.9
Alabama 17.1 36.0 47.9 61.9
Arkansas 22.4 38.6 48.6 61.9
Arizona 19.1 45.9 49.9 65.2
California 21.2 46.9 56.2 69.1
Colorado 22.3 48.2 55.4 72.2
Connecticut 26.2 45.5 56.1 74.0
Delaware 23.8 46.6 52.2 67.3
Florida 20.9 42.1 55.0 67.0
Georgia 22.3 42.3 48.6 65.8
Hawaii 27.0 34.7 47.4 61.6
Iowa 25.2 46.0 56.7 70.7
Idaho 24.1 43.2 53.9 65.9
Illinois 14.8 39.8 49.6 69.0
Indiana 22.0 40.2 49.5 66.3
Kansas 27.3 44.4 53.5 68.2
Kentucky 18.2 36.4 48.7 62.9
Louisiana 21.9 38.0 48.0 63.0
Massachusetts 26.2 47.4 54.4 73.2
Maryland 26.1 44.7 56.3 69.4
Maine 27.9 47.2 56.3 74.0
Michigan 25.7 43.0 50.8 65.8
Minnesota 29.9 46.6 58.1 73.3
Missouri 23.7 43.1 51.9 64.6
Mississippi 22.1 35.2 46.1 61.6
Montana 26.7 44.7 54.9 71.2
North Carolina 21.2 40.3 52.8 68.4
North Dakota 24.5 43.7 54.7 66.3
Nebraska 22.8 43.6 53.7 67.7
New Hampshire 35.8 48.4 57.1 74.2
New Jersey 26.7 44.6 52.8 67.1
New Mexico 16.9 37.3 47.9 64.5
Nevada 21.5 43.1 50.8 65.5
New York 25.1 39.8 54.0 67.2
Ohio 22.4 41.7 51.1 68.7
Oklahoma 19.5 38.1 48.2 65.3
Oregon 28.1 43.2 51.5 69.9
Pennsylvania 26.5 44.4 53.3 69.6
Rhode Island 26.7 45.0 54.3 71.3
South Carolina 24.5 40.1 49.9 66.9
South Dakota 29.2 44.4 58.8 70.1
Tennessee 19.1 38.6 47.7 64.8
Texas 16.4 39.5 48.7 65.7
Utah 23.7 44.9 56.6 69.1
Virginia 23.3 40.5 52.9 67.8
Vermont 30.5 46.9 59.5 76.2
Washington 24.5 42.1 51.7 67.3
Wisconsin 28.6 47.4 52.8 67.2
West Virginia 17.6 35.0 45.1 64.7
Wyoming 31.3 46.1 58.9 69.3
United States 21.9 42.3 52.4 67.9
District of Columbia 32.7 43.2 57.2 76.9

Data Source: Behavioral 
Risk Factor Surveillance 
System, CDC, 2012.

Note: Self-reported health 
status for other subpopula-
tions is available at www.
americashealthrankings.
org/ALL/health_status/
disparities. Data are not 
age-adjusted.

Table 8
Health Status  
by Education  
and State
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Table 9
Smoking by 

Education and State

Data Source: Behavioral Risk 
Factor Surveillance System, 
CDC, 2012.

Note: Smoking status for other 
subpopulations is available at 
www.americashealthrankings.
org/ALL/Smoking/disparities. 
Data are not age-adjusted.

                                                  pERCEnTAgE oF popuLATIon AgED 25 AnD oLDER 

LESS THAn HIgH 
SCHooL

HIgH SCHooL 
gRADuATES SoME CoLLEgE CoLLEgE 

gRADuATES

Alaska 40.8 27.1 20.2 6.2
Alabama 36.5 26.0 20.8 10.9
Arkansas 36.2 26.3 24.7 11.6
Arizona 21.1 22.8 17.3 8.3
California 15.7 18.7 13.8 5.7
Colorado 33.5 26.1 19.7 6.8
Connecticut 24.0 21.2 19.7 6.3
Delaware 32.7 23.8 20.1 8.3
Florida 26.9 21.4 17.3 8.5
Georgia 36.5 21.4 20.4 8.8
Hawaii 20.6 19.5 14.6 6.4
Iowa 31.4 20.3 20.8 7.3
Idaho 26.5 24.9 13.7 3.8
Illinois 27.3 23.5 22.7 8.2
Indiana 40.4 26.3 24.6 8.6
Kansas 30.8 23.7 20.0 8.9
Kentucky 43.6 30.2 26.0 12.7
Louisiana 38.7 26.9 24.5 11.6
Massachusetts 29.0 23.1 18.7 6.7
Maryland 30.6 23.0 17.2 6.4
Maine 35.5 25.6 18.6 7.4
Michigan 44.8 26.7 23.5 9.0
Minnesota 33.5 24.6 20.4 7.9
Missouri 43.2 26.1 25.6 9.4
Mississippi 37.1 25.8 23.1 9.3
Montana 38.6 23.1 18.3 8.2
North Carolina 31.1 26.4 21.7 8.1
North Dakota 33.5 26.3 22.0 9.3
Nebraska 33.2 23.1 20.4 9.1
New Hampshire 37.3 22.9 17.6 5.8
New Jersey 23.4 23.7 17.5 8.3
New Mexico 26.4 24.1 20.1 9.2
Nevada 23.2 23.9 16.9 10.4
New York 22.3 22.3 16.9 7.4
Ohio 44.3 26.7 23.1 8.2
Oklahoma 36.8 26.4 22.0 9.2
Oregon 33.3 23.1 18.8 6.5
Pennsylvania 38.2 24.0 22.2 8.6
Rhode Island 30.6 19.6 20.0 6.4
South Carolina 36.5 25.3 21.5 9.0
South Dakota 29.4 26.7 20.0 10.9
Tennessee 40.1 28.8 23.2 10.1
Texas 22.5 23.9 19.4 8.0
Utah 25.6 16.9 8.5 2.6
Virginia 31.7 25.5 19.4 8.0
Vermont 38.9 19.4 16.8 6.0
Washington 31.6 24.9 17.9 7.0
Wisconsin 44.4 23.4 20.6 7.0
West Virginia 39.1 28.8 27.4 12.9
Wyoming 40.8 23.7 22.9 7.2
United States 28.9 23.9 19.4 7.8
District of Columbia 41.1 34.3 20.9 8.1
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Table 10
physical 
Inactivity by 
Education and 
State

Data Source: Behavioral Risk 
Factor Surveillance System, 
CDC, 2012.

Note: Self-reported physical 
inactivity for other subpopu-
lations is available at www.
americashealthrankings.org/
ALL/Sedentary/disparities. 
Data are not age-adjusted.

                                                  pERCEnTAgE oF popuLATIon AgED 25 AnD oLDER 

LESS THAn HIgH 
SCHooL

HIgH SCHooL 
gRADuATES SoME CoLLEgE CoLLEgE 

gRADuATES

Alaska 40.8 27.1 20.2 6.2
Alabama 36.5 26.0 20.8 10.9
Arkansas 36.2 26.3 24.7 11.6
Arizona 21.1 22.8 17.3 8.3
California 15.7 18.7 13.8 5.7
Colorado 33.5 26.1 19.7 6.8
Connecticut 24.0 21.2 19.7 6.3
Delaware 32.7 23.8 20.1 8.3
Florida 26.9 21.4 17.3 8.5
Georgia 36.5 21.4 20.4 8.8
Hawaii 20.6 19.5 14.6 6.4
Iowa 31.4 20.3 20.8 7.3
Idaho 26.5 24.9 13.7 3.8
Illinois 27.3 23.5 22.7 8.2
Indiana 40.4 26.3 24.6 8.6
Kansas 30.8 23.7 20.0 8.9
Kentucky 43.6 30.2 26.0 12.7
Louisiana 38.7 26.9 24.5 11.6
Massachusetts 29.0 23.1 18.7 6.7
Maryland 30.6 23.0 17.2 6.4
Maine 35.5 25.6 18.6 7.4
Michigan 44.8 26.7 23.5 9.0
Minnesota 33.5 24.6 20.4 7.9
Missouri 43.2 26.1 25.6 9.4
Mississippi 37.1 25.8 23.1 9.3
Montana 38.6 23.1 18.3 8.2
North Carolina 31.1 26.4 21.7 8.1
North Dakota 33.5 26.3 22.0 9.3
Nebraska 33.2 23.1 20.4 9.1
New Hampshire 37.3 22.9 17.6 5.8
New Jersey 23.4 23.7 17.5 8.3
New Mexico 26.4 24.1 20.1 9.2
Nevada 23.2 23.9 16.9 10.4
New York 22.3 22.3 16.9 7.4
Ohio 44.3 26.7 23.1 8.2
Oklahoma 36.8 26.4 22.0 9.2
Oregon 33.3 23.1 18.8 6.5
Pennsylvania 38.2 24.0 22.2 8.6
Rhode Island 30.6 19.6 20.0 6.4
South Carolina 36.5 25.3 21.5 9.0
South Dakota 29.4 26.7 20.0 10.9
Tennessee 40.1 28.8 23.2 10.1
Texas 22.5 23.9 19.4 8.0
Utah 25.6 16.9 8.5 2.6
Virginia 31.7 25.5 19.4 8.0
Vermont 38.9 19.4 16.8 6.0
Washington 31.6 24.9 17.9 7.0
Wisconsin 44.4 23.4 20.6 7.0
West Virginia 39.1 28.8 27.4 12.9
Wyoming 40.8 23.7 22.9 7.2
United States 28.9 23.9 19.4 7.8
District of Columbia 41.1 34.3 20.9 8.1

                                                  pERCEnTAgE oF popuLATIon AgED 25 AnD oLDER 

LESS THAn HIgH 
SCHooL

HIgH SCHooL 
gRADuATES SoME CoLLEgE CoLLEgE 

gRADuATES

Alaska 34.4 28.4 15.1 11.1
Alabama 45.2 32.6 23.9 16.7
Arkansas 52.8 38.8 27.5 17.1
Arizona 40.6 26.7 22.4 13.9
California 28.8 23.8 16.9 11.2
Colorado 42.9 24.3 16.4 6.7
Connecticut 48.5 31.3 20.9 10.8
Delaware 40.8 29.8 23.5 11.8
Florida 42.7 30.0 21.8 12.5
Georgia 41.5 29.3 22.3 11.5
Hawaii 33.5 25.4 19.3 11.3
Iowa 49.0 32.2 22.1 11.1
Idaho 38.7 26.8 18.8 13.9
Illinois 33.9 30.3 21.8 12.3
Indiana 44.4 33.8 21.8 14.7
Kansas 49.3 32.1 20.9 12.0
Kentucky 52.7 34.2 26.3 14.8
Louisiana 49.5 35.8 27.5 15.2
Massachusetts 40.3 27.2 21.1 10.8
Maryland 45.7 29.5 21.3 12.8
Maine 45.4 26.7 19.8 9.9
Michigan 46.2 29.4 21.8 12.6
Minnesota 37.1 24.8 18.1 9.0
Missouri 43.1 32.0 24.4 12.9
Mississippi 51.5 36.6 26.3 18.3
Montana 34.7 27.7 21.7 10.6
North Carolina 44.7 33.1 22.2 12.3
North Dakota 44.2 32.4 23.3 15.0
Nebraska 33.7 29.8 20.9 11.4
New Hampshire 44.3 29.9 20.7 9.1
New Jersey 45.1 33.1 24.1 14.8
New Mexico 37.0 29.1 19.7 11.3
Nevada 33.2 28.7 17.4 12.2
New York 46.1 29.6 23.1 14.5
Ohio 47.8 33.6 22.3 12.3
Oklahoma 46.4 35.7 26.2 16.8
Oregon 32.7 23.2 15.5 6.9
Pennsylvania 43.8 30.4 22.8 10.9
Rhode Island 42.3 33.6 22.2 10.8
South Carolina 44.2 32.1 23.0 12.0
South Dakota 42.9 31.5 19.7 13.8
Tennessee 48.1 37.5 23.6 14.1
Texas 47.5 32.4 24.5 13.3
Utah 39.5 22.5 15.5 8.8
Virginia 43.6 31.3 22.2 12.7
Vermont 42.9 26.5 15.1 8.0
Washington 37.3 27.1 18.5 10.1
Wisconsin 35.8 25.5 20.6 10.9
West Virginia 47.7 35.6 27.4 15.9
Wyoming 36.5 30.2 19.0 13.5
United States 41.7 30.3 21.5 12.3
District of Columbia 38.4 30.4 18.1 8.4
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Table 11
obesity by 

Education and State

Health Disparities

Data Source: Behavioral Risk 
Factor Surveillance System, 
CDC, 2012.

Note: Self-reported weight 
status for other subpopulations 
is available at www.ameri-
cashealthrankings.org/ALL/
Obesity/disparities. Data are not 
age-adjusted.

                                                   pERCEnTAgE oF popuLATIon AgED 25 AnD oLDER 

LESS THAn HIgH 
SCHooL

HIgH SCHooL 
gRADuATES SoME CoLLEgE CoLLEgE 

gRADuATES

Alaska 29.1 29.9 29.7 25.1
Alabama 37.1 35.4 35.7 28.6
Arkansas 37.9 37.7 34.4 31.9
Arizona 34.4 28.6 27.7 22.4
California 36.9 30.2 29.4 16.4
Colorado 28.0 24.9 24.1 16.0
Connecticut 37.2 31.9 33.7 17.8
Delaware 31.2 31.5 34.4 21.1
Florida 27.0 30.3 26.1 23.4
Georgia 30.7 35.5 35.1 24.2
Hawaii 30.1 30.2 24.7 16.9
Iowa 34.5 36.3 34.2 25.0
Idaho 33.6 27.6 31.4 24.8
Illinois 33.0 33.5 31.6 24.8
Indiana 41.4 34.6 35.0 24.7
Kansas 38.4 33.6 34.1 24.3
Kentucky 34.8 34.3 35.3 27.4
Louisiana 40.9 36.4 41.6 29.0
Massachusetts 33.7 28.7 28.2 16.7
Maryland 35.6 34.9 32.8 22.3
Maine 37.4 34.7 31.7 20.2
Michigan 33.3 36.4 35.1 25.8
Minnesota 36.5 30.6 30.0 19.5
Missouri 35.1 31.8 33.5 28.0
Mississippi 38.9 36.9 38.0 31.3
Montana 32.9 27.6 28.1 18.5
North Carolina 34.0 34.2 32.3 24.4
North Dakota 39.6 33.4 32.2 25.8
Nebraska 30.9 34.0 32.0 25.0
New Hampshire 38.5 32.6 31.9 21.1
New Jersey 34.7 29.5 28.7 19.0
New Mexico 35.0 29.9 31.4 19.3
Nevada 34.3 29.0 29.8 19.5
New York 34.4 26.1 26.7 18.9
Ohio 39.3 33.4 34.5 25.4
Oklahoma 34.5 34.8 36.3 26.1
Oregon 41.4 33.8 30.5 19.8
Pennsylvania 33.6 33.8 33.0 22.5
Rhode Island 30.2 32.0 29.4 21.0
South Carolina 40.9 34.8 35.3 24.8
South Dakota 35.5 32.9 30.9 23.5
Tennessee 36.6 34.0 37.0 26.0
Texas 37.4 34.3 32.6 24.3
Utah 30.1 28.5 28.2 22.3
Virginia 36.3 35.2 32.4 20.1
Vermont 28.6 31.3 26.9 16.8
Washington 36.2 32.7 31.0 20.9
Wisconsin 37.7 33.8 32.7 24.7
West Virginia 34.9 36.7 36.0 28.7
Wyoming 38.6 28.7 26.9 18.0
United States 35.3 32.5 31.4 21.9
District of Columbia 35.9 33.9 29.8 13.2
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Data Source: Behavioral Risk 
Factor Surveillance System, 
CDC, 2012.

Note: Self-reported diabetes 
for other subpopulations is 
available at www.ameri-
cashealthrankings.org/ALL/
Diabetes/disparities. Data are 
not age-adjusted.

                                                  pERCEnTAgE oF popuLATIon AgED 25 AnD oLDER 

LESS THAn HIgH 
SCHooL

HIgH SCHooL 
gRADuATES SoME CoLLEgE CoLLEgE 

gRADuATES

Alaska 10.8 8.3 9.2 4.8
Alabama 17.5 16.1 12.5 9.3
Arkansas 15.3 13.5 12.5 8.6
Arizona 16.4 11.9 12.6 7.9
California 16.5 12.4 11.2 6.9
Colorado 14.6 10.0 8.9 5.0
Connecticut 18.5 12.8 10.9 5.6
Delaware 15.1 11.8 11.0 7.5
Florida 20.6 13.8 11.3 8.5
Georgia 16.2 12.5 10.6 7.5
Hawaii 14.6 9.4 9.4 5.5
Iowa 19.5 13.2 9.3 7.2
Idaho 17.1 9.2 10.5 6.1
Illinois 18.0 12.3 11.3 5.8
Indiana 20.2 14.3 10.9 7.3
Kansas 12.8 13.9 10.3 7.3
Kentucky 16.3 12.7 11.6 7.2
Louisiana 21.2 14.2 12.4 8.8
Massachusetts 15.7 13.0 9.5 5.2
Maryland 19.3 13.4 11.0 7.7
Maine 18.4 13.2 9.9 6.2
Michigan 17.8 13.8 11.3 7.4
Minnesota 16.1 10.7 7.7 4.7
Missouri 20.4 13.0 11.5 7.5
Mississippi 21.3 15.1 12.3 9.4
Montana 10.0 10.5 7.7 5.5
North Carolina 17.2 13.0 11.3 7.8
North Dakota 20.6 11.5 8.7 6.6
Nebraska 9.0 11.6 9.5 6.4
New Hampshire 19.7 12.9 10.3 5.9
New Jersey 16.2 12.0 9.9 7.6
New Mexico 17.8 12.0 11.1 7.7
Nevada 10.8 12.7 8.9 7.8
New York 20.0 12.6 10.9 5.8
Ohio 20.3 14.3 13.6 7.6
Oklahoma 17.5 14.2 12.0 10.1
Oregon 18.5 12.2 12.5 6.3
Pennsylvania 18.5 13.1 11.5 6.6
Rhode Island 15.5 12.3 11.5 7.7
South Carolina 20.7 14.3 12.8 7.2
South Dakota 14.3 10.6 7.7 5.9
Tennessee 19.6 13.5 13.6 8.7
Texas 16.6 13.7 11.7 7.9
Utah 12.3 9.4 8.7 6.1
Virginia 20.4 14.8 11.8 5.8
Vermont 12.9 10.7 7.0 4.9
Washington 12.0 11.8 10.7 6.7
Wisconsin 18.2 10.7 8.7 5.4
West Virginia 20.4 15.0 12.9 9.9
Wyoming 17.4 11.4 9.1 8.1
United States 17.7 13.0 11.1 7.0
District of Columbia 21.6 15.7 9.9 3.8

Table 12
Diabetes by 
Education and State
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Improved Disparity Measure

under the guidance of the scientific 
advisory committee, a new measure for 
disparity was developed for inclusion in this 
and future editions.

the former measure, Geographic 
disparity, was used in the 2008 through 
2012 editions and measured the variation 
in the age-adjusted mortality rate among 
counties within a state. it was defined as 
the standard deviation of the 3-year aver-
age, age-adjusted all-cause mortality rate 
for all counties within a state divided by the 
3-year age-adjusted all-cause mortality rate 
for the state. the lower the percent, the 
closer each county was to the state average 
and the more uniform the mortality rate was 
across the state. for counties with fewer 
than 20 deaths in the 3-year period (about 
20 to 30 counties in the united states each 
year), the county was assumed to have an 
age-adjusted death rate equal to the state’s 
age-adjusted death rate and thus had no 
effect on the geographic disparity of the 
state.

Geographic disparity posed several 
difficulties as a disparity metric. the math-
ematical construct presented significant 
issues for states that have only a handful of 
counties such as delaware (3), hawaii (5), 
rhode island (5), connecticut (8), and new 
hampshire (10). in addition, if a state had a 
few counties, regardless of population, that 
were highly skewed, the disparity number 
was adversely affected. furthermore, 
geographic disparity and its overall mortal-
ity base did not present a concept that was 
readily communicated nor easily acted upon. 

stronger and more meaningful county-
level public health information is available at 
the county health rankings (www.county-
healthrankings.org), a collaboration between 
the robert Wood Johnson foundation 
and the university of Wisconsin Population 
health institute. the county health rankings 
is an annual report that started nationwide 3 
years ago, and it provides comparison health 
statistics among counties within a state 
using a model similar to America’s Health 
Rankings®.

the new measure, disparity in health 
status, is the age-adjusted percent differ-
ence in adults aged 25 and older who did 
not graduate high school and adults with at 
least a high school education (graduated high 
school, attended college or technical school, 
or graduated from college or technical school) 
who self-report being in excellent or very 
good health. the measure uses data from the 
Behavioral risk factor surveillance system 
(Brfss) maintained by the cdc. the 2 sub-
populations of interest, less than high school 
education and all others, were chosen to focus 
attention on the lower level of attainment.

like Geographic disparity, this measure is 
an outcome of a myriad of health determi-
nants. it is based upon self-rated health status, 
a 5-option question in which respondents are 
asked to report their current health status as 
excellent, very good, good, fair, or poor.9 the 
question is often viewed as a strong proxy for 
health-related quality of life.10 

the Brfss dataset allows analysis by many 
different subpopulations including race/eth-
nicity, gender, income, age, urbanicity, and 
educational attainment. analysis by these 
subpopulations show that several are highly 
correlated (ie, race/ethnicity, income, and 
educational attainment). educational attain-
ment was chosen for this metric because 
it is the most amenable of those available. 
strategies to address these disparities can 
take 2 approaches: reduce the differences in 
educational levels within the population and 
develop health initiatives that are targeted 
specifically to improving the health of the 
disparate group(s). the first reduces the size 
of the affected population and the latter can 
affect the magnitude of the difference. also, 
unlike race/ethnicity, these subpopulations 
exist in all states, making comparison across all 
states possible.

Health Disparities

9 Centers for Disease Control and Prevention. Behaviorial 
risk factor surveillance system, http://www.cdc.gov/brfss/
questionnaires.htm Accessed October 11, 2013.

10 US Department of Health and Human Services, Centers 
for Disease Control and Prevention. Measuring healthy 
days, population assessment of health-related quality of 
Life, November 2000.  http://www.cdc.gov/hrqol/pdfs/
mhd.pdf. Accessed October 11, 2013.



a m e r i c a’ s  h e a lt h  r a n k i n g s ®   2 9

When health in the united states is compared 
to health in other countries, the picture is disap-
pointing. in an often cited report from 2000, the 
World health organization (Who) ranked the us 
health care system 37th out of 191 nations in the 
world.11 in Who’s 2013 publication, World Health 
Statistics, the united states outperforms many 
countries on a variety of health-related measures, 
but it is far from the best in many of the key mea-
sures used to gauge healthiness and it lags behind 
its peers in other developed countries.12 the 
latest updates on global health indicators by the 
Who are at http://apps.who.int/nha/database/
dataexplorerregime.aspx.

for nearly all indicators of mortality, survival, 
and life expectancy, the united states ranks at 
or near the bottom among high-income coun-
tries.13 life expectancy is a measure that indicates 
the number of years a newborn is expected to 
live. Japan, san marino, and switzerland are the 
persistent leaders for developed countries in this 
measure, with an overall life expectancy of 83 
years.12 men of Qatar and women of Japan have 
the highest life expectancies of 83 years and 86 
years, respectively.12 With a life expectancy of 
81 years for women and 76 years for men, the 
united states ranks 33rd (36th for men and 35th 
for women) among the 193 reporting nations 
of the Who.12 table 13 lists a few other coun-
tries for comparison purposes. life expectancy 
in the united states does not compare to most 
other developed countries as us male life expec-
tancy rates are on par with chile, cuba, Brunei 
darussalam, and maldives.12 us female life expec-
tancy rates are on par with colombia, costa rica, 
czech republic, estonia, Poland, and Qatar. 

Comparison to other nations

at a more granular level (ie, at the county level), 
us life expectancy rates appear even worse when 
compared to other leading nations.14 While many 
us counties (33 counties for men and 8 counties 
for women) exceed the average life expectancy of 
the 10 leading nations, by far the majority of us 
counties lag behind these other nations. in fact, 92 
us counties for men and 2 us counties for women 
have life expectancy rates similar to those expe-
rienced by other leading nations dating back to 
1957 or earlier. life expectancy rates in 1,406 us 
counties are now further behind those of develop-
ing nations than they were 7 years earlier.14

Premature death contributes to lower life 
expectancy. for decades, the united states has 
experienced the highest infant mortality rate of 
high-income countries (table 13).12 in 2011, the 
infant mortality rate in the united states was 6 
deaths per 1,000 live births, ranking 40th among 
Who nations.12 infant mortality rates in finland, 
Japan, and sweden are one third the us rate. 
these countries also have considerably lower 
infant mortality rates than that of non-hispanic 
whites in the united states, which is the ethnic/
racial group with the lowest infant mortality rate. 
the persistent racial/ethnic disparities related to 
infant mortality within the united states could 
be related to differences in risk factors for infant 
mortality among different racial/ethnic groups (eg, 
risk for low birthweight delivery, socioeconomic 
status, access to medical care). however, many of 
the racial and ethnic differences in infant mortal-
ity remain unexplained.15 it should be noted that 
the reporting and classification of infant mortality 
varies among countries, which may be reflected in 
the ranks. 

in addition to infant mortality, deaths among 
youth and young adults impact life expectancy. 
among us adolescents and young adults, uninten-
tional injuries claim about 30 percent of the years 
lost before age 50, along with violence and sui-
cides. noncommunicable (chronic) diseases, such 
as heart disease, cancer, and other conditions not 
caused by infections, become more of a contribut-
ing factor after age 30.13

differences in healthy life expectancy are also 
impacted by the effectiveness of treating disease, 

Comparison to Other Nations

11 The world health report 2000 - health systems: Improving per-
formance. Bulletin- World Health Organization. 2000;78:1064.

12 World Health Organization (2013). World Health Statistics 
2013.

13 National Research Council (US), Institute of Medicine (US). US 
health in international perspective: shorter lives, poorer health. 
2013. http://www.nap.edu/catalog.php?record_id=13497.

14 Kulkarni SC. Falling behind: Life expectancy in US counties 
from 2000 to 2007 in an international context. Population 
Health Metrics. 2011;9(1):16. doi: 10.1186/1478-7954-9-16.

15 MacDorman MF, and Mathews TJ. Recent Trends in Infant 
Mortality in the United States. Hyattsville, MD: US Dept. of 
Health and Human Services, Centers for Disease Control and 
Prevention, National Center for Health Statistics; 2008.



3 0   w w w . a m e r i c a s h e a l t h r a n k i n g s . o r g

Comparison to other nations

Table 13
Infant Mortality, 
Life Expectancy, 

and Health 
Expenditures by 

Country

*Rank among 194 member countries of WHO
**Total expenditure on health as % of gross domestic product 

InFAnT         
MoRTALITy  RATE LIFE ExpECTAnCy (yEARS AT BIRTH)

CounTRy
DEATHS pER 
1,000 LIvE 

BIRTHS
RAnK* MALE RAnK* FEMALE RAnK*

HEALTH
ExpEnDITuRE 

(%)**

Australia 4 22 80 4 84 9 9.03
Austria 4 22 78 24 84 9 10.64
Belgium 4 22 78 24 83 20 10.6
Canada 5 33 80 4 84 9 10.91
China 13 74 74 45 77 74 5.15
Czech Republic 3 9 75 41 81 35 7.38
Denmark 3 9 77 31 82 29 11.15
Finland 2 1 78 24 84 9 8.85
France 3 9 78 24 85 2 11.63
Germany 3 9 78 24 83 20 11.06
Greece 4 22 78 24 84 9 9.04
Hungary 5 33 71 78 79 50 7.75
Ireland 3 9 79 12 83 20 9.38
Israel 4 22 80 6 84 9 7.73
Italy 3 9 80 6 85 2 9.5
Japan 2 1 79 12 86 1 9.27
Mexico 13 74 72 63 78 56 6.14
Netherlands 3 9 79 12 83 20 11.96
New Zealand 5 33 79 12 83 20 10.08
Norway 3 9 79 12 83 20 9.07
Poland 5 33 72 63 81 35 6.74
Portugal 3 9 77 31 83 20 10.36
Spain 4 22 79 12 85 2 9.44
Sweden 2 1 80 4 84 9 9.36
Switzerland 4 22 80 4 85 2 10.86
United Kingdom 4 22 79 12 82 29 9.32
United States of America 6 40 76 36 81 35 17.98
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especially treatable diseases such as bacterial 
infections, certain cancers, diabetes, cardiovascular 
and cerebrovascular diseases, and complications 
from common surgical procedures. the age-
adjusted amenable mortality rate before age 75 
for the united states was 95.5 deaths per 100,000 
population in 2006 to 2007.16 although this rate 
was down 25 deaths per year from 10 years prior, 
the rate of improvement was much slower than 
in other organization for economic cooperation 
and development (oecd) nations. the rate in 
the united states remains 50 percent higher than 
the rates in australia, france, Japan, and italy, 
reportedly contributing to 59,500 to 84,300 excess 
deaths before age 75 in the united states.16

Per capita health care spending in the united 
states continues to be the highest in the world. 
the median expenditure among oecd countries 
is around $3,000 per person. in the united states, 
it is more than $8,000 per person.17 the annual 
growth rate of spending in the united states 
from 2000 through 2010 was 4.3 percent, slightly 
under the average of 4.7 percent among oecd 
countries.17 utilization of health care in the united 
states also exceeds other oecd countries, with 
25 percent of adults taking at least 4 prescriptions 
regularly compared to a median of 17 percent 
among studied countries. us patients receive 91 
mri exams per 100,000 population compared to 
fewer than 50 exams per 100,000 population in the 
other 5 reporting countries.18

the united states spends the most on health 
care, but this does not translate into better care 
for everyone, as the united states has one of the 
highest inequalities in health compared to other 
developed countries. the united states ranks 
among the worst oecd countries for child health 
well-being, having an inequality higher than aver-
age.19 although the united states has the highest 
national income per person, it continues to rank 
as the worst country for income inequality. this 
inequality is thought to explain why it has the high-
est index of health and social problems compared 
to other wealthy nations.20 

Physical inactivity is a major contributor to 
disease worldwide and is the fourth leading risk 
factor for global mortality.21 With roughly a third of 
the world’s population inactive, physical inactivity 
is responsible for an estimated 6 to 10 percent of 
non-communicable diseases such as heart disease, 

type 2 diabetes, breast cancer, and colon cancer. 
overall it is responsible for 9 percent of premature 
deaths—5.3 million deaths in 2008.22 it is estimated 
that eliminating physical inactivity in the united 
states could add nearly 1 year to life expectancy 
and dramatically reduce the burden of chronic 
diseases.22

obesity is another major contributor to disease. 
north america has 34 percent of the world’s bio-
mass due to obesity, yet it only makes up 6 percent 
of the world population. asia, on the other hand, 
has 61 percent of the world population yet only 
13 percent of its biomass due to obesity.23 While 
the united states is only 1 of several countries that 
make up north america, they are the only north 
american nation to rank among the heaviest 10 
globally. 

despite the highest per capita spending on 
health care (table 13), the united states does not 
fare well in most comparisons to other developed 
countries. Key indicators of health and the health 
care system are substantially lower in the united 
states compared to other countries. the united 
states has some of the most state-of-the-art 
health care facilities, yet behavioral factors such as 
physical inactivity, smoking, and dietary choices, 
combined with inequalities, result in poor perfor-
mance. innovative solutions from the individual 
level to the national level are needed in order to 
address the health care challenges of today and 
the future. 

16 Nolte E. Variations in amenable mortality—trends in 16 high-
income nations. Health Policy. 2011;103(1):47.

17 Organization for Economic Co-operation and Development. 
OECD Health Data 2012.

18 Squires DA. The US health system in perspective: A 
comparison of twelve industrialized nations. Issue Brief 
(Commonwealth Fund). 2011;16:1-14.

19 UNICEF. The children left behind: A league table of inequal-
ity in child well-being in the world’s rich countries. Innocenti 
Research Centre: Report Card 9. 2010.

20 Wilkinson RG, Prickett KE. Income inequality and social dys-
function. Annual Review of Sociology. 2009.

21 World Health Organization. Global Health Risks Mortality 
and Burden of Disease Attributable to Selected Major Risks. 
Updated 2009.

22 Lee I, Shiroma EJ, Lobelo F, Puska P, Blair SN, Katzmarzyk 
PT. Effect of physical inactivity on major non-communicable 
diseases worldwide: An analysis of burden of disease and life 
expectancy. The Lancet. 2012.

23 Walpole SC, Prieto-Merino D, Edwards P, Cleland J, Stevens G, 
Roberts I. The weight of nations: An estimation of adult human 
biomass. BMC Public Health. 2012.
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Methodology
the methodology underlying America’s Health 
Rankings® reflects the evolving expectations and 
role of health in our society and our ability to mea-
sure various aspects of health. for each measure, 
the raw data, as obtained from the stated sources 
and adjusted for age as appropriate, is presented 
and referred to as “value.” 

for several measures, such as infant mortality 
and drug deaths, data from multiple years are 
combined to provide sufficient sample size to be 
meaningful. When age-adjusting multiple years of 
data the population profile for the middle year of 
data is used. for example, if the data is from 2010 
to 2012, the standard population is set at 2011.

the score for each state is based on the follow-
ing formula. the score is stated as a decimal.

          STATE VALUE – NATIONAL MEAN
SCORE = –––––––––––––––––––––––––––––––––––––
  STANDARD DEVIATION OF ALL STATE VALUES

often referred to as a “Z-score,” this score indi-
cates the number of standard deviations a state is 
above or below the national mean. this results in a 
score of 0.00 for a state with the same value as the 
national mean. states that have a higher value than 
the national average will have a positive score while 
those with a lower value will have a negative score. 
scores are calculated to 3 decimal places and, to 
prevent an extreme value from excessively influ-
encing a final score, the maximum score any state 
could receive for a measure is plus or minus 2. 

Where a value for the united states overall is not 
available, the national mean is set at the average 
value of the states and the district of columbia. 
for data sourced from the Behavioral risk factor 
surveillance system (Brfss), the median of all 
states is substituted for the national mean in the 
above calculation—this reflects cdc’s standard 
practice of reporting the median for the united 
states using data derived from the Brfss.

the overall score was calculated by adding the 
scores of each measure multiplied by its percent-
age of total overall ranking and the effect it has 
on health (see table 1). note: scores reported for 
individual measures may not add up to the overall 
scores due to the rounding of numbers.

the ranking is the ordering of each state accord-
ing to value. ties in values are assigned equal 
rankings. the exception to this is the infectious 
disease measure. since it is a composite of 3 
separate incidence rates, the ranking is based on 
the average of the individual scores for chlamydia, 

pertussis, and Salmonella.
overall comparisons to prior years need to be 

made with caution due to changes in the model 
over time. significant changes in methodology 
made by Brfss in 2011, implemented in the 2012 
edition, do not allow for year-to-year comparisons 
of measures derived from Brfss data from before 
this transition. see the section below for more 
information on the Brfss changes.

the 2013 edition uses the improved methodol-
ogy introduced in the 2009 edition to calculate 
state ranks. these changes have been instituted 
for all data presented on www.americashealthrank-
ings.org, but are not captured in print editions 
prior to 2009. 

Weighting of Measures
three criteria were considered when assigning 
weights to measures.
1. What effect does a measure have on overall 

health?
2. is the effect measured solely by this measure or 

is it included in other measures?
3. how reliable is the data supporting a measure?

the final weights, presented in table 14, are 
based on input from experts in 1990 and 1991 and 
the scientific advisory committee and its continu-
ing methodological review (page 11). the weights 
of the measures total 100 percent. determinants 
account for 75 percent of the overall score and 
outcomes account for 25 percent, a shift from 
the 50/50 balance in the original 1990 index. this 
reflects the importance and growing availability of 
determinant data. the column labeled  
“% of total” indicates the weight of each measure 
in determining the overall score. for example, 
prevalence of smoking is 7.5 percent of America’s 
Health Rankings®. the column labeled “effect on 
score” presents how each measure positively or 
negatively relates to the overall score. for exam-
ple, a high prevalence of smoking has a negative 
effect on score and will lower the ranking of a 
state. an increase in the percentage of high school 
graduates has a positive effect on score and will 
increase the overall ranking of a state. 

Impact of Model Changes
When model changes are implemented, such as 
the addition of new metrics, it becomes difficult to 
discern whether a state’s change in overall rank is a 
true change or whether it is caused by the inclu-
sion of new metrics. Prior to deciding to change 

Methodology



a m e r i c a’ s  h e a lt h  r a n k i n g s ®   3 3

the model, the proposed new metrics and weights 
are placed into the previous year’s model to see 
what impact adding or removing metrics has on 
each state’s overall ranking. 

in order to make an accurate year-to-year com-
parison on overall health, it is necessary to use the 
same metrics and weights for each year. therefore, 
the prior year’s overall score and rank is recalcu-
lated using all changed metrics and weights, and 
this revised score and rank is used for comparisons 
between this edition and the immediately prior 
edition.

table 15 shows the 2012 ranks for each state 
using the original model and the modified model 
for the 2013 edition. these changes are due 
to the addition of new metrics, the revision of 

Table 14
Weight of Individual Measures

nAME oF MEASuRE % oF ToTAL EFFECT  
on SCoRE

DETERMInAnTS 75.0
BEHAvIoRS 25.0

Smoking 7.5 Negative
Binge Drinking 2.5 Negative
Drug Deaths 2.5 Negative 
Obesity 5.0 Negative
Physical Inactivity 2.5 Negative
High School Graduation 5.0 Positive

CoMMunITy AnD EnvIRonMEnT 22.5
Violent Crime 5.0 Negative
Occupational Fatalities 2.5 Negative
Infectious Disease 5.0 Negative
Children in Poverty 5.0 Negative
Air Pollution 5.0 Negative

poLICy 12.5
Lack of Health Insurance 5.0 Negative
Public Health Funding 2.5 Positive
Immunizations-Children 2.5 Positive
Immunizations-Adolescents 2.5 Positive

CLInICAL CARE 15.0
Low Birthweight 3.75 Negative
Primary Care Physicians 3.75 Positive
Dentists 3.75 Positive
Preventable Hospitalizations 3.75 Negative

ouTCoMES 25.0
Diabetes 3.125 Negative
Poor Mental Health Days 3.125 Negative
Poor Physical Health Days 3.125 Negative
Disparity in Health Status 3.125 Negative
Infant Mortality 3.125 Negative 
Cardiovascular Deaths 3.125 Negative
Cancer Deaths 3.125 Negative
Premature Death 3.125 Negative

ovERALL HEALTH RAnKIng 100.0

existing metrics, and shifts in the metric weights, 
as described in this section and in the scientific 
advisory committee section (page 11).

Behavioral Risk Factor Surveillance System 
Methodology
the Behavioral risk factor surveillance system 
(Brfss) is a state-based system of health surveys 
that collects information on health risk behaviors, 
preventive health practices, and health care access 
primarily related to chronic disease and injury. 
Brfss was established in 1984 by the centers for 
disease control and Prevention (cdc). currently, 
data are collected monthly in all 50 states, the 
district of columbia, Puerto rico, the us virgin 
islands, and Guam. more than 475,000 adults aged 
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STATE 2012
oRIgInAL

2012
REvISED

Alabama 45 45
Alaska 28 24
Arizona 25 26
Arkansas 48 48
California 22 21
Colorado 11 9
Connecticut 6 7
Delaware 31 32
Florida 34 31
Georgia 36 39
Hawaii 2 1
Idaho 17 19
Illinois 30 30
Indiana 41 41
Iowa 20 17
Kansas 24 27
Kentucky 44 43
Louisiana 49 49
Maine 9 15
Maryland 19 20
Massachusetts 4 4
Michigan 37 33
Minnesota 5 3
Mississippi 49 50
Missouri 42 40
Montana 29 28
Nebraska 15 11
Nevada 38 37
New Hampshire 3 5
New Jersey 8 10
New Mexico 32 36
New York 18 18
North Carolina 33 34
North Dakota 12 8
Ohio 35 38
Oklahoma 43 46
Oregon 13 14
Pennsylvania 26 29
Rhode Island 10 16
South Carolina 46 44
South Dakota 27 23
Tennessee 39 42
Texas 40 35
Utah 7 6
Vermont 1 2
Virginia 21 22
Washington 13 12
West Virginia 47 47
Wisconsin 16 13
Wyoming 23 25

Table 15
Changes in 2012 

Rank Due to  
new Model

Methodology

18 and older were interviewed in 2011, making the 
Brfss the largest telephone health survey in the 
world.24  

in 2011, Brfss introduced 2 changes to their 
telephone survey. the first change is a revised 
method of analysis. survey data is always adjusted 
to reflect who completes a survey in comparison to 
the population being surveyed. Previously, Brfss 
had used a process called post-stratification that 
allowed them to correct for about half a dozen 
differences among the completed surveys and 
the population. starting with the 2012 edition, a 
process called raking was adopted which allows 
them to adjust for over a dozen differences. this 
becomes increasingly important as you get more 
diverse segments within the population and 
improves the accuracy of the survey estimates.25

the second change was to survey households 
that use a cell phone as their primary residential 
phone and do not have a landline. this portion of 
the population is increasing rapidly, and the prior 
landline only surveys were not reaching these 
households. the cdc conducted a study and 
found 4 demographic groups in which the major-
ity live in households without landlines: adults 
aged 25 to 34, adults living with only unrelated 
roommates, adults renting their home, and adults 
living in poverty.26 the survey still does not capture 
responses from those without a phone, and the 
cdc, similar to all phone surveys, faces difficulty 

reaching those who screen all calls. 
America’s Health Rankings® uses 8 metrics 

that rely on Brfss data: prevalences of smoking, 
obesity, binge drinking, physical inactivity, and 
diabetes; the number of poor physical health days 
in the last 30 days; the number of poor mental 
health days in the last 30 days; and disparity in 
health status. the changes in the Brfss meth-
odology do not allow comparisons to be made 
between the values of these metrics in the 2012 or 
2013 editions with values presented in the 2011 or 
earlier editions, because shifts in the prevalence 
data are likely caused by the new methods and are 
not representative of true trends.

24 Centers for Disease Control and Prevention. Behavioral risk 
factor surveillance system (BRFSS). http://www.cdc.gov/brfss/
index.htm. Accessed November 9, 2012.

25 Centers for Disease Control and Prevention. Methodologic 
changes in the behavioral risk factor surveillance system in 
2011 and potential effects on prevalence estimates. MMWR. 
2012;61:22. http://www.cdc.gov/mmwr/preview/mmwrhtml/
mm6122a3.htm?s_cid=mm6122a3_w. Accessed November 9, 
2012.

26 Blumberg PD, Stephen J, Luke JV. Wireless substitution: 
Early release of estimates from the national health interview 
survey, January–June 2011. http://www.cdc.gov/nchs/data/
nhis/earlyrelease/wireless201112.pdf. Published December 
21, 2011. Accessed November 9, 2012.
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Measures
Selection of Measures
four primary considerations drove the design of 
America’s Health Rankings® and the selection of 
the individual measures:

1.  the overall rankings had to represent a broad 
range of issues that affect a population’s health.

2.  individual measures needed to use common 
health measurement criteria.

3.  data had to be available at a state level.
4.  data had to be current and updated  

periodically.

While not perfect, the measures selected are 
believed to be the best available indicators of the 
various aspects of healthiness at this time and are 
consistent with past reports.

for America’s Health Rankings® to continue to 
meet its objectives, it must evolve and incorpo-
rate new information as it becomes available. the 
scientific advisory committee provides guidance 
for the evolution of the rankings, balancing the 
need to change with the desire for longitudinal 
comparability. over the last few years, change is 
being driven by: 1) acknowledgment that health is 
more than years lived but also includes the qual-
ity of those years; 2) data about the quality and 
cost of health care delivery are becoming avail-
able on a comparative basis; and 3) measurement 
of additional determinants of health are being 
initiated and/or improved. the committee also 
emphasizes that the real impact on health will be 
made by addressing the determinants, and making 
improvements on these items will affect the long-
term health of the population. the determinants 
are the predictors of our future health.

as with all indices, the positive and negative 
aspects of each measure must be weighed when 
choosing and developing them. these aspects for 
consideration include: 1) the interdependence of 
the different measures; 2) the possibility that the 
overall ranking may disguise the effects of indi-
vidual measures; 3) an inability to adjust all data by 
age and race; 4) an over-reliance on mortality data; 

and 5) the use of indirect measures to estimate 
some effects on health. these concerns cannot 
be addressed directly by adjusting the methodol-
ogy; however, assigning weights to the individual 
measures can mitigate their impact (table 14 on 
page 33).

Determinants and outcomes 
the 27 measures that comprise America’s Health 
Rankings® are of 2 types—determinants and 
outcomes. determinants represent those actions 
that can affect the future health of the population, 
whereas outcomes represent what has already 
occurred, either through death, disease, or missed 
days due to illness. 

for further clarity, determinants are divided into 
4 groups: Behaviors, community and environment, 
Policy, and clinical care. these 4 groups of 
measures influence the health outcomes of the 
population in a state, and improving these inputs 
will improve outcomes over time. most measures 
are actually a combination of activities in all 4 
groups. for example, the prevalence of smoking 
is a behavior that is strongly influenced by the 
community and environment in which we live, by 
public policy including taxation and restrictions on 
smoking in public places, and by the care received 
to treat the chemical and behavioral addictions 
associated with tobacco. however, for simplicity, 
we placed each measure in a single category.

for a state to improve the health of its 
population, efforts must focus on changing the 
determinants of health. if a state is significantly 
better in its score for determinants than its score 
for outcomes, it will likely improve its overall health 
ranking in the future. conversely, if a state is worse 
in its score for determinants than its score for 
outcomes, its overall health ranking will more likely 
decline over time.

table 2 (page 15) presents the overall scores for 
the determinants, outcomes, and implications for 
the future. 

Measures
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table 16 summarizes each of the core measures, 
including data source and data year, in this edition 
of America’s Health Rankings®. 

a short discussion of each measure immediately 
follows. the data for each year is the most current 
data available at the time the report was compiled. 

the full data tables are available at www.ameri-
cashealthrankings.org.

Health Determinants

BEHAVIORS
six measures reflect behaviors that are potentially 
modifiable through a combination of personal, 
community, and clinical interventions: smoking, 
obesity, binge drinking, drug deaths, physical inac-
tivity, and high school graduation. these items are 
determinants which measure behaviors and events 
that have an immediate or delayed effect on health 
and are therefore prominently included in these 
rankings. 

however, the selection of these 6 measures does 
not imply that they are the only underlying behav-
iors that need to be addressed in a comprehensive 
public health effort. for example, the american 
academy of family Physicians suggests that to 
improve health, individuals should:
•	 Avoid	any	form	of	tobacco;
•	 Eat	a	healthy	diet;
•	 Exercise	regularly;
•	 Drink	alcohol	in	moderation,	if	at	all;
•	 Avoid	use	of	illegal	drugs;
•	 Practice	safe	sex;
•	 Use	seat	belts	(and	car	seats	for	children)	when	

riding in a car or truck;
•	 Avoid	sunbathing	and	tanning	booths;
•	 Keep	immunizations	up-to-date;
•	 See	a	doctor	regularly	for	preventive	care.27  

additional suggestions for individual initiatives 
are in Healthy People 2020, published by the 
us department of health and human services, 
Washington, dc, available at www.healthypeople.
gov. 

the impact of changing behaviors is huge. cdc 
estimates that if tobacco use, poor diet, and physi-
cal inactivity were eliminated, 80 percent of heart 
disease and stroke, 80 percent of type 2 diabetes, 
and 40 percent of cancer would be prevented.28 

Smoking is the prevalence of adults who smoke 
cigarettes regularly. it is defined as the percentage 
of adults who self-report smoking at least 100 ciga-
rettes in their lifetime and who currently smoke. 

Description of Measures

Description of Measures
the 2013 ranks, based on self-report data from 
cdc’s 2012 Behavioral risk factor surveillance 
system (Brfss), are at www.americashealthrank-
ings.org/all/smoking. Because of the 2011 change 
in Brfss methodology, smoking prevalence 
from the 2012 edition onward cannot be directly 
compared to estimates from previous years (see 
Methodology, page 33).

smoking has a very well documented adverse 
impact on overall health. it is the leading cause of 
preventable death in the united states. each year, 
approximately 443,000 people die from cigarette 
smoking or exposure to secondhand smoke, and 
another 8.6 million suffer from a serious smoking-
related illness.29 smoking damages nearly every 
organ in the body and causes respiratory disease, 
heart disease, stroke, cancer, preterm birth, low 
birthweight, and premature death.30 on average, 
smokers lose an average of 13 to 14 years of life 
because of their smoking.31 annually in the united 
states, $96 billion in direct medical expenses and 
$97 billion in lost productivity are attributed to 
smoking.29

smoking not only puts smokers themselves at 
increased risk for negative health consequences, 
but also those who are exposed to secondhand 
smoke, as it has serious effects on the population 
causing respiratory infections in children and heart 
disease and lung cancer in adults.32 smoking is a 
lifestyle behavior that can be influenced by support 
from the community and/or clinical intervention. 
cessation at any age, even in a longtime smoker, 
can have profound benefits on current health 

27 American Academy of Family Physicians. What you can do 
to maintain your health preventive services for healthy living 
-- FamilyDoctor.org. http://familydoctor.org/familydoctor/
en/prevention-wellness/staying-healthy/healthy-living/what-
you-can-do-to-maintain-your-health.html. Published 01/96. 
Updated 2010. Accessed August 20, 2013.

28 Mensah GA. Global and domestic health priorities: Spotlight 
on chronic disease. Presented at: National Business Group 
on Health webinar; May 23, 2006.

29 Agaku I, King B, Dube SR. Current cigarette smoking among 
adults—United States, 2011. MMWR. 2012;61(44):889.

30 Centers for Disease Control and Prevention (CDC). Smoking 
and tobacco use. June 2, 2012. http://www.cdc.gov/
tobacco/. Accessed August 3, 2012.

31 US Department of Health and Human Services. The health 
consequences of smoking: A report of the Surgeon General. 
Atlanta, GA: Centers for Disease Control and Prevention, 
National Center for Chronic Disease Prevention and Health 
Promotion, Office on Smoking and Health; 2004.

32 US Department of Health and Human Services. The health 
consequences of involuntary exposure to tobacco smoke: 
A report of the Surgeon General. Atlanta, GA: Centers for 
Disease Control and Prevention, Coordinating Center for 
Health Promotion, National Center for Chronic Disease 
Prevention and Health Promotion, Office on Smoking and 
Health; 2006.
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status and long term outcomes. When smokers 
quit, the risk for a heart attack drops sharply after 
just 1 year; stroke risk can fall to about the same 
as a nonsmoker’s after 2 to 5 years; risks for cancer 
of the mouth, throat, esophagus, and bladder are 
cut in half after 5 years; and the risk for dying of 
lung cancer drops by half after 10 years.32 smokers 
who quit—even at an advanced age—will decrease 
their risk for heart attacks and strokes within 5 
years and those who quit before age 35 reduce 
their risk of premature death to almost the same 
level as non-smokers.32

a wide variety of interventions are effective in 
leading to smoking cessation at the individual and 
community levels. Policy efforts such as excise 
taxes and smoking bans have been pursued over 
the past several decades and have been effective 
in increasing cessation, preventing non-smokers 
from starting, and decreasing smoking related 
health problems.33, 34 due to the widespread nega-
tive health effects of secondhand smoke, reducing 
the prevalence of smoking and creating smoke-
free environments can have a profound impact on 
the entire community.32 for more information and 
resources to help smokers quit, see www.smoke-
free.gov.

the percentage of adults who currently smoke 
varies from a low of 10.6 percent in utah to 28.2 
percent in West virginia and 28.3 percent in 
Kentucky. in the united states, 19.6 percent of 
adults currently smoke, down from 21.2 percent 
in 2012. reducing cigarette smoking by adults is 
a healthy People 2020 leading health indicator; 
the target is to reduce the national prevalence of 
cigarette smoking among adults to 12.0 percent 
(http://www.healthypeople.gov/2020/topicsob-
jectives2020/objectiveslist.aspx?topicid=41).35 
smoking prevalence significantly decreased in 
17 states between the 2012 and 2013 edition 
(p=0.05) (table 7). for a table of smoking preva-
lence by state and education level, see Health 
Disparities within States, page 24.

33 Chaloupka FJ. Effectiveness of tax and price policies in 
tobacco control. Tob Control. 2011;20(3):235.

34 Naiman A. Association of anti-smoking legislation with rates 
of hospital admission for cardiovascular and respiratory condi-
tions. CMAJ. 2010;182(8):761.

35 Healthy People 2020. 2020 Topics & Objectives – Objectives 
A-Z http://www.healthypeople.gov/2020/topicsobjectives2020/
default.aspx. US Department of Health and Human Services. 
Updated March 8, 2013. Accessed October 22, 2013.
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Table 16
Description of Measures Summary

CoRE MEASuRES

DETERMInAnTS DESCRIpTIon SouRCE DATA yEAR(S)

BEHAvIoRS

Smoking Percentage of adults who are current smokers (smoked at least 100 
cigarettes in their lifetime and currently smoke). CDC BRFSS 2012

Binge Drinking
Percentage of adults who self-report having 4 or more (women) or 5 
or more (men) alcoholic beverages on at least 1 occasion in the past 
30 days.

CDC BRFSS 2012

Drug Deaths Number of deaths due to drug injury of any intent (unintentional, 
suicide, homicide, or undetermined) per 100,000 population. CDC NCHS 2008-2010

Obesity Percentage of adults who are obese, with a body mass index (BMI) of 
30.0 or higher. CDC BRFSS 2012

Physical Inactivity
Percentage of adults who report doing no physical activity or exercise 
(such as running, calisthenics, golf, gardening, or walking) other than 
their regular job in the last 30 days.

CDC BRFSS 2012

High School Graduation Percentage of incoming ninth graders who graduate in 4 years from a 
high school with a regular degree. NCES 2010

CoMMunITy AnD EnvIRonMEnT

Violent Crime Number of murders, rapes, robberies, and aggravated assaults per 
100,000 population. FBI 2012

Occupational Fatalities Number of fatalities from occupational injuries per 100,000 workers. CFOI, BLS 2010-prelim 
2012

Children in Poverty Percentage of persons younger than 18 years who live in households 
at or below the poverty threshold. 2012

Infectious Disease Combined average z-score using the values of incident cases of 
chlamydia, pertussis, and Salmonella per 100,000 population.

Census Bureau 
CPS

2011

Air Pollution Average exposure of the general public to particulate matter of 2.5 
microns or less in size (PM2.5). 

CDC MMWR, 
CDC Atlas

2010-2012

poLICy

Lack of Health Insurance Percentage of the population that does not have health insurance 
privately, through their employer, or the government.

Census Bureau 
CPS 2011-2012

Public Health Funding
State funding dedicated to public health as well as federal funding 
directed to states by the Centers for Disease Control and Prevention 
and the Health Resources and Services Administration.

TFAH 2011-2012

Immunization-Children
Percentage of children receiving the recommended doses of DTaP, 
polio, MMR, Hib, hepatitis B, varicella, and PCV vaccines by age 
19–35 months.

CDC NIS 2012

Immunization-Adolescents
Percentage of adolescents aged 13 to 17 years who have received 
1 dose of Tdap since the age of 10 years, 1 dose of meningococcal 
conjugate vaccine, and 3 doses of HPV vaccine (females only).

CDC NIS 2012

Description of Measures

EPA
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DETERMInAnTS DESCRIpTIon SouRCE DATA yEAR(S)

CLInICAL CARE

Low Birthweight Percentage of infants weighing less than 2,500 grams (5 pounds, 8 
ounces) at birth. CDC NCHS 2011

Primary Care Physicians
Number of primary care physicians (including general practice, family 
practice, OB-GYN, pediatrics, and internal medicine) per 100,000 
population. 

AMA 2011

Dentists Number of dentists per 100,000 population. ADA 2011

Preventable Hospitalizations Discharge rate among the Medicare population for diagnoses that are 
amenable to non-hospital based care. Dartmouth Atlas 2011

ouTCoMES

Diabetes
Percentage of adults who have been told by a health professional that 
they have diabetes (does not include pre-diabetes or diabetes during 
pregnancy). 

CDC BRFSS 2012

Poor Mental Health Days Number of days in the previous 30 days when a person indicates their 
activities were limited due to mental health difficulties. CDC BRFSS 2012

Poor Physical Health Days Number of days in the previous 30 days when a person indicates their 
activities were limited due to physical health difficulties. CDC BRFSS 2012

Disparity in Health Status
Percent difference in adults aged 25 and older who did not graduate 
high school and adults with at least a high school education who self-
report being in excellent or very good health.

CDC BRFSS 2012

Infant Mortality Number of infant deaths (before age 1) per 1,000 live births. CDC NCHS 2008 - 2009

Cardiovascular Deaths Number of deaths due to all cardiovascular diseases, including heart 
disease and strokes, per 100,000 population. CDC NCHS 2008-2010

Cancer Deaths Number of deaths due to all causes of cancer per 100,000 
population. CDC NCHS 2008-2010

Premature Death Number of years of potential life lost prior to age 75 per 100,000 
population. CDC NCH 2009

www.americashealthrankings.org/defn
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Binge Drinking is the percentage of adults who 
self-report having 4 or more (women) or 5 or more 
(men) alcoholic beverages on at least 1 occasion 
in the past 30 days. the 2013 ranks, based on 
self-report data from cdc’s 2012 Brfss, are at 
www.americashealthrankings/all/binge. Because 
of the 2011 change in Brfss methodology, binge 
drinking prevalence from the 2012 edition onward 
cannot be directly compared to estimates from 
previous years (see Methodology, page 33).

according to the cdc, more than 38 million us 
adults binge drink on average 4 times a month, 
and the largest number of drinks on average is 
8 per binge.36 Binge drinking rates are highest 
among 18 to 34 year olds,36 with the majority 
of binge drinkers older than age 26.37 however, 
adults aged 65 and older binge drink more often.36 
over time, excessive alcohol consumption can 
lead to fetal damage, liver diseases, high blood 
pressure, cardiovascular diseases, and other 
major health problems.36, 38 in the short term, 
binge drinking causes acute impairment and has 
adverse effects on health due to the impact of 
alcohol-related motor vehicle injuries and deaths, 
increased aggression, risky sexual behavior leading 
to unintended pregnancies and transmission of 
sexually transmitted infections, and unintentional 
injuries.38 more than half of all alcohol consumed 
in adults is accounted for by binge drinking.39 

excessive alcohol consumption is the third leading 
cause of preventable death in the united states 
with an estimated 80,000 attributable deaths each 
year.36 excessive drinking contributes significantly 
towards the nearly 35,000 annual motor vehicle 
accident fatalities, with a third of all fatalities 
involving alcohol.40  

in 2006, excessive drinking cost $223.5 billion 
in the united states, which translates to $746 
per person in missed work, additional health 
care expenses, and increased crime.41 the us 
Preventive services task force recommends that 
clinicians screen adults aged 18 years and older 
for alcohol misuse and provide persons engaged 
in risky or hazardous drinking with brief behav-
ioral counseling interventions to reduce alcohol 
misuse.42 a wide variety of strategies have been 
shown to be effective in reducing binge drinking 
within a community, and the community Guide 
has published several recommended interventions 
on their website at www.thecommunityguide.org/
alcohol/index.html.43 

the prevalence of binge drinking among us 
adults varies from 10.2 percent in West virginia to 
25.2 percent in Wisconsin. the national median 
of adults who binge drink is 16.9 percent, an 8 

percent improvement from 18.3 percent in the 
2012 edition. reducing the proportion of adults 
engaging in binge drinking in the past 30 days 
is a leading health indicator in healthy People 
2020, with a target to improve rates by 10 per-
cent over the decade (http://www.healthypeople.
gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicid=40).35

Drug Deaths is the 3-year average, age-adjusted 
number of deaths due to drug overdose of any 
intent (unintentional, suicide, homicide, or unde-
termined) per 100,000 population. the 2013 ranks, 
based on 2008 to 2010 data from the national 
vital statistics system multiple cause of death 
files reported by the cdc national center for 
health statistics, are at www.americashealthrank-
ings.org/drugdeaths. the rates are age-adjusted 
using nchs’s bridged-race estimates of the July 
1 resident population from the 2009 county-level 
postcensal series. 

a drug injury can occur if an individual takes 
a higher-than-recommended dose, takes a drug 
prescribed for another person, is administered a 
drug by another person for a malicious purpose, 
or has documented misuse or abuse. underlying 
cause of death from drug poisoning is tracked in 
patient medical records and from visits to emer-
gency departments. deaths from drug overdoses 
have been rising steadily over the past 2 decades 
and have become the leading cause of injury 
death in the united states.44 nearly 15,000 people 

Description of Measures

36 Centers for Disease Control and Prevention (CDC). Vital signs: 
Binge drinking. January 2012. http://www.cdc.gov/vitalsigns/
BingeDrinking/index.html Accessed October 2, 2013.

37 Naimi TS. Binge drinking among US adults. JAMA. 
2003;289(1):70.

38 Centers for Disease Control and Prevention (CDC). Alcohol 
and Public Health. July 26, 2012. www.cdc.gov/alcohol/. 
Accessed August 3, 2012.

39 Centers for Disease Control and Prevention (CDC). Vital signs: 
Binge drinking prevalence, frequency, and intensity among 
adults—United States, 2010. MMWR.2012;61(1):14.

40 Centers for Disease Control and Prevention (CDC). Vital Signs: 
Alcohol-Impaired Driving Among Adults --- United States, 2010 
MMWR 2011;60(39).

41 Bouchery EE Harwood HJ, Sacks JJ, Simon CJ, Brewer RD. 
Economic costs of excessive alcohol consumption in the US, 
2006. Am J Prev Med. 2011;41(5):516.

42 US Preventive Services Task Force. Screening and Behavioral 
Counseling Interventions in Primary Care to Reduce Alcohol 
Misuse: Recommendation Statement. AHRQ Publication No. 
12-05171-EF-3. http://www.uspreventiveservicestaskforce.org/
uspstf12/alcmisuse/alcmisuserfinalrs.htm Accessed October 3, 
2013.

43 Guide to Community Preventive Services. Preventing excessive 
alcohol consumption.www.thecommunityguide.org/alcohol/
index.html. Last updated: September 24, 2013. Accessed 
October 3, 2013.

44 Centers for Disease Control and Prevention (CDC). Wide-
ranging online data for epidemiologic research (WONDER) 
[online], 2012. http://wonder.cdc.gov/mortsql.html. Accessed 
August 12, 2013.
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die every year of overdoses involving prescrip-
tion painkillers such as vicodin (hydrocodone), 
oxycontin (oxycodone), opana (oxymorphone), 
and methadone,45 and now 60 percent of drug 
overdoses are related to pharmaceuticals.46 
substance abuse places a considerable burden on 
individuals, their families, the health care system, 
and the economy. in 2007, prescription opioid 
abuse costs were over $55 billion in terms of lost 
productivity at work (46 percent), healthcare  
costs (45 percent), and criminal justice costs  
(9 percent).47 

the drug death rate varies from 5.0 deaths per 
100,000 population in north dakota to 24.1 deaths 
in new mexico. the national drug death rate is 
12.2 deaths per 100,000 population, down slightly 
from the rate of 13.0 deaths per 100,000 popula-
tion last year. reducing drug-induced deaths is a 
healthy People 2020 goal with a target to reduce 
the rate to 11.3 deaths per 100,000 population 
(http://www.healthypeople.gov/2020/topicsobjec-
tives2020/objectiveslist.aspx?topicid=40).35

Obesity is the percentage of adults who are 
estimated to be obese, defined as having a body 
mass index (Bmi) of 30.0 or higher, according to 
self-reported height and weight. Bmi is equal 
to weight in pounds divided by height in inches 
squared and then multiplied by 703. the cdc 
has a calculator for Bmi at www.cdc.gov/healthy-
weight/assessing/bmi. the 2013 ranks, based on 
self-report data from cdc’s 2012 Behavioral risk 

factor surveillance system (Brfss), are at www.
americashealthrankings/all/obesity. Because of 
the 2011 change in Brfss methodology, obesity 
prevalence from the 2012 edition onward cannot 
be directly compared to estimates from previous 
years (see Methodology, page 33).

obesity is one of the greatest health threats 
currently facing the united states. it contrib-
utes significantly to a variety of serious diseases 
including heart disease, diabetes, stroke, certain 
cancers, as well as poor general health.48 obesity is 
a leading cause of preventable death in the united 
states, causing an estimated 200,000 deaths 
per year.49 the direct medical costs for treating 
obesity and obesity-related health problems are 
overwhelming. in 2008 it was estimated that $147 
billion was spent on obesity or obesity-related 
health issues.50 compared to smoking, obesity is 
more prevalent; similar to smoking and excessive 
alcohol consumption, obesity is highly associated 
with chronic conditions and overall poor physi-
cal health.51 the causes of obesity are complex, 
including lifestyle and the social and physical 
environment, as well as genetics and medical 
history. Poor diet and physical inactivity are major 
lifestyle contributors to obesity. since the 1980s, 
energy intake has steadily climbed and energy 
expenditure has declined, leading to a growing 
energy imbalance which closely mirrors the obesity 
rates.52 there is growing evidence illustrating the 
importance of the environment in the obesity 
epidemic and the need for changes in social and 
physical environments in order to better facilitate 
changes in lifestyle.53 successful interventions have 
targeted a wide variety of populations with various 
strategies, from school-based prevention programs 
to treatment interventions in aging adults.54, 55 
While obesity is associated with an increased risk 
of developing numerous health conditions, weight 
loss is associated with an attenuation of those 
risks.56 the cdc has compiled a list of resources 
for community level interventions aimed at low-
ering obesity rates, available at www.cdc.gov/
obesity/strategies/communitystrategies.html. 

in no state is the proportion of obesity in the 
general population less than 1 in 5. the prevalence 
of obesity ranges from 20.5 percent of adults in 
colorado to more than 34.0 percent of adults in 
arkansas, louisiana, and mississippi. the national 
median of obese adults is 27.6 percent, virtually 
unchanged from the 2012 edition prevalence 
of 27.8 percent. this means that 1 in 4 adults 
are obese in the united states, and 1 in 3 adults 
are obese in alabama, West virginia, arkansas, 
mississippi, and louisiana. reducing the 

45 Centers for Disease Control and Prevention (CDC). Vital signs: 
Overdoses of prescription opioid pain relievers—United 
States, 1999-2008. MMWR. 2011;60(43):1487-1492.

46 Jones CM, Mack KA, Paulozzi LJ. Pharmaceutical overdose 
deaths, United States, 2010. JAMA. 2013;309(7):657-659.

47 Birnbaum HG, White AG, Schiller M, Waldman T, Cleveland 
JM, Roland CL. Societal costs of prescription opioid abuse, 
dependence, and misuse in the united states. Pain Med. 

48 Centers for Disease Control and Prevention (CDC). 
Overweight and obesity. http://www.cdc.gov/obesity. Updated 
August 6, 2013. Accessed August, 21, 2013.

49 Danaei G. The preventable causes of death in the United 
States: Comparative risk assessment of dietary, lifestyle, and 
metabolic risk factors. PLoS Medicine. 2009;6(4).

50 Finkelstein EA, Trogdon JG, Cohen JW, Dietz W. Annual 
medical spending attributable to obesity: Payer- and service-
specific estimates. Health Affairs. 2009;28(5): w822-w831.

51 Sturm R. Does obesity contribute as much to morbidity as 
poverty or smoking? Public Health. 2001;115(3):229.

52 Finkelstein EA. Economic causes and consequences of obe-
sity. Annu Rev Public Health. 2005;26(1):239.

53 Papas MA. The built environment and obesity. Epidemiol Rev. 
2007;29(1):129. 

54 Shaya FT. School-based obesity interventions: A literature 
review. J Sch Health. 2008;78(4):189. 

55 McTigue KM. Obesity in older adults: A systematic review 
of the evidence for diagnosis and treatment. Obesity. 
2006;14(9):1485.

56 Malnick SDH. The medical complications of obesity. QJM. 
2006;99(9):565.
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Description of Measures

proportion of adults who are obese is a healthy 
People 2020 leading health indicator, with a goal 
of reducing the proportion of obese adults by 10.0 
percent (http://www.healthypeople.gov/2020/top-
icsobjectives2020/objectiveslist.aspx?topicid=29).35 
for a table of obesity prevalence by state and edu-
cation level, see Health Disparities within States, 
page 26.

Physical Inactivity is the percentage of adults 
who report doing no physical activity or exercise 
(such as running, calisthenics, golf, gardening, 
or walking) other than their regular job in the 
last 30 days. the 2013 ranks, based on self-
reports from cdc’s 2012 Behavioral risk factor 
surveillance system (Brfss) data, are at www.
americashealthrankings.org/all/sedentary. in the 
2012 edition, physical inactivity was referred to as 
sedentary lifestyle. Because of the 2011 change in 
Brfss methodology, physical inactivity prevalence 
from the 2012 edition onward cannot be directly 
compared to estimates from previous years (see 
Methodology, page 33).

regular physical activity is one of the most 
important elements of a healthy lifestyle. the us 
department of health and human services (hhs) 
published the following physical activity guidelines 
for adults:57

•	 All	adults	should	avoid	inactivity.	Some	physi-
cal activity is better than none, and adults who 
participate in any amount of physical activity 
gain some health benefits.

•	 For	substantial	health	benefits,	adults	should	do	
at least 150 minutes a week of moderate-inten-
sity, or 75 minutes a week of vigorous-intensity 
aerobic physical activity, or an equivalent com-
bination of moderate- and vigorous intensity 
aerobic activity. aerobic activity should be 
performed in episodes of at least 10 minutes, 
and preferably, it should be spread throughout 
the week.

•	 For	additional	and	more	extensive	health	
benefits, adults should increase their aerobic 
physical activity to 300 minutes a week of 
moderate intensity, or 150 minutes a week of 
vigorous intensity aerobic physical activity, or 
an equivalent combination of moderate- and 
vigorous-intensity activity. additional health 
benefits are gained by engaging in physical 
activity beyond this amount.

•	 Adults	should	also	do	muscle-strengthening	
activities that are moderate or high intensity 
and involve all major muscle groups on 2 or 
more days a week, as these activities provide 
additional health benefits.

Physical inactivity increases the risk of develop-
ing cardiovascular disease, diabetes, hypertension, 
obesity, and premature death58, 59 and it is respon-
sible for an estimated $24 billion in direct medical 
spending.60 increasing physical activity, especially 
from a complete absence, can not only prevent 
numerous chronic diseases; it can also help to 
manage them.61 it is estimated that physical inac-
tivity is responsible for almost 200,000 or 1 in 10 
deaths each year.62 Physical inactivity is associated 
with many social and environmental factors as well, 
including low educational attainment, socioeco-
nomic status, violent crime, and poverty.63 even 
moderate increases in physical activity can greatly 
reduce risk for adverse health outcomes. for 
resources and tips on how to add physical activ-
ity to your life, see www.cdc.gov/physicalactivity/
everyone/getactive/.

the prevalence of physical inactivity ranges 
from a high of 31.0 percent or more of adults 
in arkansas and West virginia to less than 17.0 
percent of adults in oregon and utah. the national 
median of adults who do not engage in physical 
activity is 22.9 percent, a 14 percent decrease 
from 26.2 percent of adults in the 2012 edition. 
healthy People 2020’s objective is to reduce the 
proportion of adults who engage in no leisure-
time physical activity by 10.0 percent (http://www.
healthypeople.gov/2020/topicsobjectives2020/
objectiveslist.aspx?topicid=33).35 in addition, 
hP2020 has a leading health indicator to increase 
the proportion of adults who meet objectives for 
aerobic physical activity and for muscle-strength-
ening activity. for a table of physical inactivity 
prevalence by state and education level, see 
Health Disparities within States, page 25.

High School Graduation estimates the percent-
age of incoming ninth graders who graduate within 

57 US Department of Health and Human Services (HHS). 2008 
Physical activity guidelines for Americans. http://www.health.
gov/PAGuidelines/pdf/paguide.pdf. Accessed October 7, 2013.

58 Hu FB. Sedentary lifestyle and risk of obesity and type 2 diabe-
tes. Lipids. 2003;38(2):103.

59 King AC. Environmental and policy approaches to cardiovas-
cular disease prevention through physical activity: Issues and 
opportunities. Health Education Behavior. 1995;22(4):499.

60 Colditz GA. Economic costs of obesity and inactivity. Med Sci 
Sports Exerc. 1999;31(11 Suppl):S663-7.

61 Weiler R, Stamatakis E, Blair S. Should health policy 
focus on physical activity rather than obesity? Yes. BMJ. 
2010;340(7757):1170-1171.

62 Danaei G. The preventable causes of death in the United 
States: Comparative risk assessment of dietary, lifestyle, and 
metabolic risk factors. PLoS Medicine. 2009;6(4).

63 King AC. Personal and environmental factors associated with 
physical inactivity among different racial–ethnic groups of 
US middle-aged and older-aged women. Health Psychology. 
2000;19(4):354.
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4 years and are considered regular graduates. the 
national center for education statistics collects 
enrollment and completion data and estimates 
the graduation rate for each state. the rate is the 
number of graduates divided by the estimated 
count of freshmen 4 years earlier. this estimated 
count of freshmen is the sum of the number of 8th 
graders 5 years earlier, the number of 9th graders 
4 years earlier and the number of 10th graders 3 
years earlier, divided by 3. enrollment counts also 
include a proportional distribution of students not 
enrolled in a specific grade. the 2013 ranks, based 
on 2009 to 2010 school year data, are at www.
americashealthrankings.org/all/graduation. due 
to item non-response, data for connecticut was 
imputed for 2009–10 and data for california and 
nevada were imputed for 2008–09. imputations 
are based on prior year rates. 

education is a vital contributor to health as 
people must be able to learn about, create, and 
maintain a healthy lifestyle. education can also 
help facilitate more effective health care visits as 
patients must be able to understand and par-
ticipate in their care for optimal results.64 the 
connection between education and health has 
been well documented and spans almost all 
health conditions.65 educational attainment is 
also a strong predictor of overall adult health and 
life expectancy.66  education is strongly tied to 
higher earnings, which is associated with lower 
rates of uninsurance, allowing for greater access 
to quality health care. the breadth of health 
determining factors which education affects is 
so large that investments in education have the 
potential to improve health and save more lives 
than medical advances.67 each additional year of 
education is associated with an increase in many 

health promoting behaviors, and policies aimed 
at increasing education levels could have tremen-
dous impacts on health.68 increasing educational 
attainment in a population has been shown to 
improve the health status of the population.69  

the high school graduation rate varies from 
more than 90.0 percent of incoming ninth graders 
who graduate within 4 years in Wisconsin and 
vermont to less than 58.0 percent in nevada. the 
national average is 78.2 percent, compared to 
75.5 percent in the 2012 edition, an increase in 
the high school graduation rate of 4 percent.

COMMUNITY AND ENVIRONMENT
five measures are used to represent the com-
munity and the environment: violent crime, 
occupational fatalities, children in poverty, 
infectious disease, and air pollution. measures of 
community and environment reflect the reality 
that the daily conditions in which we live and work 
have an important impact on achieving optimal 
individual health. the presence of pollution, vio-
lence, illegal drugs, infectious disease, and unsafe 
workplaces are detrimental. in addition, studies 
indicate that general socioeconomic conditions 
and educational level have a significant relation-
ship to the healthiness of a community’s residents. 

these determinants measure both positive 
and negative aspects of the community and 
environment of each state and their effects on 
the population’s health. again, there are many 
additional community efforts that improve the 
overall health of a population but are not directly 
reflected in these 5 measures. each community 
has its own strengths, challenges, and resources 
and should undertake a careful planning process 
to determine which action plans are best  
for them. 

Violent Crime is the annual number of mur-
ders, rapes, robberies, and aggravated assaults 
per 100,000 population. the 2013 ranks, based 
on 2012 data (crime in the united states: 2012. 
Washington, dc, federal Bureau of investigation), 
are at www.americashealthrankings.org/all/crime. 

the violent crime rate measures the effect that 
criminal behavior has on the population’s health, 
as violent crimes often lead to injuries, disability, 
or death. violent crime also serves as an indica-
tor of the overall well-being of a population 
since it can lead to psychological stress as well as 
interfere with healthy lifestyles by discouraging 
physical activity.70, 71 violent crime has wide rang-
ing effects on communities which only deteriorate 
the health of the community. in 2012, there were 

64 Peerson A. Health literacy revisited: What do we mean and 
why does it matter? Health Promot Internation. 2009;24(3):285.

65 Ross CE. The links between education and health. Am Sociol 
Rev. 1995:719.

66 Molla MT, Madans JH, Wagener DK. Differentials in Adult 
Mortality and Activity Limitation by Years of Education in 
the United States at the End of the 1990s. Population and 
Development Review. 2004;30(4):625-46.

67 Woolf SH. Giving everyone the health of the educated: An 
examination of whether social change would save more lives 
than medical advances. Am J Public Health. 2007;97(4):679.

68 Cutler DM, Lleras-Muney A. Education and health: Evaluating 
theories and evidence. Cambridge, MA: National Bureau of 
Economic Research; 2006.

69 Lleras-Muney A. The relationship between education and 
adult mortality in the United States. The Review of Economic 
Studies. 2005;72(1):189.

70 Curry A. Pathways to depression: The impact of neighborhood 
violent crime on inner-city residents in Baltimore, Maryland, 
USA. Social Science Medicine. 2008;67(1):23.

71 Gomez JE. Violent crime and outdoor physical activity among 
inner-city youth. Prev Med. 2004;39(5):876.
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more than 1.2 million72 acts of violent crime, an 
increase of 0.7 percent from the 2011 data, and 
nearly 15,000 homicides committed in the United 
States.72 In 2010, for the first time since 1965, 
homicide was not among the 15 leading causes of 
death for all ages. However, it is the 3rd leading 
cause of death among 15 to 24 year olds.73 Violent 
crime carries a significant economic burden as 
well, with an estimated $65 billion in lost produc-
tivity and $6 billion in direct medical costs.74 For 
decades violence prevention has been a priority 
among health officials. Numerous intervention 
strategies have been evaluated and many have 
been shown to be effective.75 The violent crime 
rate is dependent upon many factors, some of 
which may be unique to certain communities. 
Therefore, addressing violent crime may require a 
thorough investigation of the root causes. 

The violent crime rate varies from less than 
200 offenses per 100,000 population in Maine, 
Vermont, New Hampshire, and Virginia to more 
than 600 offenses per 100,000 population in 
Alaska, Nevada, and Tennessee. The national 
average is 387 offenses per 100,000 population, 
essentially unchanged from the updated 2012 
Edition violent crime data. Reducing homicides, 
sexual violence, and physical assaults are a few 
of Healthy People 2020’s several violence pre-
vention objectives (http://www.healthypeople.
gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicId=24).35

Occupational Fatalities measures the combined 
rate of fatal injuries in the following industries: 
construction, manufacturing, trade, transporta-
tion, utilities, professional, and business services, 
as defined by the North American Industry 
Classification System (NAICS). Rather than using 
an occupational fatality rate for all workers, this 
industry-adjusted rate is used to account for the 
different industry mixes in each state in order to 
accurately reflect the safety differences between 
the states. Occupational fatalities are measured 
over a 3-year span because of their low incidence 
rate. In states where occupational fatality data is 
not available for a specific industry, the national 
rate for that industry was used to calculate the 
state’s occupational fatality rate. The 2013 ranks, 
based on 2010 to preliminary 2012 occupa-
tional fatality data (Census of Fatal Occupational 
Injuries, Bureau of Labor Statistics, US Department 
of Labor, Washington, DC), are at www.ameri-
cashealthrankings.org/all/WorkFatalities. The 
industry population data used to calculate rates 

was based on 2012 data collected by the Bureau 
of Economic Analysis. 

Occupational fatalities represent the impact 
of high risk jobs or unsafe working conditions 
on the population. Occupational injuries would 
be a preferred measure; however, there is not a 
uniform reporting system used by all 50 states. 
Occupational fatalities represent the most severe 
outcome from the work environment and injuries 
incurred there. These deaths contribute towards 
premature death as occupational fatalities often 
occur in the prime of life. Every year there are 
5,600 occupational fatalities as a result of an 
estimated 8.6 million occupational injuries.76  The 
estimated direct medical cost of these injuries 
exceeds $46 billion.76 The significant burden that 
occupational injuries and fatalities place on the 
community makes this area an excellent target 
for interventions. Significant progress has been 
made in reducing the number of occupational 
injuries and fatalities even in the riskiest of occupa-
tions through well documented measures such as 
increasing safety precautions and increased regula-
tory oversight.77, 78

The number of occupational fatalities varies from 
1.9 deaths per 100,000 workers in Massachusetts 
to 10.2 deaths per 100,000 workers in North 
Dakota. The national rate is 3.8 deaths per 100,000 
workers, an 8 percent decrease from 4.1 deaths 
per 100,000 workers in the 2012 Edition. Reducing 
deaths from work-related injuries is a Healthy 
People 2020 objective (http://www.healthypeople.
gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicId=30).35

Children in Poverty is the percentage of related 
persons younger than 18 years living in a house-
hold that is below the poverty threshold. The 2013 
poverty threshold established by the US Census 

72 US Department of Justice. Crime in the United States, 2012. 
Released Fall 2013.

73 Hoyert DL, Xu J. Deaths: Preliminary data for 2011. National 
Vital Statistics Reports. 2012;61(6).

74 Corso PS. Medical costs and productivity losses due to inter-
personal and self-directed violence in the United States. Am J 
Prev Med. 2007;32(6):474.

75 Sherman LW, National Institute of Justice (US). Preventing 
crime what works, what doesn’t, what’s promising: A report to 
the United States Congress. Dept. of Justice, Office of Justice 
Programs; 1998.

76 Leigh JP. Economic burden of occupational injury and illness in 
the United States. Milbank Q. 2011;89(4):728-72.

77 Smith GS. Public health approaches to occupational injury 
prevention: Do they work? Injury Prevention. 2001; 7(90001):3i.

78 Herbert R. Work-related death: A continuing epidemic. Am J 
Public Health. 2000;90(4):541.
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Bureau for a household of 4 people in the lower 48 
states is $23,550 in household income.79 the 2013 
ranks, based on 2012 data (current Population 
survey, 2012 annual social and economic 
supplement. Washington, dc, us census Bureau), 
are at www.americashealthrankings.org/all/
childPoverty. 

the effect of poverty on health has been clearly 
documented with higher rates of many chronic 

diseases and shorter life expectancy.80, 81 Poverty’s 
effect on more vulnerable populations such as 
children is even greater. Poverty directly influences 
a family’s ability to meet the basic needs of their 
children and limits access to health care, healthy 
foods, educational opportunities, and choices for 
physical activity. children in poverty are roughly 3 
times more likely to have unmet health needs than 
other children.82 Growing up in poverty has many 
well documented negative health effects from 
birth to adulthood. children born into poverty are 
more likely than other children to be low birth-
weight and die within the first month after birth.83 
as these children grow up they are more likely to 
engage in risky or unhealthy behaviors and are at a 
greater lifetime risk of many different health prob-
lems.84, 85 due to the increase in poor health found 
in children in poverty, the estimated direct medical 
cost of children in poverty is $22 billion.86 existing 
government programs such as the supplemental 
nutrition assistance Program (snaP) and Women, 
infants, and children (Wic) are designed to help 
alleviate some of the ill effects of poverty. in addi-
tion, there are many other government programs 
and community interventions that have helped to 
reduce the number of children in poverty, as well 

Table 17
greatest Decreases in Children in poverty 
(Change in percentage points of children in poverty)

onE yEAR CHAngE  FIvE yEAR CHAngE TEn yEAR CHAngE
SInCE 2012 EDITIon SInCE 2008 EDITIon SInCE 2003 EDITIon

STATE CHAngE STATE CHAngE STATE CHAngE

South Dakota -8.0 West Virginia -5.0 North Dakota -3.7
Montana -6.8 Mississippi -3.2 West Virginia -3.2
West Virginia & Wisconsin -5.5 Wyoming -3.0 South Carolina & Wyoming -1.0

Table 18
greatest Increases in Children in poverty 
(Change in percentage points of children in poverty)

onE yEAR CHAngE  FIvE yEAR CHAngE TEn yEAR CHAngE
SInCE 2012 EDITIon SInCE 2008 EDITIon SInCE 2003 EDITIon

STATE CHAngE STATE CHAngE STATE CHAngE

Oklahoma +6.7 New Mexico +12.8 Nevada +13.6
Mississippi +5.2 Arkansas +10.5 Indiana +13.4
Nebraska +5.1 Nevada +8.6 Delaware +11.5
Alabama +5.0 Oklahoma +8.4 Kentucky +9.7

Louisiana +8.3 Rhode Island +9.4

79  US Department of Health and Human Services. 2013 Poverty 
Guidelines. http://aspe.hhs.gov/poverty/13poverty.cfm. 
Accessed October 23, 2013.

80 Fiscella K. Poverty or income inequality as predictor of mortal-
ity: longitudinal cohort study. BMJ. 314.7096 (1997):1724.

81 Adler NE, Ostrove JM. Socioeconomic status and health: What 
we know and what we don’t. Ann N Y Acad Sci. 1999;896(1):3-
15.

82 Newacheck PW, Hughes DC, Hung YY, Wong S, Stoddard 
JJ. The unmet health needs of America’s children. Pediatrics. 
2000;105(4):989-97.

83 Moore KA. Children in poverty: Trends, consequences and 
policy options. Child Trends. 2002.

84 Lowry R. The effect of socioeconomic status on chronic disease 
risk behaviors among US adolescents. JAMA. 1996;276(10):792.

85 Wood D. Effect of child and family poverty on child health in 
the United States. Pediatrics. 2003;112(suppl 3):707.

86 Holzer HJ, University of Wisconsin-Madison, Institute for 
Research on Poverty. The Economic Costs of Poverty in the 
United States Subsequent Effects of Children Growing Up 
Poor. Madison, WI: Institute for Research on Poverty; 2007.
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as the burden of poverty on children, yet poverty 
and its negative effect on health persist today. 

the percentage of children in poverty ranges 
from 9.7 percent of persons younger than 18 years 
in Wyoming to a high of more than 30.0 percent in 
new mexico and louisiana. the national average 
is 21.3 percent of persons (1 in 5) younger than 
18 years, similar to last year’s rate of 21.4 percent 
and a 24 percent increase from 16.3 percent of 
persons younger than 18 years reported in the 
2003 edition. table 17 and table 18 list states with 
the greatest decreases and increases in children in 
poverty over the past 1, 5, and 10 years. healthy 
People 2020 is tracking the proportion of children 
aged 0 to 17 years living in poverty for infor-
mational purposes (http://www.healthypeople.
gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicid=39).35

Infectious Disease is the number of new cases of 
chlamydia, pertussis, and Salmonella per 100,000 
population. incidence rates are published for each 
of the 3 diseases. this is a new definition being 
introduced in this edition, therefore infectious 
disease rates published in 2013 are not directly 
comparable to infectious disease rates published 
in prior editions. the 3 diseases included in this 
measure were chosen partially because they 
represent different transmission mechanisms 
and therefore different prevention and treat-
ment options. Pertussis is airborne, Salmonella 
is generally spread through food, and chlamydia 
is sexually transmitted. the 2013 ranks, based 
on 2011 data (mortality and morbidity Weekly 
reports and national center for hiv/aids, viral 
hepatitis, std, and tB Prevention (nchhstP) 
atlas, centers for disease control and Prevention), 
are at www.americashealthrankings.org/all/disease. 
values for the individual diseases are at www.
americashealthrankings.org/all/chlamydia, www.
americashealthrankings.org/all/pertussis, and www.
americashealthrankings.org/all/salmonella.

in the early 1900s, the field of public health was 
focused on combating infectious diseases caused 
by poor sanitation and poor hygiene. many great 
achievements were made in this area through clean 
water, immunizations, antibiotics, and education. it 
has only been since the mid-1900s that the field of 
public health shifted its focus from infectious dis-
eases like cholera and smallpox to chronic diseases 
like diabetes and cancer.87 despite the current 
focus on chronic diseases, infectious diseases still 
pose a threat and are responsible for a significant 
burden on our nation’s health. the incidence of 
these infectious diseases is an indication of the toll 

that largely preventable diseases are placing on 
the population. infectious diseases pose a threat 
to all members of a population but can be espe-
cially severe in young children and the elderly, 
leading to hospitalizations or even death.88  

a high incidence of infectious disease may be 
indicative of a need for greater investment in 
public health prevention measures. immunizations 
and early interventions have proven effective in 
keeping infectious disease rates at a minimum. 

Chlamydia
according to the cdc, more than 1.4 million 
cases of chlamydia were reported in 2011, the 
highest number of cases ever reported to the 
cdc for any disease.89 chlamydia is a common, 
asymptomatic sexually transmitted infection 
caused by the bacterium Chlamydia trachoma-
tis that can infect both men and women. it can 
cause serious and permanent damage to women’s 
reproductive organs, including pelvic inflamma-
tory disease (Pid), tubal factor infertility, ectopic 
pregnancy, and chronic pelvic pain.90 the spread 
of chlamydia and other sexually transmitted 
infections can be prevented through correct and 
consistent condom usage. Yearly screening for 
chlamydia is recommended for all sexually active 
women aged 25 or younger, older women who 
have a new or more than 1 sex partner, and all 
pregnant women.

the incidence of chlamydia varies from a 
reported low of 140.6 cases per 100,000 popu-
lation in new hampshire to a reported high of 
808.0 cases in alaska. the national average is 
457.6 cases per 100,000 population. cases of 
chlamydia have been on the rise, but recent 
increases are likely attributed to increases in 
screening, expanded use of more sensitive tests, 
and more complete national reporting than a true 
increase in prevalence.91 healthy People 2020 
has 5 objectives related to chlamydia including 

87 Centers for Disease Control and Prevention. Achievements 
in public health, 1900-1999: Changes in the public health 
system. MMWR. December 24, 1999;48(50):1141-7. http://
www.cdc.gov/mmwr/preview/mmwrhtml/mm4850a1.htm. 
Accessed September 24, 2012.

88 Armstrong GL. Trends in infectious disease mortality in the 
United States during the 20th century. JAMA. 1999;281(1):61.

89 Centers for Disease Control and Prevention. Sexually trans-
mitted disease surveillance 2011. Atlanta, GA: US Department 
of Health and Human Services; 2012.

90 Centers for Disease Control and Prevention. Chlamydia - CDC 
Fact Sheet. Updated: February 13, 2013. Accessed October 
14, 2013.

91 Centers for Disease Control and Prevention. Summary of 
Notifiable Diseases-United States, 2011 MMWR. July 5, 2013; 
60(53):12.
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reducing the proportion of adolescents and young 
adults with Chlamydia trachomatis infections 
and reducing chlamydia rates among females 
aged 15 to 44 years (http://www.healthypeople.
gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicid=23).35

Pertussis
Pertussis is a contagious respiratory disease caused 
by the bacteria Bordetella pertussis that can cause 
serious, even life-threatening illness—especially 
in infants. cdc estimates that approximately half 
of infants aged 1 year and younger who develop 
pertussis are hospitalized.91 Pertussis is usually 
spread by person-to-person contact through 
coughing or sneezing. it is commonly known as 
whooping cough or the “100 day cough” because 
of the characteristic cough it produces which 
can last up to 10 weeks. transmission of pertus-
sis can be reduced through vaccination. healthy 
People 2020’s objectives are to maintain an 
effective vaccination coverage level of 4 doses of 
the diphtheria-tetanus-acellular pertussis (dtaP) 
vaccine among children by age 19 to 35 months; 4 
doses of dtaP vaccine for children in kindergarten; 
and to increase the vaccination coverage level of 
1 dose of tetanus-diphtheria-acellular pertussis 
(tdap) booster vaccine for adolescents by age 13 
to 15 years. other immunization priorities include 
increasing tdap coverage among adults and preg-
nant women.92 the incidence of pertussis provides 
information not only about the immunization rate 
in a community but also information about the abil-
ity to prevent, detect, and control outbreaks.

the incidence of pertussis ranges from a 
reported low of 0.7 cases per 100,000 population 
in louisiana to 21.0 cases per 100,000 popula-
tion in Wisconsin and 22.8 cases per 100,000 in 
utah. nationally, 6.1 cases of pertussis per 100,000 
population were reported. in 2012, 48,277 cases 
of pertussis (whooping cough) were reported in 
the united states, but many more go undiagnosed 

and unreported. this is the highest number of 
cases reported in the united states since 1955 
when 62,786 cases were reported.93 Pertussis rates 
have been on the rise since the 1980s, peaking in 
2010 with an incidence of 8.9 cases per 100,000 
population.91 Pertussis disproportionately affects 
infants aged less than 1 year (70.9 cases per 
100,000 population).91 school aged children, spe-
cifically those aged 7 to 10 years, have the second 
highest rate with an incidence of 20.0 cases per 
100,000 population. reducing the number of 
pertussis cases among infants 1 year and younger 
and among adolescents aged 11 to 18 years are 
healthy People 2020 objectives.35 

Salmonella 
salmonellosis is an illness that tends to cause diar-
rhea, fever, and abdominal cramps caused by the 
bacteria Salmonella. symptoms appear 12 to 72 
hours after infection. in the united states, approxi-
mately 1.2 million infections from Salmonella occur 
annually, 1 million of which are transmitted by food 
eaten in the united states.94 many of these cases 
are mild and are not diagnosed or reported.95

Salmonella live in the intestinal track of humans 
and other animals such as birds and reptiles. 
Salmonella most commonly causes illness in 
humans through eating food contaminated with 
animal feces. it can also be transmitted from food 
workers infected with Salmonella who do not 
properly wash their hands; and through handling 
animals such as reptiles and birds.95 transmission of 
Salmonella can be prevented by thoroughly cook-
ing food and by washing hands immediately after 
handling pets, especially birds and reptiles.

reported cases of Salmonella infection vary 
from a low of 6.6 cases per 100,000 population 
in nevada to a high of 48.6 cases per 100,000 
population in mississippi. nationally, 16.8 cases per 
100,000 population were reported. the healthy 
People 2020 objective target for Salmonella infec-
tions is 11.4 infections per 100,000 population.35

Air Pollution is the fine particulates in the air 
we breathe. it is the population-weighted aver-
age exposure to particulates 2.5 micron and 
smaller for each county reporting within a state. 
air pollution is monitored in many counties where 
population density is significant and/or where 
there have been pollution concerns in prior years. 
Population weighting of the county data adjusts 
the information to reflect the actual number of 
people potentially exposed to particulates. in 
counties where pollution data is not available, the 
population was assumed to be exposed to the 

92 Centers for Disease Control and Prevention. Updated recom-
mendations for use of tetanus toxoid, reduced diphtheria 
toxoid and acellular pertussis vaccine (Tdap) in pregnant 
women and persons who have or anticipate having close con-
tact with an infant aged <12 months—Advisory Committee on 
Immunization Practices (ACIP), 2011. MMWR. 2011;60:1424–6.

93 Centers for Disease Control and Prevention. Pertussis 
(Whooping Cough). http://www.cdc.gov/pertussis/fast-facts.
html. Updated August 28, 2013. Accessed October 9, 2013.

94 Scallan E, Hoekstra RM, Angulo FJ, et al. Foodborne illness 
acquired in the United States—major pathogens. Emerg Infect 
Dis. 2011;17:7–15.

95 Centers for Disease Control and Prevention. Salmonella. 
http://www.cdc.gov/salmonella/general/diagnosis.html. 
Updated May 14, 2013. Accessed October 21, 2013.
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background level of particulates in the air quality 
control region and/or state. Background levels 
are estimated to be the average of the lowest 
measures in each region or state for each of the 
last 3 years. the 2013 ranks, based on 2010 to 
2012 data (us environmental Protection agency, 
Washington, dc and the us census Bureau, 
Washington, dc), are at www.americashealthrank-
ings.org/all/air. 

air pollution is an important aspect of the 
physical environment that has an impact on 
health. air pollution is widespread, affects a large 
number of people, and can have very severe 
health effects. Young children and older adults 
are especially at risk of adverse effects from air 
pollution.96, 97 fine particulates found in smoke 
or haze can penetrate deeply into lungs and 
have been shown to increase premature death 
in people suffering from heart disease and lung 
disease.98, 99 exposure has also been linked to 
increased respiratory symptoms, decreased lung 
function, asthma, chronic bronchitis, irregular 
heartbeats, and heart attacks.100 current esti-
mates put the number of deaths resulting from 
air pollution at around 24,000 annually.101 other 
adverse effects on health from air pollution 
include decreased lung function, asthma aggrava-
tion, chronic bronchitis, irregular heartbeat, and 
heart attacks. see www.epa.gov/air/particlepollu-
tion/health.html for more information. the extent 
of air pollution has decreased in recent years, but 
in some areas pollution levels are still quite high. 
individuals can reduce their contributions to air 
pollution by reducing fossil fuel consumption and 
wood burning. individuals can reduce their risk of 
adverse health effects by monitoring air quality at 
www.airnow.gov.

air pollution varies from a low of less than 6.0 
micrograms of fine particulate per cubic meter 
in Wyoming, alaska, and north dakota to 15.1 
micrograms of fine particulate per cubic meter in 
california. the national average is 10.3 micro-
grams of fine particulate per cubic meter, down 
slightly from 10.5 micrograms in the 2012 edition 
and down significantly from 12.2 micrograms in 
the 2008 edition. healthy People 2020’s envi-
ronmental health leading health indicator is to 
reduce the number of days the air Quality index 
(aQi) exceeds 100, weighted by population and 
aQi (http://www.healthypeople.gov/2020/topic-
sobjectives2020/objectiveslist.aspx?topicid=12).35

POLICY
four measures are used to represent public 
and health policies and programs: public health 

funding, immunization-children, immunization-
adolescents, and lack of health insurance. these 
measures are indicative of the availability of 
resources and the extent of the program’s reach 
to the public. 

every state has many excellent and effec-
tive public health programs, too numerous and 
individualized to list, that contribute to the overall 
health of the population but are not explicitly 
included in these rankings. contact your state 
public health officials to obtain additional infor-
mation about programs in your state that are 
enacted to optimize individual and community 
health. each state’s health department website 
is listed on the corresponding state snapshot. 
individuals can also see the spectrum of options 
available to states and communities by visiting 
www.thecommunityguide.org, a website that 
provides a systematic review of programs and 
evidence-based recommendations for health and 
community officials.

Lack of Health Insurance is the percentage of 
the population not covered by private or public 
health insurance. the 2013 ranks, based on 
2011 and 2012 data (us census Bureau, current 
Population survey, 2010 to 2013 annual social 
and economic supplements), are at www.ameri-
cashealthrankings.org/all/insurance. 

individuals without health insurance have more 
difficulty accessing the health care system, are 
often unable to participate in preventive care pro-
grams, and have more unmet health needs.102 in 
addition to decreasing quality of life, these unmet 
health needs can place a substantial burden on 
the health care system. over time, unmet health 
needs can develop into more serious conditions 
which require more costly treatments. lack of 
health insurance often leads to more emergency 
department visits which can cost up to 10 times 

96 Bates DV. The effects of air pollution on children. Environ 
Health Perspect. 1995;103:49-53.

97 Sarnat SE. Ambient particulate air pollution and cardiac 
arrhythmia in a panel of older adults in Steubenville, Ohio. 
Occup Environ Med. 2006;63(10):700.

98 Pope CA 3rd. Epidemiology of fine particulate air pollution 
and human health: Biologic mechanisms and who’s at risk? 
Environ Health Perspect. 2000;108:713-23.

99 Dominici F. Revised analyses of the national morbidity, mortal-
ity, and air pollution study: Mortality among residents of 90 
cities. Journal of Toxicology and Environmental Health. Part A. 
2005;68(13-14):1071.

100 Peters A. Increased particulate air pollution and the triggering 
of myocardial infarction. Circulation. 2001;103(23):2810.

101 Mokdad AH. Actual causes of death in the United States, 
2000. JAMA. 2004;291(10):1238.

102 Ayanian JZ. Unmet health needs of uninsured adults in the 
United States. JAMA. 2000;284(16):2061.
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more than treatment in a clinic.103 for these rea-
sons and many more, uninsured individuals have 
consistently been found to have worse health 
outcomes.104 among the uninsured, preventative 
health care services are less utilized and cancer 
mortality rates are higher.105 overall, the unmet 
health needs of the uninsured translate into a 
25 percent greater risk of mortality compared to 
those with insurance, accounting for an estimated 
18,000 excess deaths annually.106  

the prevalence of the population without health 
insurance ranges from a low of 3.8 percent in 
massachusetts to a high of 24.2 percent in texas. 
nationally, 15.6 percent of the us population are 
uninsured. table 19 and table 20 list the states 
with the greatest decreases and increases in 

population without health insurance over the past 
1, 5, and 10 years. the healthy People 2020 access 
to health services leading health indicator target is 
to increase the proportion of persons with medical 
insurance to 100 percent (http://www.healthypeo-
ple.gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicid=1).35

Public Health Funding is the dollars per person 
that are spent on public or population health 
through funding from the centers for disease 
control and Prevention, health resources services 
administration, and the state. this does not 
include spending from other sources such as 
county or city governments, nor does it include 
state spending for health that is included under 
other departmental spending such as education 
and transportation. the 2013 ranks, based on 
2011 and 2012 data (trust for america’s health, 
Washington, dc), are at www.americashealthrank-
ings.org/all/Ph_spending. 

high levels of spending on public health pro-
grams are indicative of states that are proactively 
implementing preventive and education programs 
aimed at improving health. spending on public 
health programs represents only a small fraction 
of all health care spending (~ 2 percent), yet its 
impact can be tremendous.107 recent research 

Table 19
greatest Decreases in population without Health Insurance 
(Change in percentage points of population)

Table 20
greatest Increases in population without Health Insurance 
(Change in percentage points of population)

onE yEAR CHAngE  FIvE yEAR CHAngE TEn yEAR CHAngE
SInCE 2012 EDITIon SInCE 2008 EDITIon SInCE 2003 EDITIon

STATE CHAngE STATE CHAngE STATE CHAngE

South Carolina -3.1 Massachusetts -4.1 Massachusetts -4.7
Mississippi -2.8 Mississippi -4.0 New York -3.5
New York -1.9 Vermont -2.9 Vermont -1.9
Connecticut & Idaho -1.6 Oregon -2.7 Hawaii -1.7

onE yEAR CHAngE  FIvE yEAR CHAngE TEn yEAR CHAngE
SInCE 2012 EDITIon SInCE 2008 EDITIon SInCE 2003 EDITIon

STATE CHAngE STATE CHAngE STATE CHAngE

Nevada & New Hampshire +1.0 Nevada +4.6 Nevada +5.6
South Dakota +0.7 South Dakota +2.7 South Carolina +4.7
West Virginia +0.6 Wyoming +2.6 Montana +4.2
Pennsylvania +0.5 Rhode Island +2.5 South Dakota +3.9

103 Newton MF. Uninsured adults presenting to US emergency 
departments. JAMA. 2008;300(16):1914.

104 Freeman JD. The causal effect of health insurance on utiliza-
tion and outcomes in adults: A systematic review of US 
studies. Med Care. 2008;46(10):1023.

105 Ward E. Association of insurance with cancer care utilization 
and outcomes. Ca. 2008;58(1):9.

106 Ayanian JZ. Unmet health needs of uninsured adults in the 
United States. JAMA. 2000;284(16):2061.

107 Levi J, Segal LM, Juliano C. Prevention for a Healthier 
America: Investments in Disease Prevention Yield Significant 
Savings, Stronger Communities. Washington, DC: Trust for 
America’s Health; July 2008. http://healthyamericans.org/
reports/prevention08/Prevention08.pdf. Accessed August 3, 
2012.
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has shown that an investment of $10 per person 
per year in proven community-based programs 
to increase physical activity, improve nutrition, 
and prevent smoking or other tobacco use 
could save the country more than $16 billion 
annually within 5 years. this is a return of $5.60 
for every $1 invested.108 Public health funding 
for behavioral or environmental interventions 
can contribute more towards improving health 
outcomes than funding spent on medical care. 
increased spending on public health programs 
is associated with a decrease in mortality from 
preventable causes of death.109 in april 2013, the 
trust for america’s health released a report that 
took a state-by-state look at public health funding 
and important health facts.110 the report can be 
found at http://healthyamericans.org/assets/files/
tfah2013invstgamrcshlth05%20final.pdf.

Public health funding ranges from more than 
$200 per person in alaska and hawaii to $37 per 
person in nevada. the average funding in the 
united states is $92 per person, unchanged from 
last year’s edition. 

Immunization Coverage-Children is the per-
centage of children receiving the recommended 
doses of diphtheria, tetanus, and Pertussis 
(dtaP); polio; measles, mumps, rubella (mmr); 
haemophilus influenzae type b (hib); hepatitis B; 
varicella; and Pneumococcal conjugate vaccine 
(Pcv) vaccines by age 19 to 35 months. this mea-
sure was adjusted from the 2010-2012 editions 
which did not account for each individual receiv-
ing the full series of shots, but rather, individuals 
receiving individual shots. the 2013 ranks, based 
on 2012 data (national immunization Program, 
centers for disease control and Prevention), are 
at www.americashealthrankings.org/all/immunize. 

early childhood immunization has been shown 
to be a safe and cost-effective means of control-
ling diseases within the population. in the last 
50 years, vaccinations have led to a 95 percent 
decrease in vaccine preventable diseases.111 the 
cdc recently called vaccines 1 of the 10 greatest 
public health achievements of the 20th century. 
routine childhood immunizations are estimated 
to save almost $10 billion in direct medical 
costs.112 the Guide to community Preventive 
services has numerous proven methods to 
increase the rate of vaccinations in a community 
that include ways to increase the demand in the 
community, improve access, and system-based or 
provider-based innovations.113  see their sugges-
tions at www.thecommunityguide.org/vaccines/
index.html.

immunization coverage among children ranges 
from a high of 80.2 percent and 80.1 percent of 
children aged 19 to 35 months in hawaii and new 
hampshire, respectively, to a low of 59.5 percent 
in alaska. in the united states, the immuniza-
tion coverage among children is 68.4 percent of 
children aged 19 to 35 months. increasing the 
percentage of children aged 19 to 35 months who 
receive the recommended doses of dtaP, polio, 
mmr, hib, hepatitis B, varicella, and Pcv vaccines 
to 80.0 percent is a healthy People 2020 lead-
ing health indicator (http://www.healthypeople.
gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicid=23).35

Immunization Coverage-Adolescents is the 
estimated vaccination coverage of adolescents 
aged 13 to 17 years who have received 1 dose of 
tetanus, diphtheria, and acellular pertussis (tdap) 
since the age of 10 years, 1 dose of meningococ-
cal conjugate vaccine (menacWY), and females 
who received 3 doses of human papillomavirus 
vaccine (hPv), either quadrivalent or bivalent. 
according to the 2012 national immunization 
survey (nis), only 6.8 percent (±1.0) of adolescent 
males received the recommend hPv vaccination 
series.114 data on males who received the hPv vac-
cine series are currently only available in 16 states 
so they are excluded from our estimates. the 
2013 ranks, based on 2012 data from the national 
immunization survey-teen (national immunization 
Program, centers for disease control and 
Prevention), are at www.americashealthrankings.
org/all/immunize_teens.

the advisory committee on immunization 

108 Trust for America’s Health. Prevention for a Healthier America: 
Investment in Disease Prevention Yield Significant Savings, 
Stronger Communities. 2011.

109 Mays, GP. Evidence links increases in public health spend-
ing to declines in preventable deaths. Health Affairs. 30.8 
(2011):1585.

110 Trust for America’s Health. Investing in America’s health: A 
state-by-state look At public health funding and key health 
facts. April 2013. http://healthyamericans.org/assets/files/
TFAH2013InvstgAmrcsHlth05%20FINAL.pdf. Accessed 
October 21, 2013.

111 Shefer A, Briss P, Rodewald L, et al. Improving immunization 
coverage rates: An evidence-based review of the literature. 
Epidemiol Rev. 1999;21(1):96-142.

112 Zhou F. Economic evaluation of the 7-vaccine routine child-
hood immunization schedule in the United States, 2001. 
Archives of Pediatrics Adolescent Medicine. 2005;159(12):1136.

113 Guide to Community Preventive Services. Increasing appropri-
ate vaccination. http://www.thecommunityguide.org/vaccines/
index.html. Updated August 5, 2013. Accessed October 21, 
2013. 

114 Centers for Disease Control and Prevention. Teen vaccination 
coverage. http://www.cdc.gov/vaccines/who/teens/vacci-
nation-coverage.html. Updated August 29, 2013. Accessed 
October 21, 2013.
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Practices (aciP) recommends that adolescents 
receive 4 vaccines to protect them from 6 differ-
ent diseases: meningococcal, tetanus, diphtheria, 
pertussis, human papillomavirus, and influenza.115 
as children age, immunity from the childhood 
vaccine dtaP diminishes, and a tdap booster is 
needed at age 11 or 12 years to maintain protec-
tion against tetanus, diphtheria, and pertussis. this 
booster provides protection for the immunized 
teen, as well as those that they come into contact 
with, which is especially important for infants and 
the elderly. the meningococcal conjugate vaccine 
(mcv4) protects against some strains of Neisseria 
meningitidis bacteria that cause meningococ-
cal disease, such as meningococcal meningitis 
and meningococcal septicemia. mcv4 is recom-
mended at age 11 or 12 years and a booster shot 
is recommended at age 16. hPv vaccination is also 
recommended at age 11 or 12 years. Genital hPv 
is the most common sexually transmitted infection, 
affecting nearly all sexually-active men and women 
at some point. hPv infection can cause genital 
warts and certain cancers including cervical cancer, 
other genital cancers (cancer of the vulva, vagina, 
penis, or anus), and oropharyngeal cancer (cancer 
in the back of throat, including the base of the 
tongue and tonsils). a list of vaccine-preventable 
diseases and vaccines for teens and pre-teens are 
at http://www.cdc.gov/features/Preteenvaccines/.

immunization coverage among adolescents 
ranges from a high of 82.0 percent of adolescents 
aged 13 to 17 years in rhode island to a low of 
35.4 percent in mississippi. nationally, immuniza-
tion coverage among adolescents is 64.0 percent 
of adolescents aged 13 to 17 years. increasing 
routine vaccination coverage levels for adolescents 
is a healthy People 2020 objective (http://www.
healthypeople.gov/2020/topicsobjectives2020/
objectiveslist.aspx?topicid=23).35

CLINICAL CARE 
clinical care has the potential to enable people to 
live longer and healthier by treating and manag-
ing existing conditions and preventing others. 
Preventive and curative care must be delivered 
in an appropriate and timely manner in order 
for it to be most effective. four measures are 
included in this section: low Birthweight, Primary 
care Physicians, dentists, and Preventable 
hospitalizations. these clinical care measures pro-
vide information about the availability, utilization, 
and efficacy of clinical care. 

Low Birthweight is the percentage of live births 
of infants weighing less than 2,500 grams (5 
pounds, 8 ounces). the 2013 ranks, based on 2011 
birth certificates (national vital statistics system, 
nchs, cdc), are at www.americashealthrankings.
org/all/birthweight. 

Babies born with low birthweight are often 
born preterm or have inadequate growth for 
other reasons. low birthweight may occur as a 
result of inadequate clinical care in the prenatal 
period. through regular clinical visits, the health 
of the mother can be assessed, health risks can be 
identified, and steps can be taken to improve the 
mother’s health and her risk for preterm birth. low 
birthweight is associated with many characteristics 
of the mother such as smoking status, nutritional 
status, and psychosocial problems. in addition 
to being an indicator of the mother’s health and 
clinical care, low birthweight is itself a potential 
cause of future health problems for the baby. low 
birthweight babies are more likely than babies of 
normal weight to have health problems during the 
newborn period. serious medical problems are 
most common in babies born at very low birth-
weight and include respiratory distress syndrome; 
bleeding in the brain; patent ductus arteriosus, 
a heart problem common in premature babies; 
necrotizing enterocolitis, an intestinal problem 
that usually develops 2 to 3 weeks after birth; and 
retinopathy of prematurity, an abnormal growth 
of blood vessels in the eye that can lead to vision 
loss.116, 117 there may also be a connection between 
many chronic diseases in adulthood and low birth-
weight, including type 2 diabetes and coronary 
heart disease.118 successful prevention strategies 
are effective by:119 
•	 Expanding	access	to	medical	and	dental	services	

and taking a lifespan approach to health care;
•	 Focusing	intensively	on	smoking	prevention	and	

cessation; 
•	 Ensuring	that	pregnant	women	get	adequate	

nutrition; 

115 Centers for Disease Control and Prevention. Preteen and Teen 
Vaccines. Updated June 11, 2012. http://www.cdc.gov/vac-
cines/who/teens/for-preteens-teens.html. Accessed October 
21, 2013.

116 Lemons JA, Bauer CR, Oh W, et al. Very low birth weight 
outcomes of the National Institute of Child Health and Human 
Development Neonatal Research Network, January 1995 
through December 1996. NICHD Neonatal Research Network. 
Pediatrics. 2001;107(1).

117 Als H. Individualized developmental care for the very low-
birth-weight preterm infant. JAMA. 1994;272(11):853.

118 Barker DJP. Fetal origins of adult disease: Strength of effects 
and biological basis. Int J Epidemiol. 2002;31(6):1235.

119 Shore R, Shore B. Preventing low birthweight. KIDS 
COUNT indicator brief. Annie E. Casey Foundation. 2009 
http://www.aecf.org/KnowledgeCenter/Publications.
aspx?pubguid=%7B950E85EE-C2B4-466E-AA20-
AE2010384A17%7D.
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•	 Addressing	demographic,	social,	and	environ-
mental risk factors.
the incidence of low birthweight varies from 

a low of 6.0 percent of live births in alaska to a 
high of more than 10 percent in mississippi and 
louisiana. nationally, 8.1 percent of live births 
are born weighing less than 2,500 grams. healthy 
People 2020 objectives include reducing low 
birthweight to 7.8 percent of live births (http://
healthypeople.gov/2020/topicsobjectives2020/
objectiveslist.aspx?topicid=26).35

Primary Care Physicians is a measure of access to 
primary care for the general population as mea-
sured by the number of primary care physicians 
per 100,000 population. Primary care physicians 
include all those who identify themselves as family 
Practice physicians, General Practitioners, internists, 
Pediatricians, obstetricians, or Gynecologists. 
the 2013 ranks, based on 2011 data (american 
medical association, Physician characteristics and 
distribution in the united states, 2013 edition, 
chicago, il. data used with permission), are at 
www.americashealthrankings.org/all/PcP. 

the number of primary care physicians is a 
measure of the availability of health care. Primary 
care physicians provide direct patient care and, 
as necessary, counsel patients in the appropriate 
use of specialists and advanced treatment options. 
Primary care physicians are often the first point of 
contact within the health care system for patients 
and provide critical preventative care, ongoing 
care, and referrals to specialists. the availability of 
primary care physicians has a documented influ-
ence on health, as greater numbers of primary 
care physicians have been linked to better health 
outcomes including lower rates of low birthweight, 
lower all cause mortality, and longer life spans.120 
the number of primary care physicians per 100,000 
people is constantly changing due to evolving 
state populations, physician retirements, new 
physicians, and physicians moving between states 
and specialties. 

Primary care physicians range from 196 physi-
cians per 100,000 population in massachusetts to 
78 physicians per 100,000 population in idaho. the 
national average is 121 primary care physicians 
per 100,000 population, essentially unchanged 
in the last few years. healthy People 2020 objec-
tives related to primary care physicians include 
increasing the proportion of persons with a usual 
primary care provider and increasing the number 
of practicing primary care providers (http://www.
healthypeople.gov/2020/topicsobjectives2020/
objectiveslist.aspx?topicid=1).35

Dentists is a measure of access to dental care 
for the general population as measured by the 
number of dentists per 100,000 population. 
dentists include those who identify themselves 
as a private practitioner, dental school faculty or 
staff, armed forces dentist, government-employed 
dentist, hospital staff dentist, graduate student, 
intern or resident, or other health and dental orga-
nization staff members. the 2013 ranks, based on 
2011 data from the health Policy resources center 
(hPrc) of the american dental association (ada) 
census (“distribution of dentists”, ©american 
dental association. republished with permission. 
all rights reserved. any form of reproduction is 
strictly prohibited without prior written permis-
sion of american dental association), are at www.
americashealthrankings.org/all/dentists. 

the number of dentists is a measure of the 
availability of oral health care. dentists are doctors 
who specialize in oral health across the life span. 
they play a major role in diagnosing oral diseases; 
promoting oral health and disease prevention; 
creating treatment plans; monitoring growth and 
development of teeth and jaws; performing surgi-
cal procedures on teeth, bone, and soft tissues 
in the mouth; and managing oral trauma. oral 
health is about more than just a nice smile; it is a 
vital part of a comprehensive preventive health 
program. the division of oral health at the cdc 
notes, “there are threats to oral health across 
the lifespan. nearly one-third of all adults in the 
united states have untreated tooth decay. one 
in 7 adults aged 35 to 44 years has gum disease; 
this increases to 1 in every 4 adults aged 65 years 
and older. in addition, nearly a quarter of all adults 
have experienced some facial pain in the past 6 
months. oral cancers are most common in older 
adults, particularly those over 55 years who smoke 
and are heavy drinkers.”121 the mouth can also 
reveal information about a patient’s general health, 
as many health conditions, such as tuberculosis, 
have oral manifestations that could be identi-
fied during a routine oral examination.122 factors 
that influence individuals receiving dental care 
include access, cost, education, and motivation. 
oral health problems are preventable through 

120 Starfield B. Contribution of primary care to health systems 
and health. Milbank Q. 2005;83(3):457.

121 Centers for Disease Control and Prevention (CDC). Adult 
oral health. Division of Oral Health, http://www.cdc.gov/
OralHealth/publications/factsheets/adult_oral_health/index.
htm.Updated 2013. Accessed October 2, 2013.

122 US Department of Health and Human Services. Oral Health 
in America: A Report of the Surgeon General. Rockville, MD: 
HHS, Office of the US Surgeon General; 2000.
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routine visits to the dentist and good oral hygiene. 
additional information on oral health can be 
obtained from cdc’s division of oral health (www.
cdc.gov/oralhealth) and from the american dental 
association (http://www.mouthhealthy.org/en/). 
Both websites address questions about personal 
oral health and community programs to improve 
overall oral health, such as water fluoridation.

dentists vary from a high of 86 dentists per 
100,000 population in massachusetts to 42 
dentists per 100,000 population in mississippi 
and arkansas. nationally, there are 62 dentists 
per 100,000 population. the american dental 
association estimates there were 193,300 dentists 
working in dentistry in 2011.123 healthy People 
2020’s leading health indicator related to access-
ing oral health preventative services is to increase 
the proportion of children, adolescents, and adults 
who used the oral health care system in the past 
year (http://www.healthypeople.gov/2020/topic-
sobjectives2020/objectiveslist.aspx?topicid=32).35

Preventable Hospitalizations is a measure of the 
discharge rate of medicare enrollees aged 65 to 
99 years with full Part a entitlement and no health 
maintenance organization (hmo) enrollment from 
hospitals for ambulatory care-sensitive conditions. 
ambulatory care–sensitive conditions are optimally 
treated with outpatient care, potentially prevent-
ing the need for hospitalization or conditions in 
which early intervention can prevent complications 
or more severe disease.124 these conditions are 
based on icd-9-cm diagnosis codes and include: 
convulsions, chronic obstructive pulmonary disease 
(coPd), bacterial pneumonia, asthma, congestive 
heart failure (chf), hypertension, angina, cellulitis, 
diabetes, gastroenteritis, kidney/urinary infec-
tion, and dehydration. the 2013 ranks, based on 
2011 data (the dartmouth atlas of health care, 
the dartmouth institute for health Policy and 
clinic Practice, lebanon, nh), are at www.ameri-
cashealthrankings.org/all/preventable. 

Preventable hospitalizations reflect how 

efficiently a population uses the various health 
care delivery options for necessary care as well 
as the quality of the primary health care received. 
hospital care is expensive and makes up the 
largest component of health care spending in 
the united states, totaling over $750 billion.125 
Preventable hospitalizations often occur as a result 
of a failure to treat conditions early in an outpa-
tient setting due to limited availability.126 these 
discharges are also highly correlated with general 
admissions and reflect the tendency for a popula-
tion to overuse the hospital setting as a site for 
care. Preventable hospitalizations place a financial 
burden on health care systems as they could have 
been avoided with earlier less costly interventions. 
Preventable hospitalizations are more common 
in those who are uninsured, which often leads to 
large unpaid medical bills.127  

the rate of preventable hospitalizations ranges 
from a low of 27.4 discharges per 1,000 medicare 
enrollees in hawaii to 103 discharges per 1,000 
medicare enrollees in Kentucky and West virginia. 
the national average is 64.9 discharges per 1,000 
medicare enrollees, down from 66.6 discharges 
last year.  the decline in preventable hospitaliza-
tions has been relatively steady over the last 13 
years from a rate of 82.5 discharges per 1,000 
medicare enrollees in the 2001 edition.

HEALTH OUTCOMES
health outcomes are traditionally measured using 
mortality measures, but in this report, outcomes 
also address the burden of chronic disease, qual-
ity of life, and health disparities. the 8 measures 
represent outcomes resulting from current or prior 
behaviors and clinical care, and from community, 
environment, and policy influences. measures 
range from counting days in which people feel 
their normal activities are limited due to poor 
health or mental illness to disease-specific mortal-
ity, diabetes, and years of potential life lost. 

Diabetes is the percentage of adults who have 
been told by a health professional that they have 
diabetes, excluding pre-diabetes and gestational 
diabetes. the 2013 ranks, based on self-report 
data from cdc’s 2012 Behavioral risk factor 
surveillance system (Brfss) data, are at www.
americashealthrankings.org/all/diabetes. Because 
of the 2011 change in Brfss methodology, dia-
betes prevalence from the 2012 edition onward 
cannot be directly compared to estimates from 
previous years (see Methodology, page 33).

diabetes is the seventh leading cause of death 
in the united states and contributes to the first 

123 © American Dental Association. Republished with permis-
sion. All rights reserved. Any form of reproduction is strictly 
prohibited without prior written permission of American 
Dental Association.

124 Agency for Health Care Research and Quality. Prevention 
quality indicators overview. http://www.qualityindicators.
ahrq.gov/. Updated 2003. Accessed August 3, 2012.

125 The Kaiser Family Foundation. Trends in Health Care Costs 
and Spending. 2009;7692-02.

126 Billings J. Recent findings on preventable hospitalizations. 
Health Aff. 1996;15(3):239.

127 Weissman JS. Rates of avoidable hospitalization by 
insurance status in Massachusetts and Maryland. JAMA. 
1992;268(17):2388.
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and fourth leading causes of death, heart disease 
and stroke, respectively.73 there are 3 major types 
of diabetes: type 1, type 2, and gestational. of 
these, type 2 diabetes is the most common and 
accounts for 90 to 95 percent of all diabetes cases. 
type 2 diabetes is a largely preventable progres-
sive disease that is managed through lifestyle 
modifications and health care interventions. it is a 
major cause of heart disease and stroke as well as 
the leading cause of kidney failure, non-traumatic 
lower-limb amputations, and blindness in adults.128 
in 2012, the estimated total cost of diabetes was 
$245 billion, with $176 billion in direct medical 
costs.129

studies have shown that the onset of type 2 
diabetes can be prevented through losing weight, 
increasing physical activity, and improving dietary 
choices.130, 131 type 2 diabetes is associated with 
numerous modifiable behaviors such as smoking, 
obesity, physical inactivity, and poor diet which 
make it an ideal target for prevention.132 the 
national diabetes Prevention Program was created 
to bring evidence-based interventions to prevent 
diabetes to communities across the country. more 
information on diabetes prevention is available at 
http://www.cdc.gov/diabetes/prevention/index.
htm. additional diabetes information is avail-
able at the national center for chronic disease 
Prevention and health Promotion, cdc (www.cdc.
gov/diabetes/ and http://www.cdc.gov/chronicdis-
ease/resources/publications/aaG/ddt.htm) and 
the american diabetes association (www.diabetes.
org/).

the prevalence of diabetes ranges from 7.0 per-
cent of adults in alaska to 13.0 percent of adults in 
West virginia. in the united states, 9.7 percent of 
adults have diabetes, about double the rate in the 
mid 1990s. healthy People 2020 has 16 diabetes-
related objectives, which include reducing the 
annual number of new cases of diagnosed diabe-
tes in the population and increasing prevention 
behaviors in persons at high risk for diabetes or 
with prediabetes (http://healthypeople.gov/2020/
topicsobjectives2020/overview.aspx?topicid=8).35 
for a table of diabetes prevalence by state and 
education level, see Health Disparities within 
States, page 27.

Poor Mental Health Days is the average number 
of days in the previous 30 days that a person 
could not perform work or household tasks due 
to mental illness. the self-reported data relies on 
the accuracy of each respondent’s estimate of the 
number of limited activity days they experienced 
in the previous 30 days. the 2013 ranks, based 

on self-report data from cdc’s 2012 Behavioral 
risk factor surveillance system (Brfss), are at 
www.americashealthrankings.org/all/mentaldays. 
Because of the 2011 change in Brfss method-
ology, poor mental health days from the 2012 
edition onward cannot be directly compared to 
estimates from previous years (see Methodology, 
page 33).

Poor mental health days provide a general 
indication of health related quality of life, mental 
distress, and the burden that more serious mental 
illnesses place on the population. a healthy mental 
state is essential to overall positive health and 
wellness. Poor mental health days is an assessment 
of the impact of poor mental health on wellness. 
the number of poor mental health days is also a 
predictor of future health as it predicts 1-month 
and 12-month office visits and hospitalizations.133 
in extreme cases, poor mental health can lead to 
suicide, which is the 10th leading cause of death 
for all ages and the 2nd leading cause of death 
among 15 to 24 year olds.73 the medical costs of 
mental illness are estimated to be approximately 
$100 billion annually.134 although occasional short 
periods of mental distress and a few poor mental 
health days may be unavoidable, more prolonged 
and serious episodes are treatable and prevent-
able through early interventions.135 links to general 
resources, including a mental health services 
locator, are at http://www.cdc.gov/mentalhealth/
gen-resources.htm.

the number of poor mental health days in the 
previous 30 days ranges from an average of 2.8 
days in north dakota to an average of 5.2 days 
in alabama. the average number of poor mental 

128 Centers for Disease Control and Prevention (CDC). National 
Diabetes Fact Sheet: National Estimates and General 
Information on Diabetes and Prediabetes in the United 
States. 2011.

129 American Diabetes Association. Economic costs of diabetes 
in the United States in 2012. Diabetes Care, 2013.

130 Knowler WC, Barrett-Connor E, Fowler SE, et al. Reduction in 
the incidence of type 2 diabetes with lifestyle intervention or 
metformin. N Engl J Med. 2002;346(6):393-403.

131 Tuomilehto J. Prevention of type 2 diabetes mellitus by 
changes in lifestyle among subjects with impaired glucose 
tolerance. N Engl J Med. 2001;344(18):1343.

132 Schulze MB. Primary prevention of diabetes: What can be 
done and how much can be prevented? Annu Rev Public 
Health. 2005;26(1):445.

133 Dominick KL, Ahern FM, Gold CH, Heller DA. Relationship 
of health-related quality of life to health care utilization 
and mortality among older adults. Aging Clin Exp Res. 
2002;14:499-508.

134 Mark TL, Levit KR, Buck JA, Coffey RM, Vandivort-Warren R. 
Mental health treatment expenditure trends, 1986– 2003. 
Psychiatric Services. 2007;58:1041–1048.

135 Moriarty DG, Zack MM, Holt JB, Chapman DP. Geographic 
patterns of frequent mental distress: US adults, 1993–2001 
and 2003–2006. Am J Prev Med. 2009;36(6):497–505.
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health days in the previous 30 days for the united 
states is 3.9 days. healthy People 2020 has 12 
mental health-related objectives, which include 
a leading health indicator to reduce the suicide 
rate (http://healthypeople.gov/2020/about/
Genhealthabout.aspx; http://healthypeople.
gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicid=28).35

Poor Physical Health Days is the average 
number of days in the previous 30 days that a 
person could not perform work or household 
tasks due to physical illness. the self-reported 
data relies on the accuracy of each respondent’s 
estimate of the number of limited activity days 
they experienced in the previous 30 days. the 
2013 ranks, based on self-report data from cdc’s 
2012 Behavioral risk factor surveillance system 
(Brfss), are at www.americashealthrankings.org/
all/Physicaldays. Because of the 2011 change in 
Brfss methodology, poor physical health days 
from the 2012 edition onward cannot be directly 
compared to estimates from previous years (see 
Methodology, page 33).

Poor physical health days are a general indicator 
of the population’s health related quality of life. 
the number of poor physical health days reveals 
information about all cause morbidity within the 
population regardless of disease or health con-
dition. along with poor mental health days, it 
provides insight into perceived overall health. Poor 
physical health is not only an indicator of current 
health status but a predictor of future health and 
future medical care; it has been shown to be a pre-
dictor of 1-month and 12-month hospitalizations 
and office visits.136  

the number of poor physical health days in the 
previous 30 days ranges from an average of 2.9 
days in minnesota to 5.3 days in Kentucky. the 

average number of poor physical health days in the 
previous 30 days for the united states is 4.0 days. 
healthy People 2020 use this measure, as well as 
poor mental health days and self-assessed health 
status, to assess the general health status of the 
us population (http://healthypeople.gov/2020/
about/Genhealthabout.aspx).137

Disparity in Health Status is the difference in 
the percent of adults aged 25 and older who 
did not graduate high school and adults with at 
least a high school education (graduated high 
school, attended college or technical school, or 
graduated from college or technical school) who 
self-report being in excellent or very good health. 
this measure is age-adjusted using non-standard 
2012 population estimates (Population Projections, 
united states, 2012, by state, age and sex, on 
cdc Wonder on-line database). the 2013 
ranks, based on self-report data from cdc’s 2012 
Behavioral risk factor surveillance system (Brfss), 
are at www.americashealthrankings.org/all/health-
status_disparity. 

education level is a component of socio-
economic status that is related to living longer 
regardless of age, gender, or race.138 high edu-
cational attainment has been shown to improve 
health directly through the adoption of healthier 
lifestyles, better ability to cope with stress, and 
more effective management of chronic diseases; 
and indirectly through work and economic condi-
tions, social-psychological resources, and healthy 
lifestyle.139 those with more education tend to be 
healthier both mentally and physically and are sub-
stantially less likely to report that they are in poor 
health or are experiencing anxiety or depression. 
With each increase in level of education (eg, from 
high school to college), there is generally a positive 
change in health status.140

Because education status is amenable to change 
among younger people, this disparity measure 
showcases the importance of keeping children 
and adolescents in school through graduation and 
extending beyond high school. it also suggests 
that when it is not feasible to extend education, 
programs and policies should take an audience-
centered approach by tailoring to audiences based 
on education level in order to be most effective.

according to the cdc, public health profes-
sionals have a responsibility to ensure that the 
health information and services provided are easy 
to understand, accessible, and that audiences are 
able to comprehend and apply the recommenda-
tions. Whether designing and delivering public 
information campaigns, conducting community 

136 Dominick KL, Ahern FM, Gold CH, Heller DA. Relationship 
of health-related quality of life to health care utilization 
and mortality among older adults. Aging Clin Exp Res. 
2002;14:499-508.

137 Healthy People 2020. General Health Status. http://
www.healthypeople.gov/2020/about/GenHealthAbout.
aspx#physically. US Department of Health and Human 
Services. Updated November 15, 2011. Accessed October 22, 
2013.

138 Olshansky SJ, Antonucci T, Berkman L, et al. Differences in 
life expectancy due to race and educational differences are 
widening, and many may not catch up [disparities] Health Aff. 
2012;31(8):1803-1813.

139 Ross CE, Wu C. The links between education and health. 
American Sociological Review. 1995;60(5):719-745.

140 Cutler D, Lleras-Muney A. Education and health: National 
poverty center policy brief #9. .http://www.npc.umich.edu/
publications/policy_briefs/brief9/policy_brief9.pdf. Updated 
March 2007. Accessed August 15, 2013.
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outreach and education, providing local services 
such as immunizations or restaurant inspections, 
and/or issuing warnings or alerts, public health 
practitioners need to ensure that their messages, 
policies, and programs are accessible and under-
standable to the target audience.141 for more 
information on creating accurate, accessible, and 
actionable health information for all, see cdc’s 
health literacy site at http://www.cdc.gov/healthlit-
eracy/. find health literacy activities in your state at 
http://www.cdc.gov/healthliteracy/statedata/index.
html.

the state with the smallest disparity in health 
status is alaska, with a 19.7 percent difference in 
high health status between adults aged 25 and 
older without a high school education and those 
with at least a high school education. the largest 
disparity in health status is in illinois, with a 38.7 
percent difference in high health status between 
adults aged 25 and older without a high school 
education and those with at least a high school 
education. nationally, the percent difference in 
high health status between adults aged 25 and 
older without a high school education and those 
with at least a high school education is 32.5 
percent. for additional information on health 
disparities, including a table of health status by 
state and education level (table 8), see Health 
Disparities within States, page 21.

Infant Mortality is the number of infant deaths 
that occur before age 1 per 1,000 live births. 
the 2013 ranks, based on a 2-year average using 
2008 and 2009 data (national center for health 
statistics, Washington, dc), are at www.ameri-
cashealthrankings.org/all/imr. 

infant mortality is associated with many factors 
surrounding birth, including but not limited to: 
maternal health, prenatal care, and access to qual-
ity healthcare.142 congenital malformations are the 
leading cause of infant mortality followed closely 
by disorders related to preterm birth and low 

birthweight.143 infant mortality is commonly used 
to compare health between different countries 
because of its association with access to health 
care in the prenatal period and first year of life. 
the nation’s overall infant mortality rate is consis-
tently higher than other developed countries, and 
significant racial and ethnic disparities exist.144 the 
demographics of the mother are important predic-
tors of infant mortality, with minority women and 
low socioeconomic status women having the high-
est rates. in addition to the demographic factors, 
there are also many health care system factors that 
influence infant mortality. improving access to and 
utilization of ongoing prenatal care is a key strat-
egy towards decreasing infant mortality, as well as 
reducing the teen birth rate and maternal smoking. 
the us department of health and human services 
has put together a fact sheet on preventing infant 
mortality at www.hhs.gov/news/factsheet/infant.
html.

infant mortality varies greatly among states, 
from 4.4 deaths per 1,000 live births in new 
hampshire to 9.9 deaths per 1,000 live births 
in mississippi. nationally the infant mortality 
rate is 6.3 deaths per 1,000 live births. for the 
second consecutive year the infant mortality rate 
decreased, a 7 percent reduction since the 2011 
edition. table 21 lists the states with the great-
est decreases in infant mortality over the past 1, 
5, and 10 years. healthy People 2020’s leading 

Table 21
greatest Decreases in Infant Mortality  
(Change in infant mortality rate)

onE yEAR CHAngE  FIvE yEAR CHAngE TEn yEAR CHAngE
SInCE 2012 EDITIon SInCE 2008 EDITIon SInCE 2003 EDITIon

STATE CHAngE STATE CHAngE STATE CHAngE

Alaska -1.0 Louisiana -2.1 Alaska & Delaware -2.2
Georgia and Minnesota -0.8 Tennessee -1.5 North Dakota -1.9
Louisiana and South Dakota -0.7 South Carolina -1.4 Idaho -1.8

Description of Measures

141 Centers for Disease and Control, National Center for Health 
Marketing. What we know about...health literacy. http://
www.cdc.gov/healthcommunication/audience/healthliteracy.
pdf. Updated July 2009. Accessed August 15, 2013.

142 Singh GK, Yu SM. Infant mortality in the United States: 
Trends, differentials, and projections, 1950 through 2010. Am 
J Public Health. 1995;85(7):957-964.

143 Mathews TJ. Infant mortality statistics from the 2006 period 
linked birth/infant death data set. National Vital Statistics 
Reports. 2010;58(17):1.

144 MacDorman MF, Mathews TJ. Recent Trends in Infant 
Mortality in the United States. Hyattsville, MD: US Dept. of 
Health and Human Services, Centers for Disease Control 
and Prevention, National Center for Health Statistics; 2008. 
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health indicator is to reduce the rate of all infant 
deaths to 6.0 deaths per 1,000 live births (http://
healthypeople.gov/2020/topicsobjectives2020/
objectiveslist.aspx?topicid=26).35 states with 
a lower number of births will experience more 
pronounced fluctuations in infant mortality rates 
compared to states with a higher number of births. 

Cardiovascular Deaths is the 3-year average, 
age-adjusted number of deaths attributed to 
cardiovascular diseases, including but not limited 
to heart disease and stroke, per 100,000 popula-
tion. the 2013 ranks, based on 2008 to 2010 data 
(national center for health statistics, centers 
for disease control and Prevention), are at www.
americashealthrankings.org/all/cvd. the rates are 

age-adjusted using nchs’s bridged-race esti-
mates of the July 1 resident population from the 
2009 county-level postcensal series. the following 
icd-10 codes were used: i10-i15 (hypertensive dis-
eases); i20-i25 (ischaemic heart diseases); i26-i28 
(Pulmonary heart disease and diseases of pul-
monary circulation); i30-i51 (other forms of heart 
disease); i60-i69 (cerebrovascular diseases); i70-i78 
(diseases of arteries, arterioles, and capillaries); 
i80-i89 (diseases of veins, lymphatic vessels and 
lymph nodes, not elsewhere classified); and i95-i99 
(other and unspecified disorders of the circulatory 
system).

cardiovascular deaths are an indication of the 
toll that cardiovascular disease places on the 
population. in the united states, heart disease and 

Table 22
greatest Decreases in Cardiovascular Deaths  
(Change in number of deaths per 100,000 population)

Table 23
greatest Decreases in Cancer Deaths  
(Change in number of deaths per 100,000 population) 

Table 24
greatest Decreases in premature Death  
(Change in number of years lost before age 75 per 100,000 population)

onE yEAR CHAngE  FIvE yEAR CHAngE TEn yEAR CHAngE
SInCE 2012 EDITIon SInCE 2008 EDITIon SInCE 2003 EDITIon

STATE CHAngE STATE CHAngE STATE CHAngE

Rhode Island -22.9 Delaware -54.5 South Carolina -95.9
Connecticut -19.4 Rhode Island -52.3 North Carolina -95.1
Maryland -17.2 Nevada -48.4 Georgia  -91.4
Maine -15.9 California -47.9 New Hampshire -91.2

onE yEAR CHAngE  FIvE yEAR CHAngE TEn yEAR CHAngE
SInCE 2012 EDITIon SInCE 2008 EDITIon SInCE 2003 EDITIon

STATE CHAngE STATE CHAngE STATE CHAngE

New Hampshire -3.5 Montana -11.7 New Jersey -21.5
Virginia -2.1 Connecticut -11.1 Maryland & Nevada -19.0
Maryland -1.6 New Jersey -9.2 New Hampshire -18.0

onE yEAR CHAngE  FIvE yEAR CHAngE TEn yEAR CHAngE
SInCE 2012 EDITIon SInCE 2008 EDITIon SInCE 2003 EDITIon

STATE CHAngE STATE CHAngE STATE CHAngE

Hawaii -699 Louisiana -1380 Maryland -1079
North Dakota -692 Nevada -938 New Jersey -871
West Virginia -617 Arizona -778 Alaska -819



5 8   w w w . a m e r i c a s h e a l t h r a n k i n g s . o r g

stroke are currently the leading and fourth lead-
ing causes of death, respectively.73 cardiovascular 
disease accounts for 17 percent of medical spend-
ing and 30 percent of medicare spending, adding 
up to nearly $150 billion annually.145 cardiovascular 
disease is influenced by a long list of modifiable 
risk factors: smoking, hypertension, hypercholes-
terolemia, diabetes, low levels of physical inactivity, 
poor diet, and obesity.146 influencing 1 or more 
of these risk factors has the potential to greatly 
decrease the burden of cardiovascular disease. 
an initiative to reduce this burden, million hearts, 
aims to prevent 1 million heart attacks and strokes 
by 2017.147 additional information on the initiative 
is available at http://millionhearts.hhs.gov/index.
html.

deaths from cardiovascular disease vary from 
a low of 186.9 deaths per 100,000 population in 
minnesota to 358.6 deaths per 100,000 popula-
tion in mississippi. the national average is 258.7 
deaths per 100,000 population, down 6.2 deaths 
per 100,000 population from last year, down 39.5 
deaths per 100,000 population from 5 years ago, 
and down 81.2 deaths per 100,000 population 
from 10 years ago. table 22 lists the states with the 
greatest reductions in cardiovascular mortality over 
the past 1, 5, and 10 years. mortality data does not 
reflect the full burden of cardiovascular disease on 
the nation; despite the decline in cardiovascular 
mortality rates, more individuals are living longer 
lives with cardiovascular disease due to proper 
blood pressure control, cholesterol management, 
healthy eating, and other interventions. reducing 
coronary heart disease deaths and stroke deaths 
are healthy People 2020 objectives (http://
healthypeople.gov/2020/topicsobjectives2020/
objectiveslist.aspx?topicid=21).35

Cancer Deaths is the 3-year average, age-
adjusted number of deaths attributed to cancer 
per 100,000 population. the 2013 ranks, based 
on 2008 to 2010 data (national center for 
health statistics. centers for disease control and 
Prevention), are at www.americashealthrankings.
org/all/cancer. the rates are age-adjusted using 
nchs’s bridged-race estimates of the July 1 
resident population from the 2009 county-level 
postcensal series. the following icd-10 codes 
were used: c00-c97 (malignant neoplasms); 

d00-d09 (in situ neoplasms); and d37-d48 
(neoplasms of uncertain or unknown behavior).

cancer is the second leading cause of death in 
the united states, and the cancer deaths measure 
is an indication of the toll it places on the popula-
tion.73 cancer kills more than 575 million73 people 
a year and costs over $48 billion in direct medical 
costs.148 significant opportunities exist to reduce 
the risk of developing some cancers and to treat 
others. the cdc estimates that one third of all 
cancer deaths are attributable to tobacco use and 
another third are attributable to poor nutrition, 
physical inactivity, and obesity.149 other types of 
cancer, such as colon and cervical, may be pre-
ventable through vaccinations, screening, or early 
detection. more information on the cancer burden 
in the united states is available at http://www.cdc.
gov/cancer/.

cancer mortality varies from a low of 141.3 
cancer deaths per 100,000 population in utah to 
226.9 deaths per 100,000 population in Kentucky. 
the national average is 190.6 deaths per 100,000 
population, unchanged from the 2012 edition and 
a decrease of only 10 deaths per 100,000 popula-
tion from the 2003 edition. cancer deaths peaked 
in 1996 when the national rate was 205.5 deaths 
per 100,000 population. table 23 lists the states 
with the greatest reductions in cancer mortal-
ity in the past 1, 5, and 10 years. healthy People 
2020’s target is to reduce cancer mortality to 160.6 
deaths per 100,000 population (http://healthypeo-
ple.gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicid=5#318).35

145 Trogdon, JG, Finkelstein EA, Nwaise IA, Tangka FK, and 
Orenstein D. The economic burden of chronic cardiovascular 
disease for major insurers. Health Promotion Practice. 8.3 
(2007): 234-42. 

146 Jackson, R. Guidelines on preventing cardiovascular disease 
in clinical practice. Bmj : British Medical Journal. 320.7236 
(2000): 659. 

147 Frieden TR, Berwick DM. (2011). The “Million Hearts” initia-
tive — preventing heart attacks and strokes. N Engl J Med, 
365(13), e27. doi:10.1056/NEJMp1110421.

148 Tangka, FK. Cancer treatment cost in the United States. 
Cancer. 116.14 (2010):3477.

149 American Cancer Society. Cancer Prevention & Early 
Detection Facts & Figures 2012. American Cancer Society. 
2012.

150 CDC/National Center for Injury Prevention and Control 
(NCIPC). WISQARS Years of Potential Life Lost (YPLL) Report, 
2009. Atlanta, GA: US Department of Health and Human 
Services, CDC, NCIPC.

Description of Measures
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Premature Death is the age-adjusted loss 
of years of life due to death before age 75 as 
defined by the centers for disease control and 
Prevention’s Years of Potential life lost (YPll-75). 
for example, the death of a 25-year-old would 
account for 50 years of lost life, while the death of 
a 60-year-old would account for 15 years. the 2013 
ranks, based on 2010 data (national center for 
health statistics. centers for disease control and 
Prevention), are at www.americashealthrankings.
org/all/Prematuredeath. 

Premature death is a measure of mortality that 
reflects the age of death for persons younger than 
75 years of age. a person who dies very young 
contributes more towards the overall measure 
and causes it to increase more than someone who 
dies closer to age 75. deaths occurring in younger 
people are more likely to be preventable than 
those occurring in older people and are often 
indicative of failures in the health care system and/
or lifestyle factors. according to 2009 mortality 
data, cancer, unintentional injury, heart disease, 
suicide, and deaths occurring during the perinatal 
period are the top 5 causes of premature death in 
the united states.150 many of these causes of death 
are preventable through lifestyle modifications. 
lung cancer is the largest contributor towards 
premature cancer deaths, and smoking cessation 
can greatly decrease the risk of lung cancer. heart 
disease is tied to several modifiable risk factors 
such as obesity, diabetes, and physical inactivity. 
a variety of intervention strategies that encour-
age healthy lifestyles and preventative care can be 
effective in decreasing premature death.

Premature death varies from a low of 5,493 
years lost per 100,000 population in minnesota 
to 10,821 years lost per 100,000 population in 
mississippi. nationally, 6,981 years were lost 
before the age of 75 per 100,000 population, 
170 fewer years lost than in the 2012 edition. 
Premature death has slowly declined since the 
2008 edition, from 7,490 years lost before age 75 
per 100,000 population to the current rate. table 
24 lists the states with the greatest reductions in 
premature death over the past 1, 5, and 10 years.
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the core measures used in the rankings repre-
sent a small fraction of the measures available to 
the general public and to public health officials. 
the America’s Health Rankings® website contains 
supplemental measures that are useful in under-
standing the health of your state and provide 
information for more in-depth analysis. 

table 25 on pages 62-63 contains a brief defini-
tion of the supplemental measures including the 
source and data year for each measure.

BEHAVIORS

Cholesterol Check is the percentage of adults 
reporting that they received a cholesterol check 
within the past 5 years. this measure, based on 
self-report data from cdc’s 2011 Behavioral risk 
factor surveillance system (Brfss), is at www.
americashealthrankings.org/all/cholesteroltest. 
this measure is updated biennially.

the national cholesterol education Program 
(nceP) recommends that adults aged 20 years 
and older have their cholesterol checked every 5 
years. high cholesterol has no symptoms, but a 
simple blood test can measure total cholesterol 
levels, including ldl (low-density lipoprotein, or 
“bad” cholesterol), hdl (high-density lipoprotein, 
or “good” cholesterol), and triglycerides. high 
cholesterol increases the risk of stroke, heart 
disease, cardiovascular disease, and premature 
death. approximately 1 in 6 people have high 
cholesterol.151 factors that influence individuals 
receiving a blood cholesterol check include access, 
cost, education, and motivation. cholesterol can 
be effectively lowered with lifestyle modifica-
tions and medications. the national heart, lung 
and Blood institute at the national institutes of 
health has additional background information on 
cholesterol and actions to take to manage high 
cholesterol at www.nhlbi.nih.gov/health/public/
heart/index.htm#chol.

in massachusetts and rhode island, more 
than 82.0 percent of adults had their cholesterol 
checked in the last 5 years. in utah and alaska, 
fewer than 68.0 percent of adults were checked. 
the national median of adults who had their cho-
lesterol checked in the last 5 years is 75.5 percent.

Dental Visit, Annual is the percentage of the 
adult population who visited a dental clinic for any 
reason within the past 12 months. this measure, 

Supplemental Measures

Supplemental Measures

based on self-report data from cdc’s 2012 
Behavioral risk factor surveillance system (Brfss), 
is at www.americashealthrankings.org/all/dental. 
this measure is updated biennially.

oral health is about more than just a nice smile; 
it is a vital part of a comprehensive preventive 
health program. factors that influence individuals 
receiving dental care include access, cost, educa-
tion, and motivation. oral health problems are 
preventable through routine visits to the dentist 
and good oral hygiene. 

in massachusetts and connecticut, more than 
76.0 percent of adults had a dental visit within the 
last year. in mississippi and arkansas, fewer than 
56.0 percent of adults had a visit in the last year. 
the national median of adults who had a dental 
visit within the last year is 67.2 percent.

Diet, Fruits is the number of fruits that adults 
consume on an average day. this measure, based 
on self-report data from cdc’s 2011 Behavioral 
risk factor surveillance system (Brfss), is at www.
americashealthrankings.org/all/fruit. this measure 
is updated biennially.

according to the dietary Guidelines for 
americans published by the cdc, a healthy eating 
plan:152

•	 Emphasizes	fruits,	vegetables,	whole	grains,	and	
fat-free or low-fat milk and milk products; 

•	 Includes	lean	meats,	poultry,	fish,	beans,	eggs,	
and nuts;

•	 Is	low	in	saturated	fats,	trans	fats,	cholesterol,	
salt (sodium), and added sugars;

•	 Stays	within	your	daily	calorie	needs.	
fruits and vegetables contain essential vitamins 

and minerals. they are also an excellent source 
of dietary fiber. consuming 5 or more servings of 
fruits and vegetables per day decreases risk of 
heart disease and stroke.153, 154 diets high in fruits 
and vegetables have also been shown to help 

151 Schober S, Carroll M, Lacher D, Hirsch R. High serum total 
cholesterol--an indicator for monitoring cholesterol lowering 
efforts: US adults, 2005-2006. NCHS Data Brief. 2007(2):1-8.

152 Centers for Disease Control and Prevention (CDC), http://
www.cdc.gov/healthyweight/healthy_eating/index.html. 
Updated 2012. Accessed October 8, 2013.

153 He FJ. Fruit and vegetable consumption and stroke: Meta-
analysis of cohort studies. Lancet. 2006;367(9507):320.

154 He FJ. Increased consumption of fruit and vegetables is 
related to a reduced risk of coronary heart disease: Meta-
analysis of cohort studies. J Hum Hypertens. 2007;21(9):717.
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prevent certain types of cancer, cataracts, and dia-
betes.155, 156 fruits and vegetables are an integral 
part of a healthy diet. consuming a healthy diet 
can not only decrease risk for numerous diseases, 
but it can also help to reduce the burden of dis-
eases once they have been diagnosed by helping 
to lower cholesterol, control blood glucose, and 
contribute towards weight loss. low fruit and veg-
etable consumption is not only a risk factor itself 
for many health conditions; it also increases the 
risk of developing other known risk factors, such as 
obesity, hypertension, and hypercholesterolemia.157  

there are many well documented successful 
strategies for increasing fruit and vegetable intake. 
however, accessing healthy foods like fruit and 
vegetables can be a challenge depending upon 
where you live. the us department of agriculture 
identifies food access indicators by census tract, 
including supermarket availability at http://www.
ers.usda.gov/data-products/food-access-research-
atlas/go-to-the-atlas.aspx#.um8iJflwpae.

nutritional information is abundant and 
overwhelming, but 2 sound starting points for 
information are the cdc’s resources about healthy 
weight (www.cdc.gov/healthyweight/index.html) 
and the national heart, lung and Blood institute 
dash (dietary approaches to stop hypertension) 
nutrition plan (www.nhlbi.nih.gov/health/health-
topics/topics/dash/). the dash eating plan was 
originally developed as an eating plan to reduce 
high blood pressure, ie, hypertension. however, 
the plan also represents a healthy approach to 
eating for those who do not have a problem with 
hypertension. 

fruit servings vary from a high of 1.23 serv-
ings per adult per day in california to a low of 
0.71 servings per adult per day in mississippi and 
louisiana. nationally, the median consumption is 
0.99 servings per day for each adult. 

Diet, Vegetables is the number of vegetables 
that adults consume on an average day. this mea-
sure, based on self-report data from cdc’s 2011 
Behavioral risk factor surveillance system (Brfss), 
is at www.americashealthrankings.org/all/veggie. 
this measure is updated biennially.

vegetable servings vary from a high of 0.90 serv-
ings per adult per day in maine, new hampshire, 
and vermont to a low of 0.65 servings per adult 
per day in louisiana. nationally, the median con-
sumption is 0.79 servings per day for each adult. 

Teen Birth Rate is the number of births per 1,000 
mothers aged 15 to 19 years. this measure, based 
on final 2011 birth certificate data collected by the 
cdc through the national vital statistics system, 
is at http://www.americashealthrankings.org/all/
teenBirth.

Prevention of teen and unplanned pregnancy 
is an important part of a healthy community. 
according to the cdc, nearly 330,000 infants were 
born to 15 to 19 year olds in 2011, a record-low 
birth rate of 31.1 births per 1,000 women in this 
age group.158 historically, the majority of these 
births have been unintended in girls younger than 
18 years and more than half have been unintended 
among 18 to 19 year olds.159 cdc estimates that 
teen pregnancy and childbirth costs more than $11 
billion per year to us taxpayers due to “increased 
health care and foster care, increased incarcera-
tion rates among children of teen parents, and lost 
tax revenue because of lower educational attain-
ment and income among teen mothers.”160, 161 a 
valuable resource for further information about 
teen and unplanned pregnancy is available from 
the national campaign to Prevent teen and 
unplanned Pregnancy (www.thenationalcampaign.
org/default.aspx).

teen birth rates are lowest in new hampshire at 
13.7 births per 1,000 mothers aged 15 to 19 years 
and highest in arkansas and mississippi at over 
50.0 births per 1,000 mothers aged 15 to 19 years. 
the national rate is 31.3 births per 1,000 mothers 
aged 15 to 19 years.

155 Van Duyn M. Overview of the health benefits of fruit and veg-
etable consumption for the dietetics professional: Selected 
literature. J Am Diet Assoc. 2000;100(12):1511.

156 Ford ES. Fruit and vegetable consumption and diabetes mel-
litus incidence among US adults. Prev Med. 2001;32(1):33.

157 Rolls BJ, Ello-Martin JA, Tohill BC. What can intervention 
studies tell us about the relationship between fruit and 
vegetable consumption and weight management? Nutr Rev. 
2004;62(1):1-17.

158 Hamilton BE, Martin JA, Ventura SJ. Births: Preliminary data 
for 2011. National Vital Statistics Reports. 2012;61(5). Table 2. 

159 Centers for Disease Control and Prevention (CDC). Vital 
signs: Teen pregnancy-United States, 1991-2009. MMWR 
2011;60(13):414-420.

160 National Campaign to Prevent Teen and Unplanned 
Pregnancy, Counting it up: The public costs of teen child-
bearing  2011.

161 Centers for Disease Control and Prevention, http://www.cdc.
gov/TeenPregnancy/AboutTeenPreg.htm. Accessed October 
9, 2013.



6 2   w w w . a m e r i c a s h e a l t h r a n k i n g s . o r g

SuppLEMEnTAL MEASuRES

DETERMInAnTS DESCRIpTIon SouRCE DATA yEAR(S)

BEHAvIoRS

Cholesterol Check Percentage of adults who have had their blood cholesterol 
checked within the last 5 years. CDC BRFSS 2011

Dental Visit, Annual Percentage of adults who have visited the dentist or dental clinic 
within the past year for any reason. CDC BRFSS 2012

Diet, Fruit Number of fruits consumed on an average day. CDC BRFSS 2011

Diet, Vegetables Number of vegetables consumed on an average day. CDC BRFSS 2011

Teen Birth Rate Number of births per 1,000 mothers aged 15 to 19 years. CDC 2011

Youth Smoking Percentage of high school youth who smoked cigarettes on at 
least 1 day during the last 30 days. NVSR 2011

Youth Obesity
Percentage of high school students who were greater or equal to 
the 95th percentile for body mass index, based on sex and age-
specific reference data from the 2000 CDC growth charts.

CDC YRBS 2011

CHRonIC DISEASE

Heart Disease Percentage of adults who have been told by a health professional 
that they have angina or coronary heart disease. CDC BRFSS 2012

High Cholesterol Percentage of adults who have had their cholesterol checked and 
been told that it was high. CDC BRFSS 2011

Heart Attack Percentage of adults who have been told by a health professional 
that they had a heart attack (myocardial infarction). CDC BRFSS 2012

Stroke Percentage of adults who have been told by a health professional 
that they had a stroke. CDC BRFSS 2012

Hypertension Percentage of adults who have been told by a health professional 
that they have high blood pressure. CDC BRFSS 2011

Table 25
Description of Supplemental Measures Summary

Supplemental Measures
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DETERMInAnTS DESCRIpTIon SouRCE DATA yEAR(S)

CLInICAL CARE

Preterm Birth Percentage of babies born before 37 weeks gestation. CDC NCHS 2011

EConoMIC EnvIRonMEnT

Personal Income Per capita personal income in current dollars. US Bureau of 
Economic Analysis 2012

Median Household Income The amount of income that divides the income distribution into 2 
equal groups.

US Census 
Bureau, Current 
Population Survey, 
Annual Social 
and Economic 
Supplements

2012

Unemployment Rate Total unemployed as a percentage of the civilian labor force (U-3 
definition). 

US Bureau of 
Labor Statistics 2012

Underemployment Rate

Total unemployed, plus all marginally attached workers, plus 
total employed part-time for economic reasons, as a percent of 
the civilian labor force plus all marginally attached workers (U-6 
Definition).

US Bureau of 
Labor Statistics 2012

Income Disparity (Gini coefficient) A common measure of income inequality, where 0 represents 
complete equality and 1 indicates complete inequality. US Census 2012

ouTCoMES

Low Health Status Percentage of adults who describe their general health as fair or 
poor. CDC BRFSS 2012

Suicide Number of deaths due to intentional self-harm per 100,000 
population. CDC NCHS 2010

http://www.americashealthrankings.org/about/summarydescriptionofallmeasures)
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Youth Smoking is the percentage of high school 
youth that smoked cigarettes on at least 1 day 
during the last 30 days. this measure, based on 
2011 data collected by the cdc through the high 
school Youth risk Behavior survey, is at www.
americashealthrankings.org/all/youthsmoking. 
the survey was only administered in 41 states, so 
data is not available for all states. this measure is 
updated biennially.

smoking is most commonly associated with 
negative health effects in adulthood, but there 
are immediate effects even in young smokers. 
adolescents who smoke are less physically fit and 
have more respiratory illness than their nonsmok-
ing peers.162 tobacco use during adolescence is 
associated with other behaviors such as high risk 
sexual activities, alcohol use, and illicit drug use.163  
Youth smoking is predictive of adult smoking as 
smoking often begins in adolescence or young 
adulthood.164 nearly 90 percent of adult daily 
smokers report having started before age 18 and 
nearly 100 percent of adults who smoke every day 
started smoking when they were younger than 26 
years.163 

smokers who quit smoking before age 35 
reduce their risk of premature death to almost the 
same level as non-smokers.165 a wide variety of 
intervention types have been found to be effective 
in leading to smoking cessation at the individual 
and community levels.166 excise taxes and commu-
nity and organizational smoking bans are examples 
of policy approaches that have been shown to be 
tremendously effective at reducing the burden of 
tobacco use by increasing successful quit attempts, 
preventing youth from starting smoking, and 
decreasing smoking-related health problems.167, 168  
due to the widespread negative health effects of 
secondhand smoke, reducing the prevalence of 
smoking and creating smoke-free environments 
can have a profound impact on the entire com-
munity.169 for more information and resources on 
helping smokers quit, see www.smokefree.gov/.

smoking is a lifestyle behavior that an indi-
vidual can directly influence with support from the 
community and, as required, clinical intervention. 
cessation, even in a longtime smoker, can have 
profound benefits on current health status as well 
as on long term outcomes, but preventing youth 
from starting is optimal.170 

Youth smoking varies from a low of 5.9 percent 
of high school youth in utah to a high of 24.1 
percent in Kentucky. nationwide, 18.1 percent 
of youth had smoked cigarettes on at least 1 day 

during the 30 days before the survey. one of the 
goals of healthy People 2020 is to reduce the 
national prevalence of adolescents who smoke 
cigarettes in the past 30 days from 19.5 percent to 
16.0 percent (www.healthypeople.gov/2020/topic-
sobjectives2020/objectiveslist.aspx?topicid=41).35 

Youth Obesity is the percentage of high school 
youth who were greater than or equal to the 95th 
percentile for Bmi, based on sex and age-specific 
reference data from the 2000 cdc Growth charts. 
this measure, based on 2011 data collected by the 
cdc’s high school Youth risk Behavior survey, is 
at www.americashealthrankings.org/all/youthobe-
sity. the survey was only administered in 41 states, 
so data is not available for all states. this measure 
is updated biennially.

obesity is one of the greatest health threats to 
the united states. it contributes significantly to a 
variety of serious diseases, including heart disease, 
diabetes, stroke, and certain cancers, as well as 
poor general health.171 obesity has many well 
documented long-term negative health effects, 
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162 Milton MH, Maule CO, Yee SL, Backinger C, Malarcher AM, 
Husten CG. Youth Tobacco Cessation: A Guide for Making 
Informed Decisions. Atlanta, GA: US Department of Health 
and Human Services, Centers for Disease Control and 
Prevention; 2004.

163 US Department of Health and Human Services. Preventing 
Tobacco Use Among Youth and Young Adults. Centers for 
Disease Control and Prevention, Office on Smoking and 
Health; 2012.

164 Substance Abuse & Mental Health Services Administration. 
Results from the 2010 National Survey on Drug Use and 
Health: National Findings. Department of Health and Human 
Services; 2011.

165 Taylor Jr. DH, Hasselblad V, Henley SJ, Thun MJ, Sloan FA. 
Benefits of smoking cessation for longevity. Am J Public 
Health. 2002;92(6):990-996. http://articles.sirc.ca/search.
cfm?id=S-833157.

166 Lemmens V, Oenema A, Knut IK, Brug J. Effectiveness of 
smoking cessation interventions among adults: A systematic 
review of reviews. European Journal of Cancer Prevention. 
2008;17(6):535.

167 Chaloupka FJ. Effectiveness of tax and price policies in 
tobacco control. Tob Control. 2011;20(3):235.

168 Naiman A. Association of anti-smoking legislation with rates 
of hospital admission for cardiovascular and respiratory 
conditions. CMAJ. 2010;182(8):761.

169 US Department of Health and Human Services. The Health 
Consequences of Involuntary Exposure to Tobacco Smoke: 
A Report of the Surgeon General. Atlanta, GA: Centers for 
Disease Control and Prevention, Coordinating Center for 
Health Promotion, National Center for Chronic Disease 
Prevention and Health Promotion, Office on Smoking and 
Health; 2006.

170 US Department of Health and Human Services. The Health 
Consequences of Smoking: A Report of the Surgeon 
General. Atlanta, GA: Centers for Disease Control and 
Prevention, National Center for Chronic Disease Prevention 
and Health Promotion, Office on Smoking and Health; 2004.

171 Centers for Disease Control and Prevention. Overweight 
and Obesity. http://www.cdc.gov/obesity/. May 24, 2012. 
Accessed July 24, 2012.
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many of which can start in adolescence as 70 per-
cent of obese adolescents already have at least 1 
risk factor for cardiovascular disease.172, 173 children 
and adolescents who are obese are at increased 
risk of developing immediate health problems such 
as bone or joint problems, sleep apnea, and social 
or psychological problems.174 the causes of youth 
obesity are complex and include lifestyle, the 
social and physical environment, as well as genes 
and medical history. Poor diet and decreased 
physical activity are major lifestyle contributors 
to youth obesity. since the 1980s, energy intake 
has steadily climbed and energy expenditure has 
declined, leading to a growing energy imbalance 
which closely mirrors the youth obesity rates.175 
a wide variety of successful interventions uti-
lize different strategies to target youth, such as 
school based prevention programs to behavioral 
interventions.176, 177  While obesity is associated 
with an increased risk of developing numerous 
health conditions, weight loss is associated with an 
attenuation of those risks. for more information, 
additional resources, and strategies to prevent and 
reduce childhood obesity, visit www.letsmove.gov.

Youth obesity varies from a low of 7.3 percent 
of high school youth in colorado to a high of 17.0 
percent in alabama. nationwide, 13.0 percent 
of high school youth are obese. a fact sheet is 
available at www.cdc.gov/healthyyouth/yrbs/pdf/
us_obesity_trend_yrbs.pdf.

CHRONIC DISEASE
chronic disease is comprised of 5 measures: heart 
disease, high cholesterol, heart attack, stroke, 
and hypertension. these measures represent the 
burden of cardiovascular diseases and risk factors 
on the population. cardiovascular disease (heart 

disease and stroke) is the leading cause of death 
in the united states and is a significant contribu-
tor to morbidity. all 5 chronic disease measures 
are self-reported by respondents to the Brfss. 
resources for heart and vascular diseases are at 
national heart, lung and Blood institute (www.
nhlbi.nih.gov/health/public/heart/index.htm) as 
well as at the division for heart disease and stroke 
Prevention, cdc (www.cdc.gov/dhdsP/index.htm). 

Heart Disease is the percentage of the adult 
population who were told by a health professional 
that they have angina or coronary heart disease. 
heart disease alone has consistently been the 
leading cause of death in the united states. the 
estimated economic cost of heart disease exceeds 
$100 billion annually.178 this measure, based on 
self-report data from cdc’s 2012 Behavioral risk 
factor surveillance system (Brfss), is at www.
americashealthrankings.org/all/ chd. 

the prevalence of heart disease ranges from less 
than 3.0 percent of adults in utah and hawaii to a 
high of 8.5 percent in West virginia. nationally, 4.3 
percent of adults report being told that they have 
heart disease.

High Cholesterol is the percentage of the adult 
population who have had their cholesterol checked 
and were told it was high. high cholesterol is usu-
ally defined as total blood cholesterol above 240 
mg/dl. high cholesterol is a major risk factor for 
heart disease and can be influenced by genet-
ics, but also lifestyle behaviors such as diet and 
physical activity. this measure, based on self-report 
data from cdc’s 2011 Behavioral risk factor 
surveillance system (Brfss), is at www.ameri-
cashealthrankings.org/all/high_chol. this measure 
is updated biennially.

the prevalence of high cholesterol ranges 
from less than 35.0 percent of adults in colorado, 
massachusetts, alaska, montana, and utah to 42.0 
percent or more in alabama and mississippi. the 
national median is 38.4 percent of adults.

Heart Attack is the percentage of the adult 
population who were told by a health professional 
that they had a heart attack. a heart attack, or 
myocardial infarction, is a sudden stoppage of 
blood flow to the tissue of the heart. every year 
an estimated 1 million heart attacks and half a 
million deaths as a result of heart attacks occur 
in the united states.179 this measure, based on 

172 Malnick SDH. The medical complications of obesity. QJM. 
2006;99(9):565.

173 Freedman DS. Cardiovascular risk factors and excess 
adiposity among overweight children and adolescents: The 
Bogalusa heart study. J Pediatr. 2007;150(1):12.

174 Dietz WH. Overweight in childhood and adolescence. N Engl 
J Med. 2004;350(9):855.

175 Finkelstein EA. Economic causes and consequences of obe-
sity. Annu Rev Public Health. 2005;26(1):239.

176 Shaya FT. School-based obesity interventions: A literature 
review. J Sch Health. 2008;78(4):189.

177 Kamath CC. Behavioral interventions to prevent childhood 
obesity: A systematic review and metaanalyses of randomized 
trials. J Clin Endocrinol Metab. 2008;93(12):4606.

178 Heidenreich PA, Trogdon JG, Khavjou OA, et al. Forecasting 
the future of cardiovascular disease in the United States: 
A policy statement from the American Heart Association. 
Circulation. 2011;123(8):933-944.

179 Lloyd Jones, D. Heart disease and stroke statistics—2010 
update. Circulation. 121.7 (2010):e46.
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self-report data from cdc’s 2012 Behavioral risk 
factor surveillance system (Brfss), is at www.
americashealthrankings.org/all/mi. 

the prevalence of heart attacks ranges from 
3.0 percent or less of adults in utah, alaska, and 
colorado to 7.4 percent in West virginia. the 
national median is 4.4 percent of adults.

Stroke is the percentage of the adult population 
who were told by a health professional that they 
had a stroke. a stroke occurs when a blood clot 
in the brain blocks circulation to parts of the brain 
or causes the vessel to burst. stroke is a leading 
cause of death in the united states, and every year 
there are almost 800,000 strokes.180 the estimated 
economic cost of stroke is $54 billion annually.181 
strokes often lead to serious disability, and stroke 
is a leading cause of long-term disability. this mea-
sure, based on self-report data from cdc’s 2012 
Behavioral risk factor surveillance system (Brfss), 
is at www.americashealthrankings.org/all/stroke. 

the prevalence of stroke ranges from 1.8 per-
cent of adults in colorado to 4.6 percent of adults 
in alabama. the national median is 2.9 percent of 
adults.

Hypertension, or high Blood Pressure, is the 
percentage of the adult population who were 
told by a health professional they have high 
blood pressure. high blood pressure is a major 
modifiable risk factor for heart disease and stroke. 
hypertension often has no symptoms and is esti-
mated to afflict 1 in 3 americans.182 hypertension 
and high cholesterol are modifiable risk factors 
that can be addressed through various strategies, 
such as behavior modification and pharmaceuti-
cal intervention.183 individuals should maintain 
a healthy lifestyle and be screened regularly to 
prevent both conditions. this measure, based on 
self-report data from cdc’s 2011 Behavioral risk 
factor surveillance system (Brfss), is at www.
americashealthrankings.org/all/hypertension. this 
measure is updated biennially.

the prevalence of high blood pressure ranges 
from a low of 22.9 percent of adults in utah to 
a high of 40.1 percent in alabama. the national 
median is 30.8 percent of adults.

CLINICAL CARE 

Preterm Birth is the percentage of births delivered 
prior to 37 weeks gestation. “full-term” is defined 
by the american college of obstetricians and 
Gynecologists and the society for maternal-fetal 

medicine as between 39 weeks 0 days and 40 
weeks 6 days and babies born between 37 weeks 0 
days and 38 weeks 6 days are “early term.”184 this 
measure, based on 2011 birth certificate data from 
cdc’s national vital statistics system, is at www.
americashealthrankings.org/all/preterm.

the final weeks and months of pregnancy are 
important for full growth and development of an 
infant’s organ systems, including the brain, lungs, 
and liver.185 every year there are 500,000 preterm 
births, or roughly 1 of every 9 births.185 While 
babies born late-preterm (between 34 and 36 
weeks) are usually healthier than babies born ear-
lier, they are 3 times more likely to die in the first 
year of life than full-term infants.186 they are also 
at increased risk of newborn health problems such 
as breathing and feeding problems. Preterm birth 
is also a leading cause of long-term neurological 
disabilities in children.185 Preterm babies are more 
likely to be born at a low birth weight than full-
term babies. some late-preterm births result from 
early induction of labor or cesarean delivery due 
to pregnancy complications. in some cases, early 
delivery occurs without clear medical justification. 
considerable unexplained racial disparity exists, 
with preterm birth rates of 17.5 percent among us 
black women compared to 11.1 percent among 
white women.187 annual excess medical care costs 
related to preterm birth have been estimated 
to be $16.9 billion ($33,200 per preterm infant), 
with most (85 percent) services being provided in 
infancy.187
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180 Miniño AM, Murphy SL, Xu J, Kochanek KD. Deaths: Final 
data for 2008. National Vital Statistics Reports; vol 59 no 10. 
Hyattsville, MD: National Center for Health Statistics; 2011.

181 Roger VL, Go AS, Lloyd-Jones DM, et al. Heart disease and 
stroke statistics-2011 update: A report from the American 
Heart Association. Circulation. 2011;123(4):e18-e19.

182 Centers for Disease Control and Prevention (CDC). Vital 
signs: prevalence, treatment, and control of hyperten-
sion—United States, 1999-2002 and 2005-2008. MMWR. 
2011;60(4):103-8.

183 Chobanian, AV. Seventh report of the joint national commit-
tee on prevention, detection, evaluation, and treatment of 
high blood pressure. Hypertension. 42.6 (2003):1206.
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Obstet Gynecol 2013;122:1139–40.
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fanthealth/pretermbirth.htm. Updated March 21, 2013. 
Accessed Oct 15, 2013.
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tality in the United States. NCHS Data Brief. 2008;(9):1-8.

187 Institute of Medicine (US) Committee on Understanding 
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costs of preterm birth. In: Behrman R, Butler A, eds. 
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12. Washington (DC): National Academies Press (US); 2007. 
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in vermont, fewer than 9.0 percent of babies are 
born preterm, whereas in mississippi nearly 17.0 
percent of babies are born preterm. nationally, 
11.7 percent of babies are born before 37 weeks 
of gestation.

ECONOMIC ENVIRONMENT 
economic environment measures the environment 
in which health is being assessed through several 
key indicators of economic status. health is influ-
enced by many factors, including the economic 
means of the population. health status is associ-
ated with wealth as those with more wealth have 
greater means to access health care and healthy 
lifestyles. five measures are used to gauge the 
economic environment of a state: median house-
hold income, personal income, unemployment 
rate, underemployment rate, and income disparity.

Personal Income is an individual’s income and 
reflects the ability of that individual to afford 
aspects of a healthy lifestyle, preventive medicine, 
and curative care not provided to the individual 
through government, business, trade groups, or 
other sources. Per capita personal income is total 
personal income divided by total mid-year popula-
tion. this measure, based on 2012 data from the 
regional economic information system, Bureau of 
economic analysis, us department of commerce, 
is at www.americashealthrankings.org/all/income. 

Personal income has been shown to be nega-
tively correlated to morbidity and mortality, 
meaning that higher income individuals experience 
lower rates of illness and death.188 this relationship 
is independent of poverty, meaning a person with 
low personal income is more likely to have poorer 
health regardless of whether or not they are classi-
fied as living in poverty. 

Personal income ranges from a high of almost 
$59,000 in connecticut to a low of $33,000 in 
mississippi. the national median is approximately 
$43,000. 

Median Household Income is the amount of 
income that divides the income distribution into 
2 equal groups: half of the population has income 
above that amount and half of the population has 
income below that amount. this measure, based 

on data for household income from the us census 
Bureau, 2012 current Population survey, annual 
social and economic supplements, is at www.
americashealthrankings.org/all/medianincome. 

the median household income combines the 
incomes of all members of a household and is an 
indicator of the relative wealth of a geographic 
area—the higher the median household income, 
the more wealthy the area. household income 
reflects the ability for that household to afford 
aspects of a healthy lifestyle, including preventive 
medicine and curative care not provided to the 
individual through government, business, trade 
groups, or other sources. 

median household income ranges from a high 
of almost $72,000 in maryland to a low of almost 
$37,000 in mississippi. nationally, the median 
annual household income is $51,000. 

Unemployment Rate is the total percentage of 
the civilian labor force that is unemployed. for 
most, employment is the source of income for sus-
taining a healthy life and for accessing health care. 
for many individuals, their employer is the source 
of health insurance. the us department of labor’s 
Bureau of labor statistics releases unemployment 
figures monthly and annually. the official definition 
of the unemployment rate is “total unemployed, 
as a percent of the civilian labor force” and is the 
figure most widely published by the media. this 
measure, based on 2012 data, is at www.ameri-
cashealthrankings.org/all/unemployed.

employer-sponsored health insurance is the 
most common form of health insurance in the us, 
and the unemployment rate provides information 
about the number of uninsured. unemployment is 
also a contributor towards poverty, another cause 
of ill health. unemployment has been associated 
with an increase in unhealthy behaviors such as 
poor diet, lack of exercise, tobacco use, and exces-
sive alcohol consumption.189 

unemployment rate ranges from a low of 3.2 
percent in north dakota to a high of 11.0 percent 
in nevada. the national unemployment rate is 8.1 
percent.

Underemployment Rate is the percentage of 
the civilian labor force that are unemployed, all 
marginally attached workers, plus those employed 
part-time for economic reasons. many suggest that 
the official unemployment rate does not reflect 
the full impact of employment on the market. the 
Bureau of labor statistics uses an expanded defini-
tion of underemployment to allow for individuals 

188 Friscella K, Franks P. Poverty or income inequality as 
predictor of mortality: Longitudinal cohort study. BMJ: 
1997;314(7096):1724.

189 Dooley D, Fielding J, Levi L. Health and unemployment. Annu 
Rev Public Health. 1996;17:449-65.
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who are no longer seeking employment, those 
employed only part-time when they desire 
full-time work, and workers who are only margin-
ally attached, that is persons who currently are 
“neither working nor looking for work but indicate 
that they want and are available for a job and have 
looked for work sometime in the recent past.” this 
measure, based on 2012 data, is at www.ameri-
cashealthrankings.org/all/underemployed.

the connection between underemployment and 
health has been studied far less than that between 
unemployment and health; however, the existing 
evidence suggests underemployment is also asso-
ciated with ill health.190 underemployment leads 
to decreased earnings which limits one’s access to 
health care. Persons who are underemployed are 
more likely than other individuals to report lower 
levels of general well-being.191 underemployment 
is also associated with a lack of health insurance. 

the underemployment rate ranges from a low 
of 6.1 percent in north dakota to a high of 20.3 
percent in nevada. the national underemployment 
rate is 14.7 percent. 

Income Disparity, or the Gini coefficient, is a 
common measure of income inequality. it varies 
between 0, which reflects complete equality of 
income, and 1, which indicates complete inequal-
ity (one person has all the income or consumption, 
all others have none). historically, the us index 
has varied from 0.386 in 1968 to 0.476 in 2012. 
the source for the data is the us census Bureau, 
current Population survey, 1978 to 2012 annual 
social and economic supplements and is available 
at www.americashealthrankings.org/all/gini.

socioeconomic status, personal income, and 
poverty are clear determinants of health; income 
disparity has been associated with poorer health, 
but its effect alone is difficult to disentangle.192 
there are many hypotheses regarding income 
disparity and health, but none of them has 
overwhelming support. income disparity has 
been clearly associated with self-reported health. 
low-income people living in areas with greater 
income disparity report poorer health than those 
living in areas with less disparity.193 self perceived 
health refers to overall wellness and is an impor-
tant health indicator by itself. income disparity 
reflects the community and will play a role in how 

a community will develop plans and take actions to 
change health. as such, income disparity provides 
a valuable description of the environment in which 
health improvement programs must be imple-
mented. eliminating income inequity may not be 
a valid nor practical means to improve health, but 
recognizing that it does have an impact is impor-
tant in designing interventions to target other 
measures of health. 

most developed european nations and canada 
have Gini indices between 0.24 and 0.36 (Gini 
index, which is the Gini coefficient multiplied by 
100, is reported for other countries by the central 
intelligence agency at https://www.cia.gov/library/
publications/the-world-factbook/fields/2172.html).

income disparity ranges from a low of 0.42 in 
alaska, utah, and Wyoming to a high of 0.50 in 
new York. the national average is 0.48.

OUTCOMES

Low Health Status is the percentage of adults 
who rate their general health as fair or poor. the 
data, from cdc’s 2012 Behavioral risk factor 
surveillance system (Brfss), is at www.ameri-
cashealthrankings.org/all/healthstatus. Because of 
the 2011 change in Brfss methodology, estimates 
of health status from the 2012 edition onward 
cannot be directly compared to estimates from 
previous years (see Methodology, page 33).

self-reported health status is an indicator of 
the population’s self-perceived health. it is a 
subjective measure of health that is not limited to 
certain health conditions or outcomes. it is instead 
influenced by life experience, the health of others 
in one’s life, and many other factors affecting one’s 
overall well-being.194 research has shown that 
those with a poorer self-reported health status 
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have higher rates of mortality from all causes.195 
the association between health status and mortal-
ity make it a good predictor of not only future 
mortality rates, but also future health care use as 
persons with poor health status are more likely to 
seek care.196 

low health status ranges from a low of 11.7 
percent in minnesota to 25.0 percent or more in 
West virginia and alabama. the national median is 
17.9 percent. 

Suicide is the number of deaths due to inten-
tional self harm per 100,000 population. the data, 
based on 2010 death certificates from cdc’s 
national vital statistics system, is at www.ameri-
cashealthrankings.org/all/suicide.

suicide is a major cause of death in the united 
states. in 2010 there were nearly 38,000 suicides, 
making it the tenth leading cause of death.197  
furthermore, twice as many deaths occur from 
suicide than from homicides each year. for each 
successful suicide there are roughly 10 attempted 
suicides, many of which lead to hospitalizations, 
and are an indicator of the burden of poor mental 
health in the population.198 suicide is of great 
concern in younger people, as it is the third lead-
ing cause of death in 15 to 24 year olds and the 
fourth leading cause of death in 25 to 44 year olds, 
making it a significant contributor to premature 
death.197 suicide not only affects the individual but 
can also have serious effects on family and friends. 
the burden of suicide can be lessened though 
prevention strategies. for resources and effective 
prevention strategies, see www.sprc.org/.

the suicide rate ranges from 7.9 deaths per 
100,000 population in new York to a high of  
23.3 deaths per 100,000 population in alaska.  
the national rate is 12.4 deaths per 100,000  
population. 



7 0   w w w . a m e r i c a s h e a l t h r a n k i n g s . o r g

Index of Tables, Figures, and Graphs

Index

TABLES

1 Overall Rankings, 2013 Edition 14
2 Determinants and Outcomes, 2013 Edition 15
3 States with the Largest Decline in Rank 16
4 States with the Largest Improvement in Rank 16
5 National Successes and Challenges—Changes Since 2012 Edition 17
6 National Successes and Challenges—Long Term Changes 18
7 States with a Significant Decline in Smoking in the Past Year 19
8 Health Status by Education and State 23
9 Smoking by Education and State 24
10 Physical Inactivity by Education and State 25
11 Obesity by Education and State 26
12 Diabetes by Education and State 27
13 Infant Mortality, Life Expectancy, and Health Expenditures by Country 30
14 Weight of Individual Measures 33
15 Changes in 2012 Rank Due to New Model 34
16 Description of Measures Summary 38-39
17 Greatest Decreases in Children in Poverty 45
18 Greatest Increases in Children in Poverty 45
19 Greatest Decreases in Population without Health Insurance 49
20 Greatest Increases in Population without Health Insurance 49
21 Greatest Decreases in Infant Mortality 56
22 Greatest Decreases in Cardiovascular Deaths 57
23 Greatest Decreases in Cancer Deaths 57
24 Greatest Decreases in Premature Death 57
25 Description of Supplemental Measures Summary 62-63

FIguRE

1 Components of Health 9

gRApHS

1 Smoking Since 1990 17
2 Obesity Since 1990 20
3 Preventable Hospitalizations Since 2001 20
4 Cardiovascular Deaths Since 1990 20
5 Children in Poverty Since 2001 20
6 Infant Mortality Since 1990 20
7 Low Birthweight Infants Since 1993 20





State-By-State Snapshots
The following pages describe the overall ranking, strengths, 
challenges, and highlights—including significant changes—for 
each state. The change in rank from 2012 is based on revised 
2012 rankings, see page 13 for Changes Due to Model 
Revisions and page 32 for Impact of Model Changes.

Each state snapshot has a separate paragraph that 
describes the disparity in high health status between those 
with at least a high school education and those without a high 
school education. For additional health disparity information 
on all states, see page 21 or go to www.americashealthrank-
ings.org/Rankings and click on the Health Disparities tab.

Each snapshot also contains graphs of smoking and obesity 
prevalences overtime, as well as the current economic climate 
of the state. 

To compare states or to view historical data for the mea-
sures, go to www.americashealthrankings.org/all and select 
the state(s), year(s), and measure of interest in the upper right 
search panel and click Go. The tabs at the top of the search 
panel allow you to select the 2013 annual report or the 2013 
Senior Report.

Supplemental measures of health and economic status 
are also available using the search panel and include items 
such as youth smoking and obesity, heart disease and stroke, 
unemployment, and teen births.

State-By-State Snapshots
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STATE                  NATION

The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment AL US

Annual Unemployment Rate (2012) 8.0 8.1
Annual Underemployment Rate (2012) 13.5 14.7
Median Household Income (2012) $ 42,590  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 841,000 
Obesity 1,167,000 
Physical Inactivity 962,000 
Diabetes 431,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 23.8 42 10.6
Binge Drinking (Percent of adult population) 12.3 6 10.2

Drug Deaths (Deaths per 100,000 population) 12.7 26 5.0
Obesity (Percent of adult population) 33.0 46 20.5

Physical Inactivity (Percent of adult population) 27.2 42 16.2
 High School Graduation (Percent of incoming ninth graders) 71.8 43 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 450 37 123
Occupational Fatalities (Deaths per 100,000 workers) 5.6 37 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.61 46 -0.90
Chlamydia (Cases per 100,000 population) 619.8 46 140.6
Pertussis (Cases per 100,000 population) 3.0 13 0.7

Salmonella (Cases per 100,000 population) 26.8 45 6.6
Children in Poverty (Percent younger than 18 years) 26.6 43 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.7 40 5.3
policy

Lack of Health Insurance (Percent without health insurance) 13.9 24 3.8
Public Health Funding (Dollars per person) $119 9  $225 

Immunization–Children (Percent aged 19 to 35 months) 71.3 21 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 57.8 38 82.0

clinical care

Low Birthweight (Percent of live births) 9.9 47 6.0
Primary Care Physicians (Number per 100,000 population) 99.9 39 196.1

Dentists (Number per 100,000 population) 43.8 48 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 76.4 42 27.4

all DeterminantS -0.45 46 0.70
oUtcomeS

Diabetes (Percent of adult population) 12.2 47 7.0
Poor Mental Health Days (Days in previous 30 days) 5.2 50 2.8

Poor Physical Health Days (Days in previous 30 days) 5.0 47 2.9
Disparity in Health Status (By educational attainment**) 29.4 23 19.7

Infant Mortality (Deaths per 1,000 live births) 8.5 49 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 335.8 49 186.9

Cancer Deaths (Deaths per 100,000 population) 214.1 44 141.3
Premature Death (Years lost per 100,000 population) 10,185 49  5,493 

all outcomeS -0.37 50 0.33
overall -0.82 47 0.92

Ranking: Alabama is 47th this year; it was 45th in 
2012.

Highlights: 
•	Almost	1.2	million	adults	in	Alabama	are	obese	and	
more	than	430,000	adults	have	diabetes.

•	 In	the	past	year,	physical	inactivity	decreased	from	
32.6	percent	to	27.2	percent	of	adults.	There	are	
still	more	than	960,000	physically	inactive	adults	in	
the state.

•	 In	the	past	year,	binge	drinking	decreased	from	
13.7	percent	to	12.3	percent	of	adults.	

•	 In	the	past	2	years,	the	violent	crime	rate	increased	
from	378	to	450	crimes	per	100,000	population.

•	 In	the	past	5	years,	the	levels	of	air	pollution	
decreased	from	14.1	to	10.7	micrograms	of	fine	
particulate	per	cubic	meter.	It	still	ranks	40th	
among	states.

•	 In	the	past	2	years,	the	infant	mortality	rate	
decreased	from	9.7	to	8.5	deaths	per	1,000	live	
births.	It	still	ranks	49th	among	states.

Health Disparities: 
In	Alabama,	47.1	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	17.7	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	29.4	percent.	

State Health Department Website: 
www.adph.org

Overall Rank: 47

Change:  2
Determinants Rank: 46
Outcomes Rank: 50 
Strengths:
• Low	prevalence	of	binge	drinking
• High	per	capita	public	health	funding
• Moderate	immunization	coverage

among	children

Challenges: 
• High	prevalences	of	obesity,	physical

inactivity,	&	diabetes
• High	prevalence	of	low	birthweight	&

high	infant	mortality	rate
• Limited	availability	of	dentists
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AlAbAmA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/AL
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment Ak US

Annual Unemployment Rate (2012) 7.4 8.1
Annual Underemployment Rate (2012) 13.0 14.7
Median Household Income (2012) $ 57,431  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 107,000 
Obesity 134,000 
Physical Inactivity 96,000 
Diabetes 36,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 20.5 32 10.6
Binge Drinking (Percent of adult population) 16.8 24 10.2

Drug Deaths (Deaths per 100,000 population) 15.9 41 5.0
Obesity (Percent of adult population) 25.7 13 20.5

Physical Inactivity (Percent of adult population) 18.4 7 16.2
 High School Graduation (Percent of incoming ninth graders) 75.5 37 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 603 48 123
Occupational Fatalities (Deaths per 100,000 workers) 8.4 47 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.15 38 -0.90
Chlamydia (Cases per 100,000 population) 808.0 50 140.6
Pertussis (Cases per 100,000 population) 3.8 18 0.7

Salmonella (Cases per 100,000 population) 7.6 2 6.6
Children in Poverty (Percent younger than 18 years) 13.3 5 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 5.4 2 5.3
policy

Lack of Health Insurance (Percent without health insurance) 18.6 43 3.8
Public Health Funding (Dollars per person) $213 2  $225 

Immunization–Children (Percent aged 19 to 35 months) 59.5 50 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 53.7 45 82.0

clinical care

Low Birthweight (Percent of live births) 6.0 1 6.0
Primary Care Physicians (Number per 100,000 population) 112.1 28 196.1

Dentists (Number per 100,000 population) 80.9 3 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 53.1 12 27.4

all DeterminantS 0.05 26 0.70
oUtcomeS

Diabetes (Percent of adult population) 7.0 1 7.0
Poor Mental Health Days (Days in previous 30 days) 3.2 7 2.8

Poor Physical Health Days (Days in previous 30 days) 3.6 15 2.9
Disparity in Health Status (By educational attainment**) 19.7 1 19.7

Infant Mortality (Deaths per 1,000 live births) 5.3 13 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 222.3 12 186.9

Cancer Deaths (Deaths per 100,000 population) 195.0 32 141.3
Premature Death (Years lost per 100,000 population) 7,325 26  5,493 

all outcomeS 0.22 5 0.33
overall 0.28 25 0.92

Ranking:	Alaska	is	25th	this	year;	it	was	24th	in	
2012.

Highlights: 
•	Almost	110,000	adults	smoke	in	Alaska.
•	 In	the	past	year,	binge	drinking	decreased	
from	20.8	percent	to	16.8	percent	of	adults.

•	High	school	graduation	rates	improved	in	the	
past	5	years	from	64.1	percent	to	75.5	percent	
of	incoming	ninth	graders	who	graduate	
within 4 years. 

•	The	violent	crime	rate	decreased	from	688	
offenses	per	100,000	population	in	2007	to	
603	offenses	this	year.

•	 In	the	past	year,	immunization	coverage	
among	children	decreased	from	64.7	percent	
to	59.5	percent	of	children	aged	19	to	35	
months.

•	 In	the	past	year,	the	infant	mortality	rate	
decreased	from	6.3	to	5.3	deaths	per	1,000	
live	births.

Health Disparities: 
In	Alaska,	54.0	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	34.3	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	19.7	
percent.	

State Health Department Website: 
http://health.hss.state.ak.us

Overall Rank: 25

Change:  1
Determinants Rank: 26
Outcomes Rank: 5 
Strengths:
• Low	levels	of	air	pollution
• Low	prevalence	of	low	birthweight
• Small	disparity	in	health	status	by

educational	attainment

Challenges: 
• High	violent	crime	rate
• High	incidence	of	chlamydia

infections
• Low	immunization	coverage

among	children

AlASkA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/AK
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment AZ US

Annual Unemployment Rate (2012) 8.2 8.1
Annual Underemployment Rate (2012) 15.9 14.7
Median Household Income (2012) $ 48,621  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 890,000 
Obesity 1,353,000 
Physical Inactivity 1,171,000 
Diabetes 552,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 17.1 10 10.6
Binge Drinking (Percent of adult population) 15.3 14 10.2

Drug Deaths (Deaths per 100,000 population) 16.0 42 5.0
Obesity (Percent of adult population) 26.0 16 20.5

Physical Inactivity (Percent of adult population) 22.5 22 16.2
 High School Graduation (Percent of incoming ninth graders) 74.7 42 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 429 36 123
Occupational Fatalities (Deaths per 100,000 workers) 3.2 4 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.05 36 -0.90
Chlamydia (Cases per 100,000 population) 358.0 15 140.6
Pertussis (Cases per 100,000 population) 13.0 43 0.7

Salmonella (Cases per 100,000 population) 13.3 20 6.6
Children in Poverty (Percent younger than 18 years) 26.2 41 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.6 28 5.3
policy

Lack of Health Insurance (Percent without health insurance) 17.7 40 3.8
Public Health Funding (Dollars per person) $45 47  $225 

Immunization–Children (Percent aged 19 to 35 months) 67.5 29 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 70.0 11 82.0

clinical care

Low Birthweight (Percent of live births) 7.0 14 6.0
Primary Care Physicians (Number per 100,000 population) 96.0 42 196.1

Dentists (Number per 100,000 population) 55.0 28 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 51.4 10 27.4

all DeterminantS 0.00 29 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.6 35 7.0
Poor Mental Health Days (Days in previous 30 days) 4.0 30 2.8

Poor Physical Health Days (Days in previous 30 days) 4.2 34 2.9
Disparity in Health Status (By educational attainment**) 35.1 47 19.7

Infant Mortality (Deaths per 1,000 live births) 6.0 21 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 218.3 7 186.9

Cancer Deaths (Deaths per 100,000 population) 171.1 5 141.3
Premature Death (Years lost per 100,000 population) 7,135 25  5,493 

all outcomeS 0.02 27 0.33
overall 0.02 28 0.92

Ranking:	Arizona	is	28th	this	year;	it	was	26th	in	2012.

Highlights: 
•	Almost	1.2	million	adults	in	Arizona	are	physically	
inactive,	and	almost	1.4	million	are	obese.

•	More	than	half	a	million	adults	in	Arizona	have	
diabetes.

•	 In	the	past	year,	binge	drinking	decreased	from	
18.0	percent	to	15.3	percent	of	adults.

•	 In	the	past	year,	the	incidence	of	pertussis	
infections	increased	from	8.3	to	13.0	cases	per	
100,000	population.

•	 In	the	past	year,	immunization	coverage	among	
children	increased	from	60.4	percent	to	67.5	
percent	of	children	aged	19	to	35	months.

•	 Lack	of	health	insurance,	at	17.7	percent	
of	the	population,	is	at	a	7	year	low.

Health Disparities: 
In	Arizona,	53.8	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	18.7	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	35.1	percent.	

State Health Department Website: 
www.azdhs.gov

Overall Rank: 28

Change:  2
Determinants Rank: 29
Outcomes Rank: 27 
Strengths:
• Low	occupational	fatality	rate
• Low	rate	of	preventable

hospitalizations
• Low	rates	of	cancer	deaths	&

cardiovascular	deaths

Challenges: 
• High	rate	of	drug	deaths
• Low	high	school	graduation	rate
• Large	disparity	in	health	status	by

educational	attainment
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/AZ
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment Ar US

Annual Unemployment Rate (2012) 7.6 8.1
Annual Underemployment Rate (2012) 13.0 14.7
Median Household Income (2012) $ 41,302  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 551,000 
Obesity 760,000 
Physical Inactivity 692,000 
Diabetes 249,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 25.0 48 10.6
Binge Drinking (Percent of adult population) 11.8 4 10.2

Drug Deaths (Deaths per 100,000 population) 12.6 25 5.0
Obesity (Percent of adult population) 34.5 48 20.5

Physical Inactivity (Percent of adult population) 31.4 50 16.2
 High School Graduation (Percent of incoming ninth graders) 75.0 41 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 469 40 123
Occupational Fatalities (Deaths per 100,000 workers) 8.2 46 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.52 45 -0.90
Chlamydia (Cases per 100,000 population) 550.5 42 140.6
Pertussis (Cases per 100,000 population) 2.7 12 0.7

Salmonella (Cases per 100,000 population) 29.1 46 6.6
Children in Poverty (Percent younger than 18 years) 29.6 47 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.7 40 5.3
policy

Lack of Health Insurance (Percent without health insurance) 17.9 41 3.8
Public Health Funding (Dollars per person) $100 13  $225 

Immunization–Children (Percent aged 19 to 35 months) 66.4 36 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 40.1 49 82.0

clinical care

Low Birthweight (Percent of live births) 9.1 43 6.0
Primary Care Physicians (Number per 100,000 population) 99.9 39 196.1

Dentists (Number per 100,000 population) 41.7 50 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 77.0 44 27.4

all DeterminantS -0.63 50 0.70
oUtcomeS

Diabetes (Percent of adult population) 11.3 41 7.0
Poor Mental Health Days (Days in previous 30 days) 4.7 48 2.8

Poor Physical Health Days (Days in previous 30 days) 5.0 47 2.9
Disparity in Health Status (By educational attainment**) 24.1 7 19.7

Infant Mortality (Deaths per 1,000 live births) 7.5 41 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 319.4 47 186.9

Cancer Deaths (Deaths per 100,000 population) 216.4 46 141.3
Premature Death (Years lost per 100,000 population) 9,620 44  5,493 

all outcomeS -0.27 46 0.33
overall -0.89 49 0.92

Ranking:	Arkansas	is	49th	this	year;	it	was	48th	in	
2012.

Highlights: 
•	 Smoking	remains	high	at	25.0	percent	of	the	
adult	population,	with	more	than	550,000	adult	
smokers	in	the	state.

•	 In	Arkansas,	760,000	adults	are	obese,	and	more	
than	690,000	adults	are	physically	inactive.

•	 There	are	almost	a	quarter-million	adults	with	
diabetes	in	Arkansas.

•	 The	percentage	of	children	in	poverty,	at	29.6	
percent	of	persons	younger	than	18	years,	is	the	
highest	since	the	rankings	started	in	1990.

•	 In	the	past	2	years,	the	rate	of	preventable	
hospitalizations	decreased	from	81.5	to	77.0	
discharges	per	1,000	Medicare	enrollees.

•	 In	the	past	5	years,	the	number	of	poor	mental	
health	days	have	increased	from	3.6	to	4.7	days	
in	the	previous	30	days.

Health Disparities: 
In	Arkansas,	47.8	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	23.7	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	24.1	
percent.		

State Health Department Website: 
www.healthyarkansas.com

Overall Rank: 49

Change:  1
Determinants Rank: 50
Outcomes Rank: 46 
Strengths:
• Low	prevalence	of	binge	drinking
• High	per	capita	public	health	funding
• Small	disparity	in	health	status	by

educational	attainment

Challenges: 
• High	prevalences	of	smoking,

obesity	&	physical	inactivity
• Low	immunization	coverage

among	adolescents
• Limited	availability	of	dentists

ARkAnSAS

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/AR
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment cA US

Annual Unemployment Rate (2012) 10.4 8.1
Annual Underemployment Rate (2012) 19.3 14.7
Median Household Income (2012) $ 53,367  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 3,693,000 
Obesity 7,327,000 
Physical Inactivity 5,275,000 
Diabetes 2,872,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 12.6 2 10.6
Binge Drinking (Percent of adult population) 16.9 25 10.2

Drug Deaths (Deaths per 100,000 population) 11.0 16 5.0
Obesity (Percent of adult population) 25.0 10 20.5

Physical Inactivity (Percent of adult population) 18.0 6 16.2
 High School Graduation (Percent of incoming ninth graders) 78.2 29 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 423 35 123
Occupational Fatalities (Deaths per 100,000 workers) 2.9 2 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.25 17 -0.90
Chlamydia (Cases per 100,000 population) 447.7 31 140.6
Pertussis (Cases per 100,000 population) 6.2 30 0.7

Salmonella (Cases per 100,000 population) 10.9 13 6.6
Children in Poverty (Percent younger than 18 years) 22.0 32 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 15.1 50 5.3
policy

Lack of Health Insurance (Percent without health insurance) 18.8 44 3.8
Public Health Funding (Dollars per person) $108 12  $225 

Immunization–Children (Percent aged 19 to 35 months) 66.8 32 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 67.1 17 82.0

clinical care

Low Birthweight (Percent of live births) 6.8 12 6.0
Primary Care Physicians (Number per 100,000 population) 118.2 22 196.1

Dentists (Number per 100,000 population) 78.0 7 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 49.9 8 27.4

all DeterminantS 0.23 21 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.8 26 7.0
Poor Mental Health Days (Days in previous 30 days) 3.8 22 2.8

Poor Physical Health Days (Days in previous 30 days) 3.8 20 2.9
Disparity in Health Status (By educational attainment**) 38.3 48 19.7

Infant Mortality (Deaths per 1,000 live births) 4.8 6 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 241.3 24 186.9

Cancer Deaths (Deaths per 100,000 population) 172.3 6 141.3
Premature Death (Years lost per 100,000 population) 5,873 6  5,493 

all outcomeS 0.08 21 0.33
overall 0.31 21 0.92

Ranking:	California	is	21st	this	year;	unchanged	from	
2012.

Highlights: 
•	Although	fewer	adults	smoke	in	California	as	a	
percentage	of	population	compared	to	other	
states,	almost	3.7	million	adults	still	smoke.

•	More	than	7.3	million	adults	in	California	are	obese,	
and	5.3	million	are	physically	inactive.	

•	 In	the	past	year,	the	prevalence	of	obesity	
increased	from	23.8	percent	to	25.0	percent	of	
adults.

•	Almost	2.9	million,	or	9.8	percent,	of	adults	in	the	
state	have	diabetes.

•	 In	the	past	year,	the	drug	death	rate	decreased	
from	12.8	to	11.0	deaths	per	100,000	population.

•	After	increasing	from	2002	through	2008,	the	
percentage	of	low	birthweight	infants	steadied	at	
6.8	percent	of	births.

•	 The	rate	of	preventable	hospitalizations	continues	
to	steadily	decrease	from	72.9	discharges	per	1,000	
Medicare	enrollees	in	2001	to	49.9	discharges	this	
year.

Health Disparities: 
In	California,	58.6	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	20.4	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	38.2	percent.

State Health Department Website: 
www.cdph.ca.gov

Overall Rank: 21

Change: no change
Determinants Rank: 21
Outcomes Rank: 21 
Strengths:
• Low	prevalence	of	smoking
• Low	prevalence	of	physical	inactivity
• Low	infant	mortality,	cancer	deaths

&	premature	death	rates

Challenges: 
• High	levels	of	air	pollution
• High	percentage	of	uninsured

population
• Low	immunization	coverage	among

children
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/CA
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment co US

Annual Unemployment Rate (2012) 8.1 8.1
Annual Underemployment Rate (2012) 14.6 14.7
Median Household Income (2012) $ 58,629  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 656,000 
Obesity 760,000 
Physical Inactivity 630,000 
Diabetes 274,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 17.7 15 10.6
Binge Drinking (Percent of adult population) 19.2 39 10.2

Drug Deaths (Deaths per 100,000 population) 14.3 35 5.0
Obesity (Percent of adult population) 20.5 1 20.5

Physical Inactivity (Percent of adult population) 17.0 3 16.2
 High School Graduation (Percent of incoming ninth graders) 79.8 24 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 309 23 123
Occupational Fatalities (Deaths per 100,000 workers) 4.3 24 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.19 23 -0.90
Chlamydia (Cases per 100,000 population) 433.7 30 140.6
Pertussis (Cases per 100,000 population) 8.2 37 0.7

Salmonella (Cases per 100,000 population) 10.2 11 6.6
Children in Poverty (Percent younger than 18 years) 14.8 12 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 6.7 6 5.3
policy

Lack of Health Insurance (Percent without health insurance) 14.7 30 3.8
Public Health Funding (Dollars per person) $84 25  $225 

Immunization–Children (Percent aged 19 to 35 months) 71.7 18 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 68.1 14 82.0

clinical care

Low Birthweight (Percent of live births) 8.7 37 6.0
Primary Care Physicians (Number per 100,000 population) 117.9 24 196.1

Dentists (Number per 100,000 population) 69.4 11 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 43.7 5 27.4

all DeterminantS 0.39 8 0.70
oUtcomeS

Diabetes (Percent of adult population) 7.4 6 7.0
Poor Mental Health Days (Days in previous 30 days) 3.5 12 2.8

Poor Physical Health Days (Days in previous 30 days) 3.5 11 2.9
Disparity in Health Status (By educational attainment**) 38.4 49 19.7

Infant Mortality (Deaths per 1,000 live births) 6.1 23 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 202.6 2 186.9

Cancer Deaths (Deaths per 100,000 population) 164.3 3 141.3
Premature Death (Years lost per 100,000 population) 6,112 11  5,493 

all outcomeS 0.18 10 0.33
overall 0.57 8 0.92

Ranking:	Colorado	is	8th	this	year;	it	was	9th	in	
2012.

Highlights: 
•	Colorado	has	the	lowest	obesity	rate	in	the	nation	
at	20.5	percent	of	the	population,	with	760,000	
obese	adults.

•	 In	the	past	year,	the	drug	death	rate	decreased	
from	16.3	to	14.3	deaths	per	100,000.

•	 In	the	past	year,	immunization	coverage	among	
adolescents	increased	from	58.1	percent	to	68.1	
percent	of	persons	aged	13	to	17	years.

•	 In	the	past	year,	the	prevalence	of	diabetes	
increased	from	6.7	percent	to	7.4	percent	of	
adults.	Diabetes	has	been	on	the	rise	since	the	
early	1990’s.

•	 The	percentage	of	low	birthweight	infants	
continues	to	decrease	from	a	high	of	9.2	percent	
of	births	in	2008	to	8.7	percent	of	births	this	year.

•	 In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	27	percent	from	276.5	to	
202.6	deaths	per	100,000	population.

Health Disparities: 
In	Colorado,	60.2	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	21.9	percent	with	less	than	a	high	
school	education,	resulting	in	a	gap	of	38.3	percent.

State Health Department Website: 
www.cdphe.state.co.us

Overall Rank: 8

Change:  1
Determinants Rank: 8
Outcomes Rank: 10 
Strengths:
• Low	prevalences	of	obesity,

physical	inactivity,	&	diabetes
• Low	levels	of	air	pollution
• Low	rate	of	preventable

hospitalizations

Challenges: 
• High	prevalence	of	binge	drinking
• High	rate	of	drug	deaths
• Large	disparity	in	health	status	by

educational	attainment

cOlORADO

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/CO
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment ct US

Annual Unemployment Rate (2012) 8.4 8.1
Annual Underemployment Rate (2012) 14.7 14.7
Median Household Income (2012) $ 65,415  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 447,000 
Obesity 715,000 
Physical Inactivity 617,000 
Diabetes 254,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 16.0 4 10.6
Binge Drinking (Percent of adult population) 17.5 32 10.2

Drug Deaths (Deaths per 100,000 population) 10.5 15 5.0
Obesity (Percent of adult population) 25.6 12 20.5

Physical Inactivity (Percent of adult population) 22.1 21 16.2
 High School Graduation (Percent of incoming ninth graders) 75.1 40 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 283 19 123
Occupational Fatalities (Deaths per 100,000 workers) 3.7 15 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.60 4 -0.90
Chlamydia (Cases per 100,000 population) 381.9 20 140.6
Pertussis (Cases per 100,000 population) 1.9 8 0.7

Salmonella (Cases per 100,000 population) 13.2 18 6.6
Children in Poverty (Percent younger than 18 years) 12.3 3 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.0 20 5.3
policy

Lack of Health Insurance (Percent without health insurance) 8.3 4 3.8
Public Health Funding (Dollars per person) $70 27  $225 

Immunization–Children (Percent aged 19 to 35 months) 77.1 4 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 73.9 4 82.0

clinical care

Low Birthweight (Percent of live births) 7.7 21 6.0
Primary Care Physicians (Number per 100,000 population) 162.3 6 196.1

Dentists (Number per 100,000 population) 79.1 6 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 59.8 22 27.4

all DeterminantS 0.50 4 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.1 16 7.0
Poor Mental Health Days (Days in previous 30 days) 3.6 16 2.8

Poor Physical Health Days (Days in previous 30 days) 3.7 16 2.9
Disparity in Health Status (By educational attainment**) 33.4 43 19.7

Infant Mortality (Deaths per 1,000 live births) 5.4 15 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 219.8 9 186.9

Cancer Deaths (Deaths per 100,000 population) 179.0 10 141.3
Premature Death (Years lost per 100,000 population) 5,732 3  5,493 

all outcomeS 0.15 15 0.33
overall 0.65 7 0.92

Ranking:	Connecticut	is	7th	this	year;	unchanged	
from	2012.

Highlights: 
•	While	Connecticut	has	one	of	the	lowest	smoking	
rates	in	the	nation,	almost	450,000	adults	still	
smoke.

•	 In	the	past	year,	physical	inactivity	decreased	from	
25.5	percent	of	adults	to	22.1	percent;	there	are	
almost	620,000	inactive	adults	in	the	state.

•	 In	the	past	2	years,	the	uninsured	population	
decreased	from	11.1	percent	to	8.3	percent	of	the	
population.

•	 The	high	school	graduation	rate	is	75.1	percent	of	
incoming	ninth	graders	who	graduate	in	4	years,	
down	from	more	than	80	percent	between	2006	
and	2011.

•	After	5	consecutive	years	of	being	above	8	percent,	
the	percent	of	low	birthweight	infants	decreased	to	
7.7	percent	of	infants.

•	 In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	39	percent	from	305.8	to	
219.8	deaths	per	100,000	population.

Health Disparities: 
In	Connecticut,	60.3	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	26.9	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	33.4	percent.

State Health Department Website: 
www.dph.state.ct.us

Overall Rank: 7

Change: no change
Determinants Rank: 4
Outcomes Rank: 15 
Strengths:
• Low	prevalence	of	smoking
• Low	incidence	of	infectious	diseases
• High	immunization	coverage	among

children	&	adolescents

Challenges: 
• Moderate	prevalence	of	binge

drinking
• Low	high	school	graduation	rate
• Large	disparity	in	health	status	by

educational	attainment
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/CT
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment de US

Annual Unemployment Rate (2012) 7.2 8.1
Annual Underemployment Rate (2012) 13.9 14.7
Median Household Income (2012) $ 54,660  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 137,000 
Obesity 188,000 
Physical Inactivity 164,000 
Diabetes 67,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 19.7 26 10.6
Binge Drinking (Percent of adult population) 18.6 38 10.2

Drug Deaths (Deaths per 100,000 population) 15.3 39 5.0
Obesity (Percent of adult population) 26.9 20 20.5

Physical Inactivity (Percent of adult population) 23.5 32 16.2
 High School Graduation (Percent of incoming ninth graders) 75.5 37 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 547 45 123
Occupational Fatalities (Deaths per 100,000 workers) 3.5 12 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.05 34 -0.90
Chlamydia (Cases per 100,000 population) 502.0 37 140.6
Pertussis (Cases per 100,000 population) 3.3 15 0.7

Salmonella (Cases per 100,000 population) 19.6 38 6.6
Children in Poverty (Percent younger than 18 years) 20.8 29 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.6 39 5.3
policy

Lack of Health Insurance (Percent without health insurance) 10.4 10 3.8
Public Health Funding (Dollars per person) $100 15  $225 

Immunization–Children (Percent aged 19 to 35 months) 72.6 12 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 68.7 13 82.0

clinical care

Low Birthweight (Percent of live births) 8.4 32 6.0
Primary Care Physicians (Number per 100,000 population) 110.5 29 196.1

Dentists (Number per 100,000 population) 47.7 43 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 57.4 17 27.4

all DeterminantS -0.06 31 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.6 22 7.0
Poor Mental Health Days (Days in previous 30 days) 3.7 19 2.8

Poor Physical Health Days (Days in previous 30 days) 3.7 16 2.9
Disparity in Health Status (By educational attainment**) 31.4 35 19.7

Infant Mortality (Deaths per 1,000 live births) 7.8 46 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 251.1 28 186.9

Cancer Deaths (Deaths per 100,000 population) 202.8 37 141.3
Premature Death (Years lost per 100,000 population) 7,824 35  5,493 

all outcomeS -0.04 35 0.33
overall -0.1 31 0.92

Ranking:	Delaware	is	31st	this	year;	it	was	32nd	in	
2012.

Highlights: 
•	 In	Delaware,	more	than	160,000	adults	are
physically	inactive,	and	almost	190,000	adults	are	
obese.

•	 In	the	past	year,	binge	drinking	decreased	from	
20.3	percent	of	adults	to	18.6	percent.

•	 In	the	past	year,	immunization	coverage	among	
children	increased	from	63.5	percent	to	72.6	
percent	of	children	aged	19	to	35	months.

•	 For	the	fourth	consecutive	year,	violent	crime	
decreased	in	Delaware.	The	violent	crime	rate	is	
now	547	offenses	per	100,000	population.

•	 The	percentage	of	children	in	poverty	is	on	
a	10	year	upward	trend,	and	for	the	second	
consecutive	year,	more	than	1	in	5	children	live	in	
poverty.

•	 Since	2007,	the	infant	mortality	rate	improved	
from	9.4	to	7.8	deaths	per	1,000	births	this	year.	

Health Disparities: 
In	Delaware,	55.7	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	24.3	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	31.4	
percent.

State Health Department Website: 
www.dhss.delaware.gov/dhss

Overall Rank: 31

Change:  1
Determinants Rank: 31
Outcomes Rank: 35 
Strengths:
• Low	incidence	of	pertussis	infections
• Low	percentage	of	uninsured

population
• High	immunization	coverage

among	children	&	adolescents

Challenges: 
• High	rate	of	drug	deaths
• High	violent	crime	rate
• High	infant	mortality	rate

DelAWARe

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/DE
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment fL US

Annual Unemployment Rate (2012) 8.4 8.1
Annual Underemployment Rate (2012) 16.0 14.7
Median Household Income (2012) $ 45,105  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 2,795,000 
Obesity 3,979,000 
Physical Inactivity 3,663,000 
Diabetes 1,800,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 17.7 15 10.6
Binge Drinking (Percent of adult population) 16.5 22 10.2

Drug Deaths (Deaths per 100,000 population) 16.5 44 5.0
Obesity (Percent of adult population) 25.2 11 20.5

Physical Inactivity (Percent of adult population) 23.2 28 16.2
 High School Graduation (Percent of incoming ninth graders) 70.8 44 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 487 43 123
Occupational Fatalities (Deaths per 100,000 workers) 4.3 24 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.20 40 -0.90
Chlamydia (Cases per 100,000 population) 404.4 24 140.6
Pertussis (Cases per 100,000 population) 1.7 4 0.7

Salmonella (Cases per 100,000 population) 31.7 47 6.6
Children in Poverty (Percent younger than 18 years) 21.5 31 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 7.6 11 5.3
policy

Lack of Health Insurance (Percent without health insurance) 20.6 47 3.8
Public Health Funding (Dollars per person) $60 34  $225 

Immunization–Children (Percent aged 19 to 35 months) 68.6 24 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 60.2 31 82.0

clinical care

Low Birthweight (Percent of live births) 8.7 37 6.0
Primary Care Physicians (Number per 100,000 population) 107.6 32 196.1

Dentists (Number per 100,000 population) 54.7 29 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 63.5 28 27.4

all DeterminantS -0.13 32 0.70
oUtcomeS

Diabetes (Percent of adult population) 11.4 42 7.0
Poor Mental Health Days (Days in previous 30 days) 4.4 44 2.8

Poor Physical Health Days (Days in previous 30 days) 4.5 44 2.9
Disparity in Health Status (By educational attainment**) 32.7 41 19.7

Infant Mortality (Deaths per 1,000 live births) 6.7 29 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 230.4 18 186.9

Cancer Deaths (Deaths per 100,000 population) 184.0 16 141.3
Premature Death (Years lost per 100,000 population) 7,536 31  5,493 

all outcomeS -0.08 37 0.33
overall -0.21 33 0.92

Ranking:	Florida	is	33rd	this	year,	it	was	31st	in	2012.

Highlights: 
•	 In	the	past	year,	smoking	decreased	from	19.3	
percent	of	adults	to	17.7	percent;	nearly	2.8	million	
adults	still	smoke	in	the	state.

•	 In	Florida,	almost	3.7	million	adults	are	physically	
inactive,	and	approximately	4.0	million	adults	are	
obese.

•	 For	the	fourth	consecutive	year,	the	high	school	
graduation	rate	increased	and	is	now	70.8	percent	
of	incoming	ninth	graders	who	graduate	in	4	years.

•	 Violent	crime	continued	its	20-year	decline,	
reaching	487	offenses	per	100,000	population.	

•	 In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	from	70.1	to	63.5	
discharges	per	1,000	Medicare	enrollees.

•	 In	the	past	year,	the	gap	in	health	disparity	by	
educational	attainment	increased	from	24.6	percent	
to	32.7	percent.

Health Disparities: 
In	Florida,	54.8	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	22.1	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	32.7	percent.

State Health Department Website: 
www.doh.state.fl.us

Overall Rank: 33

Change:  2
Determinants Rank: 32
Outcomes Rank: 37 
Strengths:
• Low	prevalence	of	obesity
• Low	incidence	of	pertussis	infections
• Low	levels	of	air	pollution

Challenges: 
• High	rate	of	drug	deaths
• Low	high	school	graduation	rate
• High	percentage	of	uninsured

population f
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/FL
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment GA US

Annual Unemployment Rate (2012) 9.1 8.1
Annual Underemployment Rate (2012) 15.7 14.7
Median Household Income (2012) $ 45,973  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,485,000 
Obesity 2,119,000 
Physical Inactivity 1,718,000 
Diabetes 721,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 20.4 30 10.6
Binge Drinking (Percent of adult population) 14.4 9 10.2

Drug Deaths (Deaths per 100,000 population) 10.4 13 5.0
Obesity (Percent of adult population) 29.1 30 20.5

Physical Inactivity (Percent of adult population) 23.6 33 16.2
 High School Graduation (Percent of incoming ninth graders) 69.9 45 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 379 30 123
Occupational Fatalities (Deaths per 100,000 workers) 3.4 9 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.39 42 -0.90
Chlamydia (Cases per 100,000 population) 561.6 41 140.6
Pertussis (Cases per 100,000 population) 1.8 6 0.7

Salmonella (Cases per 100,000 population) 26.7 44 6.6
Children in Poverty (Percent younger than 18 years) 27.1 45 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 11.2 45 5.3
policy

Lack of Health Insurance (Percent without health insurance) 19.2 45 3.8
Public Health Funding (Dollars per person) $60 35  $225 

Immunization–Children (Percent aged 19 to 35 months) 74.7 8 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 60.9 29 82.0

clinical care

Low Birthweight (Percent of live births) 9.4 45 6.0
Primary Care Physicians (Number per 100,000 population) 102.5 36 196.1

Dentists (Number per 100,000 population) 47.3 45 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 65.2 32 27.4

all DeterminantS -0.30 40 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.9 28 7.0
Poor Mental Health Days (Days in previous 30 days) 3.6 16 2.8

Poor Physical Health Days (Days in previous 30 days) 3.8 20 2.9
Disparity in Health Status (By educational attainment**) 29.0 18 19.7

Infant Mortality (Deaths per 1,000 live births) 6.9 34 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 283.9 40 186.9

Cancer Deaths (Deaths per 100,000 population) 191.9 28 141.3
Premature Death (Years lost per 100,000 population) 8,243 41  5,493 

all outcomeS -0.02 32 0.33
overall -0.32 38 0.92

Ranking:	Georgia	is	38th	this	year;	it	was	39th	in	
2012.

Highlights: 
•	 In	Georgia,	more	than	2.1	million	adults	are	obese	
and	more	than	720,000	adults	have	diabetes.

•	 In	the	past	year,	binge	drinking	decreased	from	
16.6	percent	of	adults	to	14.4	percent.

•	 The	high	school	graduation	rate	improved	for	the	
seventh	consecutive	year	rising	from	60.8	percent	
of	incoming	ninth	graders	who	graduate	in	4	years	
in	2006	to	69.9	percent	today.

•	 The	percent	of	children	in	poverty	increased	from
20.4	percent	in	2007	to	27.1	percent	of	persons	
younger	than	18	years,	continuing	an	upward	trend	
since	the	2004	Edition.

•	 The	percent	of	low	birthweight	infants,	at	9.4	
percent	of	births,	has	remained	relatively	constant	
for	the	last	6	years.

•	 In	the	last	year,	the	infant	mortality	rate	decreased	
from	7.7	to	6.9	deaths	per	1,000	live	births.

Health Disparities: 
In	Georgia,	51.3	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	22.2	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	29.1	percent.	

State Health Department Website: 
www.health.state.ga.us

Overall Rank: 38

Change:  1
Determinants Rank: 40
Outcomes Rank: 32 
Strengths:
• Low	prevalence	of	binge	drinking
• Low	incidence	of	pertussis	infections
• High	immunization	coverage

among	children

Challenges: 
• Low	high	school	graduation	rate
• High	percentage	of	children	in

poverty
• High	prevalence	of	low	birthweight

geORgiA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/GA

g
e

O
R

g
iA



U n i t e d  H e a lt H  F o U n d at i o n   |   a m e r i c a’ s  H e a lt H  r a n k i n g s ®   2 0 13

83

STATE                  NATION

The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment Hi US

Annual Unemployment Rate (2012) 6.0 8.1
Annual Underemployment Rate (2012) 12.8 14.7
Median Household Income (2012) $ 59,047  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 152,000 
Obesity 246,000 
Physical Inactivity 195,000 
Diabetes 81,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 14.6 3 10.6
Binge Drinking (Percent of adult population) 18.2 37 10.2

Drug Deaths (Deaths per 100,000 population) 10.1 12 5.0
Obesity (Percent of adult population) 23.6 3 20.5

Physical Inactivity (Percent of adult population) 18.7 8 16.2
 High School Graduation (Percent of incoming ninth graders) 75.4 39 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 239 10 123
Occupational Fatalities (Deaths per 100,000 workers) 4.9 29 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.19 39 -0.90
Chlamydia (Cases per 100,000 population) 430.4 28 140.6
Pertussis (Cases per 100,000 population) 4.5 23 0.7

Salmonella (Cases per 100,000 population) 25.5 42 6.6
Children in Poverty (Percent younger than 18 years) 19.3 25 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.1 22 5.3
policy

Lack of Health Insurance (Percent without health insurance) 7.8 2 3.8
Public Health Funding (Dollars per person) $225 1  $225 

Immunization–Children (Percent aged 19 to 35 months) 80.2 1 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 62.6 25 82.0

clinical care

Low Birthweight (Percent of live births) 8.2 27 6.0
Primary Care Physicians (Number per 100,000 population) 139.4 9 196.1

Dentists (Number per 100,000 population) 79.2 5 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 27.4 1 27.4

all DeterminantS 0.60 2 0.70
oUtcomeS

Diabetes (Percent of adult population) 7.8 7 7.0
Poor Mental Health Days (Days in previous 30 days) 2.9 2 2.8

Poor Physical Health Days (Days in previous 30 days) 3.4 9 2.9
Disparity in Health Status (By educational attainment**) 20.2 2 19.7

Infant Mortality (Deaths per 1,000 live births) 6.2 24 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 209.0 3 186.9

Cancer Deaths (Deaths per 100,000 population) 156.2 2 141.3
Premature Death (Years lost per 100,000 population) 6,064 8  5,493 

all outcomeS 0.32 2 0.33
overall 0.92 1 0.92

Ranking:	Hawaii	is	1st	this	year;	unchanged	from	
2012.

Highlights: 
•	 In	the	past	year,	smoking	prevalence	decreased
from	16.8	percent	to	14.6	percent	of	adults;	
however,	more	than	150,000	adults	still	smoke.

•	Nationally,	Hawaii	has	one	of	the	lowest	
prevalences	of	obesity;	however,	there	are	almost	
250,000	obese	adults	in	the	state.

•	 In	the	past	year,	the	violent	crime	rate	decreased	
from	287	to	239	offenses	per	100,000	population.

•	 In	the	past	5	years,	the	levels	of	air	pollution	
increased	from	4.6	to	9.1	micrograms	of	fine	
particulate	per	cubic	meter.	

•	Currently,	Hawaii	has	the	lowest	rate	of	preventable	
hospitalizations	in	the	nation.	In	the	past	10	years,	
preventable	hospitalizations	decreased	from	34.8	
to	27.4	discharges	per	1,000	Medicare	enrollees.

Health Disparities: 
In	Hawaii,	48.2	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	28.0	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	20.2	percent.

State Health Department Website: 
hawaii.gov/health

Overall Rank: 1

Change: no change
Determinants Rank: 2
Outcomes Rank: 2 
Strengths:
• Low	prevalences	of	smoking	&	obesity
• High	immunization	coverage	among

children
• Low	rate	of	preventable

hospitalizations

Challenges: 
• High	prevalence	of	binge	drinking
• Low	high	school	graduation	rate
• High	incidence	of	Salmonella

infections
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/HI
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment id US

Annual Unemployment Rate (2012) 7.1 8.1
Annual Underemployment Rate (2012) 14.0 14.7
Median Household Income (2012) $ 47,459  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 189,000 
Obesity 309,000 
Physical Inactivity 234,000 
Diabetes 98,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 16.4 7 10.6
Binge Drinking (Percent of adult population) 14.1 8 10.2

Drug Deaths (Deaths per 100,000 population) 11.2 19 5.0
Obesity (Percent of adult population) 26.8 18 20.5

Physical Inactivity (Percent of adult population) 20.3 12 16.2
 High School Graduation (Percent of incoming ninth graders) 84.0 10 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 208 7 123
Occupational Fatalities (Deaths per 100,000 workers) 4.2 23 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.30 14 -0.90
Chlamydia (Cases per 100,000 population) 299.8 11 140.6
Pertussis (Cases per 100,000 population) 12.3 40 0.7

Salmonella (Cases per 100,000 population) 9.2 7 6.6
Children in Poverty (Percent younger than 18 years) 18.6 22 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 8.6 18 5.3
policy

Lack of Health Insurance (Percent without health insurance) 16.4 35 3.8
Public Health Funding (Dollars per person) $135 4  $225 

Immunization–Children (Percent aged 19 to 35 months) 63.0 46 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 51.8 46 82.0

clinical care

Low Birthweight (Percent of live births) 6.1 2 6.0
Primary Care Physicians (Number per 100,000 population) 78.0 50 196.1

Dentists (Number per 100,000 population) 59.3 22 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 41.4 3 27.4

all DeterminantS 0.30 15 0.70
oUtcomeS

Diabetes (Percent of adult population) 8.5 12 7.0
Poor Mental Health Days (Days in previous 30 days) 3.8 22 2.8

Poor Physical Health Days (Days in previous 30 days) 4.1 29 2.9
Disparity in Health Status (By educational attainment**) 29.2 21 19.7

Infant Mortality (Deaths per 1,000 live births) 5.1 10 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 228.7 16 186.9

Cancer Deaths (Deaths per 100,000 population) 176.7 7 141.3
Premature Death (Years lost per 100,000 population) 6,504 16  5,493 

all outcomeS 0.14 16 0.33
overall 0.44 12 0.92

Ranking:	Idaho	is	12th	this	year;	it	was	19th	in	2012.

Highlights: 
•	While	Idaho	has	one	of	the	lowest	smoking	rates	in	
the	nation,	close	to	190,000	adults	still	smoke.

•	More	than	300,000	adults	in	Idaho	are	obese	and	
more	than	230,000	adults	are	physically	inactive.

•	 In	the	past	year,	binge	drinking	decreased	from	
16.6	percent	of	adults	to	14.1	percent.

•	 Last	year,	the	high	school	graduation	rate	rose	
to	84.0	percent	of	incoming	ninth	graders	who	
graduate	in	4	years,	the	highest	rate	ever.

•	 The	infant	mortality	rate	continues	a	4	year	decline	
from	6.8	deaths	per	1,000	live	births	in	2010	to	5.1	
deaths	per	1,000	live	births	this	year.

•	 In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	from	293.6	to	228.7	deaths	per	
100,000	population.

Health Disparities: 
In	Idaho,	54.0	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	24.8	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	29.2	percent.

State Health Department Website: 
www.healthandwelfare.idaho.gov

Overall Rank: 12

Change:  7
Determinants Rank: 15
Outcomes Rank: 16 
Strengths:
• Low	prevalence	of	smoking
• Low	rate	of	preventable

hospitalizations
• Low	prevalence	of	low	birthweight

Challenges: 
• Limited	availability	of	primary	care

physicians
• Low	immunization	coverage	among

children	&	adolescents
• High	incidence	of	pertussis	infections

iDAHO

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/ID
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment iL US

Annual Unemployment Rate (2012) 8.7 8.1
Annual Underemployment Rate (2012) 16.0 14.7
Median Household Income (2012) $ 50,637  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,822,000 
Obesity 2,753,000 
Physical Inactivity 2,136,000 
Diabetes 921,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 18.6 21 10.6
Binge Drinking (Percent of adult population) 21.6 44 10.2

Drug Deaths (Deaths per 100,000 population) 10.4 13 5.0
Obesity (Percent of adult population) 28.1 26 20.5

Physical Inactivity (Percent of adult population) 21.8 19 16.2
 High School Graduation (Percent of incoming ninth graders) 81.9 16 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 415 34 123
Occupational Fatalities (Deaths per 100,000 workers) 3.9 18 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.33 41 -0.90
Chlamydia (Cases per 100,000 population) 506.1 38 140.6
Pertussis (Cases per 100,000 population) 11.7 39 0.7

Salmonella (Cases per 100,000 population) 13.1 17 6.6
Children in Poverty (Percent younger than 18 years) 18.5 21 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 11.7 47 5.3
policy

Lack of Health Insurance (Percent without health insurance) 14.2 27 3.8
Public Health Funding (Dollars per person) $67 29  $225 

Immunization–Children (Percent aged 19 to 35 months) 68.5 25 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 55.4 43 82.0

clinical care

Low Birthweight (Percent of live births) 8.2 27 6.0
Primary Care Physicians (Number per 100,000 population) 133.2 11 196.1

Dentists (Number per 100,000 population) 67.5 12 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 73.1 40 27.4

all DeterminantS -0.06 30 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.4 20 7.0
Poor Mental Health Days (Days in previous 30 days) 3.5 12 2.8

Poor Physical Health Days (Days in previous 30 days) 3.8 20 2.9
Disparity in Health Status (By educational attainment**) 38.7 50 19.7

Infant Mortality (Deaths per 1,000 live births) 6.8 30 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 260.2 30 186.9

Cancer Deaths (Deaths per 100,000 population) 199.2 34 141.3
Premature Death (Years lost per 100,000 population) 6,976 23  5,493 

all outcomeS -0.03 34 0.33
overall -0.1 30 0.92

Ranking:	Illinois	is	30th	this	year;	unchanged	from	
2012.

Highlights: 
•	More	than	2.7	million	adults	in	Illinois	are	obese,	
and	2.1	million	adults	are	physically	inactive.

•	 In	the	past	year,	the	rate	of	drug	deaths	dropped	
from	11.6	to	10.4	deaths	per	100,000	population.

•	 In	the	past	year,	binge	drinking	dropped	from	23.0	
percent	to	21.6	percent	of	adults.

•	 Violent	crime	continues	to	decline	from	its	peak	of	
1,039	offenses	per	100,000	population	in	1993	to	a	
new	low	of	415	offenses	this	year.

•	 In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	from	89.4	to	73.1	
discharges	per	1,000	Medicare	enrollees.	

•	 In	the	past	year,	the	number	of	poor	mental	health	
days	and	the	number	of	poor	physical	health	days	
decreased	indicating	an	improving	health-related	
quality	of	life	in	the	state.

Health Disparities: 
In	Illinois,	53.3	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	14.5	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	38.8	percent.

State Health Department Website: 
www.idph.state.il.us

Overall Rank: 30

Change: no change
Determinants Rank: 30
Outcomes Rank: 34 
Strengths:
• Ready	availability	of	primary	care

physicians	&	dentists
• Low	rate	of	drug	deaths
• Few	poor	mental	health	days	per

month

Challenges: 
• High	prevalence	of	binge	drinking
• High	levels	of	air	pollution
• Large	disparity	in	health	status	by

educational	attainment
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/IL
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment in US

Annual Unemployment Rate (2012) 8.3 8.1
Annual Underemployment Rate (2012) 14.2 14.7
Median Household Income (2012) $ 44,445  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,162,000 
Obesity 1,521,000 
Physical Inactivity 1,254,000 
Diabetes 528,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 24.0 44 10.6
Binge Drinking (Percent of adult population) 15.9 19 10.2

Drug Deaths (Deaths per 100,000 population) 13.9 33 5.0
Obesity (Percent of adult population) 31.4 43 20.5

Physical Inactivity (Percent of adult population) 25.9 41 16.2
 High School Graduation (Percent of incoming ninth graders) 77.2 30 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 346 26 123
Occupational Fatalities (Deaths per 100,000 workers) 5.1 31 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.38 12 -0.90
Chlamydia (Cases per 100,000 population) 428.8 28 140.6
Pertussis (Cases per 100,000 population) 5.7 27 0.7

Salmonella (Cases per 100,000 population) 9.8 9 6.6
Children in Poverty (Percent younger than 18 years) 24.7 38 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 12.6 49 5.3
policy

Lack of Health Insurance (Percent without health insurance) 12.7 16 3.8
Public Health Funding (Dollars per person) $44 48  $225 

Immunization–Children (Percent aged 19 to 35 months) 61.4 47 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 73.9 5 82.0

clinical care

Low Birthweight (Percent of live births) 8.1 24 6.0
Primary Care Physicians (Number per 100,000 population) 101.6 38 196.1

Dentists (Number per 100,000 population) 48.6 42 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 76.0 41 27.4

all DeterminantS -0.34 41 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.9 40 7.0
Poor Mental Health Days (Days in previous 30 days) 4.3 43 2.8

Poor Physical Health Days (Days in previous 30 days) 4.2 34 2.9
Disparity in Health Status (By educational attainment**) 28.5 17 19.7

Infant Mortality (Deaths per 1,000 live births) 7.7 45 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 278.3 39 186.9

Cancer Deaths (Deaths per 100,000 population) 209.0 42 141.3
Premature Death (Years lost per 100,000 population) 8,126 39  5,493 

all outcomeS -0.14 41 0.33
overall -0.49 41 0.92

Ranking:	Indiana	is	41st	this	year;	unchanged	from	
2012.

Highlights: 
•	 Indiana	has	one	of	the	highest	prevalences	of	
smoking	in	the	nation,	with	more	than	1.1	million	
adults	still	smoking.

•	More	than	a	half	million	adults	in	Indiana	have	
diabetes,	and	more	than	1.5	million	adults	are	
obese.

•	 In	the	past	year,	the	prevalence	of	physical	inactivity	
decreased	from	29.2	percent	to	25.9	percent	of	
adults;	however,	1	in	4	adults	remain	inactive.

•	 In	the	past	2	years,	the	high	school	graduation	
rate	increased	from	74.1	percent	to	77.2	percent	
of	incoming	ninth	graders	who	graduate	within	4	
years,	the	highest	rate	for	the	state.

•	Over	the	past	5	years,	the	percent	of	children	in	
poverty	remained	high	at	1	in	4	persons	younger	
than	18	years.

•	 The	infant	mortality	rate	in	Indiana	has	been	
between	7.3	and	8.0	deaths	per	1,000	live	births	
since	1998	and	now	ranks	45th	among	states.

Health Disparities: 
In	Indiana,	50.3	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	21.8	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	28.5	percent.

State Health Department Website: 
www.in.gov/isdh

Overall Rank: 41

Change: no change
Determinants Rank: 41
Outcomes Rank: 41 
Strengths:
• High	immunization	coverage	among

adolescents	
• Low	incidence	of	infectious	diseases
• Small	disparity	in	health	status	by

educational	attainment

Challenges: 
• High	prevalence	of	smoking
• High	levels	of	air	pollution
• Low	immunization	coverage	among

children

inDiAnA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/IN
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment iA US

Annual Unemployment Rate (2012) 5.1 8.1
Annual Underemployment Rate (2012) 10.0 14.7
Median Household Income (2012) $ 50,219  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 418,000 
Obesity 702,000 
Physical Inactivity 534,000 
Diabetes 224,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 18.1 18 10.6
Binge Drinking (Percent of adult population) 21.7 45 10.2

Drug Deaths (Deaths per 100,000 population) 7.6 6 5.0
Obesity (Percent of adult population) 30.4 39 20.5

Physical Inactivity (Percent of adult population) 23.1 27 16.2
 High School Graduation (Percent of incoming ninth graders) 87.9 5 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 264 16 123
Occupational Fatalities (Deaths per 100,000 workers) 6.0 39 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.49 8 -0.90
Chlamydia (Cases per 100,000 population) 249.1 7 140.6
Pertussis (Cases per 100,000 population) 7.7 35 0.7

Salmonella (Cases per 100,000 population) 14.8 29 6.6
Children in Poverty (Percent younger than 18 years) 13.4 6 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.9 34 5.3
policy

Lack of Health Insurance (Percent without health insurance) 10.1 8 3.8
Public Health Funding (Dollars per person) $58 37  $225 

Immunization–Children (Percent aged 19 to 35 months) 74.8 7 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 59.3 35 82.0

clinical care

Low Birthweight (Percent of live births) 6.5 7 6.0
Primary Care Physicians (Number per 100,000 population) 84.7 46 196.1

Dentists (Number per 100,000 population) 55.7 27 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 60.5 25 27.4

all DeterminantS 0.16 22 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.7 23 7.0
Poor Mental Health Days (Days in previous 30 days) 3.0 4 2.8

Poor Physical Health Days (Days in previous 30 days) 3.3 6 2.9
Disparity in Health Status (By educational attainment**) 32.1 38 19.7

Infant Mortality (Deaths per 1,000 live births) 4.7 4 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 253.9 29 186.9

Cancer Deaths (Deaths per 100,000 population) 189.3 22 141.3
Premature Death (Years lost per 100,000 population) 6,491 15  5,493 

all outcomeS 0.16 13 0.33
overall 0.32 18 0.92

Ranking:	Iowa	is	18th	this	year;	it	was	17th	in	2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	
decreased	from	20.4	percent	of	adults	to	18.1	
percent;	almost	420,000	adults	still	smoke	in	the	
state.

•	There	are	more	than	700,000	obese	adults	in	Iowa,	
and	more	than	530,000	adults	are	physically	inactive	
in the state.

•		In	the	past	year,	the	prevalence	of	diabetes	
increased	from	8.2	percent	to	9.7	percent	of	adults.

•		The	infant	mortality	rate	in	Iowa	is	at	a	historical	low	
at	4.7	deaths	per	1,000	live	births.	

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	a	quarter	from	319.1	to	253.9	
deaths	per	100,000	population.

•		This	year,	Iowa	is	ranked	18th,	the	lowest	rank	in	the	
24	year	history	of	the	rankings;	in	the	early	1990’s,	
Iowa	was	among	the	top	10	states.

Health Disparities: 
In	Iowa,	57.3	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	25.2	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	32.1	percent.

State Health Department Website: 
http://www.idph.state.ia.us/

Overall Rank: 18

Change:  1
Determinants Rank: 22
Outcomes Rank: 13 
Strengths:
• High	rate	of	high	school	graduation
• Low	percentage	of	children	in

poverty
• Few	poor	mental	&	physical	health

days	per	month

Challenges: 
• High	prevalence	of	obesity
• High	prevalence	of	binge	drinking
• Limited	availability	of	primary	care

physicians

iO
W

A

iOWA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/IA
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment kS US

Annual Unemployment Rate (2012) 5.6 8.1
Annual Underemployment Rate (2012) 10.2 14.7
Median Household Income (2012) $ 46,147  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 412,000 
Obesity 633,000 
Physical Inactivity 486,000 
Diabetes 200,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 19.4 25 10.6
Binge Drinking (Percent of adult population) 15.8 18 10.2

Drug Deaths (Deaths per 100,000 population) 9.6 10 5.0
Obesity (Percent of adult population) 29.8 37 20.5

Physical Inactivity (Percent of adult population) 22.9 25 16.2
 High School Graduation (Percent of incoming ninth graders) 84.5 8 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 355 29 123
Occupational Fatalities (Deaths per 100,000 workers) 6.9 40 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.29 15 -0.90
Chlamydia (Cases per 100,000 population) 371.5 18 140.6
Pertussis (Cases per 100,000 population) 5.1 25 0.7

Salmonella (Cases per 100,000 population) 16.3 33 6.6
Children in Poverty (Percent younger than 18 years) 23.4 36 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 8.9 19 5.3
policy

Lack of Health Insurance (Percent without health insurance) 13.1 20 3.8
Public Health Funding (Dollars per person) $51 43  $225 

Immunization–Children (Percent aged 19 to 35 months) 65.0 40 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 57.7 39 82.0

clinical care

Low Birthweight (Percent of live births) 7.2 16 6.0
Primary Care Physicians (Number per 100,000 population) 105.1 35 196.1

Dentists (Number per 100,000 population) 52.0 33 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 64.5 30 27.4

all DeterminantS 0.03 27 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.4 20 7.0
Poor Mental Health Days (Days in previous 30 days) 3.2 7 2.8

Poor Physical Health Days (Days in previous 30 days) 3.4 9 2.9
Disparity in Health Status (By educational attainment**) 29.7 25 19.7

Infant Mortality (Deaths per 1,000 live births) 6.6 27 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 250.6 27 186.9

Cancer Deaths (Deaths per 100,000 population) 188.2 19 141.3
Premature Death (Years lost per 100,000 population) 7,336 27  5,493 

all outcomeS 0.10 20 0.33
overall 0.12 27 0.92

Ranking:	Kansas	27th	this	year;	unchanged	from	2012.

Highlights: 
•	At	29.8	percent	of	adults,	Kansas	has	one	of	the	
highest	obesity	rates	in	the	nation,	with	more	than	
630,000	obese	adults.

•		In	the	past	year,	the	prevalence	of	physically	inactive	
adults	decreased	from	26.8	percent	to	22.9	percent	
of	adults;	almost	490,000	adults	are	still	physically	
inactive	in	the	state.

•		In	the	past	year,	the	prevalence	of	smoking	
decreased	from	22.0	percent	of	adults	to	19.4	
percent;	more	than	410,000	adults	still	smoke	in	 
the state.

•		In	the	past	year,	immunization	coverage	among	
children	decreased	from	73.5	percent	to	65.0	
percent	of	children	aged	19	to	35	months.	

•		The	high	school	graduation	rate	increased	by	
12	percent	over	the	past	decade.	This	year,	84.5	
percent	of	incoming	ninth	graders	graduated	within	
4 years. 

•		For	the	third	consecutive	year,	the	number	of	
children	in	poverty	exceeds	1	in	5	persons	younger	
than	18	years.

Health Disparities: 
In	Kansas,	56.0	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	their	
health	is	very	good	or	excellent	compared	to	only	
26.2	percent	with	less	than	a	high	school	education,	
resulting	in	a	gap	of	29.8	percent.

State Health Department Website: 
www.kdheks.gov

Overall Rank: 27

Change: no change
Determinants Rank: 27
Outcomes Rank: 20 
Strengths:
• Low	rate	of	drug	deaths
• High	rate	of	high	school	graduation
• Few	poor	mental	&	poor	physical

health	days	per	month

Challenges: 
• High	prevalence	of	obesity
• Low	per	capita	public	health	funding
• Low	immunization	coverage	among

children	&	adolescents

kAnSAS

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/KS
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment kY US

Annual Unemployment Rate (2012) 8.0 8.1
Annual Underemployment Rate (2012) 13.8 14.7
Median Household Income (2012) $ 39,856  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 933,000 
Obesity 1,032,000 
Physical Inactivity 976,000 
Diabetes 353,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 28.3 50 10.6
Binge Drinking (Percent of adult population) 14.9 12 10.2

Drug Deaths (Deaths per 100,000 population) 19.6 47 5.0
Obesity (Percent of adult population) 31.3 42 20.5

Physical Inactivity (Percent of adult population) 29.6 46 16.2
 High School Graduation (Percent of incoming ninth graders) 79.9 23 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 223 8 123
Occupational Fatalities (Deaths per 100,000 workers) 5.2 34 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.42 10 -0.90
Chlamydia (Cases per 100,000 population) 383.2 19 140.6
Pertussis (Cases per 100,000 population) 4.1 21 0.7

Salmonella (Cases per 100,000 population) 14.0 26 6.6
Children in Poverty (Percent younger than 18 years) 26.9 44 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 11.1 44 5.3
policy

Lack of Health Insurance (Percent without health insurance) 15.0 33 3.8
Public Health Funding (Dollars per person) $85 24  $225 

Immunization–Children (Percent aged 19 to 35 months) 68.2 28 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 59.3 34 82.0

clinical care

Low Birthweight (Percent of live births) 9.1 43 6.0
Primary Care Physicians (Number per 100,000 population) 102.5 36 196.1

Dentists (Number per 100,000 population) 56.4 25 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 102.9 49 27.4

all DeterminantS -0.43 44 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.7 38 7.0
Poor Mental Health Days (Days in previous 30 days) 4.9 49 2.8

Poor Physical Health Days (Days in previous 30 days) 5.3 50 2.9
Disparity in Health Status (By educational attainment**) 29.2 21 19.7

Infant Mortality (Deaths per 1,000 live births) 6.9 32 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 299.8 43 186.9

Cancer Deaths (Deaths per 100,000 population) 226.9 50 141.3
Premature Death (Years lost per 100,000 population) 9,622 45  5,493 

all outcomeS -0.29 47 0.33
overall -0.72 45 0.92

Ranking:	Kentucky	is	45th	this	year;	it	was	43rd	in	
2012.

Highlights: 
•	Kentucky	has	the	highest	smoking	rate	in	the	nation	
at	28.3	percent	of	the	adult	population,	with	more	
than	930,000	adult	smokers	in	the	state.

•	 In	the	past	year,	the	prevalence	of	obesity	increased	
from	30.4	percent	to	31.3	percent	of	adults;	more	
than	1.0	million	adults	are	obese	in	Kentucky—
almost	one-third	of	the	adult	population.

•		In	the	past	year,	immunization	coverage	among	
children	decreased	from	77.6	percent	to	68.2	
percent	of	children	aged	19	to	35	months.

•		The	high	school	graduation	rate	increased	by	more	
than	15	percent	since	2003,	with	a	new	high	this	
year	of	79.9	percent	of	incoming	ninth	graders	who	
graduate	within	4	years.	

•		This	year,	the	number	of	children	in	poverty	
exceeds	1	in	4	persons	younger	than	18	years;	the	
first	time	since	1995.	In	2001	it	was	less	than	1	in	6	
persons	younger	than	18	years.

•		After	2	decades	of	steady	increases,	the	
percentage	of	low	birthweight	infants	stabilized	
around	9.1	percent	of	births	for	the	past	4	years,	
which	is	still	a	high	rate.

Health Disparities: 
In	Kentucky,	47.1	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	17.9	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	29.2	percent.	

State Health Department Website: 
www.chfs.ky.gov

Overall Rank: 45

Change:  2
Determinants Rank: 44
Outcomes Rank: 47 
Strengths:
• Low	prevalence	of	binge	drinking
• Low	violent	crime	rate
• Low	incidence	of	infectious	diseases

Challenges: 
• High	prevalence	of	smoking
• High	rate	of	preventable

hospitalizations
• High	rate	of	cancer	deaths k
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/KY
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment LA US

Annual Unemployment Rate (2012) 7.1 8.1
Annual Underemployment Rate (2012) 11.9 14.7
Median Household Income (2012) $ 40,658  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 860,000 
Obesity 1,204,000 
Physical Inactivity 1,037,000 
Diabetes 427,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 24.8 46 10.6
Binge Drinking (Percent of adult population) 16.5 22 10.2

Drug Deaths (Deaths per 100,000 population) 13.7 30 5.0
Obesity (Percent of adult population) 34.7 50 20.5

Physical Inactivity (Percent of adult population) 29.9 47 16.2
 High School Graduation (Percent of incoming ninth graders) 68.8 46 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 497 44 123
Occupational Fatalities (Deaths per 100,000 workers) 7.6 43 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.86 48 -0.90
Chlamydia (Cases per 100,000 population) 697.4 45 140.6
Pertussis (Cases per 100,000 population) 0.7 1 0.7

Salmonella (Cases per 100,000 population) 31.8 48 6.6
Children in Poverty (Percent younger than 18 years) 31.0 50 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.6 28 5.3
policy

Lack of Health Insurance (Percent without health insurance) 19.6 46 3.8
Public Health Funding (Dollars per person) $87 19  $225 

Immunization–Children (Percent aged 19 to 35 months) 68.5 25 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 73.7 6 82.0

clinical care

Low Birthweight (Percent of live births) 10.9 49 6.0
Primary Care Physicians (Number per 100,000 population) 120.3 20 196.1

Dentists (Number per 100,000 population) 49.6 39 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 87.5 48 27.4

all DeterminantS -0.61 49 0.70
oUtcomeS

Diabetes (Percent of adult population) 12.3 48 7.0
Poor Mental Health Days (Days in previous 30 days) 4.1 35 2.8

Poor Physical Health Days (Days in previous 30 days) 4.3 40 2.9
Disparity in Health Status (By educational attainment**) 24.0 6 19.7

Infant Mortality (Deaths per 1,000 live births) 8.2 48 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 318.5 46 186.9

Cancer Deaths (Deaths per 100,000 population) 219.2 48 141.3
Premature Death (Years lost per 100,000 population) 9,806 46  5,493 

all outcomeS -0.23 44 0.33
overall -0.84 48 0.92

Ranking:	Louisiana	is	48th	this	year;	it	was	49th	in	
2012.

Highlights: 
•	Obesity	remains	high	at	34.7	percent	of	the	adult	
population,	with	more	than	1.2	million	obese	
adults	in	Louisiana.	Also,	over	1.0	million	adults	
are	physically	inactive.

•		In	the	past	year,	the	rate	of	drug	deaths	
decreased	from	17.1	to	13.7	deaths	per	100,000	
population.

•		The	high	school	graduation	rate	increased	this	
year	for	the	fourth	consecutive	year	from	59.5	
percent	in	2009	to	68.6	percent	of	ninth	graders	
who	graduate	within	4	years.

•		In	the	past	year,	violent	crime	decreased	by	12	
percent	from	555	to	497	offenses	per	100,000	
population.

•		For	the	third	consecutive	year,	the	percent
of	children	in	poverty	exceeds	30	percent	of	
persons	younger	than	18	years.

•		After	4	years	of	increases,	public	health	funding	
declined	in	the	past	year	to	$87	per	person.	

Health Disparities: 
In	Louisiana,	47.3	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	23.4	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	23.9	
percent.

State Health Department Website: 
www.dhh.louisiana.gov/

Overall Rank: 48

Change:  1
Determinants Rank: 49
Outcomes Rank: 44 
Strengths:
• Small	disparity	in	health	status	by

educational	attainment
• High	immunization	coverage	among

adolescents
• Low	incidence	of	pertussis	infections

Challenges: 
• High	prevalences	of	physical	inactivity,

obesity,	&	diabetes
• High	percentage	of	children	in	poverty
• High	infant	mortality	rate	&	high

prevalence	of	low	birthweight

lOuiSiAnA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/LA
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment me US

Annual Unemployment Rate (2012) 7.7 8.1
Annual Underemployment Rate (2012) 15.0 14.7
Median Household Income (2012) $ 49,693  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 224,000 
Obesity 312,000 
Physical Inactivity 231,000 
Diabetes 107,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 20.3 29 10.6
Binge Drinking (Percent of adult population) 17.7 33 10.2

Drug Deaths (Deaths per 100,000 population) 11.7 21 5.0
Obesity (Percent of adult population) 28.3 28 20.5

Physical Inactivity (Percent of adult population) 20.9 15 16.2
 High School Graduation (Percent of incoming ninth graders) 82.8 13 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 123 1 123
Occupational Fatalities (Deaths per 100,000 workers) 3.4 9 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.22 20 -0.90
Chlamydia (Cases per 100,000 population) 232.9 4 140.6
Pertussis (Cases per 100,000 population) 15.6 48 0.7

Salmonella (Cases per 100,000 population) 10.2 10 6.6
Children in Poverty (Percent younger than 18 years) 16.2 17 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 7.5 10 5.3
policy

Lack of Health Insurance (Percent without health insurance) 9.8 6 3.8
Public Health Funding (Dollars per person) $86 21  $225 

Immunization–Children (Percent aged 19 to 35 months) 72.6 12 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 65.0 20 82.0

clinical care

Low Birthweight (Percent of live births) 6.7 9 6.0
Primary Care Physicians (Number per 100,000 population) 129.1 14 196.1

Dentists (Number per 100,000 population) 51.1 35 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 62.4 26 27.4

all DeterminantS 0.33 12 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.7 23 7.0
Poor Mental Health Days (Days in previous 30 days) 4.0 30 2.8

Poor Physical Health Days (Days in previous 30 days) 4.1 29 2.9
Disparity in Health Status (By educational attainment**) 29.9 29 19.7

Infant Mortality (Deaths per 1,000 live births) 5.5 17 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 223.3 13 186.9

Cancer Deaths (Deaths per 100,000 population) 203.5 39 141.3
Premature Death (Years lost per 100,000 population) 6,618 19  5,493 

all outcomeS 0.04 25 0.33
overall 0.37 16 0.92

Ranking:	Maine	is	16th	this	year;	it	was	15th	in	2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	
decreased	significantly	from	22.8	percent	to	20.3	
percent	of	adults;	however,	more	than	220,000	
adults	still	smoke	in	Maine.

•	 In	the	past	year,	the	prevalence	of	obesity	increased	
slightly	from	27.8	percent	to	28.3	percent	of	adults;	
more	than	310,000	adults	are	obese.

•	 In	the	past	year,	immunization	coverage	among	
adolescents	increased	from	59.5	percent	to	65.0	
percent	of	persons	aged	13	to	17	years.

•		After	increasing	from	1993	through	2006,	the	
percentage	of	low	birthweight	infants	stabilized	at	
approximately	6.5	percent	of	births.

•		The	prevalence	of	diabetes	continues	to	rise;	
almost	110,000	adults	in	Maine	have	diabetes.

•		In	the	past	5	years,	the	infant	mortality	rate	
decreased	from	6.4	to	5.5	deaths	per	1,000	live	
births,	returning	to	levels	obtained	in	the	early	
2000s.

Health Disparities: 
In	Maine,	58.7	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	28.8	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	29.9	percent.	

State Health Department Website: 
www.maine.gov/dhhs

Overall Rank: 16

Change:  1
Determinants Rank: 12
Outcomes Rank: 25 
Strengths:
• Low	violent	crime	rate
• Low	percentage	of	uninsured

population
• Low	prevalence	of	low	birthweight

Challenges: 
• High	prevalence	of	binge	drinking
• High	rate	of	cancer	deaths
• Limited	availability	of	dentists
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/ME
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment md US

Annual Unemployment Rate (2012) 7.0 8.1
Annual Underemployment Rate (2012) 12.1 14.7
Median Household Income (2012) $ 68,876  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 744,000 
Obesity 1,268,000 
Physical Inactivity 1,057,000 
Diabetes 469,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 16.2 5 10.6
Binge Drinking (Percent of adult population) 16.4 21 10.2

Drug Deaths (Deaths per 100,000 population) 11.8 23 5.0
Obesity (Percent of adult population) 27.6 25 20.5

Physical Inactivity (Percent of adult population) 23.0 26 16.2
 High School Graduation (Percent of incoming ninth graders) 82.2 15 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 477 42 123
Occupational Fatalities (Deaths per 100,000 workers) 4.0 20 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.18 24 -0.90
Chlamydia (Cases per 100,000 population) 471.3 34 140.6
Pertussis (Cases per 100,000 population) 2.1 10 0.7

Salmonella (Cases per 100,000 population) 17.6 36 6.6
Children in Poverty (Percent younger than 18 years) 13.6 8 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.8 43 5.3
policy

Lack of Health Insurance (Percent without health insurance) 13.1 20 3.8
Public Health Funding (Dollars per person) $87 20  $225 

Immunization–Children (Percent aged 19 to 35 months) 67.1 31 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 61.3 27 82.0

clinical care

Low Birthweight (Percent of live births) 8.9 40 6.0
Primary Care Physicians (Number per 100,000 population) 175.3 2 196.1

Dentists (Number per 100,000 population) 74.7 8 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 60.2 24 27.4

all DeterminantS 0.23 20 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.2 30 7.0
Poor Mental Health Days (Days in previous 30 days) 3.5 12 2.8

Poor Physical Health Days (Days in previous 30 days) 3.2 3 2.9
Disparity in Health Status (By educational attainment**) 30.8 33 19.7

Infant Mortality (Deaths per 1,000 live births) 7.0 36 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 261.3 31 186.9

Cancer Deaths (Deaths per 100,000 population) 191.4 26 141.3
Premature Death (Years lost per 100,000 population) 7,059 24  5,493 

all outcomeS 0.05 24 0.33
overall 0.28 24 0.92

Overall Rank: 24

Change:  4
Determinants Rank: 20
Outcomes Rank: 24 
Strengths:
• Low	prevalence	of	smoking
• Low	percentage	of	children	in	poverty
• Ready	availability	of	primary	care

physicians	&	dentists

Challenges: 
• High	violent	crime	rate
• High	prevalence	of	low	birthweight

&	high	infant	mortality	rate
• High	levels	of	air	pollution

mARylAnD

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/MD
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Ranking:	Maryland	is	24th	this	year;	it	was	20th	in	
2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	
decreased	significantly	from	19.1	percent	to	16.2	
percent	of	adults;	however,	more	than	740,000	
adults	still	smoke.

•	 In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	from	26.2	percent	to	23.0	
percent	of	adults;	however,	more	than	1.0	million	
adults	remain	physically	inactive.

•		Diabetes	prevalence	continues	an	upward	trend
and	is	now	10.2	percent	of	adults	or	almost	
470,000	adults	in	the	state.

•		In	the	past	year,	the	percentage	of	children	in
poverty	increased	from	11.3	percent	to	13.6	
percent	of	persons	younger	than	18	years.

•		The	trend	in	public	health	funding	continues	to	
decline	and	is	down	11.2	percent	from	last	year;	
it	is	the	second	consecutive	year	public	health	
funding	is	less	than	$100	per	person.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	28.1	percent	from	334.8	to	
261.3	deaths	per	100,000	population.

Health Disparities: 
In	Maryland,	58.0	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	27.2	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	30.8	
percent.

State Health Department Website: 
www.dhmh.state.md.us
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment mA US

Annual Unemployment Rate (2012) 6.7 8.1
Annual Underemployment Rate (2012) 12.9 14.7
Median Household Income (2012) $ 63,313  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 856,000 
Obesity 1,196,000 
Physical Inactivity 1,029,000 
Diabetes 433,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 16.4 7 10.6
Binge Drinking (Percent of adult population) 19.7 42 10.2

Drug Deaths (Deaths per 100,000 population) 11.7 21 5.0
Obesity (Percent of adult population) 22.9 2 20.5

Physical Inactivity (Percent of adult population) 19.7 10 16.2
 High School Graduation (Percent of incoming ninth graders) 82.6 14 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 406 31 123
Occupational Fatalities (Deaths per 100,000 workers) 1.9 1 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.44 9 -0.90
Chlamydia (Cases per 100,000 population) 347.7 13 140.6
Pertussis (Cases per 100,000 population) 4.1 20 0.7

Salmonella (Cases per 100,000 population) 15.8 32 6.6
Children in Poverty (Percent younger than 18 years) 15.3 14 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 8.1 13 5.3
policy

Lack of Health Insurance (Percent without health insurance) 3.8 1 3.8
Public Health Funding (Dollars per person) $111 11  $225 

Immunization–Children (Percent aged 19 to 35 months) 73.5 9 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 76.0 2 82.0

clinical care

Low Birthweight (Percent of live births) 7.6 20 6.0
Primary Care Physicians (Number per 100,000 population) 196.1 1 196.1

Dentists (Number per 100,000 population) 85.6 1 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 70.8 38 27.4

all DeterminantS 0.58 3 0.70
oUtcomeS

Diabetes (Percent of adult population) 8.3 10 7.0
Poor Mental Health Days (Days in previous 30 days) 3.8 22 2.8

Poor Physical Health Days (Days in previous 30 days) 3.5 11 2.9
Disparity in Health Status (By educational attainment**) 34.5 45 19.7

Infant Mortality (Deaths per 1,000 live births) 4.8 5 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 217.7 5 186.9

Cancer Deaths (Deaths per 100,000 population) 190.3 23 141.3
Premature Death (Years lost per 100,000 population) 5,736 4  5,493 

all outcomeS 0.15 14 0.33
overall 0.73 4 0.92

Ranking:	Massachusetts	is	4th	this	year;	unchanged	
from	2012.

Highlights: 
•	Massachusetts	has	one	of	the	lowest	obesity	
rates	in	the	nation	at	22.9	percent	of	the	adult	
population,	yet	almost	1.2	million	adults	are	obese	
in the state.

•		In	the	past	year,	the	prevalence	of	smoking	
decreased	from	18.2	percent	to	16.4	percent	of	
adults;	however,	almost	860,000	adults	still	smoke	in	
the state.

•		In	the	past	year,	the	prevalence	of	physical	inactivity	
decreased	from	23.5	percent	to	19.7	percent	of	
adults;	however,	more	than	1	million	adults	are	
physically	inactive	in	the	state.

•		In	the	past	year,	the	percentage	of	uninsured
population	decreased	from	4.5	percent	to	3.8	
percent	of	the	population;	it	is	the	lowest	in	the	
country	and	one-half	the	rate	of	the	next	lowest	
state.

•		In	the	past	5	years,	the	high	school	graduation	
rate	increased	from	78.7	percent	to	82.6	percent	
of	incoming	ninth	graders	who	graduate	within	4	
years.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	33	percent	from	289.7	to	217.7	
deaths	per	100,000	population.

Health Disparities: 
In	Massachusetts,	60.7	percent	of	adults	aged	25	
years	and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	26.2	percent	with	less	than	a	high	
school	education,	resulting	in	a	gap	of	34.5	percent.

State Health Department Website: 
www.mass.gov/dph

Overall Rank: 4

Change: no change
Determinants Rank: 3
Outcomes Rank: 14 
Strengths:
• Low	prevalence	of	obesity
• Low	percentage	of	uninsured

population
• Ready	availability	of	primary	care

physicians	&	dentists

Challenges: 
• High	prevalence	of	binge	drinking
• High	rate	of	preventable

hospitalizations
• Large	disparity	in	health	status	by

educational	attainment
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/MA
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment mi US

Annual Unemployment Rate (2012) 9.1 8.1
Annual Underemployment Rate (2012) 16.6 14.7
Median Household Income (2012) $ 48,879  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,870,000 
Obesity 2,496,000 
Physical Inactivity 1,870,000 
Diabetes 843,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 23.3 39 10.6
Binge Drinking (Percent of adult population) 19.2 39 10.2

Drug Deaths (Deaths per 100,000 population) 13.7 30 5.0
Obesity (Percent of adult population) 31.1 40 20.5

Physical Inactivity (Percent of adult population) 23.3 29 16.2
 High School Graduation (Percent of incoming ninth graders) 75.9 36 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 455 39 123
Occupational Fatalities (Deaths per 100,000 workers) 4.1 22 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.17 25 -0.90
Chlamydia (Cases per 100,000 population) 501.5 39 140.6
Pertussis (Cases per 100,000 population) 7.0 33 0.7

Salmonella (Cases per 100,000 population) 8.6 3 6.6
Children in Poverty (Percent younger than 18 years) 19.2 24 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.3 25 5.3
policy

Lack of Health Insurance (Percent without health insurance) 11.7 12 3.8
Public Health Funding (Dollars per person) $55 40  $225 

Immunization–Children (Percent aged 19 to 35 months) 70.5 22 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 68.0 15 82.0

clinical care

Low Birthweight (Percent of live births) 8.3 31 6.0
Primary Care Physicians (Number per 100,000 population) 119.4 21 196.1

Dentists (Number per 100,000 population) 62.3 18 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 70.3 36 27.4

all DeterminantS -0.13 33 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.5 34 7.0
Poor Mental Health Days (Days in previous 30 days) 4.1 35 2.8

Poor Physical Health Days (Days in previous 30 days) 4.2 34 2.9
Disparity in Health Status (By educational attainment**) 27.1 12 19.7

Infant Mortality (Deaths per 1,000 live births) 7.3 39 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 288.2 41 186.9

Cancer Deaths (Deaths per 100,000 population) 200.0 35 141.3
Premature Death (Years lost per 100,000 population) 7,821 34  5,493 

all outcomeS -0.09 38 0.33
overall -0.22 34 0.92

Ranking:	Michigan	is	34th	this	year;	it	was	33rd	in	
2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	did	
not	improve	and	remained	constant	at	23.3	
percent	of	adults;	almost	1.9	million	adults	
smoke	in	the	state.

•		Nearly	1.9	million	adults	are	physically	inactive	
and	almost	2.5	million	adults	are	obese	in	the	
state.

•		In	the	past	10	years,	the	violent	crime	rate	
decreased	by	22	percent	from	555	to	455	
offenses	per	100,000	population.

•		In	the	past	year,	the	percentage	of	children	in
poverty	decreased	from	22.7	percent	to	19.2	
percent	of	persons	younger	than	18	years.

•		In	the	past	5	years,	air	pollution	decreased	by	
40	percent	from	13.0	to	9.3	micrograms	of	fine	
particulate	per	cubic	meter.

•		In	the	past	year,	immunization	coverage	among	
adolescents	increased	from	60.2	percent	to	68.0	
percent	of	persons	aged	13	to	17	years.

Health Disparities: 
In	Michigan,	52.7	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	25.6	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	27.1	
percent.

State Health Department Website: 
www.michigan.gov/mdch

Overall Rank: 34

Change:  1
Determinants Rank: 33
Outcomes Rank: 38 
Strengths:
• Low	incidence	of	Salmonella	infections
• Low	percentage	of	uninsured

population
• Small	disparity	in	health	status	by

educational	attainment

Challenges: 
• High	prevalences	of	smoking

&	binge	drinking
• High	prevalence	of	obesity
• High	violent	crime	rate

micHigAn

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/MI
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment mn US

Annual Unemployment Rate (2012) 5.8 8.1
Annual Underemployment Rate (2012) 11.7 14.7
Median Household Income (2012) $ 57,820  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 792,000 
Obesity 1,082,000 
Physical Inactivity 737,000 
Diabetes 307,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 18.8 22 10.6
Binge Drinking (Percent of adult population) 21.9 47 10.2

Drug Deaths (Deaths per 100,000 population) 7.5 5 5.0
Obesity (Percent of adult population) 25.7 13 20.5

Physical Inactivity (Percent of adult population) 17.5 5 16.2
 High School Graduation (Percent of incoming ninth graders) 88.2 4 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 231 9 123
Occupational Fatalities (Deaths per 100,000 workers) 3.3 7 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.27 16 -0.90
Chlamydia (Cases per 100,000 population) 237.5 5 140.6
Pertussis (Cases per 100,000 population) 12.4 41 0.7

Salmonella (Cases per 100,000 population) 13.6 23 6.6
Children in Poverty (Percent younger than 18 years) 13.7 9 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 8.1 13 5.3
policy

Lack of Health Insurance (Percent without health insurance) 8.7 5 3.8
Public Health Funding (Dollars per person) $47 46  $225 

Immunization–Children (Percent aged 19 to 35 months) 66.2 37 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 61.8 26 82.0

clinical care

Low Birthweight (Percent of live births) 6.4 6 6.0
Primary Care Physicians (Number per 100,000 population) 143.5 7 196.1

Dentists (Number per 100,000 population) 62.4 17 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 49.4 7 27.4

all DeterminantS 0.40 7 0.70
oUtcomeS

Diabetes (Percent of adult population) 7.3 4 7.0
Poor Mental Health Days (Days in previous 30 days) 3.1 6 2.8

Poor Physical Health Days (Days in previous 30 days) 2.9 1 2.9
Disparity in Health Status (By educational attainment**) 29.7 25 19.7

Infant Mortality (Deaths per 1,000 live births) 4.6 2 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 186.9 1 186.9

Cancer Deaths (Deaths per 100,000 population) 184.9 17 141.3
Premature Death (Years lost per 100,000 population) 5,493 1  5,493 

all outcomeS 0.33 1 0.33
overall 0.73 3 0.92

Ranking:	Minnesota	is	3rd	this	year;	unchanged	from	
2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	physical	inactivity	
decreased	from	21.9	percent	to	17.5	percent	of	
adults;	however,	almost	740,000	adults	remain	
physically	inactive	in	the	state.

•		In	the	past	year,	the	incidence	of	pertussis	
decreased	from	21.6	to	12.4	cases	per	100,000	
population.

•		In	the	past	10	years,	the	percentage	of	children	in	
poverty	increased	from	8.4	percent	to	13.7	percent	
of	persons	younger	than	18	years.

•		Minnesota’s	prevalence	of	diabetes	is	among	the	
lowest	in	the	nation;	however,	nearly	310,000	adults	
have	diabetes	in	the	state.

•		In	the	past	2	years,	the	infant	mortality	rate	
decreased	from	5.8	to	4.6	deaths	per	1,000	live	
births	and	is	the	lowest	rate	in	24	years.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	40	percent	from	262.1	to	186.9	
deaths	per	100,000	population.

Health Disparities: 
In	Minnesota,	60.0	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	30.3	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	29.7	percent.	

State Health Department Website: 
www.health.state.mn.us

Overall Rank: 3

Change: no change
Determinants Rank: 7
Outcomes Rank: 1 
Strengths:
• Low	prevalences	of	physical

inactivity	&	diabetes
• High	rate	of	high	school	graduation
• Low	rates	of	premature	death	&

cardiovascular	disease	deaths

Challenges: 
• High	prevalence	of	binge	drinking
• Low	per	capita	public	health	funding
• Low	immunization	coverage	among

children
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/MN



96

u n i t e D  H e A lt H  f O u n D At i O n   |   A m e R i c A’ S  H e A lt H  R A n k i n g S ®   2 0 13

STATE																		NATION

The	2012–2013	data	in	the	above	graphs	are	not	directly	comparable	to	prior	years.	See	Methodology	for	
additional	information.

*Negative	score	denotes	less	disease	than	US	average,	positive	score	indicates	more	than	US	average
**Difference	in	high	health	status	between	adults	aged	25	and	older	without	a	high	school	education	and	those
with	at	least	a	high	school	education

economic environment mS US

Annual Unemployment Rate (2012) 8.9 8.1
Annual Underemployment Rate (2012) 15.1 14.7
Median Household Income (2012) $ 41,090  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 536,000 
Obesity 773,000 
Physical Inactivity 688,000 
Diabetes 279,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 24.0 44 10.6
Binge Drinking (Percent of adult population) 12.1 5 10.2

Drug Deaths (Deaths per 100,000 population) 11.1 18 5.0
Obesity (Percent of adult population) 34.6 49 20.5

Physical Inactivity (Percent of adult population) 30.8 48 16.2
 High School Graduation (Percent of incoming ninth graders) 63.8 49 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 261 15 123
Occupational Fatalities (Deaths per 100,000 workers) 7.7 44 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 1.02 50 -0.90
Chlamydia (Cases per 100,000 population) 715.0 46 140.6
Pertussis (Cases per 100,000 population) 1.7 3 0.7

Salmonella (Cases per 100,000 population) 48.6 50 6.6
Children in Poverty (Percent younger than 18 years) 29.6 47 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.8 33 5.3
policy

Lack of Health Insurance (Percent without health insurance) 15.8 34 3.8
Public Health Funding (Dollars per person) $65 32  $225 

Immunization–Children (Percent aged 19 to 35 months) 77.5 3 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 35.4 50 82.0

clinical care

Low Birthweight (Percent of live births) 11.8 50 6.0
Primary Care Physicians (Number per 100,000 population) 82.1 49 196.1

Dentists (Number per 100,000 population) 41.9 49 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 85.8 47 27.4

all DeterminantS -0.59 48 0.70
oUtcomeS

Diabetes (Percent of adult population) 12.5 49 7.0
Poor Mental Health Days (Days in previous 30 days) 4.4 44 2.8

Poor Physical Health Days (Days in previous 30 days) 4.6 45 2.9
Disparity in Health Status (By educational attainment**) 21.2 3 19.7

Infant Mortality (Deaths per 1,000 live births) 9.9 50 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 358.6 50 186.9

Cancer Deaths (Deaths per 100,000 population) 219.9 49 141.3
Premature Death (Years lost per 100,000 population) 10,821 50  5,493 

all outcomeS -0.30 49 0.33
overall -0.89 50 0.92

Ranking: Mississippi	is	50th	this	year;	unchanged	from	
2012.

Highlights: 
•	Although	smoking	prevalence	in	adults	declined	by	
8.3	percent	in	the	past	year,	more	than	a	half	million	
adults	still	smoke	in	Mississippi.

•		Prevalences	of	obesity,	physical	inactivity,	and
diabetes	remain	among	the	highest	in	the	nation	
in	Mississippi.	Almost	690,000	adults	are	physically	
inactive,	more	than	770,000	adults	are	obese,	and	
almost	280,000	adults	have	diabetes	in	the	state.

•		Mississippi	ranks	last	in	the	nation	for	infectious	
disease	incidence,	with	715	cases	of	chlamydia	and	
48.6	cases	of	Salmonella	per	100,000	population;	
however,	incidence	of	pertussis	is	low	at	1.7	cases	
per	100,000	population.

•		In	the	past	year,	despite	ranking	last	in	the	nation	
for	immunization	coverage	among	adolescents,	
coverage	increased	from	30.2	percent	to	35.4	
percent	of	persons	aged	13	to	17	years.

•		In	the	past	5	years,	the	percentage	of	uninsured	
population	decreased	by	25	percent	from	19.8	
percent	to	15.8	percent	of	the	population.

•		In	the	past	2	years,	the	preventable	hospitalization	
rate	decreased	by	11	percent	from	95.0	to	85.8	per	
1,000	Medicare	enrollees.

Health Disparities: 
In	Mississippi,	45.5	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	24.2	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	21.3	percent.

State Health Department Website: 
www.msdh.state.ms.us

Overall Rank: 50

Change: no change
Determinants Rank: 48
Outcomes Rank: 49 
Strengths:
• Low	prevalence	of	binge	drinking
• High	immunization	coverage	among	children
• Small	disparity	in	health	status	by

educational	attainment

Challenges: 
• High	prevalences	of	physical	inactivity,

obesity,	&	diabetes
• Low	immunization	coverage	among

adolescents
• High	infant	mortality	rate	&	high	prevalence

of	low	birthweight

miSSiSSippi

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/MS
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STATE                  NATION

The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment mo US

Annual Unemployment Rate (2012) 6.9 8.1
Annual Underemployment Rate (2012) 12.5 14.7
Median Household Income (2012) $ 45,774  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,091,000 
Obesity 1,351,000 
Physical Inactivity 1,128,000 
Diabetes 488,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 23.9 43 10.6
Binge Drinking (Percent of adult population) 17.2 30 10.2

Drug Deaths (Deaths per 100,000 population) 14.9 37 5.0
Obesity (Percent of adult population) 29.6 33 20.5

Physical Inactivity (Percent of adult population) 24.7 36 16.2
 High School Graduation (Percent of incoming ninth graders) 83.7 12 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 451 38 123
Occupational Fatalities (Deaths per 100,000 workers) 4.7 27 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.02 33 -0.90
Chlamydia (Cases per 100,000 population) 465.6 34 140.6
Pertussis (Cases per 100,000 population) 7.3 34 0.7

Salmonella (Cases per 100,000 population) 15.0 30 6.6
Children in Poverty (Percent younger than 18 years) 22.2 34 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.0 35 5.3
policy

Lack of Health Insurance (Percent without health insurance) 14.1 26 3.8
Public Health Funding (Dollars per person) $47 45  $225 

Immunization–Children (Percent aged 19 to 35 months) 63.9 42 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 60.3 30 82.0

clinical care

Low Birthweight (Percent of live births) 7.9 22 6.0
Primary Care Physicians (Number per 100,000 population) 110.2 30 196.1

Dentists (Number per 100,000 population) 49.9 38 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 72.4 39 27.4

all DeterminantS -0.26 38 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.7 38 7.0
Poor Mental Health Days (Days in previous 30 days) 4.0 30 2.8

Poor Physical Health Days (Days in previous 30 days) 4.2 34 2.9
Disparity in Health Status (By educational attainment**) 29.0 18 19.7

Infant Mortality (Deaths per 1,000 live births) 6.9 33 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 291.0 42 186.9

Cancer Deaths (Deaths per 100,000 population) 204.5 40 141.3
Premature Death (Years lost per 100,000 population) 8,230 40  5,493 

all outcomeS -0.11 39 0.33
overall -0.37 39 0.92

Ranking:	Missouri	is	39th	this	year;	it	was	40th	in	
2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	
decreased	from	25.0	percent	to	23.9	percent	of	
adults;	however,	almost	1.1	million	adults	still	
smoke.

•	 In	the	past	year,	the	prevalence	of	binge	drinking	
decreased	from	19.2	percent	to	17.2	percent	of	
adults.

•		In	the	past	year,	the	prevalence	of	physical	inactivity	
decreased	from	28.4	percent	to	24.7	percent	of	
adults;	however,	more	than	1.1	million	adults	are	
physically	inactive	in	the	state	and	more	than	1.3	
million	adults	are	obese.

•		In	the	past	year,	immunization	coverage	among	
adolescents	increased	from	55.0	percent	to	60.3	
percent	of	persons	aged	13	to	17	years.

•	 In	the	past	5	years,	preventable	hospitalizations	
decreased	by	22	percent	from	88.6	to	72.4	
discharges	per	1,000	Medicare	enrollees.	

•	 In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	29	percent	from	374.3	to	291.0	
deaths	per	100,000	population.

Health Disparities: 
In	Missouri,	52.5	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	23.5	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	29.0	percent.	

State Health Department Website: 
www.dhss.mo.gov

Overall Rank: 39

Change:  1
Determinants Rank: 38
Outcomes Rank: 39 
Strengths:
• High	rate	of	high	school	graduation
• Lower	prevalence	of	low	birthweight

than most other states
• Small	disparity	in	health	status	by

educational	attainment

Challenges: 
• High	prevalence	of	smoking
• Low	immunization	coverage	among

children
• High	cardiovascular	&	cancer	death

rates
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/MO
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment mt US

Annual Unemployment Rate (2012) 6.1 8.1
Annual Underemployment Rate (2012) 13.7 14.7
Median Household Income (2012) $ 40,277  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 151,000 
Obesity 187,000 
Physical Inactivity 158,000 
Diabetes 55,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 19.7 26 10.6
Binge Drinking (Percent of adult population) 21.7 45 10.2

Drug Deaths (Deaths per 100,000 population) 13.7 30 5.0
Obesity (Percent of adult population) 24.3 6 20.5

Physical Inactivity (Percent of adult population) 20.5 14 16.2
 High School Graduation (Percent of incoming ninth graders) 81.9 16 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 272 17 123
Occupational Fatalities (Deaths per 100,000 workers) 5.6 37 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.02 32 -0.90
Chlamydia (Cases per 100,000 population) 344.2 12 140.6
Pertussis (Cases per 100,000 population) 13.7 45 0.7

Salmonella (Cases per 100,000 population) 12.2 15 6.6
Children in Poverty (Percent younger than 18 years) 18.3 19 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 7.2 9 5.3
policy

Lack of Health Insurance (Percent without health insurance) 18.2 42 3.8
Public Health Funding (Dollars per person) $100 14  $225 

Immunization–Children (Percent aged 19 to 35 months) 66.5 35 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 63.5 23 82.0

clinical care

Low Birthweight (Percent of live births) 7.2 16 6.0
Primary Care Physicians (Number per 100,000 population) 97.4 41 196.1

Dentists (Number per 100,000 population) 61.6 20 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 51.7 11 27.4

all DeterminantS 0.15 23 0.70
oUtcomeS

Diabetes (Percent of adult population) 7.2 2 7.0
Poor Mental Health Days (Days in previous 30 days) 3.7 19 2.8

Poor Physical Health Days (Days in previous 30 days) 4.0 26 2.9
Disparity in Health Status (By educational attainment**) 29.9 29 19.7

Infant Mortality (Deaths per 1,000 live births) 5.9 19 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 228.6 15 186.9

Cancer Deaths (Deaths per 100,000 population) 178.3 9 141.3
Premature Death (Years lost per 100,000 population) 7,370 29  5,493 

all outcomeS 0.13 17 0.33
overall 0.28 23 0.92

Ranking:	Montana	is	23rd	this	year;	it	was	28th	in	
2012.

Highlights: 
•	The	prevalences	of	obesity	and	diabetes	in	
Montana	are	among	the	lowest	in	the	nation;	
however,	there	are	almost	190,000	obese	adults	
and	55,000	adults	with	diabetes	in	the	state.

•		In	the	past	year,	the	prevalence	of	smoking	
decreased	from	22.1	percent	to	19.7	percent	of	
adults;	however,	more	than	150,000	adults	still	
smoke	in	the	state.

•		In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	from	24.4	percent	to	20.5	
percent	of	adults;	nearly	160,000	adults	remain	
physically	inactive	in	the	state.

•		In	the	past	5	years,	public	health	funding	
increased	from	$68	to	$100	per	person.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	by	36	percent	from	
70.3	to	51.7	discharges	per	1,000	Medicare	
enrollees.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	a	quarter	from	287.1	to	
228.6	deaths	per	100,000	population.

Health Disparities: 
In	Montana,	57.1	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	27.2	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	29.9	
percent.

State Health Department Website: 
www.dphhs.mt.gov

Overall Rank: 23

Change:  5
Determinants Rank: 23
Outcomes Rank: 17 
Strengths:
• Low	prevalences	of	obesity	&

diabetes
• Low	levels	of	air	pollution
• Low	rate	of	cancer	deaths

Challenges: 
• High	prevalence	of	binge	drinking
• High	percentage	of	uninsured

population
• Limited	availability	of	primary

care	physicians

mOntAnA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/MT
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment ne US

Annual Unemployment Rate (2012) 4.0 8.1
Annual Underemployment Rate (2012) 8.8 14.7
Median Household Income (2012) $ 55,616  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 262,000 
Obesity 380,000 
Physical Inactivity 279,000 
Diabetes 108,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 19.7 26 10.6
Binge Drinking (Percent of adult population) 22.1 48 10.2

Drug Deaths (Deaths per 100,000 population) 6.0 2 5.0
Obesity (Percent of adult population) 28.6 29 20.5

Physical Inactivity (Percent of adult population) 21.0 16 16.2
 High School Graduation (Percent of incoming ninth graders) 83.8 11 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 259 14 123
Occupational Fatalities (Deaths per 100,000 workers) 4.9 29 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.52 6 -0.90
Chlamydia (Cases per 100,000 population) 371.2 18 140.6
Pertussis (Cases per 100,000 population) 3.1 14 0.7

Salmonella (Cases per 100,000 population) 13.9 25 6.6
Children in Poverty (Percent younger than 18 years) 19.6 26 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 8.2 15 5.3
policy

Lack of Health Insurance (Percent without health insurance) 12.8 17 3.8
Public Health Funding (Dollars per person) $85 22  $225 

Immunization–Children (Percent aged 19 to 35 months) 72.6 12 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 64.7 21 82.0

clinical care

Low Birthweight (Percent of live births) 6.6 8 6.0
Primary Care Physicians (Number per 100,000 population) 118.0 23 196.1

Dentists (Number per 100,000 population) 63.4 16 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 63.8 29 27.4

all DeterminantS 0.25 17 0.70
oUtcomeS

Diabetes (Percent of adult population) 8.1 9 7.0
Poor Mental Health Days (Days in previous 30 days) 3.0 4 2.8

Poor Physical Health Days (Days in previous 30 days) 3.2 3 2.9
Disparity in Health Status (By educational attainment**) 32.6 40 19.7

Infant Mortality (Deaths per 1,000 live births) 5.3 14 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 229.9 17 186.9

Cancer Deaths (Deaths per 100,000 population) 183.4 15 141.3
Premature Death (Years lost per 100,000 population) 6,309 13  5,493 

all outcomeS 0.21 8 0.33
overall 0.46 11 0.92

Ranking:	Nebraska	is	11th	this	year;	unchanged	
from	2012.

Highlights: 
•	More	than	260,000	adults	smoke	in	Nebraska,	
or	1	in	5	adults.

•	 In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	from	26.3	percent	to	21.0	
percent	of	adults;	however,	nearly	280,000	adults	
remain	physically	inactive	and	380,000	adults	are	
obese	in	the	state.

•		In	the	past	year,	the	percentage	of	children	living	
in	poverty	increased	from	14.5	percent	to	19.6	
percent	of	persons	younger	than	18	years.

•		In	the	past	year,	immunization	coverage	among	
children	decreased	from	77.6	percent	to	72.6	
percent	of	children	aged	15	to	35	months.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	from	73.3	to	63.8	
discharges	per	1,000	Medicare	enrollees.

•		In	the	past	10	years,	the	infant	mortality	rate	
decreased	from	7.0	to	5.3	deaths	per	1,000	 
live	births.	

Health Disparities: 
In	Nebraska,	55.1	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	22.6	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	32.5	
percent.	

State Health Department Website: 
www.dhhs.ne.gov/

Overall Rank: 11

Change: no change
Determinants Rank: 17
Outcomes Rank: 8 
Strengths:
• Low	rate	of	drug	deaths
• Low	prevalence	of	low	birthweight
• Few	poor	mental	&	physical	health

days	per	month

Challenges: 
• High	prevalence	of	binge	drinking
• Moderate	prevalence	of	obesity
• Large	disparity	in	health	status	by

educational	attainment
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/NE
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment nv US

Annual Unemployment Rate (2012) 11.0 8.1
Annual Underemployment Rate (2012) 20.3 14.7
Median Household Income (2012) $ 47,043  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 387,000 
Obesity 560,000 
Physical Inactivity 455,000 
Diabetes 190,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 18.1 18 10.6
Binge Drinking (Percent of adult population) 15.1 13 10.2

Drug Deaths (Deaths per 100,000 population) 20.5 48 5.0
Obesity (Percent of adult population) 26.2 17 20.5

Physical Inactivity (Percent of adult population) 21.3 18 16.2
 High School Graduation (Percent of incoming ninth graders) 57.8 50 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 608 49 123
Occupational Fatalities (Deaths per 100,000 workers) 5.1 31 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.89 2 -0.90
Chlamydia (Cases per 100,000 population) 389.1 22 140.6
Pertussis (Cases per 100,000 population) 1.3 2 0.7

Salmonella (Cases per 100,000 population) 6.6 1 6.6
Children in Poverty (Percent younger than 18 years) 22.7 35 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.1 22 5.3
policy

Lack of Health Insurance (Percent without health insurance) 23.0 49 3.8
Public Health Funding (Dollars per person) $37 50  $225 

Immunization–Children (Percent aged 19 to 35 months) 65.3 38 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 63.3 24 82.0

clinical care

Low Birthweight (Percent of live births) 8.2 27 6.0
Primary Care Physicians (Number per 100,000 population) 84.5 47 196.1

Dentists (Number per 100,000 population) 53.6 32 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 57.3 16 27.4

all DeterminantS -0.29 39 0.70
oUtcomeS

Diabetes (Percent of adult population) 8.9 15 7.0
Poor Mental Health Days (Days in previous 30 days) 4.1 35 2.8

Poor Physical Health Days (Days in previous 30 days) 4.2 34 2.9
Disparity in Health Status (By educational attainment**) 30.2 31 19.7

Infant Mortality (Deaths per 1,000 live births) 5.7 18 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 271.9 35 186.9

Cancer Deaths (Deaths per 100,000 population) 191.3 25 141.3
Premature Death (Years lost per 100,000 population) 7,727 32  5,493 

all outcomeS -0.01 31 0.33
overall -0.29 37 0.92

Ranking:	Nevada	is	37th	this	year;	unchanged	 
from	2012.

Highlights: 
•	At	26.2	percent	of	adults,	the	prevalence	of	
obesity	is	lower	in	Nevada	than	the	median	state;	
however,	560,000	adults	are	obese	in	the	state.

•		In	the	past	year,	the	prevalence	of	smoking	
decreased	from	22.9	percent	to	18.1	percent	
of	adults	and	the	prevalence	of	binge	drinking	
decreased	from	18.6	percent	to	15.1	percent	of	
adults.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalization	decreased	by	14	percent	from	65.3	
to	57.3	discharges	per	1,000	Medicare	enrollees.

•		In	the	past	5	years,	the	percentage	of	uninsured	
population	increased	from	18.4	percent	to	23.0	
percent	of	the	population.

•		In	the	past	10	years,	the	rate	of	children	in	poverty
increased	from	9.1	percent	to	22.7	percent	of	
persons	younger	than	18	years.	

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	25	percent	from	340.0	to	
271.9	deaths	per	100,000	population.

Health Disparities: 
In	Nevada,	52.1	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	21.9	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	30.2	percent.

State Health Department Website: 
http://dhhs.nv.gov/

Overall Rank: 37

Change: no change
Determinants Rank: 39
Outcomes Rank: 31 
Strengths:
• Low	prevalence	of	binge	drinking
• Moderate	prevalence	of	diabetes
• Low	incidence	of	infectious	diseases

Challenges: 
• Low	high	school	graduation	rate
• High	violent	crime	rate
• Low	per	capita	public	health	funding

nevADA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/NV
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment nH US

Annual Unemployment Rate (2012) 5.6 8.1
Annual Underemployment Rate (2012) 11.2 14.7
Median Household Income (2012) $ 65,880  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 190,000 
Obesity 302,000 
Physical Inactivity 220,000 
Diabetes 101,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 17.2 11 10.6
Binge Drinking (Percent of adult population) 17.0 27 10.2

Drug Deaths (Deaths per 100,000 population) 11.2 19 5.0
Obesity (Percent of adult population) 27.3 22 20.5

Physical Inactivity (Percent of adult population) 19.9 11 16.2
 High School Graduation (Percent of incoming ninth graders) 86.3 7 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 188 3 123
Occupational Fatalities (Deaths per 100,000 workers) 3.4 9 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.37 13 -0.90
Chlamydia (Cases per 100,000 population) 140.6 2 140.6
Pertussis (Cases per 100,000 population) 12.8 42 0.7

Salmonella (Cases per 100,000 population) 13.4 21 6.6
Children in Poverty (Percent younger than 18 years) 10.9 2 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 7.6 11 5.3
policy

Lack of Health Insurance (Percent without health insurance) 12.3 15 3.8
Public Health Funding (Dollars per person) $57 39  $225 

Immunization–Children (Percent aged 19 to 35 months) 80.1 2 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 71.3 9 82.0

clinical care

Low Birthweight (Percent of live births) 7.1 15 6.0
Primary Care Physicians (Number per 100,000 population) 133.6 10 196.1

Dentists (Number per 100,000 population) 64.9 14 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 58.2 18 27.4

all DeterminantS 0.50 5 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.1 16 7.0
Poor Mental Health Days (Days in previous 30 days) 3.8 22 2.8

Poor Physical Health Days (Days in previous 30 days) 3.7 16 2.9
Disparity in Health Status (By educational attainment**) 22.9 4 19.7

Infant Mortality (Deaths per 1,000 live births) 4.4 1 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 218.9 8 186.9

Cancer Deaths (Deaths per 100,000 population) 188.6 20 141.3
Premature Death (Years lost per 100,000 population) 5,822 5  5,493 

all outcomeS 0.21 7 0.33
overall 0.7 5 0.92

Ranking:	New	Hampshire	is	5th	this	year;	
unchanged	from	2012.

Highlights: 
•	 In	the	past	year,	smoking	prevalence	decreased
from	19.4	percent	to	17.2	percent	of	adults;	
however,	190,000	adults	still	smoke	in	the	state.	

•		There	are	220,000	physically	inactive	adults	
and	more	than	300,000	obese	adults	in	New	
Hampshire,	or	19.9	percent	and	27.3	percent	of	
adults,	respectively.

•		In	the	past	10	years,	the	high	school	graduation	
rate	increased	from	75.3	percent	to	86.3	percent	
of	ninth	graders	who	graduate	within	4	years.

•		In	the	past	2	years,	the	percentage	of	uninsured	
population	increased	from	10.1	percent	to	12.3	
percent	of	the	population.

•		In	the	past	5	years,	the	percentage	of	children	
in	poverty	increased	from	6.5	percent	to	10.9	
percent	of	persons	younger	than	18	years.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	42	percent	from	310.0	to	
218.9	deaths	per	100,000	population.

Health Disparities: 
In	New	Hampshire,	60.9	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	38.0	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
22.9	percent.	

State Health Department Website: 
www.dhhs.state.nh.us

Overall Rank: 5

Change: no change
Determinants Rank: 5
Outcomes Rank: 7 
Strengths:
• Low	percentage	of	children

in	poverty
• High	immunization	coverage

among	children
• Low	infant	mortality	rate

Challenges: 
• High	prevalence	of	binge	drinking
• High	incidence	of	pertussis

infections
• Low	per	capita	public	health	funding n

e
W

 H
A

m
p

S
H

iR
e

neW HAmpSHiRe

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/NH
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment nJ US

Annual Unemployment Rate (2012) 9.5 8.1
Annual Underemployment Rate (2012) 15.7 14.7
Median Household Income (2012) $ 62,338  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,215,000 
Obesity 1,728,000 
Physical Inactivity 1,749,000 
Diabetes 653,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 17.3 13 10.6
Binge Drinking (Percent of adult population) 17.7 33 10.2

Drug Deaths (Deaths per 100,000 population) 6.9 4 5.0
Obesity (Percent of adult population) 24.6 8 20.5

Physical Inactivity (Percent of adult population) 24.9 37 16.2
 High School Graduation (Percent of incoming ninth graders) 87.2 6 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 290 20 123
Occupational Fatalities (Deaths per 100,000 workers) 3.5 12 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.67 3 -0.90
Chlamydia (Cases per 100,000 population) 298.1 10 140.6
Pertussis (Cases per 100,000 population) 3.6 17 0.7

Salmonella (Cases per 100,000 population) 14.0 27 6.6
Children in Poverty (Percent younger than 18 years) 12.5 4 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.1 22 5.3
policy

Lack of Health Insurance (Percent without health insurance) 14.7 30 3.8
Public Health Funding (Dollars per person) $63 33  $225 

Immunization–Children (Percent aged 19 to 35 months) 71.5 20 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 71.4 8 82.0

clinical care

Low Birthweight (Percent of live births) 8.5 33 6.0
Primary Care Physicians (Number per 100,000 population) 140.4 8 196.1

Dentists (Number per 100,000 population) 83.0 2 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 66.7 33 27.4

all DeterminantS 0.35 10 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.3 19 7.0
Poor Mental Health Days (Days in previous 30 days) 3.3 9 2.8

Poor Physical Health Days (Days in previous 30 days) 3.3 6 2.9
Disparity in Health Status (By educational attainment**) 29.0 18 19.7

Infant Mortality (Deaths per 1,000 live births) 5.0 8 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 248.0 25 186.9

Cancer Deaths (Deaths per 100,000 population) 187.4 18 141.3
Premature Death (Years lost per 100,000 population) 6,091 9  5,493 

all outcomeS 0.18 9 0.33
overall 0.53 10 0.92

Ranking:	New	Jersey	is	10th	this	year;	unchanged	
from	2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	
increased	by	3	percent,	from	16.8	percent	to	17.3	
percent;	more	than	1.2	million	adults	smoke	in	
the state.

•	 In	the	past	year	the	prevalence	of	obesity	
increased	by	4	percent,	from	23.7	percent	to	24.6	
percent	of	adults;	more	than	1.7	million	adults	
are	obese	in	New	Jersey.

•		In	the	past	5	years,	air	pollution	decreased	by	
37	percent	from	12.5	to	9.1	micrograms	of	fine	
particulate	per	cubic	meter.	

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	declined	from	83.9	to	66.7	
discharges	per	1,000	Medicare	enrollees.

•		In	the	last	year,	the	prevalence	of	diabetes	
increased	from	8.8	percent	to	9.3	percent	of	
adults;	more	than	650,000	adults	have	diabetes	
in the state. 

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	one-third	from	330.8	to	
248.0	deaths	per	100,000	population.

Health Disparities: 
In	New	Jersey,	55.9	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	26.9	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	29.0	
percent.

State Health Department Website: 
www.state.nj.us/health

Overall Rank: 10

Change: no change
Determinants Rank: 10
Outcomes Rank: 9 
Strengths:
• Low	rate	of	drug	deaths
• Low	percentage	of	children	in	poverty
• Ready	availability	of	primary	care

physicians	&	dentists

Challenges: 
• High	prevalence	of	physical	inactivity
• High	prevalence	of	low	birthweight
• High	rate	of	preventable

hospitalizations

neW jeRSey

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/NJ
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment nm US

Annual Unemployment Rate (2012) 7.1 8.1
Annual Underemployment Rate (2012) 14.1 14.7
Median Household Income (2012) $ 41,982  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 295,000 
Obesity 414,000 
Physical Inactivity 333,000 
Diabetes 157,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 19.3 24 10.6
Binge Drinking (Percent of adult population) 14.6 11 10.2

Drug Deaths (Deaths per 100,000 population) 24.1 50 5.0
Obesity (Percent of adult population) 27.1 21 20.5

Physical Inactivity (Percent of adult population) 21.8 19 16.2
 High School Graduation (Percent of incoming ninth graders) 67.3 48 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 559 47 123
Occupational Fatalities (Deaths per 100,000 workers) 8.6 49 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.70 47 -0.90
Chlamydia (Cases per 100,000 population) 552.4 41 140.6
Pertussis (Cases per 100,000 population) 13.4 44 0.7

Salmonella (Cases per 100,000 population) 16.8 35 6.6
Children in Poverty (Percent younger than 18 years) 30.9 49 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 6.6 5 5.3
policy

Lack of Health Insurance (Percent without health insurance) 20.7 48 3.8
Public Health Funding (Dollars per person) $124 7  $225 

Immunization–Children (Percent aged 19 to 35 months) 71.6 19 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 55.7 42 82.0

clinical care

Low Birthweight (Percent of live births) 8.8 39 6.0
Primary Care Physicians (Number per 100,000 population) 113.5 27 196.1

Dentists (Number per 100,000 population) 48.9 41 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 53.2 13 27.4

all DeterminantS -0.21 35 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.3 32 7.0
Poor Mental Health Days (Days in previous 30 days) 4.0 30 2.8

Poor Physical Health Days (Days in previous 30 days) 4.3 40 2.9
Disparity in Health Status (By educational attainment**) 33.2 42 19.7

Infant Mortality (Deaths per 1,000 live births) 5.5 16 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 221.6 11 186.9

Cancer Deaths (Deaths per 100,000 population) 167.9 4 141.3
Premature Death (Years lost per 100,000 population) 7,925 37  5,493 

all outcomeS 0.03 26 0.33
overall -0.18 32 0.92

Ranking:	New	Mexico	is	32nd	this	year;	it	was	36th	
in 2012.

Highlights: 
•	New	Mexico	has	a	lower	prevalence	of	binge	
drinking	among	adults	than	most	other	states,	
but	has	the	highest	rate	of	drug	deaths	at	24.1	
deaths	per	100,000	population.	

•		In	the	past	year,	physical	inactivity	decreased	
from	25.3	percent	to	21.8	percent	of	adults;	
however,	more	than	330,000	adults	are	still	
physically	inactive	in	New	Mexico.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	from	67.0	to	53.2	
discharges	per	1,000	Medicare	enrollees.

•		In	the	past	10	years,	the	infant	mortality	rate	
decreased	from	6.5	to	5.5	deaths	per	1,000	live	
births.

•		In	the	past	10	years,	deaths	from	cardiovascular	
disease	decreased	from	271.2	to	221.6	deaths	
per	100,000	population.

•	New	Mexico	ranks	lower	for	determinants	than	
for	outcomes,	indicating	that	overall	healthiness	
may	decline	over	time.

Health Disparities: 
In	New	Mexico,	49.9	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	16.6	percent	with	 
less	than	a	high	school	education,	resulting	in	 
a	gap	of	33.3	percent.	

State Health Department Website: 
www.health.state.nm.us

Overall Rank: 32

Change:  4
Determinants Rank: 35
Outcomes Rank: 26 
Strengths:
• Low	levels	of	air	pollution
• High	per	capita	public

health	funding
• Low	rate	of	cancer	deaths

Challenges: 
• Low	high	school	graduation	rate
• High	percentage	of	children

in	poverty
• High	percentage	of	uninsured

population
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/NM
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment nY US

Annual Unemployment Rate (2012) 8.7 8.1
Annual Underemployment Rate (2012) 14.9 14.7
Median Household Income (2012) $ 50,636  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 2,449,000 
Obesity 3,568,000 
Physical Inactivity 3,719,000 
Diabetes 1,467,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 16.2 5 10.6
Binge Drinking (Percent of adult population) 17.0 27 10.2

Drug Deaths (Deaths per 100,000 population) 8.2 8 5.0
Obesity (Percent of adult population) 23.6 3 20.5

Physical Inactivity (Percent of adult population) 24.6 35 16.2
 High School Graduation (Percent of incoming ninth graders) 76.0 35 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 407 32 123
Occupational Fatalities (Deaths per 100,000 workers) 3.2 4 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.05 35 -0.90
Chlamydia (Cases per 100,000 population) 530.3 41 140.6
Pertussis (Cases per 100,000 population) 6.4 31 0.7

Salmonella (Cases per 100,000 population) 13.1 16 6.6
Children in Poverty (Percent younger than 18 years) 25.0 40 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.0 20 5.3
policy

Lack of Health Insurance (Percent without health insurance) 11.7 12 3.8
Public Health Funding (Dollars per person) $129 5  $225 

Immunization–Children (Percent aged 19 to 35 months) 63.7 43 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 69.5 12 82.0

clinical care

Low Birthweight (Percent of live births) 8.1 24 6.0
Primary Care Physicians (Number per 100,000 population) 164.0 5 196.1

Dentists (Number per 100,000 population) 79.5 4 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 64.8 31 27.4

all DeterminantS 0.31 14 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.7 23 7.0
Poor Mental Health Days (Days in previous 30 days) 4.1 35 2.8

Poor Physical Health Days (Days in previous 30 days) 4.1 29 2.9
Disparity in Health Status (By educational attainment**) 29.5 24 19.7

Infant Mortality (Deaths per 1,000 live births) 5.2 12 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 274.9 36 186.9

Cancer Deaths (Deaths per 100,000 population) 179.5 11 141.3
Premature Death (Years lost per 100,000 population) 6,092 10  5,493 

all outcomeS 0.06 23 0.33
overall 0.37 15 0.92

Ranking:	New	York	is	15th	this	year;	it	was	18th	 
in 2012.

Highlights: 
•	New	York	has	one	of	the	lowest	obesity	rates	
in	the	nation	at	23.6	percent	of	the	adult	
population;	however,	more	than	3.5	million	
adults	are	obese	in	the	state.

•	Although	high	school	graduation	rates	increased	
in	the	past	5	years	from	65.3	percent	to	76.0	
percent,	they	remain	a	challenge	for	the	state.

•		In	the	past	5	years,	the	percentage	of	children	
in	poverty	increased	from	20.4	percent	to	25.0	
percent	of	persons	younger	than	18	years.

•		In	the	past	5	years,	air	pollution	decreased	from	
11.7	to	9.0	micrograms	of	fine	particulate	per	
cubic	meter.	

•		In	the	past	10	years,	the	percentage	of	uninsured	
population	decreased	from	15.8	percent	to	11.7	
percent	of	the	population.

•		In	the	past	10	years,	deaths	from	cardiovascular	
disease	decreased	from	355.5	to	274.9	deaths	
per	100,000	population.

Health Disparities: 
In	New	York,	54.6	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	25.1	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	29.5	
percent.

State Health Department Website: 
www.health.state.ny.us

Overall Rank: 15

Change:  3
Determinants Rank: 14
Outcomes Rank: 23 
Strengths:
• Low	prevalences	of	obesity	&	smoking
• High	per	capita	public	health	funding
• Ready	availability	of	primary	care

physicians	&	dentists

Challenges: 
• Low	rate	of	high	school	graduation
• High	percentage	of	children	in	poverty
• Low	immunization	coverage	among

children

neW yORk

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/NY
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment nc US

Annual Unemployment Rate (2012) 9.2 8.1
Annual Underemployment Rate (2012) 16.3 14.7
Median Household Income (2012) $ 45,206  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,522,000 
Obesity 2,155,000 
Physical Inactivity 1,813,000 
Diabetes 757,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 20.9 33 10.6
Binge Drinking (Percent of adult population) 13.1 7 10.2

Drug Deaths (Deaths per 100,000 population) 12.3 24 5.0
Obesity (Percent of adult population) 29.6 33 20.5

Physical Inactivity (Percent of adult population) 24.9 37 16.2
 High School Graduation (Percent of incoming ninth graders) 76.9 32 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 353 28 123
Occupational Fatalities (Deaths per 100,000 workers) 4.7 27 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.44 43 -0.90
Chlamydia (Cases per 100,000 population) 574.9 43 140.6
Pertussis (Cases per 100,000 population) 2.1 9 0.7

Salmonella (Cases per 100,000 population) 26.6 43 6.6
Children in Poverty (Percent younger than 18 years) 24.7 38 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.6 28 5.3
policy

Lack of Health Insurance (Percent without health insurance) 16.7 38 3.8
Public Health Funding (Dollars per person) $51 41  $225 

Immunization–Children (Percent aged 19 to 35 months) 75.4 5 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 63.9 22 82.0

clinical care

Low Birthweight (Percent of live births) 9.0 41 6.0
Primary Care Physicians (Number per 100,000 population) 114.9 26 196.1

Dentists (Number per 100,000 population) 46.7 47 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 60.2 23 27.4

all DeterminantS -0.18 34 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.4 33 7.0
Poor Mental Health Days (Days in previous 30 days) 3.9 28 2.8

Poor Physical Health Days (Days in previous 30 days) 3.9 24 2.9
Disparity in Health Status (By educational attainment**) 32.1 38 19.7

Infant Mortality (Deaths per 1,000 live births) 7.5 40 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 262.5 32 186.9

Cancer Deaths (Deaths per 100,000 population) 196.0 33 141.3
Premature Death (Years lost per 100,000 population) 7,892 36  5,493 

all outcomeS -0.07 36 0.33
overall -0.25 35 0.92

Ranking:	North	Carolina	is	35th	this	year;	it	was	
34th	in	2012.

Highlights: 
•	Although	physical	inactivity	decreased	by	7.2	
percent	in	the	past	year,	it	remains	high	at	24.9	
percent	of	adults;	1.8	million	adults	are	physically	
inactive	in	the	state.

•	 In	the	past	5	years,	air	pollution	decreased	by	
34	percent	from	12.9	to	9.6	micrograms	of	fine	
particulate	per	cubic	meter.

•		In	the	past	year,	immunization	coverage	among	
children	increased	from	65.6	percent	to	75.4	
percent	of	children	aged	15	to	35	months.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	by	25	percent	from	
75.1	to	60.2	discharges	per	1,000	Medicare	
enrollees.

•		Although	the	infant	mortality	rate	decreased	
slightly	in	the	past	year,	it	remains	high	at	7.5	
infant	deaths	per	1,000	live	births.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	36	percent	from	357.6	to	
262.5	deaths	per	100,000	population.

Health Disparities: 
In	North	Carolina,	53.7	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	21.6	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
32.1	percent.	

State Health Department Website: 
http://www.ncdhhs.gov/

Overall Rank: 35

Change:  1
Determinants Rank: 34
Outcomes Rank: 36 
Strengths:
• Low	prevalence	of	binge	drinking
• Low	incidence	of	pertussis	infections
• High	immunization	coverage

among	children

Challenges: 
• High	incidence	of	chlamydia

&	Salmonella infections
• Limited	availability	of	dentists
• High	infant	mortality	rate	&	high

prevalence	of	low	birthweight n
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/NC
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment nd US

Annual Unemployment Rate (2012) 3.2 8.1
Annual Underemployment Rate (2012) 6.1 14.7
Median Household Income (2012) $ 56,361  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 105,000 
Obesity 147,000 
Physical Inactivity 118,000 
Diabetes 43,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 21.2 34 10.6
Binge Drinking (Percent of adult population) 24.1 49 10.2

Drug Deaths (Deaths per 100,000 population) 5.0 1 5.0
Obesity (Percent of adult population) 29.7 35 20.5

Physical Inactivity (Percent of adult population) 23.8 34 16.2
 High School Graduation (Percent of incoming ninth graders) 88.4 3 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 245 11 123
Occupational Fatalities (Deaths per 100,000 workers) 10.2 50 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.50 7 -0.90
Chlamydia (Cases per 100,000 population) 261.8 8 140.6
Pertussis (Cases per 100,000 population) 10.7 38 0.7

Salmonella (Cases per 100,000 population) 9.0 5 6.6
Children in Poverty (Percent younger than 18 years) 15.8 15 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 5.6 3 5.3
policy

Lack of Health Insurance (Percent without health insurance) 10.3 9 3.8
Public Health Funding (Dollars per person) $91 17  $225 

Immunization–Children (Percent aged 19 to 35 months) 72.2 16 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 72.8 7 82.0

clinical care

Low Birthweight (Percent of live births) 6.7 9 6.0
Primary Care Physicians (Number per 100,000 population) 115.9 25 196.1

Dentists (Number per 100,000 population) 56.1 26 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 59.2 20 27.4

all DeterminantS 0.33 11 0.70
oUtcomeS

Diabetes (Percent of adult population) 8.6 13 7.0
Poor Mental Health Days (Days in previous 30 days) 2.8 1 2.8

Poor Physical Health Days (Days in previous 30 days) 3.0 2 2.9
Disparity in Health Status (By educational attainment**) 28.4 16 19.7

Infant Mortality (Deaths per 1,000 live births) 6.5 26 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 231.3 19 186.9

Cancer Deaths (Deaths per 100,000 population) 177.2 8 141.3
Premature Death (Years lost per 100,000 population) 6,504 16  5,493 

all outcomeS 0.23 4 0.33
overall 0.56 9 0.92

Ranking:	North	Dakota	is	9th	this	year;	it	was	8th	
in 2012.

Highlights: 
•	Although	the	prevalence	of	physical	inactivity	
decreased	from	27.1	percent	to	23.8	percent	of	
adults,	almost	120,000	adults	are	still	physically	
inactive	in	the	state.	

•		In	the	past	year,	the	percentage	of	children	in
poverty	increased	from	11.9	percent	to	15.8	
percent	of	persons	younger	than	18	years.

•		In	the	past	year,	immunization	coverage	among	
adolescents	increased	from	66.5	percent	to	
72.8	percent	of	persons	aged	13	to	17	years;	
however,	immunization	coverage	among	children	
decreased	from	79.1	percent	to	72.2	percent	of	
children	aged	15	to	35	months.

•		Last	year	public	health	funding	was	$78	per	
person;	today	it	is	$91	per	person.

•		In	the	past	2	years,	the	number	of	primary	care	
providers	decreased	from	127	to	116	per	100,000	
population.

•		Ten	years	ago,	the	infant	mortality	rate	was	8.4	
deaths	per	1,000	live	births;	today	it	is	6.5	deaths	
per	1,000	live	births.

Health Disparities: 
In	North	Dakota,	54.8	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	26.5	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
28.3	percent.

State Health Department Website: 
www.ndhealth.gov

Overall Rank: 9

Change:  1
Determinants Rank: 11
Outcomes Rank: 4 
Strengths:
• Low	rate	of	drug	deaths
• High	rate	of	high	school	graduation
• Few	poor	mental	&	physical	health	days

per	month

Challenges: 
• High	prevalence	of	binge	drinking
• High	prevalence	of	obesity
• High	rate	of	occupational	fatalities

nORtH DAkOtA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/ND
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment oH US

Annual Unemployment Rate (2012) 7.2 8.1
Annual Underemployment Rate (2012) 13.6 14.7
Median Household Income (2012) $ 44,648  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 2,068,000 
Obesity 2,672,000 
Physical Inactivity 2,237,000 
Diabetes 1,038,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 23.3 39 10.6
Binge Drinking (Percent of adult population) 18.0 36 10.2

Drug Deaths (Deaths per 100,000 population) 14.0 34 5.0
Obesity (Percent of adult population) 30.1 38 20.5

Physical Inactivity (Percent of adult population) 25.2 40 16.2
 High School Graduation (Percent of incoming ninth graders) 81.4 19 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 300 22 123
Occupational Fatalities (Deaths per 100,000 workers) 3.6 14 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.23 19 -0.90
Chlamydia (Cases per 100,000 population) 456.4 34 140.6
Pertussis (Cases per 100,000 population) 6.7 32 0.7

Salmonella (Cases per 100,000 population) 10.3 12 6.6
Children in Poverty (Percent younger than 18 years) 21.2 30 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 11.6 46 5.3
policy

Lack of Health Insurance (Percent without health insurance) 13.0 19 3.8
Public Health Funding (Dollars per person) $50 44  $225 

Immunization–Children (Percent aged 19 to 35 months) 66.8 32 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 57.4 40 82.0

clinical care

Low Birthweight (Percent of live births) 8.6 36 6.0
Primary Care Physicians (Number per 100,000 population) 123.8 16 196.1

Dentists (Number per 100,000 population) 54.0 30 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 78.5 45 27.4

all DeterminantS -0.26 37 0.70
oUtcomeS

Diabetes (Percent of adult population) 11.7 45 7.0
Poor Mental Health Days (Days in previous 30 days) 4.1 35 2.8

Poor Physical Health Days (Days in previous 30 days) 4.2 34 2.9
Disparity in Health Status (By educational attainment**) 29.8 27 19.7

Infant Mortality (Deaths per 1,000 live births) 7.7 43 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 276.7 37 186.9

Cancer Deaths (Deaths per 100,000 population) 207.7 41 141.3
Premature Death (Years lost per 100,000 population) 8,068 38  5,493 

all outcomeS -0.15 42 0.33
overall -0.41 40 0.92

Ranking:	Ohio	is	40th	this	year;	it	was	38th	in	2012.

Highlights: 
•	The	prevalence	of	smoking	decreased	by	8	
percent	last	year,	but	remains	high	at	23.3	
percent	of	the	adult	population,	with	more	than	
2	million	adult	smokers.	

•		In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	by	7	percent;	however,	more	
than	2.2	million	adults	remain	physically	inactive	
in	Ohio—that	is	more	than	1	in	4	adults.	

•		In	the	past	5	years,	violent	crime	decreased	by	
15	percent	from	343	to	300	offenses	per	100,000	
population.

•		In	the	past	year,	the	incidence	of	pertussis	
decreased	from	15.7	to	6.7	cases	per	100,000	
population.

•		In	the	past	year,	immunization	coverage	among	
children	decreased	from	74.7	percent	to	66.8	
percent	of	children	aged	15	to	35	months.

•		In	the	past	year,	the	prevalence	of	diabetes	
increased	from	10.0	percent	to	11.7	percent	
of	adults;	more	than	1.0	million	adults	have	
diabetes	in	Ohio.

Health Disparities: 
In	Ohio,	52.7	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	22.9	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	29.8	percent.	

State Health Department Website: 
www.odh.ohio.gov

Overall Rank: 40

Change:  2
Determinants Rank: 37
Outcomes Rank: 42 
Strengths:
• High	rate	of	high	school	graduation
• Low	percentage	of	uninsured

population
• Ready	availability	of	primary

care	physicians

Challenges: 
• High	levels	of	air	pollution
• High	rate	of	preventable

hospitalizations
• High	prevalence	of	diabetes

O
H

iO

OHiO

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/OH
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment ok US

Annual Unemployment Rate (2012) 5.1 8.1
Annual Underemployment Rate (2012) 9.6 14.7
Median Household Income (2012) $ 48,455  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 633,000 
Obesity 875,000 
Physical Inactivity 769,000 
Diabetes 313,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 23.3 39 10.6
Binge Drinking (Percent of adult population) 14.4 9 10.2

Drug Deaths (Deaths per 100,000 population) 18.8 46 5.0
Obesity (Percent of adult population) 32.2 45 20.5

Physical Inactivity (Percent of adult population) 28.3 44 16.2
 High School Graduation (Percent of incoming ninth graders) 78.5 27 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 469 41 123
Occupational Fatalities (Deaths per 100,000 workers) 7.8 45 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.25 18 -0.90
Chlamydia (Cases per 100,000 population) 377.9 23 140.6
Pertussis (Cases per 100,000 population) 1.8 7 0.7

Salmonella (Cases per 100,000 population) 22.2 41 6.6
Children in Poverty (Percent younger than 18 years) 27.4 46 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.7 32 5.3
policy

Lack of Health Insurance (Percent without health insurance) 17.1 39 3.8
Public Health Funding (Dollars per person) $80 26  $225 

Immunization–Children (Percent aged 19 to 35 months) 61.0 48 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 59.8 32 82.0

clinical care

Low Birthweight (Percent of live births) 8.5 33 6.0
Primary Care Physicians (Number per 100,000 population) 82.7 48 196.1

Dentists (Number per 100,000 population) 50.2 37 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 76.9 43 27.4

all DeterminantS -0.42 43 0.70
oUtcomeS

Diabetes (Percent of adult population) 11.5 43 7.0
Poor Mental Health Days (Days in previous 30 days) 4.2 41 2.8

Poor Physical Health Days (Days in previous 30 days) 4.4 42 2.9
Disparity in Health Status (By educational attainment**) 29.8 27 19.7

Infant Mortality (Deaths per 1,000 live births) 7.7 44 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 330.5 48 186.9

Cancer Deaths (Deaths per 100,000 population) 209.6 43 141.3
Premature Death (Years lost per 100,000 population) 9,838 47  5,493 

all outcomeS -0.25 45 0.33
overall -0.67 44 0.92

Ranking:	Oklahoma	is	44th	this	year;	it	was	46th	
in 2012.

Highlights: 
•	Obesity	remains	high	at	32.2	percent	of	
adults;	875,000	adults	are	obese	in	Oklahoma.	
In	addition,	28.3	percent	of	adults—almost	
770,000—are	physically	inactive	in	the	state.

•		In	the	past	year,	smoking	prevalence	decreased
from	26.1	percent	to	23.3	percent	of	adults;	more	
than	630,000	adults	still	smoke	in	Oklahoma.

•		In	the	past	2	years,	public	health	funding	
decreased	by	40	percent	from	$113	to	$80	per	
person.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	from	95.9	to	76.9	
discharges	per	1,000	Medicare	enrollees;	
however,	Oklahoma	still	ranks	poorly	among	the	
states	for	this	measure.

•		In	the	past	10	years,	the	percentage	of	children	
in	poverty	increased	from	21.4	percent	to	27.4	
percent	of	persons	younger	than	18	years.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	from	402.2	to	330.5	deaths	per	
100,000	population.

Health Disparities: 
In	Oklahoma,	49.3	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	19.5	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	29.8	
percent.

State Health Department Website: 
www.ok.gov/health

Overall Rank: 44

Change:  2
Determinants Rank: 43
Outcomes Rank: 45 
Strengths:
• Low	prevalence	of	binge	drinking
• Low	incidence	of	pertussis	infections
• Moderate	per	capita	public	health

funding

Challenges: 
• High	rate	of	drug	deaths
• Low	immunization	coverage

among	children
• Limited	availability	of	primary

care	physicians

OklAHOmA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/OK
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment or US

Annual Unemployment Rate (2012) 8.9 8.1
Annual Underemployment Rate (2012) 17.2 14.7
Median Household Income (2012) $ 51,526  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 536,000 
Obesity 818,000 
Physical Inactivity 485,000 
Diabetes 296,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 17.9 17 10.6
Binge Drinking (Percent of adult population) 15.3 14 10.2

Drug Deaths (Deaths per 100,000 population) 12.7 26 5.0
Obesity (Percent of adult population) 27.3 22 20.5

Physical Inactivity (Percent of adult population) 16.2 1 16.2
 High School Graduation (Percent of incoming ninth graders) 76.3 34 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 248 12 123
Occupational Fatalities (Deaths per 100,000 workers) 2.9 2 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.42 11 -0.90
Chlamydia (Cases per 100,000 population) 356.1 18 140.6
Pertussis (Cases per 100,000 population) 8.1 36 0.7

Salmonella (Cases per 100,000 population) 9.4 8 6.6
Children in Poverty (Percent younger than 18 years) 18.3 19 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 7.0 8 5.3
policy

Lack of Health Insurance (Percent without health insurance) 14.6 29 3.8
Public Health Funding (Dollars per person) $59 36  $225 

Immunization–Children (Percent aged 19 to 35 months) 66.7 34 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 61.0 28 82.0

clinical care

Low Birthweight (Percent of live births) 6.1 2 6.0
Primary Care Physicians (Number per 100,000 population) 129.4 13 196.1

Dentists (Number per 100,000 population) 70.6 10 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 42.2 4 27.4

all DeterminantS 0.37 9 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.9 28 7.0
Poor Mental Health Days (Days in previous 30 days) 4.4 44 2.8

Poor Physical Health Days (Days in previous 30 days) 4.4 42 2.9
Disparity in Health Status (By educational attainment**) 27.2 13 19.7

Infant Mortality (Deaths per 1,000 live births) 4.9 7 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 217.9 6 186.9

Cancer Deaths (Deaths per 100,000 population) 191.5 27 141.3
Premature Death (Years lost per 100,000 population) 6,516 18  5,493 

all outcomeS 0.06 22 0.33
overall 0.43 13 0.92

Ranking:	Oregon	is	13th	this	year;	it	was	14th	in	
2012.

Highlights: 
•	 In the past year,  smoking	prevalence

decreased by 10% from 19.7 percent to 17.9 
percent of adults.  More than 530,000 adults 
smoking in Oregon.

•		While	Oregon’s	prevalence	of	physical	inactivity	
is	the	lowest	in	the	nation,	nearly	490,000	adults	
remain	physically	inactive	in	the	state.

•		In	the	past	year,	prevalence	of	obesity	increased
by	2	percent	and	the	prevalence	of	diabetes	
increased	by	6	percent.	Almost	820,000	adults	
are	obese	and	nearly	300,000	have	diabetes	in	
Oregon.

•		In	the	past	year,	immunization	coverage	among
children	increased	from	61.7	percent	to	66.7	
percent	of	children	aged	15	to	35	months.

•		In	the	past	5	years,	the	percentage	of	children	
in	poverty	increased	from	15.3	percent	to	18.3	
percent	of	persons	younger	than	18	years;	
however,	in	the	past	2	years	the	rate	declined	
from	21.2	percent	to	18.3	percent.

•		In	the	past	10	years,	cardiovascular	deaths
decreased	by	36	percent	from	295.6	to	217.9	
deaths	per	100,000	population.

Health Disparities: 
In	Oregon,	55.5	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	28.3	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	27.2	
percent.

State Health Department Website: 
http://public.health.oregon.gov/

Overall Rank: 13

Change:  1
Determinants Rank: 9
Outcomes Rank: 22 
Strengths:
• Low	prevalence	of	physical	inactivity
• Low	rate	of	preventable

hospitalizations
• Low	prevalence	of	low	birthweight	&

low	infant	mortality	rate

Challenges: 
• Low	high	school	graduation	rate
• Low	immunization	coverage	among

children
• Many	poor	mental	&	physical	health

days	per	month
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/OR
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment pA US

Annual Unemployment Rate (2012) 7.8 8.1
Annual Underemployment Rate (2012) 13.9 14.7
Median Household Income (2012) $ 49,910  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 2,120,000 
Obesity 2,883,000 
Physical Inactivity 2,318,000 
Diabetes 1,011,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 21.4 35 10.6
Binge Drinking (Percent of adult population) 17.9 35 10.2

Drug Deaths (Deaths per 100,000 population) 15.1 38 5.0
Obesity (Percent of adult population) 29.1 30 20.5

Physical Inactivity (Percent of adult population) 23.4 30 16.2
 High School Graduation (Percent of incoming ninth graders) 84.1 9 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 349 27 123
Occupational Fatalities (Deaths per 100,000 workers) 4.4 26 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.19 22 -0.90
Chlamydia (Cases per 100,000 population) 416.3 26 140.6
Pertussis (Cases per 100,000 population) 5.9 29 0.7

Salmonella (Cases per 100,000 population) 14.8 28 6.6
Children in Poverty (Percent younger than 18 years) 19.7 27 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 11.7 47 5.3
policy

Lack of Health Insurance (Percent without health insurance) 11.4 11 3.8
Public Health Funding (Dollars per person) $51 42  $225 

Immunization–Children (Percent aged 19 to 35 months) 68.3 27 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 74.1 3 82.0

clinical care

Low Birthweight (Percent of live births) 8.2 27 6.0
Primary Care Physicians (Number per 100,000 population) 129.8 12 196.1

Dentists (Number per 100,000 population) 63.6 15 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 69.7 35 27.4

all DeterminantS 0.00 28 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.2 30 7.0
Poor Mental Health Days (Days in previous 30 days) 3.8 22 2.8

Poor Physical Health Days (Days in previous 30 days) 4.0 26 2.9
Disparity in Health Status (By educational attainment**) 27.5 14 19.7

Infant Mortality (Deaths per 1,000 live births) 7.2 37 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 266.9 34 186.9

Cancer Deaths (Deaths per 100,000 population) 200.3 36 141.3
Premature Death (Years lost per 100,000 population) 7,408 30  5,493 

all outcomeS -0.03 33 0.33
overall -0.02 29 0.92

Ranking:	Pennsylvania	is	29th	this	year;	unchanged	
from	2012.

Highlights: 
•	The	prevalence	of	smoking	decreased	nearly	5	
percent	in	the	past	year;	however,	more	than	2.1	
million	adults	still	smoke	in	the	state.

•	 In	the	past	year,	the	prevalence	of	obesity	
increased	from	28.6	percent	to	29.1	percent	of	
adults;	nearly	2.9	million	adults	are	obese	in	the	
state.

•		In	the	past	year,	physical	inactivity	decreased	
from	26.2	percent	to	23.4	percent	of	adults;	
however,	2.3	million	adults	remain	physically	
inactive.

•		Immunization	coverage	among	adolescents	
increased	in	the	past	year,	from	68.6	percent	to	
74.1	percent	of	persons	aged	13	to	17	years.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	by	22	percent	from	
84.7	to	69.7	discharges	per	1,000	Medicare	
enrollees.

•		In	the	past	10	years,	cardiovascular	deaths	
decreased	by	31	percent	from	348.4	to	266.9	
deaths	per	100,000	population.

Health Disparities: 
In	Pennsylvania,	55.0	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	27.5	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
27.5	percent.

State Health Department Website: 
www.health.state.pa.us

Overall Rank: 29

Change: no change
Determinants Rank: 28
Outcomes Rank: 33 
Strengths:
• High	rate	of	high	school	graduation
• High	immunization	coverage	among

adolescents
• Low	percentage	of	uninsured	population

Challenges: 
• High	rate	of	drug	deaths
• High	levels	of	air	pollution
• Low	per	capita	public	health	funding

pennSylvAniA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/PA
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STATE                  NATION

The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment ri US

Annual Unemployment Rate (2012) 10.5 8.1
Annual Underemployment Rate (2012) 17.6 14.7
Median Household Income (2012) $ 49,033  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 153,000 
Obesity 226,000 
Physical Inactivity 206,000 
Diabetes 86,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 17.4 14 10.6
Binge Drinking (Percent of adult population) 17.2 30 10.2

Drug Deaths (Deaths per 100,000 population) 16.0 42 5.0
Obesity (Percent of adult population) 25.7 13 20.5

Physical Inactivity (Percent of adult population) 23.4 30 16.2
 High School Graduation (Percent of incoming ninth graders) 76.4 33 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 252 13 123
Occupational Fatalities (Deaths per 100,000 workers) 3.7 15 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.11 27 -0.90
Chlamydia (Cases per 100,000 population) 393.9 23 140.6
Pertussis (Cases per 100,000 population) 5.9 28 0.7

Salmonella (Cases per 100,000 population) 18.4 37 6.6
Children in Poverty (Percent younger than 18 years) 20.4 28 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 8.5 16 5.3
policy

Lack of Health Insurance (Percent without health insurance) 12.2 14 3.8
Public Health Funding (Dollars per person) $114 10  $225 

Immunization–Children (Percent aged 19 to 35 months) 72.5 15 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 82.0 1 82.0

clinical care

Low Birthweight (Percent of live births) 7.4 19 6.0
Primary Care Physicians (Number per 100,000 population) 173.4 3 196.1

Dentists (Number per 100,000 population) 59.1 23 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 70.3 37 27.4

all DeterminantS 0.32 13 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.8 26 7.0
Poor Mental Health Days (Days in previous 30 days) 4.1 35 2.8

Poor Physical Health Days (Days in previous 30 days) 4.1 29 2.9
Disparity in Health Status (By educational attainment**) 31.5 36 19.7

Infant Mortality (Deaths per 1,000 live births) 6.6 28 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 238.6 22 186.9

Cancer Deaths (Deaths per 100,000 population) 193.1 31 141.3
Premature Death (Years lost per 100,000 population) 6,662 20  5,493 

all outcomeS 0.00 30 0.33
overall 0.32 19 0.92

Ranking:	Rhode	Island	is	19th	this	year;	it	was	16th	
in 2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	
decreased	by	15	percent	from	20.0	percent	
to	17.4	percent	of	adults;	however,	more	than	
150,000	adults	still	smoke	in	Rhode	Island.

•	 In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	in	Rhode	Island	from	26.2	
percent	to	23.4	percent	of	adults;	however,	more	
than	200,000	adults	remain	physically	inactive	in	
the state.

•		In	the	past	5	years,	air	pollution	decreased	from	
10.3	to	8.5	micrograms	of	fine	particulate	per	
cubic	meter	of	air.

•		Ten	years	ago,	11.0	percent	of	children	younger	
than	18	years	were	living	in	poverty;	today	it	is	up	
to	20.4	percent.

•		Immunization	coverage	among	children	and
adolescents	increased	in	the	last	year	by	7	
percent	and	5	percent,	respectively.	

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	29	percent	from	308.1	to	
238.6	deaths	per	100,000	population.

Health Disparities: 
In	Rhode	Island,	57.7	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	26.2	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
31.5	percent.	

State Health Department Website: 
www.health.state.ri.us

Overall Rank: 19

Change:  3
Determinants Rank: 13
Outcomes Rank: 30 
Strengths:
• Low	prevalence	of	obesity
• High	immunization	coverage

among	adolescents
• Ready	availability	of	primary

care	physicians

Challenges: 
• High	rate	of	drug	deaths
• High	rate	of	preventable

hospitalizations
• Large	disparity	in	heath	status	by

educational	attainment
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/RI
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment Sc US

Annual Unemployment Rate (2012) 9.4 8.1
Annual Underemployment Rate (2012) 15.8 14.7
Median Household Income (2012) $ 40,084  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 784,000 
Obesity 1,101,000 
Physical Inactivity 871,000 
Diabetes 404,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 22.5 38 10.6
Binge Drinking (Percent of adult population) 15.4 16 10.2

Drug Deaths (Deaths per 100,000 population) 13.6 29 5.0
Obesity (Percent of adult population) 31.6 44 20.5

Physical Inactivity (Percent of adult population) 25.0 39 16.2
 High School Graduation (Percent of incoming ninth graders) 68.2 47 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 559 46 123
Occupational Fatalities (Deaths per 100,000 workers) 5.1 31 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.91 49 -0.90
Chlamydia (Cases per 100,000 population) 625.5 44 140.6
Pertussis (Cases per 100,000 population) 3.4 16 0.7

Salmonella (Cases per 100,000 population) 34.1 49 6.6
Children in Poverty (Percent younger than 18 years) 22.0 32 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.2 37 5.3
policy

Lack of Health Insurance (Percent without health insurance) 16.6 36 3.8
Public Health Funding (Dollars per person) $66 31  $225 

Immunization–Children (Percent aged 19 to 35 months) 71.8 17 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 50.0 47 82.0

clinical care

Low Birthweight (Percent of live births) 9.9 47 6.0
Primary Care Physicians (Number per 100,000 population) 105.9 33 196.1

Dentists (Number per 100,000 population) 47.6 44 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 59.4 21 27.4

all DeterminantS -0.52 47 0.70
oUtcomeS

Diabetes (Percent of adult population) 11.6 44 7.0
Poor Mental Health Days (Days in previous 30 days) 4.2 41 2.8

Poor Physical Health Days (Days in previous 30 days) 4.1 29 2.9
Disparity in Health Status (By educational attainment**) 25.0 10 19.7

Infant Mortality (Deaths per 1,000 live births) 7.2 38 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 277.6 38 186.9

Cancer Deaths (Deaths per 100,000 population) 203.0 38 141.3
Premature Death (Years lost per 100,000 population) 9,098 42  5,493 

all outcomeS -0.12 40 0.33
overall -0.64 43 0.92

Ranking:	South	Carolina	is	43rd	this	year;	it	was	
44th in 2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	from	27.2	percent	to	25.0	
percent	of	adults;	however,	more	than	870,000	
adults	remain	physically	inactive.

•		South	Carolina	has	one	of	the	highest	rates	of	
diabetes	at	11.6	percent	of	the	adult	population;	
more	than	400,000	adults	have	diabetes	and	
more	than	1.1	million	adults	are	obese	in	the	
state.

•		In	the	past	year	the	percentage	of	uninsured	
population	decreased	from	19.7	percent	to	16.6	
percent.

•		In	the	past	5	years,	the	high	school	graduation	
rate	increased	from	60.1	percent	to	68.2	percent	
of	incoming	ninth	graders	who	graduate	within	4	
years. 

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	from	76.2	to	59.4	
discharges	per	1,000	Medicare	enrollees.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	34.5	percent	from	373.5	to	
277.6	deaths	per	100,000	population.

Health Disparities: 
In	South	Carolina,	51.3	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	26.3	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
25.0	percent.	

State Health Department Website: 
www.scdhec.net

Overall Rank: 43

Change:  1
Determinants Rank: 47
Outcomes Rank: 40 
Strengths:
• Moderate	rate	of	binge	drinking
• Moderate	immunization	coverage

among	children
• Small	disparity	in	health	status	by

educational	attainment

Challenges: 
• Low	high	school	graduation	rate
• High	incidence	of	Salmonella	&

chlamydia	infections
• Low	immunization	coverage	among

adolescents

SOutH cAROlinA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/SC
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STATE                  NATION

The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment Sd US

Annual Unemployment Rate (2012) 4.6 8.1
Annual Underemployment Rate (2012) 8.5 14.7
Median Household Income (2012) $ 47,223  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 131,000 
Obesity 168,000 
Physical Inactivity 134,000 
Diabetes 47,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 22.0 37 10.6
Binge Drinking (Percent of adult population) 20.6 43 10.2

Drug Deaths (Deaths per 100,000 population) 6.5 3 5.0
Obesity (Percent of adult population) 28.1 26 20.5

Physical Inactivity (Percent of adult population) 22.5 22 16.2
 High School Graduation (Percent of incoming ninth graders) 81.8 18 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 322 25 123
Occupational Fatalities (Deaths per 100,000 workers) 6.9 40 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.07 30 -0.90
Chlamydia (Cases per 100,000 population) 418.7 26 140.6
Pertussis (Cases per 100,000 population) 4.5 22 0.7

Salmonella (Cases per 100,000 population) 19.8 39 6.6
Children in Poverty (Percent younger than 18 years) 14.6 11 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 6.4 4 5.3
policy

Lack of Health Insurance (Percent without health insurance) 13.7 23 3.8
Public Health Funding (Dollars per person) $89 18  $225 

Immunization–Children (Percent aged 19 to 35 months) 63.6 44 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 45.9 48 82.0

clinical care

Low Birthweight (Percent of live births) 6.3 5 6.0
Primary Care Physicians (Number per 100,000 population) 109.4 31 196.1

Dentists (Number per 100,000 population) 53.6 31 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 63.0 27 27.4

all DeterminantS 0.06 25 0.70
oUtcomeS

Diabetes (Percent of adult population) 7.8 7 7.0
Poor Mental Health Days (Days in previous 30 days) 2.9 2 2.8

Poor Physical Health Days (Days in previous 30 days) 3.3 6 2.9
Disparity in Health Status (By educational attainment**) 23.8 5 19.7

Infant Mortality (Deaths per 1,000 live births) 6.8 30 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 237.4 21 186.9

Cancer Deaths (Deaths per 100,000 population) 181.6 13 141.3
Premature Death (Years lost per 100,000 population) 6,963 22  5,493 

all outcomeS 0.22 6 0.33
overall 0.28 22 0.92

Ranking:	South	Dakota	is	22nd	this	year;	it	was	
23rd	in	2012.

Highlights: 
•	More	than	130,000	adults	smoke	in	South	
Dakota,	or	22.0	percent	of	the	adult	population.

•	 In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	from	27.0	percent	to	22.5	
percent	of	adults;	however,	more	than	130,000	
adults	remain	physically	inactive	in	the	state.

•		In	the	past	year,	violent	crime	increased	by	21	
percent	from	254	to	322	offenses	per	 
100,000	population.

•		In	the	past	year,	the	incidence	rate	of	chlamydia	
cases	increased	from	392.1	to	418.7	cases	per	
100,000	population.

•		In	the	past	year,	the	percentage	of	children
in	poverty	dropped	from	22.6	percent	to	14.6	
percent	of	persons	younger	than	18	years,	
returning	to	levels	reported	in	the	2008	Edition.

•		The	rate	of	preventable	hospitalizations	
decreased	by	21	percent	from	76.1	to	63.0	
discharges	per	1,000	Medicare	enrollees	in	the	
past	5	years.

Health Disparities: 
In	South	Dakota,	57.2	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	33.4	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
23.8	percent.	

State Health Department Website: 
http://doh.sd.gov

Overall Rank: 22

Change:  1
Determinants Rank: 25
Outcomes Rank: 56 
Strengths:
• Low	rate	of	drug	deaths
• Low	levels	of	air	pollution
• Few	poor	mental	&	physical	health

days	per	month

Challenges: 
• High	prevalence	of	smoking
• High	prevalence	of	binge	drinking
• Low	immunization	coverage	among

children	&	adolescents S
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/SD



114

U n i t e d  H e a lt H  F o U n d at i o n   |   a m e r i c a’ s  H e a lt H  r a n k i n g s ®   2 0 13

STATE                  NATION

The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment tn US

Annual Unemployment Rate (2012) 7.8 8.1
Annual Underemployment Rate (2012) 13.3 14.7
Median Household Income (2012) $ 42,279  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,205,000 
Obesity 1,505,000 
Physical Inactivity 1,384,000 
Diabetes 576,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 24.9 47 10.6
Binge Drinking (Percent of adult population) 11.3 3 10.2

Drug Deaths (Deaths per 100,000 population) 15.7 40 5.0
Obesity (Percent of adult population) 31.1 40 20.5

Physical Inactivity (Percent of adult population) 28.6 45 16.2
 High School Graduation (Percent of incoming ninth graders) 80.4 21 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 644 50 123
Occupational Fatalities (Deaths per 100,000 workers) 5.5 36 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.20 21 -0.90
Chlamydia (Cases per 100,000 population) 490.1 37 140.6
Pertussis (Cases per 100,000 population) 1.7 5 0.7

Salmonella (Cases per 100,000 population) 16.6 34 6.6
Children in Poverty (Percent younger than 18 years) 26.3 42 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.1 36 5.3
policy

Lack of Health Insurance (Percent without health insurance) 13.6 22 3.8
Public Health Funding (Dollars per person) $85 23  $225 

Immunization–Children (Percent aged 19 to 35 months) 73.1 10 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 58.5 36 82.0

clinical care

Low Birthweight (Percent of live births) 9.0 41 6.0
Primary Care Physicians (Number per 100,000 population) 122.4 18 196.1

Dentists (Number per 100,000 population) 50.9 36 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 80.8 46 27.4

all DeterminantS -0.35 42 0.70
oUtcomeS

Diabetes (Percent of adult population) 11.9 46 7.0
Poor Mental Health Days (Days in previous 30 days) 4.0 30 2.8

Poor Physical Health Days (Days in previous 30 days) 4.6 45 2.9
Disparity in Health Status (By educational attainment**) 27.0 11 19.7

Infant Mortality (Deaths per 1,000 live births) 8.0 47 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 309.3 44 186.9

Cancer Deaths (Deaths per 100,000 population) 214.5 45 141.3
Premature Death (Years lost per 100,000 population) 9,440 43  5,493 

all outcomeS -0.23 43 0.33
overall -0.58 42 0.92

Ranking:	Tennessee	is	42nd	this	year;	unchanged	
from	2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	from	35.1	percent	to	28.6	
percent	of	adults;	however,	nearly	1.4	million	
adults	remain	physically	inactive	in	the	state.

•	 In	the	past	5	years,	the	high	school	graduation	
rate	increased	from	68.5	percent	to	80.4	percent	
of	incoming	ninth	graders	who	graduate	in	4	
years.

•		In	the	past	10	years,	violent	crime	decreased	by	
16	percent	from	745	to	644	offenses	per	100,000	
population;	however,	Tennessee	currently	ranks	
50th	for	violent	crime.

•		In	the	past	year,	the	percentage	of	children	in
poverty	increased	from	22.5	percent	to	26.3	
percent	of	persons	younger	than	18	years—that	is	
more	than	1	in	4	children.

•		In	the	past	year,	immunization	coverage	among	
adolescents	increased	from	52.7	percent	to	58.5	
percent	of	persons	aged	13	to	17	years.

•		While	preventable	hospitalizations	remain	a	
challenge	for	Tennessee,	the	rate	dropped	in	the	
past	5	years	from	97.8	to	80.8	discharges	per	1,000	
Medicare	enrollees.

Health Disparities: 
In	Tennessee,	48.5	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	21.5	percent	with	less	than	a	high	
school	education,	resulting	in	a	gap	of	27.0	percent.

State Health Department Website: 
http://health.state.tn.us

Overall Rank: 42

Change: no change
Determinants Rank: 42
Outcomes Rank: 43 
Strengths:
• Low	prevalence	of	binge	drinking
• Low	incidence	of	pertussis	infections
• High	immunization	coverage

among	children

Challenges: 
• High	prevalence	of	smoking
• High	violent	crime	rate
• High	prevalence	of	low	birthweight

&	high	infant	mortality	rate

tenneSSee

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/TN
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment tX US

Annual Unemployment Rate (2012) 6.7 8.1
Annual Underemployment Rate (2012) 12.1 14.7
Median Household Income (2012) $ 49,047  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 3,350,000 
Obesity 5,375,000 
Physical Inactivity 5,007,000 
Diabetes 1,951,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 18.2 20 10.6
Binge Drinking (Percent of adult population) 16.2 20 10.2

Drug Deaths (Deaths per 100,000 population) 9.5 9 5.0
Obesity (Percent of adult population) 29.2 32 20.5

Physical Inactivity (Percent of adult population) 27.2 42 16.2
 High School Graduation (Percent of incoming ninth graders) 78.9 25 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 409 33 123
Occupational Fatalities (Deaths per 100,000 workers) 5.2 34 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.11 37 -0.90
Chlamydia (Cases per 100,000 population) 496.6 38 140.6
Pertussis (Cases per 100,000 population) 3.8 19 0.7

Salmonella (Cases per 100,000 population) 20.7 40 6.6
Children in Poverty (Percent younger than 18 years) 24.5 37 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.2 37 5.3
policy

Lack of Health Insurance (Percent without health insurance) 24.2 50 3.8
Public Health Funding (Dollars per person) $57 38  $225 

Immunization–Children (Percent aged 19 to 35 months) 64.8 41 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 65.8 19 82.0

clinical care

Low Birthweight (Percent of live births) 8.5 33 6.0
Primary Care Physicians (Number per 100,000 population) 95.3 43 196.1

Dentists (Number per 100,000 population) 48.9 40 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 67.9 34 27.4

all DeterminantS -0.25 36 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.6 35 7.0
Poor Mental Health Days (Days in previous 30 days) 3.6 16 2.8

Poor Physical Health Days (Days in previous 30 days) 3.9 24 2.9
Disparity in Health Status (By educational attainment**) 34.6 46 19.7

Infant Mortality (Deaths per 1,000 live births) 6.1 22 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 265.3 33 186.9

Cancer Deaths (Deaths per 100,000 population) 182.4 14 141.3
Premature Death (Years lost per 100,000 population) 7,366 28  5,493 

all outcomeS 0.00 29 0.33
overall -0.25 36 0.92

Ranking:	Texas	is	36th	this	year;	it	was	35th	in	
2012.

Highlights: 
•	More	than	3.3	million	adults	smoke	in	Texas.	
•	 In	the	past	year,	the	prevalence	of	binge	
drinking	decreased	from	18.9	percent	to	16.2	
percent	of	adults.

•		Almost	5.4	million	adults,	or	29.2	percent,	are	
obese	in	Texas	and	more	than	5	million	adults,	
or	27.2	percent,	are	physically	inactive.

•		In	the	past	10	years,	violent	crime	decreased	
by	40	percent	from	537	to	409	offenses	per	
100,000	population.

•		Immunization	coverage	among	children	
decreased	by	12	percent	in	the	past	year,	from	
72.7	percent	to	64.8	percent	of	children	aged	
19	to	35	months.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	by	29	percent	from	
87.6	to	67.9	discharges	per	1,000	Medicare	
enrollees.

Health Disparities: 
In	Texas,	51.2	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	16.5	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	34.7	
percent.

State Health Department Website: 
www.dshs.state.tx.us

Overall Rank: 36

Change:  1
Determinants Rank: 36
Outcomes Rank: 29 
Strengths:
• Low	rate	of	drug	deaths
• Few	poor	mental	health	days

per	month
• Low	rate	of	cancer	deaths

Challenges: 
• High	prevalence	of	physical	inactivity
• High	percentage	of	uninsured

population
• Large	disparity	in	health	status	by

educational	attainment
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/TX
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment Ut US

Annual Unemployment Rate (2012) 5.8 8.1
Annual Underemployment Rate (2012) 11.2 14.7
Median Household Income (2012) $ 55,493  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 194,000 
Obesity 444,000 
Physical Inactivity 302,000 
Diabetes 132,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 10.6 1 10.6
Binge Drinking (Percent of adult population) 11.2 2 10.2

Drug Deaths (Deaths per 100,000 population) 18.4 45 5.0
Obesity (Percent of adult population) 24.3 6 20.5

Physical Inactivity (Percent of adult population) 16.5 2 16.2
 High School Graduation (Percent of incoming ninth graders) 78.6 26 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 206 6 123
Occupational Fatalities (Deaths per 100,000 workers) 3.2 4 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.03 31 -0.90
Chlamydia (Cases per 100,000 population) 256.4 8 140.6
Pertussis (Cases per 100,000 population) 22.8 50 0.7

Salmonella (Cases per 100,000 population) 11.9 14 6.6
Children in Poverty (Percent younger than 18 years) 13.7 9 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.3 25 5.3
policy

Lack of Health Insurance (Percent without health insurance) 14.5 28 3.8
Public Health Funding (Dollars per person) $66 30  $225 

Immunization–Children (Percent aged 19 to 35 months) 73.0 11 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 54.0 44 82.0

clinical care

Low Birthweight (Percent of live births) 6.9 13 6.0
Primary Care Physicians (Number per 100,000 population) 88.5 45 196.1

Dentists (Number per 100,000 population) 67.3 13 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 37.2 2 27.4

all DeterminantS 0.43 6 0.70
oUtcomeS

Diabetes (Percent of adult population) 7.2 2 7.0
Poor Mental Health Days (Days in previous 30 days) 3.4 10 2.8

Poor Physical Health Days (Days in previous 30 days) 3.2 3 2.9
Disparity in Health Status (By educational attainment**) 34.1 44 19.7

Infant Mortality (Deaths per 1,000 live births) 5.1 9 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 209.9 4 186.9

Cancer Deaths (Deaths per 100,000 population) 141.3 1 141.3
Premature Death (Years lost per 100,000 population) 6,231 12  5,493 

all outcomeS 0.27 3 0.33
overall 0.7 6 0.92

Ranking:	Utah	is	6th	this	year;	unchanged	from	
2012.

Highlights: 
•	Utah	has	the	lowest	smoking	rate	in	the	nation	
at	10.6	percent	of	the	adult	population;	however,	
more	than	190,000	adults	still	smoke.

•		In	the	past	year,	the	rate	of	drug	deaths	
decreased	by	16	percent	from	21.4	to	18.4	
deaths	per	100,000	population.

•		Utah	has	one	of	the	lowest	rates	of	physical	
inactivity	in	the	nation	at	16.5	percent	of	the	
adult	population;	however,	more	than	300,000	
adults	are	still	physically	inactive.

•		In	the	past	10	years,	the	rate	of	preventable	
hospitalizations	decreased	by	29	percent	from	
47.8	to	37.2	discharges	per	1,000	Medicare	
enrollees.

•		In	the	past	year,	the	prevalence	of	diabetes	
increased	from	6.7	percent	to	7.2	percent	of	the	
adult	population;	more	than	130,000	adults	in	
Utah	have	diabetes.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	dropped	by	27.5	percent	from	267.6	to	
209.9	deaths	per	100,000	population.

Health Disparities: 
In	Utah,	56.7	percent	of	adults	aged	25	years	and	
older	with	at	least	a	high	school	education	report	
their	health	is	very	good	or	excellent	compared	
to	only	22.6	percent	with	less	than	a	high	school	
education,	resulting	in	a	gap	of	34.1	percent.

State Health Department Website: 
www.health.utah.gov

Overall Rank: 6

Change: no change
Determinants Rank: 6
Outcomes Rank: 3 
Strengths:
• Low	prevalences	of	smoking

&	binge	drinking
• Low	prevalences	of	physical

inactivity,	obesity,	&	diabetes
• Low	rate	of	preventable	hospitalizations

Challenges: 
• High	rate	of	drug	deaths
• High	incidence	of	pertussis	infections
• Limited	availability	of	primary

care	physicians

utAH

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/UT
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment vt US

Annual Unemployment Rate (2012) 5.1 8.1
Annual Underemployment Rate (2012) 11.0 14.7
Median Household Income (2012) $ 51,862  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 87,000 
Obesity 126,000 
Physical Inactivity 91,000 
Diabetes 39,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 16.5 9 10.6
Binge Drinking (Percent of adult population) 19.3 41 10.2

Drug Deaths (Deaths per 100,000 population) 9.9 11 5.0
Obesity (Percent of adult population) 23.7 5 20.5

Physical Inactivity (Percent of adult population) 17.2 4 16.2
 High School Graduation (Percent of incoming ninth graders) 91.4 1 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 143 2 123
Occupational Fatalities (Deaths per 100,000 workers) 3.8 17 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.10 28 -0.90
Chlamydia (Cases per 100,000 population) 237.0 5 140.6
Pertussis (Cases per 100,000 population) 15.1 47 0.7

Salmonella (Cases per 100,000 population) 13.7 24 6.6
Children in Poverty (Percent younger than 18 years) 17.0 18 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 6.9 7 5.3
policy

Lack of Health Insurance (Percent without health insurance) 7.8 2 3.8
Public Health Funding (Dollars per person) $124 6  $225 

Immunization–Children (Percent aged 19 to 35 months) 63.2 45 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 70.6 10 82.0

clinical care

Low Birthweight (Percent of live births) 6.7 9 6.0
Primary Care Physicians (Number per 100,000 population) 170.9 4 196.1

Dentists (Number per 100,000 population) 60.0 21 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 51.1 9 27.4

all DeterminantS 0.70 1 0.70
oUtcomeS

Diabetes (Percent of adult population) 7.3 4 7.0
Poor Mental Health Days (Days in previous 30 days) 3.8 22 2.8

Poor Physical Health Days (Days in previous 30 days) 3.7 16 2.9
Disparity in Health Status (By educational attainment**) 30.7 32 19.7

Infant Mortality (Deaths per 1,000 live births) 5.2 11 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 220.8 10 186.9

Cancer Deaths (Deaths per 100,000 population) 192.3 30 141.3
Premature Death (Years lost per 100,000 population) 5,681 2  5,493 

all outcomeS 0.17 12 0.33
overall 0.87 2 0.92

Ranking:	Vermont	is	2nd	this	year;	unchanged	
from	2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	
decreased	from	19.1	percent	to	16.5	percent	
of	the	adult	population;	however,	nearly	90,000	
adults	still	smoke	in	Vermont.

•	 The	prevalence	of	binge	drinking	increased	in	
the	past	year	from	18.5	percent	to	19.3	percent	
of	adults.

•		In	the	past	year,	the	incidence	of	pertussis	
increased	from	2.9	to	15.1	cases	per	100,000	
population.

•		In	the	past	5	years,	the	percentage	of	children	
in	poverty	increased	from	10.9	percent	to	17.0	
percent	of	persons	younger	than	18	years.

•		In	the	past	year,	the	percentage	of	uninsured
population	decreased	from	9.0	percent	to	7.8	
percent	of	the	population.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	34	percent	from	295.8	to	
220.8	deaths	per	100,000	population.

Health Disparities: 
In	Vermont,	61.7	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	30.9	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	30.8	
percent.

State Health Department Website: 
www.healthvermont.gov

Overall Rank: 2

Change: no change
Determinants Rank: 1
Outcomes Rank: 12 
Strengths:
• High	rate	of	high	school	graduation
• Low	violent	crime	rate
• Low	percentage	of	uninsured

population

Challenges: 
• High	prevalence	of	binge	drinking
• Low	immunization	coverage

among	children
• High	incidence	of	pertussis

infections
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/VT
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment vA US

Annual Unemployment Rate (2012) 6.0 8.1
Annual Underemployment Rate (2012) 11.7 14.7
Median Household Income (2012) $ 62,616  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 1,193,000 
Obesity 1,721,000 
Physical Inactivity 1,413,000 
Diabetes 666,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 19.0 23 10.6
Binge Drinking (Percent of adult population) 15.7 17 10.2

Drug Deaths (Deaths per 100,000 population) 8.0 7 5.0
Obesity (Percent of adult population) 27.4 24 20.5

Physical Inactivity (Percent of adult population) 22.5 22 16.2
 High School Graduation (Percent of incoming ninth graders) 81.2 20 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 190 4 123
Occupational Fatalities (Deaths per 100,000 workers) 4.0 20 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.14 26 -0.90
Chlamydia (Cases per 100,000 population) 453.9 34 140.6
Pertussis (Cases per 100,000 population) 5.0 24 0.7

Salmonella (Cases per 100,000 population) 15.2 31 6.6
Children in Poverty (Percent younger than 18 years) 13.5 7 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.3 25 5.3
policy

Lack of Health Insurance (Percent without health insurance) 12.9 18 3.8
Public Health Funding (Dollars per person) $69 28  $225 

Immunization–Children (Percent aged 19 to 35 months) 69.8 23 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 59.6 33 82.0

clinical care

Low Birthweight (Percent of live births) 8.0 23 6.0
Primary Care Physicians (Number per 100,000 population) 124.4 15 196.1

Dentists (Number per 100,000 population) 61.6 19 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 59.0 19 27.4

all DeterminantS 0.24 18 0.70
oUtcomeS

Diabetes (Percent of adult population) 10.6 35 7.0
Poor Mental Health Days (Days in previous 30 days) 3.5 12 2.8

Poor Physical Health Days (Days in previous 30 days) 3.8 20 2.9
Disparity in Health Status (By educational attainment**) 31.7 37 19.7

Infant Mortality (Deaths per 1,000 live births) 7.0 35 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 248.1 26 186.9

Cancer Deaths (Deaths per 100,000 population) 192.0 29 141.3
Premature Death (Years lost per 100,000 population) 6,816 21  5,493 

all outcomeS 0.02 28 0.33
overall 0.26 26 0.92

Ranking:	Virginia	is	26th	this	year;	it	was	22nd	in	
2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	smoking	
declined	from	20.9	percent	to	19.0	percent	of	
adults;	however,	nearly	1.2	million	adults	still	
smoke	in	Virginia.

•	In	the	past	year,	the	rate	of	drug	deaths	
decreased	from	9.3	to	8.0	deaths	per	100,000	
population.

•	Although	the	prevalence	of	obesity	dropped	
from	29.2	percent	to	27.4	percent	of	adults	in	the	
past	year,	obesity	remains	high;	more	than	1.7	
million	adults	are	obese	in	Virginia.	

•	In	the	past	5	years,	air	pollution	decreased	by
35	percent	from	12.6	to	9.3	micrograms	of	fine	
particulate	per	cubic	meter.

•	In	the	past	5	years,	public	health	funding
decreased	by	nearly	60	percent	from	$111	to	$69	
per	person.

•	In	the	past	10	years,	the	percent	of	children	living	
in	poverty	increased	from	8.4	percent	to	13.5	
percent	of	persons	younger	than	18	years.

Health Disparities: 
In	Virginia,	54.9	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	23.2	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	31.7	
percent.	

State Health Department Website: 
www.vdh.state.va.us

Overall Rank: 26

Change:  4
Determinants Rank: 18
Outcomes Rank: 28 
Strengths:
• Low	rate	of	drug	deaths
• Low	violent	crime	rate
• Low	percentage	of	children	in	poverty

Challenges: 
• High	prevalence	of	diabetes
• High	infant	mortality	rate
• Large	disparity	in	health	status	by

educational	attainment

viRginiA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/VA
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment WA US

Annual Unemployment Rate (2012) 8.3 8.1
Annual Underemployment Rate (2012) 16.9 14.7
Median Household Income (2012) $ 56,850  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 892,000 
Obesity 1,390,000 
Physical Inactivity 981,000 
Diabetes 457,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 17.2 11 10.6
Binge Drinking (Percent of adult population) 16.9 25 10.2

Drug Deaths (Deaths per 100,000 population) 14.4 36 5.0
Obesity (Percent of adult population) 26.8 18 20.5

Physical Inactivity (Percent of adult population) 18.9 9 16.2
 High School Graduation (Percent of incoming ninth graders) 77.2 30 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 296 21 123
Occupational Fatalities (Deaths per 100,000 workers) 3.3 7 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.08 29 -0.90
Chlamydia (Cases per 100,000 population) 346.2 16 140.6
Pertussis (Cases per 100,000 population) 14.3 46 0.7

Salmonella (Cases per 100,000 population) 8.7 4 6.6
Children in Poverty (Percent younger than 18 years) 14.8 12 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 8.5 16 5.3
policy

Lack of Health Insurance (Percent without health insurance) 14.0 25 3.8
Public Health Funding (Dollars per person) $94 16  $225 

Immunization–Children (Percent aged 19 to 35 months) 65.2 39 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 66.9 18 82.0

clinical care

Low Birthweight (Percent of live births) 6.1 2 6.0
Primary Care Physicians (Number per 100,000 population) 123.4 17 196.1

Dentists (Number per 100,000 population) 72.3 9 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 44.2 6 27.4

all DeterminantS 0.28 16 0.70
oUtcomeS

Diabetes (Percent of adult population) 8.8 14 7.0
Poor Mental Health Days (Days in previous 30 days) 3.9 28 2.8

Poor Physical Health Days (Days in previous 30 days) 4.0 26 2.9
Disparity in Health Status (By educational attainment**) 30.9 34 19.7

Infant Mortality (Deaths per 1,000 live births) 4.7 3 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 227.0 14 186.9

Cancer Deaths (Deaths per 100,000 population) 188.6 20 141.3
Premature Death (Years lost per 100,000 population) 6,062 7  5,493 

all outcomeS 0.12 19 0.33
overall 0.4 14 0.92

Ranking:	Washington	is	14th	this	year;	it	was	12th	
in 2012.

Highlights: 
•	 In	the	past	year,	drug	deaths	decreased	from
15.9	to	14.4	deaths	per	100,000	population.

•	Although	Washington	has	a	lower	prevalence	of	
physical	inactivity	than	most	other	states,	nearly	
1.0	million	adults	remain	physically	inactive,	and	
nearly	1.4	million	adults	are	obese	in	the	state.

•	In	the	past	year,	immunization	coverage	among	
children	decreased	from	68.1	percent	to	65.2	of	
children	aged	19	to	35	months.

•	In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	by	17	percent	from	
51.9	to	44.2	discharges	per	1,000	Medicare	
enrollees.

•	In	the	past	year,	the	infant	mortality	rate	
decreased	from	5.2	to	4.7	deaths	per	1,000	 
live	births.

•	In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	31	percent	from	297.4	to	
227.0	deaths	per	100,000	population.

Health Disparities: 
In	Washington,	54.8	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	23.9	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
30.9	percent.	

State Health Department Website: 
www.doh.wa.gov

Overall Rank: 14

Change:  2
Determinants Rank: 16
Outcomes Rank: 19 
Strengths:
• Low	prevalence	of	physical	inactivity
• Low	rate	of	preventable

hospitalizations
• Low	infant	mortality	rate	&	low

prevalence	of	low	birthweight

Challenges: 
• High	rate	of	drug	deaths
• High	incidence	of	pertussis	infections
• Low	immunization	coverage	among

children
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/WA
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment Wv US

Annual Unemployment Rate (2012) 7.4 8.1
Annual Underemployment Rate (2012) 13.1 14.7
Median Household Income (2012) $ 41,821  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 409,000 
Obesity 490,000 
Physical Inactivity 450,000 
Diabetes 189,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 28.2 49 10.6
Binge Drinking (Percent of adult population) 10.2 1 10.2

Drug Deaths (Deaths per 100,000 population) 22.0 49 5.0
Obesity (Percent of adult population) 33.8 47 20.5

Physical Inactivity (Percent of adult population) 31.0 49 16.2
 High School Graduation (Percent of incoming ninth graders) 78.3 28 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 316 24 123
Occupational Fatalities (Deaths per 100,000 workers) 7.2 42 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.90 1 -0.90
Chlamydia (Cases per 100,000 population) 231.8 4 140.6
Pertussis (Cases per 100,000 population) 5.5 26 0.7

Salmonella (Cases per 100,000 population) 9.1 6 6.6
Children in Poverty (Percent younger than 18 years) 19.0 23 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 10.7 40 5.3
policy

Lack of Health Insurance (Percent without health insurance) 14.8 32 3.8
Public Health Funding (Dollars per person) $140 3  $225 

Immunization–Children (Percent aged 19 to 35 months) 60.8 49 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 56.1 41 82.0

clinical care

Low Birthweight (Percent of live births) 9.6 46 6.0
Primary Care Physicians (Number per 100,000 population) 105.5 34 196.1

Dentists (Number per 100,000 population) 47.3 46 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 103.1 50 27.4

all DeterminantS -0.43 45 0.70
oUtcomeS

Diabetes (Percent of adult population) 13.0 50 7.0
Poor Mental Health Days (Days in previous 30 days) 4.5 47 2.8

Poor Physical Health Days (Days in previous 30 days) 5.1 49 2.9
Disparity in Health Status (By educational attainment**) 24.6 9 19.7

Infant Mortality (Deaths per 1,000 live births) 7.5 41 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 311.0 45 186.9

Cancer Deaths (Deaths per 100,000 population) 219.1 47 141.3
Premature Death (Years lost per 100,000 population) 9,959 48  5,493 

all outcomeS -0.29 48 0.33
overall -0.73 46 0.92

Ranking:	West	Virginia	is	46th	this	year;	it	was	47th	
in 2012.

Highlights: 
•	West	Virginia	has	the	second	highest	rate	of	
smoking	at	28.2	percent	of	the	adult	population;	
409,000	adults	smoke	in	the	state.

•	 In	the	past	year,	the	prevalence	of	obesity	
increased	from	32.4	percent	to	33.8	percent	of	
adults;	490,000	adults	are	obese	in	the	state.

•		West	Virginia	has	the	second	highest	rate	of	
physical	inactivity	at	31.0	percent	of	the	adult	
population;	450,000	adults	are	physically	inactive	
in the state. 

•		In	the	past	5	years,	children	in	poverty	decreased	
from	24.0	percent	to	19.0	percent	of	persons	
younger	than	18	years.

•		In	the	past	year,	immunization	coverage	among	
adolescents	increased	from	47.9	percent	to	56.1	
percent	of	persons	aged	13	to	17	years.

•		In	the	past	10	years,	the	percentage	of	low	
birthweight	increased	by	14	percent	from	8.3	
percent	to	9.6	percent	of	births.

Health Disparities: 
In	West	Virginia,	44.8	percent	of	adults	aged	
25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	20.3	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
24.5	percent.

State Health Department Website: 
www.wvdhhr.org

Overall Rank: 46

Change:  1
Determinants Rank: 45
Outcomes Rank: 48 
Strengths:
• Low	prevalence	of	binge	drinking
• Low	incidence	of	infectious	diseases
• High	per	capita	public	health	funding

Challenges: 
• High	prevalences	of	smoking

&	physical	inactivity
• High	prevalences	of	obesity	&

diabetes
• High	rate	of	preventable

hospitalizations

WeSt viRginiA

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/WV
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment Wi US

Annual Unemployment Rate (2012) 7.1 8.1
Annual Underemployment Rate (2012) 13.1 14.7
Median Household Income (2012) $ 52,058  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 911,000 
Obesity 1,327,000 
Physical Inactivity 907,000 
Diabetes 371,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 20.4 30 10.6
Binge Drinking (Percent of adult population) 25.2 50 10.2

Drug Deaths (Deaths per 100,000 population) 11.0 16 5.0
Obesity (Percent of adult population) 29.7 35 20.5

Physical Inactivity (Percent of adult population) 20.3 12 16.2
 High School Graduation (Percent of incoming ninth graders) 91.1 2 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 281 18 123
Occupational Fatalities (Deaths per 100,000 workers) 3.9 18 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) 0.46 44 -0.90
Chlamydia (Cases per 100,000 population) 432.9 28 140.6
Pertussis (Cases per 100,000 population) 21.0 49 0.7

Salmonella (Cases per 100,000 population) 13.2 19 6.6
Children in Poverty (Percent younger than 18 years) 15.9 16 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 9.6 28 5.3
policy

Lack of Health Insurance (Percent without health insurance) 10.0 7 3.8
Public Health Funding (Dollars per person) $42 49  $225 

Immunization–Children (Percent aged 19 to 35 months) 75.2 6 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 67.2 16 82.0

clinical care

Low Birthweight (Percent of live births) 7.2 16 6.0
Primary Care Physicians (Number per 100,000 population) 121.8 19 196.1

Dentists (Number per 100,000 population) 58.3 24 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 55.0 14 27.4

all DeterminantS 0.14 24 0.70
oUtcomeS

Diabetes (Percent of adult population) 8.3 10 7.0
Poor Mental Health Days (Days in previous 30 days) 3.7 19 2.8

Poor Physical Health Days (Days in previous 30 days) 3.5 11 2.9
Disparity in Health Status (By educational attainment**) 24.1 7 19.7

Infant Mortality (Deaths per 1,000 live births) 6.0 20 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 236.4 20 186.9

Cancer Deaths (Deaths per 100,000 population) 190.5 24 141.3
Premature Death (Years lost per 100,000 population) 6,332 14  5,493 

all outcomeS 0.17 11 0.33
overall 0.31 20 0.92

Ranking:	Wisconsin	is	20th	this	year;	it	was	13th	in	
2012.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	obesity	
increased	from	27.7	percent	to	29.7	percent	of	
adults;	more	than	1.3	million	adults	are	obese	in	
the state.

•	 In	the	past	year,	immunization	coverage	among	
children	increased	from	70.9	percent	to	75.2	
percent	of	children	aged	19	to	35	months,	while	
immunization	coverage	among	adolescents	
decreased	from	70.1	percent	to	67.2	percent	of	
persons	aged	13	to	17	years.

•		In	the	past	5	years,	the	percentage	of	uninsured	
population	increased	by	15	percent	from	8.5	
percent	to	10.0	percent	of	the	population.

•		In	the	past	10	years,	the	rate	of	preventable	
hospitalizations	dropped	by	16	percent	from	63.8	
to	55.0	discharges	per	1,000	Medicare	enrollees.

•		Although	diabetes	remains	low	at	8.3	percent	of	
the	adult	population,	more	than	370,000	adults	
have	diabetes	in	Wisconsin.

•		In	the	past	year,	the	number	of	poor	mental	
health	days	increased	by	14	percent	from	3.2	to	
3.7	days	in	the	last	30	days.

Health Disparities: 
In	Wisconsin,	55.1	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	31.0	percent	with	less	than	a	
high	school	education,	resulting	in	a	gap	of	24.1	
percent.	

State Health Department Website: 
www.dhs.wisconsin.gov

Overall Rank: 20

Change:  7
Determinants Rank: 24
Outcomes Rank: 11 
Strengths:
• High	rate	of	high	school	graduation
• High	immunization	coverage

among	children
• Low	percentage	of	uninsured

population

Challenges: 
• High	prevalence	of	binge	drinking
• High	incidence	of	infectious

diseases
• Low	per	capita	public	health	funding
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/WI
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment WY US

Annual Unemployment Rate (2012) 5.5 8.1
Annual Underemployment Rate (2012) 10.0 14.7
Median Household Income (2012) $ 54,509  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 89,000 
Obesity 100,000 
Physical Inactivity 86,000 
Diabetes 37,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 21.8 36 10.6
Binge Drinking (Percent of adult population) 17.0 27 10.2

Drug Deaths (Deaths per 100,000 population) 13.2 28 5.0
Obesity (Percent of adult population) 24.6 8 20.5

Physical Inactivity (Percent of adult population) 21.1 17 16.2
 High School Graduation (Percent of incoming ninth graders) 80.3 22 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 201 5 123
Occupational Fatalities (Deaths per 100,000 workers) 8.4 47 1.9

 Infectious Disease (Combined score Chlamydia, Pertussis, Salmonella*) -0.58 5 -0.90
Chlamydia (Cases per 100,000 population) 371.2 20 140.6
Pertussis (Cases per 100,000 population) 2.4 11 0.7

Salmonella (Cases per 100,000 population) 13.5 22 6.6
Children in Poverty (Percent younger than 18 years) 9.7 1 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 5.3 1 5.3
policy

Lack of Health Insurance (Percent without health insurance) 16.6 36 3.8
Public Health Funding (Dollars per person) $120 8  $225 

Immunization–Children (Percent aged 19 to 35 months) 67.2 30 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 58.2 37 82.0

clinical care

Low Birthweight (Percent of live births) 8.1 24 6.0
Primary Care Physicians (Number per 100,000 population) 90.2 44 196.1

Dentists (Number per 100,000 population) 51.7 34 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 55.2 15 27.4

all DeterminantS 0.23 19 0.70
oUtcomeS

Diabetes (Percent of adult population) 9.1 16 7.0
Poor Mental Health Days (Days in previous 30 days) 3.4 10 2.8

Poor Physical Health Days (Days in previous 30 days) 3.5 11 2.9
Disparity in Health Status (By educational attainment**) 27.5 14 19.7

Infant Mortality (Deaths per 1,000 live births) 6.4 25 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 239.5 23 186.9

Cancer Deaths (Deaths per 100,000 population) 180.1 12 141.3
Premature Death (Years lost per 100,000 population) 7,754 33  5,493 

all outcomeS 0.12 18 0.33
overall 0.36 17 0.92

Ranking:	Wyoming	is	17th	this	year;	it	was	25th	in	
2012.

Highlights: 
•	Although	the	smoking	prevalence	declined	by	
5.5	percent,	it	remains	high	at	21.8	percent	of	
the	adult	population;	89,000	adults	still	smoke	in	
Wyoming.

•		In	the	past	year,	binge	drinking	decreased	by	
11	percent	from	18.9	percent	to	17.0	percent	of	
adults.	

•		In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	from	25.5	percent	to	21.1	
percent	of	adults;	there	are	still	86,000	physically	
inactive	adults	in	the	state.

•		In	the	past	5	years,	the	percentage	of	children	
in	poverty	decreased	from	12.7	percent	to	9.7	
percent	of	persons	younger	than	18	years.	

•		In	the	past	year,	immunization	coverage	among	
children	increased	from	59.1	percent	to	67.2	
percent	of	children	aged	19	to	35	months.	
However,	immunization	coverage	among	
adolescents	decreased	from	62.6	percent	to	58.2	
percent	of	persons	aged	13	to	17	years.

•		In	the	past	5	years,	preventable	hospitalizations	
decreased	by	more	than	26	percent	from	69.7	to	
55.2	hospitalizations	per	1,000	Medicare	enrollees.

Health Disparities: 
In	Wyoming,	57.6	percent	of	adults	aged	25	years	
and	older	with	at	least	a	high	school	education	
report	their	health	is	very	good	or	excellent	
compared	to	only	30.1	percent	with	less	than	a	high	
school	education,	resulting	in	a	gap	of	27.5	percent.

State Health Department Website: 
http://www.health.wyo.gov

Overall Rank: 17

Change:  8
Determinants Rank: 18
Outcomes Rank: 19 
Strengths:
• Low	violent	crime	rate
• Low	percentage	of	children

in	poverty
• Low	levels	of	air	pollution

Challenges: 
• High	prevalence	of	smoking
• Low	immunization	coverage

among	adolescents
• Limited	availability	of	primary

care	physicians

WyOming

For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/WY
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The 2012–2013 data in the above graphs are not directly comparable to prior years. See Methodology for 
additional information.

*Negative score denotes less disease than US average, positive score indicates more than US average
**Difference in high health status between adults aged 25 and older without a high school education and those 
with at least a high school education

economic environment dc US

Annual Unemployment Rate (2012) 9.0 8.1
Annual Underemployment Rate (2012) 14.1 14.7
Median Household Income (2012) $ 55,251  $ 50,054 

meASUre AdULt popULAtion 
Affected

Smoking 80,000 
Obesity 89,000 
Physical Inactivity 71,000 
Diabetes 34,000 

2013 no 1
vALUe rAnk StAte

 determinAntS BehaviorS

Smoking (Percent of adult population) 19.6 — 10.6
Binge Drinking (Percent of adult population) 23.1 — 10.2

Drug Deaths (Deaths per 100,000 population) 9.5 — 5.0
Obesity (Percent of adult population) 21.9 — 20.5

Physical Inactivity (Percent of adult population) 17.4 — 16.2
 High School Graduation (Percent of incoming ninth graders) 59.9 — 91.4

community & environment

Violent Crime (Offenses per 100,000 population) 1244 — 123

Chlamydia (Cases per 100,000 population) 1,094.4 — 140.6
Pertussis (Cases per 100,000 population) 1.5 — 0.7

Salmonella (Cases per 100,000 population) 15.1 — 6.6
Children in Poverty (Percent younger than 18 years) 28.1 — 9.7

Air Pollution (Micrograms of fine particles per cubic meter) 11.3 — 5.3
policy

Lack of Health Insurance (Percent without health insurance) 8.2 — 3.8
Public Health Funding (Dollars per person) $458 —  $225 

Immunization–Children (Percent aged 19 to 35 months) 73.4 — 80.2
Immunization–Adolescents (Percent aged 13 to 17 years) 71.7 — 82.0

clinical care

Low Birthweight (Percent of live births) 10.4 — 6.0
Primary Care Physicians (Number per 100,000 population) 326.7 — 196.1

Dentists (Number per 100,000 population) 107.6 — 85.6
Preventable Hospitalizations (Number per 1,000 Medicare enrollees) 51.2 — 27.4

all DeterminantS — — 0.70
oUtcomeS

Diabetes (Percent of adult population) 8.2 — 7.0
Poor Mental Health Days (Days in previous 30 days) 3.8 — 2.8

Poor Physical Health Days (Days in previous 30 days) 3.5 — 2.9
Disparity in Health Status (By educational attainment**) 27.9 — 19.7

Infant Mortality (Deaths per 1,000 live births) 8.8 — 4.4
Cardiovascular Deaths (Deaths per 100,000 population) 303.3 — 186.9

Cancer Deaths (Deaths per 100,000 population) 211.4 — 141.3
Premature Death (Years lost per 100,000 population) 9,350 —  5,493 

all outcomeS — 0.33
overall — 0.92

Ranking:	The	District	of	Columbia	is	not	
included	in	the	ranking	of	states,	as	it	is	a	unique	
governmental	entity	and	is	considerably	more	
urban	than	the	states.

Highlights: 
•	 In	the	past	year,	the	prevalence	of	obesity	
decreased	from	23.8	percent	to	21.9	percent	of	
adults.

•		In	the	past	year,	the	prevalence	of	physical	
inactivity	decreased	from	19.8	percent	to	17.4	
percent	of	adults;	however,	71,000	adults	remain	
inactive	in	DC.

•		In	the	past	year,	the	percentage	of	uninsured
population	decreased	from	10.6	percent	to	8.2	
percent.	In	the	2003	Edition,	the	percentage	of	
the	uninsured	population	was	13.0	percent.

•		In	the	past	year,	infant	mortality	decreased	from	
10.3	to	8.8	deaths	per	1,000	live	births.

•		In	the	past	5	years,	the	rate	of	preventable	
hospitalizations	decreased	from	65.6	to	51.2	
discharges	per	1,000	Medicare	enrollees.

•		In	the	past	10	years,	the	rate	of	cardiovascular	
deaths	decreased	by	23	percent	from	373.0	to	
303.3	deaths	per	100,000	population.

Health Disparities: 
In	the	District	of	Columbia,	62.8	percent	of	adults	
aged	25	years	and	older	with	at	least	a	high	school	
education	report	their	health	is	very	good	or	
excellent	compared	to	only	34.9	percent	with	less	
than	a	high	school	education,	resulting	in	a	gap	of	
27.9	percent.	

State Health Department Website: 
www.dchealth.dc.gov

District is not ranked.

Strengths:
• Low	prevalence	of	obesity
• Low	percentage	of	uninsured

population
• High	immunization	coverage

among	children	&	adolescents

Challenges: 
• Low	high	school	graduation	rate
• High	percentage	of	children

in	poverty
• High	prevalence	of	low	birthweight
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For	a	more	detailed	look	at	this	data,	visit	 
www.americashealthrankings.org/DC
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In 2011, the first of more than 
70 million baby boomers turned 
65, marking the beginning of a 
major demographic shift in the 
US population. While this shift will 
affect the entire country, some 
states will bear the pressure more 
than others. In addition, states 
vary greatly in how prepared 
they are to address the needs of 
these aging boomers. Earlier this 
year, United Health Foundation 
released the inaugural edition of 
its America’s Health Rankings® 

Senior Report, which focused on select health 
determinants for individuals aged 65 and older 
and their collective impact on population health at 
the state level. That report, as well as the annual 
America’s Health Rankings®, provides targeted 
metrics that all stakeholders—government, private 
sector, and nonprofits—should assess when 
exploring ways to improve the health and well-
being of their seniors.

The increase in the US population aged 65 
and older makes it imperative that current health 
service delivery systems have the ability to 
ensure the health of our future older Americans. 
According to America’s Health Rankings® Senior 
Report, the projected increase between 2015 and 

Each year, the Scientific Advisory Committee (page 11) convenes to discuss potential improvements to 
America’s Health Rankings®. One recurring topic discussed is the enduring challenge to obtain quality 
data to measure the range of health and wellness issues that affect a state’s population. In too many 
instances, important aspects of health are not measured at all or not measured reliably, consistently, or 
comprehensively. This commentary is the first in a series of discussions exploring the importance of data 
collection by addressing health topics where data collection is missing, incomplete, and/or in danger of 
being abandoned.

At the national release of the America’s Health Rankings®—Senior Report, Ms. Kathy Greenlee spoke 
on one of the topics that impacts seniors in our country—elder abuse. In this invited commentary, she 
expands upon the need for sound, quality data to address this issue.

2030 in the population aged 65 and older ranges 
from a relatively low increase of 29 percent in West 
Virginia to a 100 percent increase, or a doubling, of 
the older population in Arizona. While the coming 
demographics have been predicted for more than 
a decade, as a nation, we are woefully unprepared 
to deal with one specific and dangerous public 
health issue facing our seniors—the problem of 
elder abuse. 

Elder abuse is a significant public health and 
human rights problem. The most recent data 
available on the prevalence of elder abuse 
suggests that at least 10 percent of older 
Americans—approximately 5 million persons—
experience emotional, physical, or sexual abuse 
and neglect each year, and many of them 
experience it in multiple forms.1,2 Older persons 
are also vulnerable to financial abuse; 5 percent 
are victims of financial exploitation at the hands 
of a family member, while other data suggest the 
percentage of seniors exploited or defrauded 
by strangers is even higher.1,2 The financial loss 
associated with elder financial abuse alone was 
estimated to be at least $2.9 billion in 2010, a 
figure which will likely grow as the number of 
Americans aged 65 and older increases.2,3 

Abuse, both physical and financial, takes a 
sizeable toll on the health and well-being of our 
nation’s seniors. On average, older people have 

Measuring Elder Abuse,  
Neglect, and Exploitation:  
The Role of the Health Care Community
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Administrator and Assistant Secretary for Aging 
Administration for Community Living  
US Department of Health and Human Services 
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more chronic diseases and access the health care 
system at higher rates than other age groups. 
Older adults who are victims of violence have 
additional health care problems and higher 
premature mortality rates than non-victims. Older 
victims of even modest forms of abuse have 
dramatically (300 percent) higher morbidity and 
mortality rates than non-abused older people.4 
Research has also demonstrated that older adults 
who are victims of violence have more health 
care problems than other older adults, including 
increased bone or joint problems, digestive 
problems, depression or anxiety, chronic pain, 
high blood pressure, and heart problems.5,6,7,8,9,10 In 
addition, victims of elder abuse have significantly 
higher levels of psychological distress and lower 
perceived self-efficacy than older adults who have 
not been victimized.11 For older victims of sexual 
violence the negative health impacts of abuse are 
even more pronounced. One study found that 
12.7 percent of older women in the study group 
reported a history of sexual assault, all of whom 
experienced significantly increased risks of breast 
cancer and arthritis, with those who experienced 
repeated violence up to 4 times more likely to 
develop these chronic conditions than women who 
were never abused.10 

Not only will older victims of violence be 
accessing the health care system more, they will 
be incurring higher health care expenditures than 
non-victims. The Agency for Healthcare Research 
and Quality estimated that $1.9 trillion, or 16 
percent of the US gross domestic product, was 

spent on health care in 2004. It was estimated that 
$6,280 was spent per person, but that individuals 
with chronic health problems generate the 
greatest financial burden on the health care system 
and account for a disproportionate amount of 
overall spending. The elderly (aged 65 and older) 
consumed 36 percent of total US personal health 
care expenses in 2002, and the average health care 
expense was $11,089 per year. Of all conditions, 
trauma ranked as the second most expensive 
condition in terms of total health care spending.12

There is a personal cost, as well. Abuse, neglect, 
and exploitation threaten seniors’ independence, 
undermine their dignity, and imperil their physical 
and financial safety. Considering these factors 
together—the threat to human dignity and safety, 
higher utilization rates of health care services by 
older adults, higher rates of chronic conditions for 
victims of abuse, and higher treatment costs for 
both trauma and chronic conditions—we are faced 
with a human rights, public health, and economic 
imperative to prevent elder abuse, neglect, and 
exploitation.

Crafting effective, evidence-based prevention 
and intervention programs to address this 
burgeoning problem is predicated on the 
existence of solid empirical data. Unfortunately, 
collecting data on elder abuse is hampered by a 
number of challenges. 

First, elder abuse encompasses a myriad of 
different types of abuse, including physical abuse, 
sexual abuse, neglect, financial exploitation, and 
emotional or psychological abuse. Some states 
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and federal statutes also include self-neglect—
instances where an older person fails to meet 
his or her own physical, psychological, or social 
needs—as a specific category of abuse.13 There is 
currently no comprehensive federal law to provide 
a unifying set of definitions or practice standards. 
Therefore, state and local governments have 
created programs whose interventions reflect 
the unique parameters of their state authorizing 
legislation. As a result, historically it has been 
nearly impossible to gather consistent, national 
data that could inform the development of best 
practices for prevention. 

Second, gathering good data across such a 
wide variety of abuse types is complicated by 
the insidious nature of abuse against the elderly. 
Similar to domestic violence, elder abuse often 
takes place in a private residence, with the majority 
of incidents perpetrated by family members 
or persons who are familiar to the elder.14 In 
addition to the fact that most elder abuse is 
hidden from view, many elder abuse incidents 
also go unreported, with as few as 1 out of every 
23 cases of abuse of an older person coming to 
the attention of a criminal justice or social service 
agency.15 Yet, unlike domestic violence, elder 
abuse is not a widely recognized problem and 
therefore has not been the specific focus of public 
health detection, intervention, or surveillance 
efforts.16 

MAKING THE CASE FOR MORE AND  
BETTER DATA ON ELDER ABUSE
Federal, state, and local government agencies, 
private sector health care and social service 
providers, and academia lack basic information 
about elder abuse. We do not have a 
comprehensive estimate of the number of older 
adults who are victims of abuse, neglect, or 
exploitation, we have limited information about 
the characteristics of elder abuse perpetrators, 
and we know relatively little about risk factors 
associated with elder abuse or the outcomes 
experienced by victims. As a result, the ability 
to evaluate the effectiveness of primary and 
secondary prevention efforts or intervention 
protocols for elder abuse is limited. 

Collecting more and better data about 
older Americans will increase understanding 
of elder abuse, and begin to close these gaps 
in the collective knowledge about the victims 

and perpetrators of abuse and exploitation. 
Specifically, more and better data from across the 
public health, social service, and criminal justice 
communities can provide answers to the broad 
questions below. This will substantially improve 
our ability to design prevention and response 
models that effectively address elder abuse, while 
maintaining the dignity and health of seniors.

What is the scope of the elder abuse problem in 
the United States? To understand whether federal, 
state, and local resources can adequately address 
the needs of older Americans who are victimized, 
we need to know how much elder abuse actually 
occurs in the United States. Through improved 
data collection, we can begin to clarify the scope 
of the elder abuse problem and develop a more 
thorough understanding of the experiences of 
elderly victims of abuse, neglect, and exploitation. 

Who are the victims of elder abuse? Efforts 
aimed at better identifying elder abuse victims 
can benefit from more and better data on older 
persons generally. Each specific incident of elder 
abuse is characterized by a particular confluence 
of circumstances – the relationship of the victim 
to the perpetrator, the location where the abuse 
occurred, the nature of the victimization, the 
physical and mental health of the victim, injuries 
sustained and/or monetary loss experienced, 
etc. However, across a large number of incidents, 
patterns emerge that show stronger correlations 
between certain incident characteristics than 
others. Knowledge of these interrelationships can 
be used to improve the detection of elder abuse, 
for instance through the creation or improvement 
of risk assessment instruments and screening tools, 
or the implementation of early warning systems for 
patients or clients.

Commentaries
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Who is most at risk for elder abuse? To provide 
appropriate support for seniors who are abused, 
we need to understand who is at risk for particular 
types of elder abuse. Data on the nature of elder 
abuse victimizations can provide information 
on factors that increase the risk for elder 
abuse, particularly risk factors associated with 
polyvictimization and revictimization. In addition, it 
can shed light on factors that protect older victims 
from some of the more serious negative health 
ramifications of abuse.

How can we ensure the most positive 
outcome for victims? Despite the growing body 
of evidence on the negative impacts of abuse, 
there is a significant lack of evidence and data 
about effective methods and practices to prevent 
elder abuse. Not only is there a dearth of tested 
prevention models, but multi-component and 
multi-sectoral interventions are also generally 
lacking across state systems. Data can provide 
the basis for crafting interventions and delivering 
services which provide the most appropriate 
outcome and benefit for the victim.

TAKING STEPS TO IMPROVE DATA  
ON ELDER ABUSE
In response to the pressing need for current 
and more comprehensive data on elder abuse, 
the federal government has engaged in several 
data collection activities. For example, the US 
Department of Health and Human Services (HHS) 
is working to establish a national reporting system 
that will capture data from state and local Adult 
Protective Services (APS) agencies across the 
country. These data will provide information on 
elder abuse reported to APS, which will improve 
our understanding of the scope of elder abuse 
and who the victims are, as well as aid in assessing 
the resources needed by APS systems to respond 
effectively to abuse incidents. 

Additionally, the Centers for Medicare and 
Medicaid Services (CMS) in HHS, through its Elder 
Maltreatment Initiative, is leading an effort to 
promote the use of elder abuse screening tools by 
primary care physicians and other clinicians who 
interact with elderly patients. Data on the use of 
these screening tools would provide information 
not only on elder abuse victims, but also on 
non-victims—information which could help us 
understand more about risk and protective factors 
associated with elder abuse.

Finally, the US Department of Justice is engaged 
in preliminary efforts to measure victimization, 
including neglect and financial abuse, of elderly 
and disabled adults who reside in nursing homes, 
assisted living facilities, and other group quarters 
settings. Seniors residing in these settings are often 
not included in traditional estimates of elder abuse, 
as those are often based on surveys of households. 
Given that the population of seniors in nursing 
homes and assisted living facilities has a higher rate 
of cognitive impairment, these data will provide an 
opportunity to examine the impact of impairment on 
the risk for, and outcomes of, abuse or exploitation.

ROLE OF THE HEALTH CARE COMMUNITY
Although inroads are being made to improve data 
collection on elder abuse, we know the efforts of 
the federal government will not be enough to fill 
in all the gaps in our collective knowledge about 
this problem. We need the health care community’s 
help to devise new and innovative ways to 
comprehensively measure the abuse, neglect, and 
exploitation experienced by the elderly. Only with 
improved measurement and surveillance of this issue 
can we really understand the impact of abuse on the 
health and safety of older Americans, and reduce 
health care costs. 

Silently, underneath this data, is another truth. 
In the US, the number of older people is rapidly 
growing. Predictions indicate that by 2025 the 
global population of adults aged 60 and older will 
double to 1.2 billion. Within 20 years, it is estimated 
that, for the first time in history, the number of older 
adults will exceed the number of children. As we see 
more older people, we will see more elder abuse. 
What do we owe to the 1.2 billion individuals whose 
life work brought forth the advances in technology, 
health, science, arts, and life that we take for 
granted each and every day? As Assistant Secretary 
for Aging, this issue has become a personal 
imperative for me, a priority that rises above all 
others. I must help address and end elder abuse. I 
am committed to that goal every day, every week. 
My commitment to our elders is to not be silent. 
To raise this issue, I need your help. For despite all 
of our strategies to help seniors maintain the right 
to make their own choices, to live independently, 
and to participate fully and actively in community 
life, those efforts continue to be undermined by 
the experience of abuse, neglect, and financial 
exploitation.
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Last year Oklahoma’s adult 
smoking rate dropped to a 
historic low of 23.3 percent, 
which improved our ranking for 
adult smoking among states from 
47th to 39th. This improvement 
was achieved even in the face 
of a state legislature which has 
kept one of the most restrictive 
pre-emption laws on the books. 
This reduction in smoking rates 
is the result of years of steadfast 
work by many dedicated people 
and a targeted focus across a 
multitude of partners on the 
leading preventable cause of 

death and disability. Through identifying avenues 
to achieve success and supporting the partnerships 
necessary for change, we are creating new norms, 
expectations, and opportunities for Oklahomans to 
live healthier lives.

BEST PRACTICES 
The Centers for Disease Control and Prevention’s 
(CDC) Best Practices for Comprehensive Tobacco 
Control Programs provides thorough guidance 
on how states can prevent and reduce tobacco 
use. The CDC recommends that states build a 
comprehensive tobacco control program that 
includes smokefree policies, increased excise 
taxes, cessation promotion and support, and 
tobacco initiation prevention.1 Strategies to 
implement an all-inclusive program should be 
multi-faceted for the interventions to have the 
greatest impact. Research shows that 5 core areas 
are critical to seeing population level change and 
long-term social norms change, including: 

TERRY CLINE, PhD
Oklahoma Secretary of Health and Human Services
Oklahoma State Commissioner of Health
Oklahoma State Department of Health

A Convergence of Practices and Partnerships: 
Reducing the Smoking Rate in Oklahoma

•	 Surveillance	and	Evaluation,	
•	 Administration	and	Management,
•	 State	and	Community	Interventions,
•	 Health	Communication	Interventions,	and
•	 Cessation	Interventions.

In Oklahoma, we have made significant strides 
in recent years to ensure that we address each of 
these core areas in our comprehensive tobacco 
control program, which has only been made 
possible through strategic partnerships at the 
federal, state, and local levels.

SURVEILLANCE AND EVALUATION
In public health, data is essential to planning 
strategies and measuring success. In tobacco 
control, we have numerous data sources—the 
Behavioral Risk Factor Surveillance System, the 
Youth Risk Behavior Surveillance System, Adult 
Tobacco Survey, Youth Tobacco Survey, and tax 
data on cigarette sales. In addition, testing and 
evaluation of media campaigns enable us to 
analyze the messages that resonate most with our 
audience. 

In recent years, Oklahoma’s adult smoking 
rate has seen a steady decline, with the largest 
decrease noted from 26.1 percent in 2011 to 
23.3 percent in 2012.2 In addition, more than 14 
million fewer cigarette tax stamps were sold by the 
Oklahoma Tax Commission in fiscal year 2013 than 
fiscal year 2012, which represents a 5.2 percent 
drop in cigarette packs sold. In the past decade, 
the number of annual cigarette tax stamps sold has 
decreased by 100 million. 

The Oklahoma State Department of Health 
(OSDH) is closely monitoring the increase in 
e-cigarette and vapor products. The state of 
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Oklahoma has seen a rapid increase in vapor shops 
in the past year, but data is not yet available on 
use rates among Oklahomans. These new products 
create a unique challenge for surveillance systems 
monitoring smoking rates and tracking the use of 
emerging products. This is just one example of the 
need to adapt and innovate in the field of public 
health while maintaining best practices.

ADMINISTRATION AND MANAGEMENT
In late 2011, the OSDH merged 2 separate 
divisions which represent 2 flagship issues within 
the Oklahoma Health Improvement Plan—tobacco 
use and prevention and obesity reduction. The 
creation of the Center for the Advancement of 
Wellness (the Center) recognized and encouraged 
synergy between 2 areas that address critical 
public health issues resulting in a significant health 
and financial burden in our state. Oklahoma has 
a long history of implementing best practices in 
tobacco control, but we, like many other states, 
are still exploring promising practices to reduce 
obesity and the associated healthcare and lost 
productivity costs. While Oklahoma has yet to see 
a decline in obesity rates, we continue to approach 
wellness as a collective effort between these 2 
areas and know that similar success will be seen in 
the future. 

The Center works to prevent tobacco initiation 
and reduce existing tobacco use through systems-
level and social norm change. Tobacco prevention 
and reduction efforts include monitoring of clean 
indoor air regulations, technical assistance for 
policy implementation to reduce secondhand 
smoke exposure, coordination of Students Working 
Against Tobacco (SWAT) youth teams across the 
state, and targeted support for local tobacco 

control grantees. This work is coordinated with key 
public health partners to eliminate duplication and 
ensure efficient use of limited public health dollars. 

 The Master Settlement Agreement, state 
tax dollars, and other funding streams together 
represent the $22.7 million spent on tobacco 
prevention and cessation 
annually in Oklahoma. 
Although Oklahoma 
ranks 7th in the nation in 
recommended spending 
levels according to the 
CDC, the state still spends 
slightly less than half of 
the recommended $45 
million. These funding 
levels continue, and 
continue to grow, because 
of a unique endowment in 
Oklahoma administered 
by the Oklahoma Tobacco 
Settlement Endowment Trust 
(TSET). TSET, an independent 
agency, has provided excellent leadership through 
its executive director and board of directors and 
continues to invest in improving public health in 
Oklahoma. 

In 2000, the citizens of Oklahoma recognized 
the need for ongoing investments in health when 
they voted to create an endowment with Master 
Settlement Agreement (MSA) funds in Oklahoma. 
The constitutional amendment, which created 
TSET, has protected those funds by allowing only 
the expenditure of interest and earnings, and 
enabled Oklahoma to implement best practices 
in tobacco control. While this made for low initial 
investments in public health from MSA payments, 

Oklahoma’s  
adult smoking 
rate has seen a 
steady decline, 
with the largest 
decrease noted 
from 26.1 percent 
in 2011 to 23.3 
percent in 2012.
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in the long term this fund should be available to 
address many critical health issues in our state. 
TSET, which allocates funds through grants 
to systems and communities and administers 
statewide health communications efforts, has been 
steadfast in its focus on the critical issue of tobacco 
use. TSET and OSDH have developed a strong 
partnership with a joint strategic plan addressing 
multiple areas of both tobacco control and obesity 
reduction. 

STATE AND COMMUNITY INTERVENTIONS
In 2003, Oklahoma passed the Smoking in Public 
Places and Indoor Workplaces law, which added 
several provisions making indoor public places 
smokefree. In 2004, voters supported an increase 
in the excise taxes collected, which brought 
Oklahoma’s tax per pack to $1.03, which is 31st in 
the nation.3

Leadership on tobacco efforts by Oklahoma 
Governor Mary Fallin, an ardent champion for the 
health of Oklahomans, resulted in the issuance 
of an executive order in 2012 to make all state-
owned property tobacco free including state parks 
and resorts. OSDH was charged with assisting 
state agencies in implementing the executive 
order, which included providing cessation resource 
information to state employees, tobacco-free 
property signage to agencies, and support to 
assist agencies in adhering to the requirements. 

While each of these milestones plays an 
important role in protecting Oklahomans from 
the devastating health effects of secondhand 
smoke and encouraging tobacco users to quit, 
some barriers to full protection for the citizens of 
Oklahoma remain. The 2003 law does not include 
bars and allows smoking exceptions for certain 
restaurants and workplaces. In addition, the 
law includes a preemption clause that prohibits 

communities from enacting local ordinances that 
are stronger than state law. In 2013, the Oklahoma 
Legislature reversed a portion of the tobacco 
preemption law by permitting local governments 
to pass ordinances making their city- or county-
owned property smokefree, yet preemption still 
stands in other areas.

Despite these barriers, state and local 
organizations have made significant progress 
in strengthening tobacco-free policies where 
allowable. State law only requires tobacco-free 
schools from 7 a.m. to 4 p.m. Yet as of December 
2012, 318 school districts, covering 75 percent of 
students, have passed policies that extend second 
hand smoke protection to 24 hours a day, 7 days 
a week. Local communities have passed 290 clean 
indoor air ordinances to mirror state law, and many 
require city-owned properties to be tobacco-
free. In addition, 284 youth access ordinances 
provide local enforcement authority, 45 ordinances 
designate tobacco-free parks, and 262 voluntary 
policies provide for tobacco-free worksites in 
the state. These policies are possible because 
of the dedicated work of local individuals and 
organizations committed to creating a healthier 
Oklahoma for all. 

HEALTH COMMUNICATIONS INTERVENTIONS
Another key to Oklahoma’s recent success in 
reducing the smoking rate is health communication 
efforts. Through national CDC campaigns, 
statewide mass media campaigns (supported 
by TSET), and media advocacy efforts by local 
coalitions, Oklahoma has ranked 3rd and 4th, 
respectively, in the nation for tobacco counter-
marketing general audience gross rating points 
and target rating points.4 Oklahoma has an 
integrated communication plan with clear target 
areas in place to support state chronic disease 
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prevention and health promotion goals. TSET and 
OSDH collaborate to conduct comprehensive 
media campaigns that educate about the dangers 
of secondhand smoke, encourage tobacco users to 
quit, and inspire people to eat better, move more, 
and be tobacco free. 

Oklahoma’s comprehensive plan also leverages 
national resources, such as the CDC Tips From 
Former Smokers and Talk With Your Doctor 
campaign. These federal resources expand the 
reach of local tobacco counter-marketing and 
cessation messages and help reduce tobacco use. 
The continued collaboration among all parties 
helps Oklahoma to leverage resources and ensure 
a consistent message is delivered. 

CESSATION INTERVENTIONS
TSET and OSDH offer the Oklahoma Tobacco 
Helpline as a resource for any tobacco user in 
Oklahoma who wishes to quit. Since beginning 
the Oklahoma Tobacco Helpline 10 years ago, 
more than a quarter million Oklahomans have 
asked for help. Just last year, the Helpline received 
approximately 34,000 calls from people interested 
in quitting tobacco. 

In addition, TSET and OSDH have partnered 
with health care systems throughout the state 
to help integrate Helpline referrals into regular 
patient care. The goal is to create an integrated 
system with clear messaging and training on 
best practices in tobacco cessation for county 
health departments, hospitals, behavioral health 
providers, and Medicaid providers. The training 
and support that providers have received has 
resulted in an increase in fax referrals to the 
Helpline and quit attempts for the state. 

A comprehensive mass media campaign that 
promotes the Oklahoma Tobacco Helpline is 
ongoing, including TV commercials, radio ads, 
digital and print ads, and social media; all of which 

are further supported by local community efforts 
to promote the Helpline. Thus, tobacco users 
may come to know about this valuable resource 
by seeing a TV commercial or other ad, having a 
friend encourage them to call, or by receiving a 
call from the Helpline following a physician referral. 

CONCLUSION
No single intervention in Oklahoma is solely 
responsible for the significant decline in our adult 
smoking rate. Our success can be attributed to a 
focused and coordinated approach to reducing 
tobacco use by leveraging the unique attributes 
of partners, the efficient use of resources 
through best practices, and a focus on systems 
and communities to implement policies that are 
beginning to change norms around tobacco use. 
Although we are pleased to see Oklahoma out 
of the bottom 10 states for adult smoking, far 
too many Oklahomans still smoke, resulting in 
premature death. As Commissioner of Health 
in Oklahoma, I pledge that we will continue to 
address smoking as an avoidable health hazard 
and implement programs that create a healthier 
Oklahoma for the next generation. 
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And obesity was threatening to rob us of untold 
potential leaders and detract from our future 
workforce. That’s why we formed the Mayor’s 
Fitness Council in 2010 to bring a new level of 
awareness to health and wellness.

Members of the MFC include representatives 
from local nonprofits, businesses, city 
governments, hospital systems, schools, and 
universities. The movement dovetailed with 
SA2020, a community-wide visioning effort that 
was kicked off in 2010 to let residents decide what 
kind of community we wanted to be by the year 
2020. The community set a bold vision to make 
San Antonio’s residents among the healthiest 
in the nation. The resulting momentum gave 
us the platform to launch the kind of sustained 
community-wide effort among local government, 
citizens, businesses, nonprofits, schools, and health 
leaders to have a chance at being successful.

Over the next 3 years, the City’s Metropolitan 
Health District, which received a $15.6 million 
Communities Putting Prevention to Work 
(CCPW) obesity prevention grant, the Mayor’s 
Fitness Council, and numerous other community 
organizations launched a series of initiatives:
•	 A	Student	Ambassador	Program	for	youth	to	

promote health and fitness in their schools and 
local communities;

•	 An	ongoing	series	of	Healthy	Schools	Summits	
where San Antonio’s school districts gather to 
discuss health and wellness policies in schools, 
share best practices, and report on progress of 
health initiatives;

When I became mayor of San 
Antonio in 2009, I vowed to end 
the days of our city making the 
list of America’s Fattest Cities. 
It had nothing to do with vanity, 
and everything to do with a 
fundamental belief that every 
resident deserves to live a life of 
dignity. Obesity, and the illnesses 
like diabetes that often stem 
from it, rob Americans of their 
quality of life and chip away at the 
productivity of a community every 
day. I witnessed it firsthand as a 
young boy, watching the ravages of 
diabetes consume my grandmother 
who helped raise me.

Medical experts tell us that 
obesity is a generational disease. To a policy 
maker, that means it is the kind of illness that 
requires time, funding, and sustained effort to 
address. To a politician, it usually translates into 
avoidance because it is not the kind of issue that 
lends itself to quick fixes. We didn’t have that 
option in San Antonio, where more than 1 in 3 
adults were considered obese around the time I 
took office. 

Fortunately, there was a long list of folks who 
were already working in the trenches and yearning 
to collaborate with each other to move the 
community forward. Business leaders, government 
officials, educators, and parents recognized that 
a healthy community is a productive community. 

JULIÁN CASTRO, JD
Mayor, City of San Antonio, Texas

How Strong Community Buy-In  
Helped to Change the Course of  
San Antonio and its Health

Commentaries
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•	 A	program	of	free	group	exercise	classes	in	city	
parks called Fitness in the Park;

•	 A	training	program	to	encourage	San	Antonio	
residents to lead Neighborhood Walking 
Groups throughout San Antonio;

•	 A	healthy	menu	program	called	¡Por	Vida!	that	
recognizes local restaurants for highlighting 
healthier meal options.

Those efforts have led to concrete action. 
Salad bars have been added to 108 local schools, 
$1.7 million has been invested in area parks to 
add fitness equipment, walking trails, and other 
enhancements, and community-wide fitness events 
have been created to great success. Síclovía, a free 
event that periodically closes major city streets 
to create a safe place for people to exercise and 
play, has broken attendance records with each 
successive event. The last one on September 29th 
attracted more than 73,000 walkers, runners, and 
cyclists.

Today, we still have much work to do, but we 
are starting to see phenomenal improvement 
in the area of obesity. This past July, the San 
Antonio Metropolitan Health District (Metro 
Health) announced that the obesity rate in San 
Antonio and Bexar County plunged from 35.1 
percent to 28.5 percent between 2010 and 2012. 
That dramatic drop put San Antonio below the 
statewide rate of 29.3 percent for the first time 
in recent memory. In human terms, San Antonio’s 
progress means that within 2 years 70,000 adult 
men and women are no longer obese and have 

reduced their risk for diabetes, heart disease, and 
other maladies. Just as importantly, the declining 
obesity rate in San Antonio also was paralleled by 
an increase in the healthy weight proportion of the 
population from 31.2 percent to 35.4 percent. 

 What it all means is that we now have concrete 
evidence that targeted investments can pay off 
and positively impact the health of our families 
and the overall quality 
of life in San Antonio. 
Positive progress doesn’t 
have to take years, but 
you have to have strong 
community buy-in. We 
know much work remains. 
The rates of diabetes, 
childhood obesity, and 
the uninsured are still far 
too high in San Antonio. 
But we now have a 
blueprint to tackle these 
problems and to share 
our successes with other 
cities and states across 
the nation.

Síclovía, a free 
event that 
periodically 
closes major 
city streets to 
create a safe 
place for people 
to exercise and 
play, has broken 
attendance 
records with each 
successive event.
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The St. Louis region has more residents 
at an unhealthy weight than a healthy 
one. In fact, by some estimates, nearly 
70 percent of the folks in our region are 
overweight or obese. The numbers may 
be shocking, but the fact that our region 
has a weight problem is not news to 
most St. Louisians. 

About 2 years ago, 
our organization, the St. 
Louis Area Business Health 
Coalition (BHC) and its 
partner, the Midwest Health 
Initiative (MHI), started 

talking with our community about these stunning 
statistics. These 2 organizations count many of the 
region’s leading employers, hospitals, physician 
organizations, health plans, and community 
agencies as partners.

DATA IN ACTION 
With the support of the United Health Foundation 
and the National Business Coalition on Health, a 
team of employers, physicians, and public health 
representatives from the St. Louis area began 
thinking about ways our community could better 
support its residents in achieving and maintaining a 
healthy weight. First, we looked at the data. 

Information from America’s Health Rankings®, 
the Centers for Disease Control and Prevention, 
and other sources made it clear that St. Louis was 
falling behind in many areas. People here were 
more likely to have been diagnosed with several 
weight-related chronic conditions and less likely to 
eat enough fruits and vegetables or be active most 
days of the week. We know these health issues 
hurt the productivity of our workforce, raise our 
health care costs, and in turn, make St. Louis less 
attractive to new economic investment. 

In St. Louis and nationally, today’s obesity 
epidemic is putting a heavy burden on future 
generations. I gave birth to a son this year. When 
my little guy goes off to college, the estimated loss 
in economic productivity related to preventable 
obesity-related illnesses could be between $390 
billion and $580 billion each year, according to F 
as in Fat: How Obesity Threatens America’s Future 
2012, a report released by Trust for America’s 
Health.1 That loss in productivity will weigh on the 
economy and make it more difficult for my son and 
his peers to create secure futures for their families.

LIVEWELL STL, PLANNING AND 
IMPLEMENTATION
In St. Louis, we call the effort LiveWell STL. After 
using data to develop a baseline assessment, we 
began getting input from our community to put 
that assessment in context. Online questionnaires 
were sent to more than 1,000 St. Louis area 
residents including clergy, neighborhood 
association members, health professionals, 
corporate executives, and union representatives. 
Then, we hosted a summit with about 100 
community leaders and conducted more than 50 
one-on-one and small group interviews. 

We heard one message loud and clear, “Don’t 
start another program.” The people we spoke with 
understood the need to change environments and 
policies. They also wanted to be better connected 
with all of the resources that were already available 
and too often underutilized.

The resulting community action plan had 3 main 
parts –Assess, Expand and Recognize Evidence-
Based Health Promotion at the Worksite; Develop 
a Web-Based, Searchable Community Resource 
Guide; and Activate the Primary Care Team. 

BHC staff has nearly completed the first of 
the plan’s 3 components. This piece uses a 

Making It Easier To Live Well In St. Louis
MARY JO CONDON, MPPA
Senior Director, Partnerships and Projects
St. Louis Area Business Health Coalition
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There’s not a 
lack of resources. 
The challenge is 
connecting these 
programs to the 
people who need 
them the most.

nationally standardized tool to support employers 
in understanding how well their worksite 
environments and policies support employees in 
achieving and maintaining a healthy weight.2 Are 
there bike racks? Does the cafeteria have healthy 
options? The tool then prioritizes actionable 
recommendations for the employer. The BHC team 
has gone onsite to support 18 employers, both 
BHC members and non-members, in completing 
assessments at 21 different worksites. Best 
practices will be shared in a community report 
discussing the current state of workplace wellness 
efforts in St. Louis.

The next component of the plan, which retains 
the LiveWell STL name, launches in April 2014. 
It’s an online, interactive tool to better connect 
community members to each other and existing 
fitness, nutrition, and weight management 
programs. Just like most communities, St. Louis 
has plenty of fitness studios, community centers, 
and weight loss programs. We have an expansive 
network of YMCAs, 3 local grocery store chains, 
and a growing number of farmers’ markets and 
food co-ops. There’s not a lack of resources. The 
challenge is connecting these programs to the 
people who need them the most, and to each 
other, so they avoid duplication and spend their 
limited resources wisely.

The LiveWell STL tool utilizes filters and keyword 
searches to help area residents find exactly the 
solution that meets their needs. Within a click or 
2, a user could find a Saturday morning yoga class 
within a few miles of their home, or free diabetes 
education near work.

Thanks to the assistance of many, ranging from 
fitness trainers to diabetes educators to purveyors 
at local farmers’ markets, a working prototype 
of the interactive tool was designed and shared 
with community partners to gain their input. 

With their insights and the support of the United 
Health Foundation and the Robert Wood Johnson 
Foundation, the LiveWell STL tool will launch 
with some key enhancements including a mobile 
version, accounts for site contributors to upload 
information, and targeted communications letting 
site visitors know when updates occur. 

The tool is designed to take what we know 
about how people want 
to receive information—
targeted, searchable, fast, 
virtual, mobile—and match 
it with the fitness, nutrition, 
and health resources already 
available in our community. 
The concept is to make it just 
as simple and quick to find a 
park or a fitness class as it is 
to find a place for dinner with 
friends or to catch the game. 
Simply put, LiveWell makes it 
easy to do the healthy thing. 

The third component of 
the LiveWell plan, which we have yet to tackle, is 
Activate the Primary Care Team. This piece would 
utilize the AIM-HI toolkit which was developed 
by the American Academy of Family Physicians 
(AAFP). AIM-HI gives physicians tools and onsite 
coaching to grow their motivational interviewing 
skills and more effectively support their patients 
in weight loss. The AAFP curriculum also helps 
primary care teams work more collaboratively with 
each other and their patients so all feel a shared 
responsibility for improved health outcomes. 

A study of more than 600 patients across 20 
primary care practices found the program led to 
significant weight loss and improvements in eating 
habits and physical activity.3 And, other research 
confirms patients are more likely to lose weight 
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when they are told to do so by their physician. 
Yet, many physicians say they lack the skills to 
effectively support their patients in weight loss. 
AIM-HI aims to give them those skills.

A FEW EARLY LEARNINGS
So are you ready to create a LiveWell plan for your 
community? Do it. It will be some of the most 
rewarding work of your life. That said, be prepared 
for a few challenges. Know that even the simplest 
plans are far more complex in practice. Recognize 
that every “low-hanging fruit” problem would be 
fixed and every “no-brainer” solution would be in 
place if it was really that easy. 

In many ways, our partnership has been very 
lucky. We have benefited from a solid leadership 
team whose varied experiences and perspectives 
have been invaluable. We have had generous 
financial support from the United Health 
Foundation, the National Business Coalition on 
Health, and the Robert Wood Johnson Foundation. 
And, perhaps most importantly, we have a 
community that is eager to live healthier. This year 
St. Louis Mayor Francis Slay included a 5 percent 
reduction in the percentage of obese residents by 
2018 as a goal of his sustainability plan. 

Still, there have been missteps and minor 
setbacks. The tool we used for the employer 
assessments needed to be tweaked to fit small 
to mid-sized companies and those with a less 
traditional office space or manufacturing floor. 

Staffing constraints and the need to procure 
additional funds led to a 12-month postponement 
of the launch of our interactive web tool. We’re in 
the final stages of development now, but it was 
difficult to explain the delay to eager partners. 
We’ve used this development period to solidify 
those relationships and begin planning for the 
tool’s sustainability. 

We have yet to procure funds for the third 
activity under the plan, Activate the Primary Care 
Team. We were disappointed when a couple of 
grant opportunities did not pan out. However, in 

the end, we were glad to have the extra time to 
fully develop the other 2 components. 

We’ve spent 40 months working on LiveWell and 
in many ways, we are just getting started. In case 
you decide to take on a similar project in your own 
community, here are a few of our early learnings. 

All of our partners have a day job. It may be 
running a small fitness studio or a large community 
center. It may be as a public relations person for 
a hospital or a grocery store. At the end of the 
day, all have other responsibilities that must come 
before working on our community project. This is 
a challenging but understandable fact of life that 
must be figured into every decision we make. Just 
as the LiveWell tool is designed to make it easy to 
be healthy, we must make it easy to participate in 
LiveWell.

Your vision for the project may not be the same 
as your partners’, your Board’s, or your boss’s 
vision. Working through these differences can be 
messy and frustrating, but finding the common 
ground produces the best ideas and the strongest 
commitments. 

It’s just like remodeling a house or planning a 
wedding. Take any budget estimate and add 20 
percent. Keep a wish list and if you have money 
left over, you’ll know exactly where to spend it. 

Most importantly, be willing to be bold and to 
push yourself and your community. This is what 
keeps it interesting and worthwhile for your team 
and your partners. 

1. Levi J, Segal LM, St. Laurent R, Lang A, Rayburn J. F as in fat: 
How obesity threatens America’s Future 2012. Princeton, NJ: 
Trust for America’s Health/Robert Wood Johnson Foundation. 
2012.

2. DeJoy DM, Wilson MG, Goetzel RZ, Ozminkowski RJ, Wang 
S, Baker K, Tully K. Development of the environmental assess-
ment tool to measure organizational physical and social 
support for worksite obesity prevention programs. Journal of 
Occupational and Environmental Medicine. 2008;126-137.

3. McAndrews J, McMullen S, Wilson SL. Strategies for pro-
moting healthy lifestyles in your practice. Family Practice 
Management. 2011.
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T
he enactment of the Affordable Care Act 
(ACA) in March 2010 signaled one of the 
biggest changes to our health care system 
in recent history. Most significantly, the 

ACA offers access to health insurance to tens of 
millions of people. Access to health insurance 
has been shown to be one of the most significant 
factors in improving health outcomes for people.1 

The law also creates many policies and changes 
that shift our health care system from a tertiary 
prevention system, which is focused on treating 
late stages of diseases to prevent complications, 
to a more proactive system that focuses on 
preventing disease from occurring in the first 
place. The law also promotes screening to detect 
diseases at a more treatable stage in an effort to 
improve the health of the population. In addition, 
the ACA includes programs to support primary 
care and train more primary care clinicians—the 
health care professionals who comprise the 
foundation of preventive care. The important 
provisions in the ACA create a monumental shift in 
the way care is delivered in our country and hold 
the promise to positively impact the health of the 
population. 

At the American College of Physicians (ACP), 
the largest medical specialty organization and 
the second-largest physician group in the United 
States, we strongly support and recognize the 
important impact prevention can have on the 
health of the population. ACP members include 
137,000 internal medicine physicians (internists), 
related subspecialists, and medical students. 
Internal medicine physicians are specialists who 
apply scientific knowledge and clinical expertise 
to the diagnosis, treatment, and compassionate 
care of adults across the spectrum from health 
to complex illness. The College recognizes the 
important role prevention plays in keeping a 
population healthy and reducing the prevalence 

of disease. Traditionally, preventive 
services include health promotion 
activities that encourage a healthy 
lifestyle and prevent the onset of 
chronic diseases. They also include 
early detection efforts, screening, 
and disease management for those 
with existing disease and related 
complications. Our members know 
firsthand the important impact 
preventive services, such as tobacco 
cessation counseling, can have on 
a patient’s health outcome. ACP’s 
policy, education, and activities 
have long supported preventive 
services, public health, and 
improving access to care.

During the past 30 years there 
has been a dramatic increase in rates of chronic 
disease that threaten the health of our population. 
Chronic diseases such as heart disease, cancer, 
and diabetes are responsible for 7 out of every 10 
deaths among Americans each year and account 
for 75 percent of the nation’s health spending.2 In 
addition, data from 1976-1980 to 2007-2008 show 
that obesity prevalence increased from 15 percent 
to 34 percent among adults and from 5 percent 
to 17 percent among children and adolescents 
in the United States.3 Obesity is correlated with 

The ACA’s Promise of Prevention  
MICHELLE KLINE, MPH
Associate 

STEVEN WEINBERGER, MD, FACP 
Executive Vice President and CEO 
American College of Physicians
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icdisease/index.htm. Published September 30, 2013. Accessed 
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Published January 14, 2011. Accessed October 3, 2013. 
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type 2 diabetes, heart disease, hypertension, and 
many other chronic illnesses. Furthermore, studies 
have projected that between 2000 and 2030 the 
number of Americans with 1 or more chronic 
conditions is expected to increase 37 percent, an 
increase of 46 million people.4 Chronic diseases 
are often preventable and frequently manageable 
through preventive services such as early 
detection, screening, and treatment therapy. 

The health challenges faced by our population 
are due to a myriad of social, economic, and 
geographic causes. Prior to the passage of the 

ACA, many Americans did not have access to 
affordable health insurance coverage. Lack of 
health insurance is associated with lower quality of 
life, increased morbidity and mortality, and higher 
financial burdens.5 In 2010, the Census Bureau 
reported that 50.7 million people, or 16.7 percent 
of our population, were uninsured.6 Uninsured 
people generally receive much less medical care—
including preventive care and care for acute or 
chronic conditions—compared to insured people. 
Research estimates that 22,000 people died in 
2006 due to lack of health insurance.5 In addition, 
prior to the ACA many Americans did not get the 
preventive care they needed to stay healthy and 
avoid or delay the onset of disease. Nationally, 
Americans used preventive services at about half 
the recommended rate, often due to financial 
barriers, despite these services being proven 
to reduce the progression and complications 
of chronic diseases.7, 8 Cost-sharing such as 
deductibles, co-insurance, and copayments often 
reduces the likelihood that preventive services 
will be used, even among the insured.9 There 
was also a general concern about the shortage 
of primary care physicians and the issues patients 
face in accessing primary care services. Access 
to medical care in rural areas is often inadequate 
given local shortages of physicians, fewer health 
care resources, and barriers due to geography, 
such as transportation.10 Challenges in accessing 
preventive services and primary care have 
resulted in many Americans frequently becoming 
sicker than they should be, further resulting 
in complications due to advanced stages of a 
disease.11 

When the ACA was passed in 2010, our country 
was at a critical crossroads in the fight against 
chronic disease, preventable health challenges, 
and rising health care costs. At the time, our 
health care system was primarily focused on 
discovering treatments and cures for diseases, 
not on preventing them from occurring in the 
first place. Prevention is a central theme in the 
ACA, and many policies are aimed at increasing 

4. Anderson G. Chronic care: Making the case for ongoing care. 
Robert Wood Johnson Foundation. http://www.rwjf.org/en/
research-publications/find-rwjf-research/2010/01/chronic-
care.html. Published February 2010. Accessed October 3, 
2013. 

5. Dorn S. Uninsured and dying because of it: Updating the 
Institute of Medicine analysis of the impact of uninsur-
ance on mortality. Urban Institute. http://www.urban.org/
UploadedPDF/411588_uninsured_dying.pdf. Published 
January 2008. Accessed October 9, 2013. 

6. Wolf R. Number of uninsured Americans rises 50.7 mil-
lion. USA Today. http://usatoday30.usatoday.com/news/
nation/2010-09-17-uninsured17_ST_N.htm. Published 
September 17, 2010. Accessed October 9, 2013. 

7. McGlynn E, Asch S, Adams J, et al. The quality of health 
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2003;348:2635-45. http://www.nejm.org/doi/pdf/10.1056/
NEJMsa022615. Accessed October 3, 2013. 

8. National Center for Chronic Disease Prevention and Health 
Promotion. The power of prevention – Chronic disease … 
the public health challenge of the 21st century. Centers for 
Disease Control and Prevention. http://www.cdc.gov/chron-
icdisease/pdf/2009-power-of-prevention.pdf. Published 2009. 
Accessed October 3, 2013. 

9. Centers for Disease Control and Prevention. Gateway 
to health communication & social marketing practice. 
Resources for entertainment education content developers. 
http://www.cdc.gov/healthcommunication/ToolsTemplates/
EntertainmentEd/Tips/PreventiveHealth.html. Published 
June 12, 2013. Accessed October 3, 2013. 

10. National Association of Community Health Centers. 
Removing barriers to care: Community health centers in rural 
areas.  http://www.nachc.com/client/documents/Rural%20
Fact%20Sheet%20-%20November%202011.pdf. Published 
November 2011. Accessed October 3, 2013. 

11. Abrams M, Nuzum R, Mika S, Lawlor G. Realizing health 
reform’s potential - How the Affordable Care Act will 
strengthen primary care and benefit patients, providers, 
and payers. The Commonwealth Fund. http://www.com-
monwealthfund.org/~/media/Files/Publications/Issue%20
Brief/2011/Jan/1466_Abrams_how_ACA_will_strengthen_pri-
mary_care_reform_brief_v3.pdf. Published January 2011. 
Accessed October 3, 2013. 
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benefits/. Accessed October 3, 2013. 

15. Stewart A, Richardson O, Cox M, Hayes K, Rosenbaum S. 
The Affordable Care Act: US vaccine policy and practice. 
Department of Health Policy School of Public Health and 
Health Services, The George Washington University Medical 
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access and utilization rates of preventive services 
to improve the health of the population. Through 
the expansion of health insurance coverage to 
as many as 30 million people, it is expected that 
the population will have improved access to care 
and preventive services which may help prevent 
thousands of preventable deaths and injuries.12 
Screening tests and preventive services—such as 
counseling, immunizations, and medications to 
prevent illness—have the potential to help people 
live longer, avoid disease and disability, and be 
healthier. Evidence shows the power of prevention 
and its ability to improve health and potentially 
reduce health care spending (although cost savings 
has commonly been debated13). Researchers and 
health care professionals have designed, tested, 
and implemented numerous effective programs 
and policies for chronic disease prevention 
and control at national, state, and local levels. 
These programs and policies are focused on an 
appropriate target population at a low cost, with 
a significant return on investment. In addition to 
the financial return on investment, many programs 
and policies have resulted in an increased gain 
in worker productivity, reduced absenteeism at 
work and school, and enhanced quality of life.13 
The ACA brings many of these evidence-based 
preventive programs and policies to the forefront 
of our health care system. 

Another way the ACA aims to address 
prevention issues is through reforming insurance 
plans. The ACA requires all marketplace plans 
(including high-deductible and catastrophic 
plans) and many other plans, including Medicare, 
to cover a range of preventive services without 
cost-sharing for the beneficiary. The law requires 
Medicare and new private plans to waive cost-
sharing and cover all evidence-based preventive 
services that are rated “A” or “B” by the US 
Preventive Services Task Force (USPSTF) that 
are indicated and appropriate for the individual. 
Examples of covered preventive services include 
obesity screening and counseling, tobacco use 
screening, and blood pressure screening. Covered 

services are focused both on preventing the onset 
and advancement of diseases,14 in the hope that 
patients will take advantage of the recommended 
services without the barrier of cost. In addition, the 
law requires that private plans cover immunizations 
that are recommended by the Advisory Committee 
on Immunization Practices (ACIP) without cost-
sharing requirements. Medicare beneficiaries 
are also covered for an annual wellness visit and 
will be provided with a personalized prevention 
plan, which will incorporate USPSTF and ACIP 
recommendations.15 The ACA encourages states to 
expand this same preventive coverage for Medicaid 
beneficiaries. Due to these important insurance 
reforms included in the ACA, many patients will no 
longer face financial barriers to accessing evidence-
based preventive care services.16 

Beyond changes to the insurance market, the 
ACA also creates changes to our health care 
system to promote prevention and improve the 
primary care workforce. The law created the 
Prevention and Public Health Fund, a mandatory 
fund for prevention and public health programs 
intended to provide a stable and increased 
investment in activities to promote prevention 
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in communities. Despite budgetary constraints 
which recently reduced the fund, it represents 
a crucial investment in preventive care and our 
nation’s long term health. This fund has invested 
in community prevention, clinical prevention, 
research and tracking, and public health workforce 
and infrastructure. It also created state eligible 
grants to support proven, effective disease 
prevention programs such as improving nutrition 
in schools, smoking cessation programs, and 
injury prevention programs.17 The ACA also 

creates financial incentives for 
primary care physicians. Patients 
rely on these doctors to access 
preventive care and screening 
tests. Research has demonstrated 
that the population’s health is 
better in areas with more primary 
care physicians, that people 
who receive care from primary 
care physicians are healthier, 
and that the characteristics of 
primary care are associated 
with better health.18 The ACA 
aims to improve the primary 
care workforce through various 

provisions including higher payments for primary 
care and the expansion of the National Health 
Service Corps (NHSC). The NHSC covers the cost 
of medical school for students willing to practice 
medicine in underserved areas and provides tax 
benefits to primary care providers in those areas.19 

These policies, along with other reforms 
included in the ACA, provide optimism for the 
future of our population’s health. Evidence of the 
ACA’s impact is premature because many of its 
provisions have yet to be fully implemented or 
are just beginning to become reality. However, 
research by the Office of the Assistant Secretary 
of Planning and Evaluation at the Department 
of Health and Human Services is promising. The 
study found that 71 million Americans received 
expanded coverage of 1 or more preventive 
services in 2011 and 2012 because of the 
passage of the ACA.20 The ACA expands the 
reach of insurance coverage and many preventive 
policies and programs to our entire country. 
The widespread impact of these more readily 

accessible services and new national initiatives 
provides an important opportunity for our 
population and holds promise for reducing the 
onset and progression of chronic disease. ACP 
recognizes the importance of wellness, prevention, 
chronic care management, encouraging changes 
in unhealthy behaviors, and encouraging patient 
responsibility for health and cost-consciousness. 
We look forward to a health system that 
appropriately places importance on primary care 
and evidence-based preventive services and 
interventions.

As we know, population health improvement is 
often easier said than done—true positive impact 
from these important policies will take time to 
realize and will depend on the collaborative work 
of health care professionals and patients. We are 
confident that we can work together to achieve 
improved health outcomes for the population. 
Physicians want to ensure that their patients have 
appropriate access to important and effective 
preventive care services and encourage their 
patients to take advantage of these important 
and potentially lifesaving benefits. As the ACA 
continues to be implemented and its impact 
is felt across our nation, ACP is optimistic that 
the preventive programs supported by the 
ACA, combined with the efforts of health care 
professionals and patients, can help achieve the 
promises of preventive care and improve the 
health of our population.
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has been a leading state in the 
past and has moved up in the 
rankings in recent years. How? By 
increasing public health funding, 
for example, and addressing 
the problem of preventable 
hospitalizations.

When policymakers at the 
state level realize these rankings 
measure progress and areas that 
need improvement, they can pay 
attention to the measure and use 
the tools available to improve the 
health of their communities. One 
essential way to improve health 
in any state is to expand health 
insurance coverage.

The rankings spur us to avoid 
lost opportunities to transform the 
health of the nation. Populations with lower rates 
of insurance coverage simply will not have the level 
of positive health outcomes as those with higher 
rates of insurance coverage. 

The good news is that we know coverage 
works. When people have access to care, they are 
healthier at a much lower individual cost. And in 
the long run, as we improve access to preventive 
care, coordination of care, patient safety and 
address the social determinants of health, we will 
have a health system that delivers better value for 
our health dollar. 

America’s Health Rankings® gives us all a close 
look at some very definable ways to better our 
nation. By looking at such measures as high 
school graduation rate, availability of primary care 
physicians, prevalence of binge drinking, violent 
crime rate, and diabetes prevalence, the rankings 
gives each state a clear picture of its strengths and 
weaknesses. Even the lowest-performing states do 
well in some areas. What’s encouraging is that in 
this time of great change to our health system, we 
are better prepared than ever to understand how 
to help when it comes to better health for all of us.

I urge you to use these rankings as a roadmap 
for improving health.

More so today than at any other point in our 
nation’s history, we have an extraordinary 
opportunity to improve people’s health.

In this, the 24th year of America’s Health 
Rankings® our policymakers can use the document 
as a tool to truly look at the impact of the national 
effort to ensure we have a health system with 
everyone included and no one excluded. We now 
know the impact of insurance coverage and the 
importance of access to care. Scientific evidence 
continues to show us that where we live, work, and 
play have a tremendous impact on how healthy we 
are, and also that entire communities benefit when 
each person has the same opportunities when it 
comes to prevention. 

When Oregon expanded its state Medicaid 
program by 10,000 residents in 2008, at a time 
when 90,000 additional people wanted to enroll, 
that gave us a unique opportunity to find out how 
expanding coverage impacted people’s health. 
In the first year of the expansion, a study found 
that people with Medicaid coverage not only were 
accessing more health care but also were reporting 
better physical, mental, and financial health than 
those who did not have coverage. Researchers 
then found, 2 years into the expansion, that rates 
of depression dropped by 30 percent among 
those with coverage. That is a wake-up call to 
our policymakers. Simply put, coverage improves 
health.

Research has shown us that 20,000-45,000 
Americans die prematurely each year because they 
do not have health insurance. That equates to the 
loss of one person every 12 minutes. Needlessly.  
Because that person lacked insurance coverage.

The state of Massachusetts has shown us what 
we can do if we put our minds to it in terms 
of coverage and improving the health of the 
population. By seeking to cover every resident, the 
state expanded its insurance rolls by hundreds of 
thousands and has achieved getting 98 percent of 
adults and virtually 100 percent of children covered 
by health insurance.

What America’s Health Rankings® does is show 
us which states are doing things well and which 
states are improving. Vermont, for example, 

GEORGES BENJAMIN, MD
Executive Director
American Public Health Association

Health Insurance Leads to Healthy People
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Commentaries

For 24 years, many of us have 
looked forward to America’s 
Health Rankings®, a state-by-state 
and national assessment of how 
our nation is performing in health. 
Each state has its own report 
card to compare with other 
states. We are interested to see 
how states are doing collectively 
and compared to one another 
in health-related categories, the 
progress made from one year to 
the next, and the areas that states 
can focus on to improve health. 
Year after year, the Rankings 
remind us that some states are 

healthier than others, that numerous factors 
contribute to health, and most importantly, that 
we can improve our health status.

Like the state-by-state comparisons in America’s 
Health Rankings,® recent reports comparing 
the United States to other countries highlight 
the potential for us to do better. Early this year, 
the National Research Council and the Institute 
of Medicine published a report, US Health in 
International Perspective: Shorter Lives, Poorer 
Health, which notes that despite improvement 
in life expectancy and health over 100 years, 
Americans live shorter lives and experience more 
illness and injuries compared to people in other 
high-income countries. Similarly, an August 14 
article in JAMA documents that despite progress 
in improving health in the United States from 1990 
to 2010, and despite higher per capita spending 

Improving Health Rankings  
through Evidence-Based Prevention 

EDUARDO SANCHEZ, MD, MPH, FAAFP 
Chairman
Partnership for Prevention

on health care in this country, America has not kept 
pace with health improvements in comparable 
countries. The authors go on to suggest that public 
health programs and action in multiple sectors 
to address risks such as diet, physical inactivity, 
tobacco use, alcohol use, and air pollution might 
be the best approach to continue improvements in 
the United States.

Partnership for Prevention is proud to be a 
partner with United Health Foundation and the 
American Public Health Association in releasing 
America’s Health Rankings,® which show us 
not only that some states have achieved better 
health status than others, but also which states 
are making progress or losing ground in different 
areas. The Rankings can be and have been used 
by concerned citizens and organizations to 
improve health behaviors, support the adoption of 
evidence-based policies and programs, and make 
the case for implementation and funding.

Measurement and reporting are key 
components of a successful strategy to improve 
health. America’s Health Rankings® provides 
user-friendly information not only on health 
outcomes, but also on many socioeconomic 
and environmental determinants of health. This 
information on health outcomes and determinants 
complements a growing evidence base regarding 
what works to improve health and prevent disease. 
Using the Rankings, together with information 
about effective policies, effective programs, and 
health disparities among population groups, states 
can identify targets for improvement and measure 
their progress from one year to the next. 
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Partnership for Prevention is proud to be 
an organization that works every day to make 
evidence-based disease prevention and health 
promotion a priority for public and private 
decision-makers and everyone else who cares 
about the health of Americans in every state and 
territory. Broadly, we help identify what works 
to promote health and prevent disease, we 
disseminate information on effective strategies, 
and we advocate for change to improve health 
in America. More specifically, our current work 
includes research, dissemination, and coalition-
building activities in several important areas: 
tobacco control, childhood obesity, sexual health, 
clinical and community preventive services, and 
aspirin for prevention.

Partnership supported a prevention focus 
in the health reform discussion that led to the 
Affordable Care Act, and we continue to believe 
that prevention is the best reform. Components of 
the Affordable Care Act that promote health and 
evidence-based prevention hold great promise to 
improve the health of people in every state and 
territory, as well as Washington, DC. 

The importance of America’s Health Rankings® 
as a report card on the health of Americans can 
only grow. Partnership for Prevention applauds the 
release of the 2013 results, and we look forward 
to an ongoing collaboration with government 
agencies, the nonprofit sector, and the private 
sector to improve the health of all Americans. 

Americans live 
shorter lives and 
experience more 
illness and injuries 
compared to 
people in other 
high-income 
countries.
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At americashealthrankings.org, you can fi nd information about the health of your 
state compared to other states, which measures have the greatest impact on your state’s 
health ranking, how various measures relate to each other, and how health varies among 
different groups within your state. When you are informed, click on Take Action to see what 
you can do to help make change happen.

Americashealthrankings.org/newsletterfacebook.com/AmericasHealthRankingstwitter.com/AHR_Rankings

Become informed and take action

Learn how health 
varies within your 
state by educational 
attainment, race/
ethnicity, gender, 
income, age, and 
urbanicity.

Discover which health 
measures infl uence your 
state rank the most—both 
positively and negatively.

Explore measures that are 
related to each other and 
understand how together 
they impact health.

Keep up with America’s Health Rankings® via Facebook and Twitter and by subscribing to our newsletter. 
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