Coronary Heart Disease

Definition:  Decreased flow of blood through the coronary arteries, usually caused by atherosclerosis. This results in a decreased oxygen supply to the heart muscle and can cause reduced function of the heart muscle and destruction of heart muscle cells (myocardial infarction or “heart attack.”) ICD-10 codes I20-I25.

Summary

In Washington State during 2000 – 2002 combined, age-adjusted death rates from coronary heart disease were higher among African Americans and lower among Asians and Pacific Islanders compared to whites. Rates were also lower among Hispanics compared to non-Hispanics. Death rates in Washington increased as the proportion of the population that completed college decreased and as the proportion living in poverty increased. All of these findings are similar to those seen nationally. National studies suggest that an individual’s socioeconomic status—measured by occupation, education, and income level— explains a great deal of the racial disparity in coronary heart disease death.
 In addition to individual factors, neighborhood characteristics also play a role. People living in lower socioeconomic areas are at increased risk, due in part to lack of neighborhood infrastructure that supports access to healthy foods, opportunities for physical activity, and availability of social, preventive, and emergency medical services.
, 

Rates

Race and Ethnicity
In Washington State, age-adjusted death rates from coronary heart disease for 2000 – 2002 combined were higher among African Americans and lower among Asians and Pacific Islanders compared to whites. Rates were also lower among Hispanics compared to non-Hispanics. The pattern for coronary heart disease deaths by race and ethnicity in Washington is similar to that in the nation as a whole.
 The death rate from heart disease for American Indians and Alaska Natives in Washington is much higher than for this group nationally. Death rates for other racial and ethnic groups are lower than the corresponding U.S. rates.
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Education

To assess the association between coronary heart disease and education, we assigned an educational level to each person who died of coronary heart disease based on the percent of people age 25 and older with a college education in the census tract in which the decedent resided at death. (See Appendix A, Education.) In Washington for 2000 – 2002 combined, the age-adjusted death rate from coronary heart disease decreased as the percent of college graduates increased. 
A number of studies have demonstrated that individuals with low educational attainment are more likely to report factors that put them at risk for heart disease, such as smoking, obesity, hypertension, and poor diet.
 Lower educational attainment is also associated with poor access to health care, poorer quality of medical treatment, and lower adherence to medical recommendations.
 Neighborhood characteristics also play a role. Neighborhoods in which persons have relatively low levels of formal education are unlikely to have the necessary tax base to support community infrastructure, including stores that stock fresh produce and other heart-healthy foods and sites for exercise and recreation. This makes it difficult for individuals to practice behaviors necessary to achieve good cardiovascular health.
 A weak tax base may also limit the availability of preventive and emergency medical services.
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Poverty

To study the link between poverty and coronary heart disease, we measured poverty as the percent of the population that lived at or below the federal poverty level in the census tract in which the decedent resided at death. (See Appendix A, Poverty.) In Washington during 2000 – 2002 combined, the rate of coronary heart disease mortality increased as the percent of people living in poverty increased. These results are consistent with findings from national studies, which link increased cardiovascular mortality to lower income levels and poverty.
,
,
,
 Increased coronary heart disease mortality for those in poverty is associated with poor health behaviors,
 increased exposure to occupational and environmental risk factors,
 and poor access to medical care.
 In addition, people living in neighborhoods with higher levels of poverty may lack social support and may experience increased levels of frustration and stress related to the social distribution of power and resources.
 As with education, high-poverty neighborhoods generally lack a tax base to support community infrastructure that encourages activities that prevent coronary heart disease.7
[image: image3.emf]Coronary Heart Disease, Mortality Rates

By Percent in Poverty

Washington State, 2000-2002

180

157

147

134

0 50 100 150 200 250

0 - 4.9

5 - 9.9

10 - 19.9

20+

Age-adjusted rate per 100,000


Trends
The rate of coronary heart disease mortality in the United States has declined dramatically since the mid-1960s. The rate continued to drop through the 1990s, though more slowly than previously.
 This decrease was observed nationally in all racial groups. Similarly, the rate of coronary heart disease deaths decreased in most racial and ethnic groups in Washington from 1990 to 2002. While Asians and Pacific Islanders had consistently lower coronary heart disease death rates than whites during this period, mortality for both groups decreased at a similar rate: 3% per year for whites and 2% per year for Asians and Pacific Islanders. Prior to 1994 – 1996, the coronary heart disease death rate for African Americans decreased more rapidly than that of whites, at a rate of nearly 5% per year, but the decrease has leveled off. Rates for Hispanics and non-Hispanics decreased about 5% and 3% each year during this period, respectively. 
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Interventions

The Guide to Community Preventive Services
 recommends several evidence-based interventions within the health care system to eliminate health disparities, including programs to recruit and retain staff who reflect the cultural diversity of their communities, use of interpreter services or bilingual providers, provision of cultural competency training for health care providers, use of linguistically and culturally appropriate health education materials, and support for culturally specific health care settings. These strategies to eliminate differences in the quality of medical care for persons in a diversity of racial and ethnic groups can be combined with other efforts to improve the quality of health care overall as well as with interventions that address individual and community-level prevention strategies, some of which are discussed in the Coronary Heart Disease chapter in the 2002 Health of Washington State.
For More Information

Coronary Heart Disease Chapter, 2002 Health of Washington State, http://www.doh.wa.gov/HWS/doc/CD/CD_HRT.doc.
Department of Health Heart Disease and Stroke Prevention Program. Telephone: (360) 236-3792
Data Sources (For additional detail, see Appendix B.)
State death data: Vital Registration System Annual Statistical Files, Washington State Deaths 1980-2002 CD-ROM issued November 2003.

Population data for race and ethnicity: U.S. Census for 1990; National Center for Health Statistics bridged race population counts for 2000, 2001 and 2002; Public Health – Seattle & King County 
intercensal interpolations for 1991 – 1999, EPE Unit, February 2003.

Population data for education and poverty: U.S. Census 2000 Summary File 3, Tables P37 and P87 available through American Fact Finder. Downloaded December 2003.
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