CHAPTER 6

THE STATUS OF WOMEN IN THE STATES: 2015

Health & Well-Being

Introduction

Health is a critical component of women’s economic secu-
rity and overall well-being. Poor health can pose obstacles
to women’s financial stability, educational attainment, and
employment, just as good health can enable women to
thrive in each of these areas of life. Multiple factors shape
women’s health status, including genetics and behaviors.
‘The environments where women live and work also play a
role: structural factors such as economic insecurity, access
to affordable health care, poor housing quality, lack of
safety, inadequate access to healthy food (World Health
Organization 2008), and racism (Williams 1999) all
influence women’s health and their likelihood of experi-

encing health problems.

'This chapter provides data on women’s health status in
the United States, beginning with a Composite Index

of women’s health that includes nine indicators covering
chronic disease, sexual health, mental health, and physical
health. It analyzes data on additional aspects of women’s
health, including behavioral measures such as smoking,
exercise, and diet, and preventive health care measures
such as mammograms, pap tests, and screenings for HIV.
In addition, the chapter examines how women’s health
status has improved or declined in these areas in recent
years. It also notes places where women’s health status
varies by race/ethnicity and age and examines the health
status of those who identify as a sexual minority.

The Health & Well-Being
Composite Score
The Health & Well-Being Composite Index compares the

states’ performance on nine component indicators: mortal-
ity rates from heart disease, breast cancer, and lung cancer;
incidence of diabetes, chlamydia, and AIDS; average
number of days per month that mental health is not good;
average number of days per month that activities were
limited due to health status; and suicide mortality rates.
Composite scores ranged from a high of 2.81 to a low of

Best and Worst States on
Women’s Health & Well-Being

State Rank Grade
Minnesota 1 A-
Hawaii 2 B+
North Dakota 3 B+
Utah 4 B
Nebraska 5 B
Mississippi 51 F
Alabama 50 F
Louisiana 49 F
District of Columbia 48 F
Arkansas 47 D-
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B Mississippi ranks last among all states and the District
of Columbia for women’s health. It has the worst
ranking on mortality from heart disease, and the
second to worst ranking on the percentage of women
with diabetes. The state also ranks in the bottom ten
for mortality from breast cancer, the average number
of days per month on which health status limited

1.20, with the higher scores reflecting stronger perfor-
mance in the area of women’s health and corresponding
with higher letter grades (Table 6.1). For information
on how the composite scores were calculated and grades

determined, see Appendix A6.

B Minnesota ranks first in the nation on the Composite

Index of Women’s Health & Well-Being. The state

has the lowest female mortality rate from heart disease
and ranks in the top ten on all other component
indicators except for lung cancer and suicide mortality
rates and incidence of AIDS, for which the state ranks
11th, 12th, and 30th, respectively. In the 2004 Szatus of

women’s activities, incidence of AIDS and chlamydia,
and poor mental health.

"The best ten states for women’s health are all in the
Western, Northeastern, or Midwestern parts of the
country. In addition to Minnesota, the best-ranking

states include Colorado, Connecticut, Hawaii, Iowa,
Massachusetts, Nebraska, North Dakota, Utah, and

Vermont.

Women in the States report, Minnesota ranked second
in the nation, behind Utah.

Map 6.1. Health & Well-Being Composite Index

Top Third (19)
B Middle Third (16)
B Bottom Third (16)

Note: For sources and methodology, see Appendix A6.
Calculated by the Institute for Women'’s Policy Research.
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Table 6.1.
How the States Measure Up: Women’s Status on the Health & Well-Being Composite Index and Its Components

Rate of
Heart Lung Breast Reported
Disease Cancer Cancer Incidence of Cases of Incidence of | Poor Mental Suicide Limited
Composite Index Mortality Mortality Mortality Diabetes Chlamydia AIDS Health Mortality Activities

State Score | Rank | Gr: Rate | Rank | Rate | Rank | Rate | Rank rcent | Rank te Rank | Rate | Rank | Days | Rank | Rate | Rank | Days | Rank
Alabama 1.23 50 F 184.3 50 2.3 32 219 31 14.1% 51 849.5 47 5.6 37 5.6 51 B3 20 59 47
Alaska 2.09 27 C 100.9 3 42.8 43 189 6 6.6% 2 11133 50 2.0 20 3.9 11 8.5 45 4.6 23
Arizona 2.08 28 C- 112.6 8 30.7 6 19.7 14 10.0% 28 666.2 35 1.4 11 4.5 32 7.9 43 5.2 40
Arkansas 1.41 47 D- 1736 48 443 47 219 31 10.5% 39 755.3 43 2.0 20 5.5 50 6.4 35 5.9 47
California 2.30 17 T 122.1 22 28.5 5 20.6 25 10.2% 33 588.1 26 2.3 26 4.2 23 4.6 ) 4.7 28
Colorado 2.57 6 B 102.3 4 275 4 194 11 5.9% 1 554.8 19 2.0 20 4.0 13 8.7 46 3.8 4
Connecticut 2.52 7 B- 1219 21 335 12 192 10 7.6% 8 500.4 11 5.2 36 3.9 11 4.2 7 4.1 9
Delaware 1.91 34 D+ 1375 32 420 41 221 34 11.2% 43 785.6 44 7.9 45 4.1 18 5.5 20 4.4 18
Qustrit of 137 48 F 1668 45 342 14 291 51 85% 18 11978 51 476 51 38 8 31 1 43 14
Florida 2.00 32 c- 1176 18 357 17 203 20 10.1% 30 574.4 25  10.1 47 4.7 41 6.5 37 5.1 37
Georgia 1.83 38 D 144.2 36 35.7 17 222 36 11.7% 45 721.2 40 14.8 50 4.1 18 5.0 13 4.8 31
Hawaii 2.76 2 B+ 98.2 2 251 2 148 1 8.4% 17 673.0 36 0.8 6 3.1 1 5.3 17 4.1 9
Idaho 2.33 14 C+ 116.7 14 315 8 201 17 7.3% 7 487.4 9 0.6 4 4.5 32 8.1 44 4.4 18
lllinois 2.18 23 C 136.9 29 39.2 31 22.8 45 10.2% 33 698.1 39 3.7 31 4.1 18 3.9 5 4.0 8
Indiana 1.86 37 D+ 147.7 38 42.2 42 22.0 33 10.3% 36 611.8 28 2.5 29 4.9 44 5.8 27 4.9 32
lowa 2.45 10 B- 1325 28 36.5 22 19.6 13 9.4% 25 509.5 14 1.5 13 3.5 5 5.3 17 3.7 2
Kansas 2.30 17 C+ 1245 23 384 30 205 23 9.3% 24 573.8 24 1.7 16 3.8 8 5.8 27 4.2 12
Kentucky 1.50 43 D- 1628 43 54.4 51 224 38 10.6% 40 543.8 17 2.1 23 5.4 49 6.1 32 5.7 46
Louisiana 1.31 49 F 170.8 47 41.7 40 24.3 50 12.8% 48 904.7 49 14.0 49 4.9 44 5.2 15 5.5 44
Maine 2.30 17 C+ 116.7 14 44.0 46 17.7 3 8.9% 22 354.1 2 1.7 16 4.4 30 6.5 37 4.6 23
Maryland 2.12 26 (¢} 139.0 &3 36.1 19 225 89 10.0% 28 627.8 29 13.7 48 4.0 13 &5 3 4.3 14
Massachusetts 2.48 9 B- 1102 7 379 28 19.1 8 8.1% 11 462.7 7 6.1 40 4.2 23 4.1 6 4.3 14
Michigan 1.87 36 D+ 160.4 42 41.2 36 22.1 34 9.7% 26 636.9 32 2.4 28 4.6 36 5.0 13 4.9 32
Minnesota 2.81 1 A- 89.3 1 33.4 11 19.1 8 7.0% 4 478.4 8 2.6 30 3.4 4 4.9 12 3.8 4
Mississippi 1.20 51 F 191.7 51 41.2 36 239 49 13.7% 50 825.5 46 7.2 43 5.0 47 B3 20 59 47
Missouri 1.75 41 D 155.8 41 444 48 226 41 10.2% 33 628.6 30 2.1 23 4.5 32 6.4 35 5.2 40
Montana 2.16 25 (03 116.6 13 36.4 21 20.4 21 7.0% 4 540.0 16 0.5 3 4.0 13 10.8 51 4.6 23
Nebraska 2.58 5 B 117.1 16 34.8 16 202 18 8.3% 14 529.9 15 1.1 9 35 5 4.7 10 3.8 4
Nevada 1.76 40 D 147.0 37 41.6 39 22.7 42 8.5% 18 598.3 27 4.2 34 4.6 36 €)1l 47 5.0 35
New 2.43 11 B- 1174 17 411 35 197 14 7.9% 10 327.2 1 1.3 10 4.2 23 5.7 25 4.4 18
Hampshire

New Jersey 2.39 13 C+ 137.4 31 33.6 13 23.4 47 8.3% 14 457.4 6 6.9 42 3.7 7 32 2 4.2 12
New Mexico 1.93 33 D+ 1182 19 262 3 187 4 10.7% 41 858.0 48 0.9 7 4.3 27 10.0 50 5.2 40
New York 2.03 30 C- 155.0 40 34.2 14 21.0 27 10.9% 42 639.4 33 8.5 46 4.3 27 3.6 4 4.5 22
North Carolina 1.91 34 D+ 131.2 26 376 26 214 29 11.3% 44 743.0 42 5.9 39 4.3 27 5.8 27 5.0 35
North Dakota 2.70 3 B+ 116.1 11 315 8 17.4 2 7.8% © 559.2 21 0.4 2 3.2 2 5.7 25 S5 1
Ohio 1.81 39 D 150.7 39 43.6 45 23.2 46 10.3% 36 648.9 34 2.3 26 4.6 36 5.3 17 5.1 37
Oklahoma 1.42 46 D- 1827 49 457 49 234 47 10.1% 30 678.7 38 2.1 23 4.9 44 7.3 41 5.6 45
Oregon 2.17 24 c 102.6 5 393 32 202 18 8.7% 20 504.5 12 1.4 11 4.7 41 7.6 42 5.1 37
Pennsylvania 2.02 31 C- 143.6 35 37.4 25 225 39 10.1% 30 545.8 18 5.6 37 4.6 36 5.2 15 4.6 23
Rhode Island 2.19 21 C 131.3 27 412 36 19.0 7 8.2% 13 561.6 22 3.8 32 4.4 30 4.4 8 4.9 32
South Carolina 1.63 42 D- 1407 34 381 29 227 42 13.4% 49 787.3 45 7.2 43 4.7 41 6.0 31 5.3 43
South Dakota 2.43 11 B- 116.0 9 36.5 22 21.1 28 9.2% 23 673.0 36 0.6 4 3.2 2 6.2 33 3.8 4
Tennessee 1.44 45 D- 162.8 43 43.4 44 22.3 37 12.0% 46 636.6 31 4.8 35 4.6 36 5.8 30 6.5 51
Texas 2.08 28 C- 136.9 29 31.8 10 20.5 23 10.4% 38 739.2 41 6.6 41 4.1 18 4.8 11 4.7 28
Utah 2.60 4 B 121.8 20 15.6 1 204 21 6.8% 3 355.8 3 1.7 16 4.2 23 9.1 47 3.7 2
Vermont 2.49 8 B- 1165 12 399 34 188 5 7.1% 6 415.8 5 0.0 1 4.1 18 6.3 34 4.1 9
Virginia 2.19 21 Cc 128.3 25 36.5 22 21.7 30 9.7% 26 556.3 20 4.0 ES) 3.8 8 5.5 20 4.7 28
Washington 2.33 14 C+ 108.3 6 36.1 19 19.7 14 8.1% 11 505.1 13 1.6 14 4.5 32 6.6 40 4.6 23
West Virginia 1.49 44 D- 167.1 46 46.7 50 22.7 42 12.6% 47 385.5 4 1.8 19 6.3 48 6.5 37 6.0 50
Wisconsin 2.32 16 C+ 125.0 24 378 27 20.8 26 8.3% 14 570.5 23 1.6 14 4.0 13 5.6 24 4.3 14
Wyoming 2.29 20 C+ 116.0 G 314 7 19.4 11 8.7% 20 491.6 10 0.9 7 4.0 13 9.2 49 4.4 18
United States 136.1 36.3 21.3 10.0% 623.1 4.8 4.3 5.4 4.8

Notes: For purposes of comparing with earlier IWPR Status of Women in the States reports, the median has been calculated for all 50 states and the District of Columbia for incidence of diabetes (9.7%), poor
mental health (4.2 days), and limited activities (4.6 days). Data on heart disease, lung cancer, breast cancer, chlamydia, and suicide mortality are for women of all ages; data on diabetes, poor mental health,
and limited activities are for women aged 18 and older; and data on AIDS are for women aged 13 and older. State-level INPR data on men’s health are available at .
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B States in the South have the lowest composite scores
on women’s health status (Map 6.1). Alabama,
Arkansas, Kentucky, Louisiana, Mississippi, South
Carolina, Tennessee, and West Virginia rank among
the bottom ten states. The District of Columbia and
Oklahoma are also in the bottom ten.

B One state—Minnesota—received an A- on the
Composite Index of Health & Well-Being. Hawaii
and North Dakota received a B+. Four jurisdictions—
Alabama, the District of Columbia, Louisiana, and
Mississippi—received grades of F. For information on
how grades were determined, see Appendix A6.

Trends in Health & Well-Being

In the United States overall, women’s health status has
improved in some areas and declined in others. Women’s
mortality rates from heart disease, lung cancer, and
breast cancer have decreased since the publication of
IWPR’s 2004 Status of Women in the States report, as has
the incidence of AIDS among female adolescents and
adults. Women’s incidence of chlamydia and diabetes,
however, have increased IWPR 2004; Table 6.1). In
addition, the average number of poor mental health days
per month, suicide mortality rate, and average number
of days per month of limited activities have also gone up
for women.

B On the composite score for women’s health, only
the District of Columbia and 10 states—California,
Colorado, Connecticut, Delaware, Florida, Kentucky,
Maine, Nebraska, New Jersey, and Texas—have
improved in their scores. Delaware and California ex-
perienced the largest gains, with scores that increased
by 8.5 and 7.0 percent, respectively. Both states moved
up in the rankings on the Composite Index since the
2004 data release; Delaware moved up from 45th place
to 34th, and California from 29th place to 17th.

B Among states whose composite scores have declined,
Alabama and Tennessee experienced the biggest losses,
with scores that decreased by 27.6 and 25.4 percent.
Both states slid down in the rankings since the 2004
data release; Alabama fell from 46th to 50th place, and
Tennessee moved down from 38th to 45th place.

What Has Improved

B Nationally, the rate of heart disease among women of
all ages declined 36 percent between 2001 and 2013,
from 211.5 to 136.1 per 100,000." All states in the
nation have experienced a decrease, with the biggest
declines in Florida and California (40 percent each),
New Hampshire (39 percent), and Maine, Alaska,
New York, and Massachusetts (38 percent each;
IWPR 2004 and Table 6.1).

B 'The lung cancer mortality rate among women of all
ages in the United States declined between 2001 and
2013 from 41.0 per 100,000 to 36.3 per 100,000, or
about 11 percent. The states experiencing the greatest
declines are in the West: California (26 percent),
Nevada (24 percent), Washington (23 percent), Wy-
oming (21 percent), and Arizona (20 percent). Eight
states had a higher female lung cancer mortality rate
in 2013 than in 2001, including South Dakota (their
rate increased by 15 percent), Vermont and Wisconsin
(their rates increased by four percent), and Kentucky,
Towa, Arkansas, Alabama, and Oklahoma, which
experienced smaller increases (IWPR 2004; Table 6.1).

B 'The female breast cancer mortality rate in the United
States overall decreased 20 percent between 2001 and
2013, from 26.5 per 100,000 to 21.3 per 100,000.
Every state in the nation experienced a decline, with
the largest improvements in Vermont (which had a
32 percent drop in its mortality rate), North Dakota
(a 31 percent decline), Massachusetts (a 29 percent
decrease), and Maine and Rhode Island (which had 28
and 27 percent declines, respectively; IWPR 2004 and
Table 6.1).

B Between 2001 and 2012, the incidence of AIDS
among adolescent and adult women aged 13 years and
older decreased 47 percent nationally, from 9.1 per
100,000 to 4.8 per 100,000. Nine states—Arizona,
Connecticut, Delaware, Florida, Hawaii, New Jersey,
New York, South Dakota, and Vermont—experienced
a decline of 50 percent or more in their female AIDS
incidence rate. All but nine states—Alaska, Georgia,
Towa, Kansas, Louisiana, Minnesota, North Dakota,
Utah, and Wyoming—experienced a decrease in their
AIDS incidence rate among women during this time

(IWPR 2004; Table 6.1).

! Heart disease, breast cancer, and lung cancer data are three-year averages (1999-2001 and 2011-2013).
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What Has Worsened

B Across the 50 states and the District of Columbia,
the median percentage of women aged 18 and older
who have ever been told they have diabetes increased
between 2001 and 2013 from 6.5 percent to 9.7 per-
cent, an increase of about 49 percent during this time
period (IWPR 2004; Table 6.1).? Arizona experienced
the greatest rise in its diabetes incidence rate among
women, from 4.9 percent of women with diabetes in
2001 to 10.0 percent in 2013, a 104 percent increase.
Montana had the smallest increase, from 6.2 percent
to 7.0 percent, about a 13 percent increase.?

'The rate of reported cases of chlamydia among women
of all ages in the United States increased 37 percent
between 2002 and 2013, from 455.4 to 623.1 cases
per 100,000 (IWPR 2004; Table 6.1). The rate of
increase varies widely among states. North Dakota
had the largest increase at 118 percent (from 256.8 to
559.2 cases per 100,000), followed by Massachusetts
(an 86 percent increase, from 248.5 to 462.7 cases

per 100,000) and Arkansas (a 78 percent increase,
from 425.0 to 755.3 cases per 100,000). Georgia,
Connecticut, Colorado, Hawaii, and Mississippi had
the smallest increases. According to the Centers for
Disease Control and Prevention (2014f), increases in
rates of reported cases of chlamydia may stem from an
increase in screenings, the use of more sensitive tests,
and more complete reporting, as well as from increases
in the rate of infection.

'The median number of days per month on which
women aged 18 and older in the United States overall
report experiencing poor mental health increased from
3.8 to 4.2 between 2000 and 2013, or about 11 percent
(IWPR 2004; Table 6.1) . Only four jurisdictions—the

District of Columbia, New Mexico, Virginia, and
Waisconsin—improved on this indicator during this
time period. Oklahoma and Alabama experienced the
largest increase in the average number of poor mental
health days, followed by Arizona, Arkansas, and

Louisiana.

'The suicide mortality rate among all women increased
35 percent between 2001 and 2013, from 4.0 per
100,000 to 5.4 per 100,000. Every state in the nation
experienced an increase during this time period. The
suicide mortality rate of the District of Columbia,
which had the lowest rate in 2001, more than doubled
between 2001 and 2013, from 1.3 per 100,000 to 3.1
per 100,000, but the District still retained its best
ranking. Montana (which ranked 42nd in 2001) also
saw an especially large increase, from 5.7 to 10.8 per
100,000, which is double the national average. Other
states with the biggest increases include South Dakota
(their rate grew from 3.6 to 6.2 per 100,000), Iowa
(their rate grew from 3.1 to 5.3 per 100,000), and
Vermont (their rate grew from 3.7 to 6.3 per 100,000).
States with the smallest increases include Alaska, New
Jersey, Hawaii, Georgia, and Maryland IWPR 2004;
Table 6.1).

Nationwide, the median number of days per month
on which women aged 18 and older reported that
their activities were limited by their mental or physical
health status increased between 2000 and 2013

from 3.5 to 4.6, or about 31 percent. Nebraska and
Kentucky experienced small improvements on this
indicator; all other states and the District of Columbia
experienced a decline. Women in Tennessee, Missouri,
Mississippi, and Virginia had the largest increases

in their self-reported number of days with activity

limitations per month (IWPR 2004; Table 6.1).

2 In IWPR’s 2004 Status of Women in the States report, the U.S. totals for diabetes, poor mental health, and limited activities were reported as the median rather
than the average; state data on these indicators were reported as averages. For comparison purposes, the U.S. totals on these indicators given in this section are
also medians.

3 Data collection procedures for the Behavioral Risk Factor Surveillance System survey—on which IWPR'’s estimates of incidence of diabetes, poor mental health
days, and days of limited activities are based—changed in 2011. See Appendix A6 for more details.
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Women’s Access to Health Care Services and Resources

Health insurance gives women access to critical health services. In the United States in 2013, 81.5
percent of nonelderly women (aged 18-64) had health insurance coverage, a higher proportion than
men of the same age range (77.1 percent; INWPR 2015a). These data do not reflect the full imple-
mentation of the Patient Protection and Affordable Care Act (ACA) of 2010, which enacted measures
to expand access to affordable health insurance coverage for those who lack coverage, including
creating state-based exchanges through which individuals can purchase coverage (with premium and
cost-sharing benefits available to those with low incomes); establishing separate exchanges through
which small businesses can purchase health insurance coverage for their employees; and seeking to
expand Medicaid eligibility to all individuals under age 65 who are not eligible for Medicare and have
incomes up to 138 percent of the federal poverty line (Kaiser Family Foundation 2013a).#® Recent
data show that women’s health insurance coverage has increased substantially since the implemen-
tation of the ACA. Between 2008 and 2014, uninsurance rates for women of all ages dropped by
almost one-fifth, from 13.0 percent of women lacking coverage in 2008 to 10.6 percent in the first
nine months of 2014 (Martinez and Cohen 2009 and 2015).

The ACA has also changed the landscape of health care coverage for women in the United States

by requiring health plans to cover annual well-woman visits and preventive services such as mam-
mograms and pap tests with no cost sharing. Yet, state policies continue to contribute to women'’s
health status in important ways. For example, states can choose to opt out of the Medicaid expan-
sion; as of March 2015, 28 states and the District of Columbia had adopted the expansion, and six
were deciding whether to do so (Kaiser Family Foundation 2015a). Research indicates that women in
states that had not chosen to expand Medicaid coverage may especially struggle to access needed
services. One report found that in the 22 states that had not expanded Medicaid converage as of
October 2014, more than three million women with low incomes fall into a “coverage gap” and have
no affordable coverage options (National Women’s Law Center 2014).

Other factors also limit many women’s access to health care resources, such as a lack of transpor-
tation, substantial travel time needed to get to the doctor, and limited availability of health care
services in one’s community (Kullgren et al. 2012). In addition, immigrant women and men face
multiple barriers in accessing basic health coverage, including a federal law that bans many immi-
grants from means-tested benefit programs such as Medicaid in their first five years of legal status
(Broder and Blazer 2011; National Immigration Law Center 2014).6

4 Individuals were previously eligible only if they were pregnant, the parent of a dependent child, 65 years of age or older, or disabled, in addition to
meeting income requirements (National Conference of State Legislatures 2011).

5 Federal law allows for the expansion of Medicaid to individuals with incomes at or below 133 percent of the federal poverty line. The law also
includes a five percent “income disregard,” which effectively makes the limit 138 percent of poverty (Center for Mississippi Health Policy 2012).

¢ There are some exceptions; for example, states may waive the five-year waiting period for children and pregnant women who are lawfully residing in
the United States and applying for benefits from Medicaid and Children’s Health Insurance program (CHIP). As of January 2015, 27 states and the
District of Columbia covered otherwise ineligible immigrant children to some extent under this option, and 22 states and the District of Columbia
covered otherwise ineligible pregnant women (Kaiser Family Foundation 2015b). The Affordable Care Act also permits immigrants who are ineligible
for Medicaid due to the five-year ban to buy private insurance through the insurance exchanges and receive subsidies (Hasstedt 2013). Undocument-
ed immigrants are not eligible for Medicaid and CHIP, although Medicaid can cover emergency services for them (Hasstedt 2013).
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Chronic Disease

Heart Disease

One in four women in the United States dies from
heart disease (U.S. Department of Health and Human
Services 2014). Coronary heart disease—which is the
most common form—is the leading cause of death
among both women and men. In addition, women are
at higher risk than men for other forms of heart disease,
such as coronary microvascular disease (in which the
walls of the heart’s tiny arteries are damaged or diseased)
and stress-induced cardiomyopathy (in which emotional
stress leads to severe—but often temporary—heart
muscle failure; U.S. Department of Health and Human
Services 2014).

Nationwide, the mortality rate from heart disease among
women of all ages is 136.1 per 100,000 (Table 6.1),
meaning that more than 136 in 100,000 women die of
heart disease each year. Heart disease mortality rates,
however, vary considerably across states.

Best and Worst States on
Women’s Heart Disease Mortality

State Mortality Rate per 100,000 Rank
Minnesota 89.3 1
Hawaii 98.2 2
Alaska 100.9 3
Colorado 102.3 4
Oregon 102.6 5
Mississippi 191.7 51
Alabama 184.3 50
Oklahoma 182.7 49
Arkansas 173.6 48
Louisiana 170.8 47

B Among the 50 states and the District of Columbia,
Minnesota has the lowest heart disease mortality rate
for women (89.3 per 100,000), followed by Hawaii
(98.2 per 100,000) and Alaska (100.9 per 100,000).
Minnesota and Hawaii also ranked first and second
on this indicator when the 2004 Starus of Women in the

States report was published, while Alaska moved up
from seventh place to third.

B ‘The rate of heart disease mortality in the worst state,
Mississippi (191.7 per 100,000), is more than twice
the rate of Minnesota, the best state. Alabama (184.3
per 1,000) and Oklahoma (182.7 per 1,000) are
the second- and third-worst ranking states on this
indicator.

B 'The best ten states for women’s mortality from heart
disease are primarily in the western United States.
In addition to Hawaii and Alaska, five states in the
West—Arizona, Colorado, Oregon, Washington, and
Wyoming—are among the best ten states. Massa-
chusetts and South Dakota are also in the group of
best-ranking states, along with Minnesota.

B Mortality rates from heart disease are the highest in
the South. In addition to Alabama and Mississippi,
five other states in the South—Arkansas, Kentucky,
Louisiana, Tennessee, and West Virginia—are
among the ten worst-ranking states. The District of
Columbia, Michigan, and Oklahoma are also in the

bottom ten.

As Figure 6.1 shows, mortality rates from heart disease
vary substantially by race and ethnicity. Black women
have the highest rate at 177.7 per 100,000, followed by
white women (136.4 per 100,000) and Native American
women (121.1 per 100,000). Asian/Pacific Islander and
Hispanic women have the lowest rates of heart disease
mortality at 74.9 and 98.8 per 100,000, respectively
(Figure 6.1; Appendix Table B6.1). Although Asian/Pa-
cific Islander women have the lowest rate, heart disease
remains the second biggest killer for this group (Centers
for Disease Control and Prevention 2014a), and rates

of heart disease mortality differ across Asian/Pacific
Islander populations. One study that examined heart
disease mortality rates among Asian Indian, Chinese,
Filipino, Japanese, Korean, and Vietnamese women and
men found that Asian Indian women and men had the
highest rates of mortality among these groups and were
more likely to die from heart disease than non-Hispanic
white women and men (Jose et al. 2014).
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Figure 6.1.

Heart Disease Mortality Rates (per 100,000) Among Women by Race/Ethnicity, United

States, 2013
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Note: Data include women of all ages and are age-adjusted to the 2000 U.S. standard population.
Source: IWPR compilation of data from the Centers for Disease Control and Prevention 2015a.

Cancer

'The nation has made considerable progress in the
prevention, detection, and treatment of certain forms

of cancer in recent decades. Nevertheless, cancer is the
second leading cause of death for all women in the Unit-
ed States (Centers for Disease Control and Prevention
2013a). Lung and breast cancer are the forms of cancer
from which women are most likely to die (Centers for

Disease Control and Prevention 2013b).

Nationally, the mortality rate from lung cancer among
women of all ages is 36.3 per 100,000 (Table 6.1). Since
lung cancer, like heart disease, is often linked to cigarette
smoking, efforts to raise public awareness about the
health risks of smoking are essential to reducing lung
cancer incidence and mortality. The female mortality
rate from lung cancer of 36.3 per 100,000 represents a
decline in the mortality rate among women from this
disease since 19992001, when the rate was 41.0 per
100,000 (IWPR 2004; Table 6.1). This decline is due, in
part, to tobacco prevention and control efforts (Henley

et al. 2014).

B Utah has the lowest lung cancer mortality rate for
women at 15.6 per 100,000. The second-ranking state,
Hawaii, has a much higher female mortality rate from

lung cancer (25.1 per 100,000).

B Kentucky has the highest lung cancer mortality rate
for women with a rate of 54.4 per 100,000, followed
by West Virginia at 46.7 per 100,000.

B In general, states in the West and Southwest have
low mortality rates from lung cancer for women. In
addition to Utah and Hawaii, seven states from these
regions—Arizona, California, Colorado, Idaho, New
Mexico, Texas, and Wyoming—are among the ten best
ranking states. North Dakota is also in the top ten.

B Most of the states with the highest lung cancer
mortality rates for women are in the South and the
Midwest. In addition to Kentucky and West Virginia,
Arkansas, Indiana, Missouri, Ohio, Oklahoma, and
Tennessee are in the bottom ten. Alaska and Maine
are also a part of this group.

Lung cancer mortality rates vary sharply among the
largest racial and ethnic groups. In the United States
overall, white women have the highest rate (39.9 per
100,000), followed by black women (35.7 per 100,000).
Hispanic women have the lowest rates of lung cancer
mortality (13.3 per 100,000), followed by Asian/Pacific
Islander women (18.3 per 100,000 women; Table 6.2).

While lung cancer is the deadliest cancer for women in
the United States, breast cancer is the most common
form of the disease. Approximately 231,840 new cases
of breast cancer and 40,290 deaths are expected among
the nation’s women in 2015 (American Cancer Society
2015). Nationally, the mortality rate for women of all
ages from breast cancer is 21.3 per 100,000 (Table 6.1).
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B Hawaii is the best state in the nation for mortality
from breast cancer with a rate of 14.8 per 100,000,
followed by North Dakota, which has a rate of 17.4
per 100,000. While Hawaii was also ranked first in the
2004 report, North Dakota rose from 19th in the 2004

rankings to second place.

B The District of Columbia, which ranks last on
women’s breast cancer mortality rate, has a rate that
is almost twice as high (29.1 per 100,000) as the rate
for Hawaii, the best ranking state. The District of
Columbia was also last in the 2004 Status of Women
in the States rankings.

B Half of the states in the top ten are from the North-
east, including Connecticut, Maine, Massachusetts,
Rhode Island, and Vermont. Other states in the top
ten are Alaska, Minnesota, and New Mexico, along

with Hawaii and North Dakota.

B Four of the worst jurisdictions on this indicator—
Louisiana, Mississippi, South Carolina, and West
Virginia—are in the South. Other jurisdictions in the
bottom ten include the District of Columbia, Illinois,

Nevada, New Jersey, Ohio and Oklahoma.

As with the other types of cancer, mortality rates due to
breast cancer vary widely by race and ethnicity (Table
6.2). Black women have the highest mortality rates from
breast cancer (30.2 per 100,000 women), which is more
than double the rate for Asian/Pacific Islander, Native
American, and Hispanic women and considerably higher

Table 6.2.
Rates of Disease and Mortality Among Women by Race and Ethnicity, United States

_ All Women

Average Annual Mortality Rate Among Women from

Heart Disease (per 100,000), 2013 138.1
Average Annual Mortality Rate Among Women from 36.3
Lung Cancer (per 100,000), 2013 .
Average Annual Mortality Rate Among Women from 213
Breast Cancer (per 100,000), 2013 .
Average Annual Incidence Rate of AIDS Among Women 48
(per 100,000 adolescents and adults), 2012 :
Rate of Reported Cases of Chlamydia Among Women 623.1

(per 100,000), 2013

than the rate for white women (21.2 per 100,000).
Asian/Pacific Islander women have the lowest mortality
rate (11.3 per 100,000) from breast cancer. Fortunately,
black women are also more likely than women overall to
have had a mammogram; 85.6 percent of black women
aged 50 and older report having had a mammogram in
the past two years, compared with 80.9 percent of all
women (see Table 6.3 below). Mortality rates from both
breast and lung cancer among women from different
racial and ethnic groups vary across states (Appendix

Tables B6.2 and B6.3).

'The racial and ethnic disparities in mortality from dis-
ease are alarming. Black women are considerably more
likely than women of all other racial and ethnic groups
to die from heart disease and breast cancer; black women
have a rate of heart disease mortality that is more than
double the rate for Asian/Pacific Islander women, the
group with the best rate, and a breast cancer mortality
rate than is nearly triple the rate for Asian/Pacific
Islander women. White women have the second worst
mortality rate from both of these diseases. In addition,
white and black women have the highest rates of lung
cancer mortality; the rate for white women is three
times that of Hispanic women, the group with the best
rate, and the rate for black women is more than two and
a half times the rate for Hispanic women (Table 6.2).
These striking disparities indicate that much more needs
to be done to reduce the very high rates of mortality
from disease, especially among black and white women
who generally have the highest mortality rates.

Asian/
Pacific
Islander

Native
American

136.4 177.7 74.9 121.1
39.9 13.3 35.7 18.3 31.1
21.2 14.4 30.2 1.3 13.8

1.2 4.7 27.5 0.9 3.1

258.5 564.2 1,491.7 154.6 1,079.2

Notes: Mortality rates include women of all ages and are age-adjusted to the 2000 U.S. standard population. Data on chlamydia are the rate of reported cases
in 2013 for women of all ages. For heart disease, AIDS, lung cancer, and breast cancer, all racial groups are non-Hispanic and Asians include Pacific Islanders.
For chlamydia, only whites and blacks are non-Hispanic, and Asians do not include Pacific Islanders. Hispanics may be of any race or two or more races. Data
are not available for those who identify with another race or with two or more races. Data for heart disease, lung, and breast cancer mortality are three-year

(2011-2013) averages.

Sources: IWPR compilation of data from the Centers for Disease Control and Prevention 2015a, 2015b, and 2015c.
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Older Women’s Health

As women age, they are more likely to experience chronic health conditions (Crescioni et al. 2010;
Robinson 2007) and limitations in activities of daily living (Kaiser Family Foundation 2013b). Many
older women do not have a spouse or relative who can provide the care they need, in part because
women have a longer life expectancy than men (U.S. Census Bureau 2012), often marry men who
are older than they are, and are less likely than men to remarry following divorce or spousal death
(Livingston 2014). Older women’s lower likelihood of having a spouse, combined with their greater
health care needs and larger share of the elderly population, means that they have higher average
expenditures for home health care services and long-term care than men (Robinson 2007).

B Among older women, as among all women, heart disease is the leading cause of death (American
Heart Association 2013). The mortality rate from heart disease is 266.6 per 100,000 for women
aged 65-74 and 879.8 per 100,000 for women aged 75-84. The rate for women aged 85 and old-
eris 3,732.9 per 100,000 (Centers for Disease Control and Prevention 2015a).

B Women’s mortality rate from breast cancer also increases as they age. Women aged 55-64 have
a breast cancer mortality rate of 44.1 per 100,000, compared with 68.4 per 100,000 for women
aged 65-74, 104.4 per 100,000 for women aged 75-84, and 173.0 per 100,000 for women aged
85 and older (Centers for Disease Control and Prevention 2015a).

B |n the United States overall, slightly less than half (47.8 percent) of older women—those aged 65
and older—report that they get at least 150 minutes of physical activity per week outside of their
jobs, a similar proportion to women overall (48.2 percent) but a lower proportion than older men
(55.1 percent). Older women in Oregon are the most likely to get this amount of exercise (62.2
percent), and older women in Mississippi are the least likely (30.8 percent).

B Women aged 65 and older are about as likely as women overall to report that they eat at least
five servings of fruits or vegetables per day (20.4 percent of older women and 19.9 percent of all
women say they eat this amount of fruits and vegetables). Older women are the most likely to say
they eat five or more fruits or vegetables per day if they live in California (30.6 percent) or Oregon
(27.6 percent) and least likely to do so if they live in Louisiana (9.8 percent) or Tennessee (10.2
percent).

® Older women in the United States also report having a higher average number of days of poor
mental health per month than older men (2.7 compared with 2.0) but a lower number than women
overall (4.3). Among older women, the average number of days of poor mental health per month is
largest in Nevada (3.5) and West Virginia (3.3), and smallest in Minnesota (1.6) and South Dakota
(1.7; Appendix Table B6.7).

B Six in ten women aged 65 and older (60.0 percent) are overweight or obese, compared with 72.1
percent of older men and 57.6 percent of women overall. Two-thirds of older women are over-
weight or obese in Louisiana (65.8 percent) and Michigan (65.5 percent), the states with the high-
est proportions. In Hawaii, the state with the smallest proportion, fewer than half of older women
(44.4 percent) are overweight or obese (Appendix Table B6.11).
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B One in five women aged 65 and older in the United States (19.8 percent) report having diabetes.
Among older women, incidence of diabetes is highest in Mississippi (24.6 percent), South Carolina
(23.9 percent), and Georgia (23.6 percent), and lowest in Colorado (14.2 percent) and in Montana
and Vermont (14.8 percent each; Appendix Table B6.5).

B |n the United States overall, older women report an average of 5.7 days per month on which their
activities are limited by their health status, compared with 4.8 days for women aged 18 and older
and 6.2 days for older men. Older women in North Dakota and Maine report having the smallest
numbers of days of limited activities, and older women in West Virginia and Tennessee report
having the most (Appendix Table B6.9).

Given older women’s lower socioeconomic status, tendency to experience more chronic health con-
ditions than men, and greater longevity, the financing of their health care is an especially important
issue. Medicare, the federal health program that provides health coverage to Americans aged 65

and older and younger adults with permanent disabilities, is a key source of health insurance for
older women. More than half (56 percent) of all older Medicare recipients are women, and women
constitute two-thirds of Medicare beneficiaries aged 85 and older (Kaiser Family Foundation 2013b).
Medicare helps cover the costs of a range of basic medical care services, but the program has
important gaps in coverage and charges relatively high cost-sharing that can result in higher out-of-
pocket expenses for recipients (National Partnership for Women and Families 2012). Among Medi-
care beneficiaries, women have higher expenses than older men, with the difference in out-of-pocket
expenses the largest among women and men aged 85 and older ($7,555 for women and $5,835 for
men; Kaiser Family Foundation 2013b). The average out-of-pocket expenditures for older women who
receive Medicare increase with age (Kaiser Family Foundation 2013b), which means that the highest
expenditures come as some women’s financial resources are becoming more limited or depleted.

The Affordable Care Act includes some provisions that address the gaps in Medicare coverage. In
addition to the ACA's coverage of annual wellness visits and some preventive benefits that previously
required co-pays—a financial barrier for many older women with low incomes and limited financial
resources in retirement—the legislation begins to close a gap in coverage for prescription drugs that
some individuals who use Medicare'’s Part D drug benefit encounter and will fully close the gap by
2020 (National Partnership for Women and Families 2012). In addition, the ACA created the Center
for Medicare and Medicaid Innovation to support the development and testing of new payment and
service delivery models that improve the quality of care and lower costs. It also funds hospitals and
community-based groups to provide transitional care services (from a hospital to home or another
care facility) to high-risk beneficiaries to help make these transitions smoother and safer (National
Partnership for Women and Families 2012). Since older women are more likely than older men to be
Medicare recipients and to require transitional care services, these changes will especially benefit
older women.

Data other than heart disease and breast cancer are based on IWPR analysis of Behavioral Risk Factor Surveillance System microdata
(IWPR 2015b and 2015c). BRFSS data for the United States overall are for 2013; all other data are three-year averages (2011-2013).
IWPR data not cited in the text are available at www. statusofwomendata.org.
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Diabetes

Women and men with diabetes are considerably more
likely than those without it to develop heart disease

or stroke, blindness, kidney disease, and other serious
health conditions (Centers for Disease Control and
Prevention 2011a). In the United States overall, 10.0
percent of women and 10.4 percent of men aged 18 and
older report having been told they have diabetes (Table
6.1; IWPR 2015b).

B Among the 50 states and the District of Columbia,
Colorado (5.9 percent), Alaska (6.6 percent), and
Utah (6.8 percent) have the smallest percentages of
women living with diabetes. Other states in the top
ten include Connecticut, Idaho, Minnesota, Montana,
New Hampshire, North Dakota, and Vermont.

B Alabama (14.1 percent), Mississippi (13.7 percent),
and South Carolina (13.4 percent) have the largest
percentages of women living with diabetes. In general,
the South fares poorly on this indicator. Five other
states from this region are among the ten states

Figure 6.2.

with the worst rankings: Georgia, Louisiana, North
Carolina, Tennessee, and West Virginia. Delaware and
New York are also among the bottom ten states.

Rates of diabetes vary by age and among the largest ra-
cial and ethnic groups (Appendix Tables B6.4 and B6.5).
In the United States overall, black and Native American
women have the highest rates of diabetes (15.1 and 14.9
percent, respectively) and are twice as likely as Asian/
Pacific Islander women, who have the lowest rate (7.5
percent), to have ever been told they have diabetes
(Figure 6.2). One study that analyzed 2010-2012 data
from the National Health Interview Survey found that
among Hispanic adults, the rate of diagnosed diabetes
was highest among Puerto Ricans (14.8 percent) and
Mexican Americans (13.9 percent; data not available by
gender), and lowest among Central and South Ameri-
cans (8.5 percent) and Cubans (9.3 percent; Centers for
Disease Control and Prevention 2014b). Among Asians,
the rate was highest for those who identify as Indian
(13.0 percent) or Filipino (11.3 percent) and lowest for
those who are of Chinese descent (4.4 percent; Centers
for Disease Control and Prevention 2014b).

Percent of Women and Men Who Have Ever Been Told They Have Diabetes by Race and

Ethnicity, United States, 2013

16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%

2.0%

0.0%

All Black

Note: Aged 18 and older.

Native American Other Race or Two
or More Races

B Women

B Men

9.0%
9.9%

White Asian/Pacific

Islander

Hispanic

Source: IWPR analysis of 2013 Behavioral Risk Factor Surveillance System microdata.
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HIV/AIDS

Although the majority of individuals in the United
States with HIV infections and newly diagnosed

AIDS cases are men, women—yparticularly women of
color—are also profoundly affected by HIV/AIDS.

In the nation overall in 2010, there were 9,500 new
diagnoses of HIV among female adolescents and adults;
in 2011, there were 8,102 new AIDS diagnoses among
adolescent and adult women (Kaiser Family Foundation
2014).” Young women (aged 25-34) comprise the
largest share of new HIV infections among women (29
percent), followed by women aged 35-44 (25 percent)
and aged 13-24 (22 percent; Kaiser Family Foundation
2014).

Nationally, the incidence rate for AIDS among ado-
lescent and adult women was 4.8 per 100,000 in 2012
(Table 6.1) compared with 15.3 per 100,000 among
adolescent and adult men (Centers for Disease Control
and Prevention 2015b). The incidence of AIDS has
declined from 9.1 per 100,000 women in 2001 to 4.8 per
100,000 in 2012 (IWPR 2004; Table 6.1). The rate for
men also declined during this time period (Centers for
Disease Control and Prevention 2015b).

B 'The rate of AIDS among adolescent and adult
women (aged 13 and older) is lowest in Vermont (0.0
per 100,000), North Dakota (0.4 per 100,000), and
Montana (0.5 per 100,000).

B The AIDS rate among adolescent and adult women
in the District of Columbia (47.6 per 100,000),
the jurisdiction with the highest rate, is more than
three times as high as the rates of the second and
third worst-ranking jurisdictions, Georgia (14.8 per
100,000) and Louisiana (14.0 per 100,000). The
District of Columbia also ranked last in the 2004
rankings.

B Many of the states with the best AIDS incidence rates
are in the Midwest or Mountain West. In addition
to Montana and North Dakota, five other states in
these regions—Idaho, Nebraska, New Mexico, South
Dakota, and Wyoming—rank among the top ten
states. Hawaii, New Hampshire, and Vermont are also
in the top ten.

7AIDS diagnoses data include six U.S. dependent areas.

B The states with the worst AIDS incidence rates are all
in the South or the Mid-Atlantic regions. Delaware,
the District of Columbia, Florida, Georgia, Louisiana,
Maryland, Mississippi, New Jersey, New York, and
South Carolina all rank in the bottom ten on this
indicator.

B In 40 states and the District of Columbia, the rate
of AIDS among adolescent and adult women has
declined between 2001 and 2012. Despite its poor
ranking on this indicator, the District of Columbia is
one of the jurisdictions with the greatest improvement,
with an incidence rate that declined by nearly half,
from 92.0 per 100,000 in 2001 to 47.6 per 100,000 in
2012 (IWPR 2004; Table 6.1).

'The rate of AIDS among black women in the United
States (27.5 per 100,000) is higher than for any other
racial and ethnic group and is nearly six times the rate
for all women (4.8 per 100,000). Asian/Pacific Islander
and white women have the lowest incidence rates (0.9

and 1.2 per 100,000, respectively; Table 6.2).

While there continues to be no cure for HIV/AIDS, the
medical community has made significant advances in
the treatment of HIV and AIDS, with the introduction
of antiretroviral drugs that can suppress the HIV virus
and slow the progression of the disease (Anderson

et al. 2015). These medications have helped reduce

the number of deaths from AIDS, yet early detection
remains critical. The CDC recommends that persons at
high risk for HIV be screened at least annually, and that
HIV screening be included in routine prenatal screening
tests for pregnant women (U.S. Preventive Services Task

Force 2013).

B 'The District of Columbia, which has the highest
AIDS incidence rate among adolescent and adult
women, also has the highest percentage of women
aged 18 and older who have ever been screened for
HIV, at 66.2 percent.® 'The proportion of women
who reported having been screened in the District
of Columbia was almost 20 percentage points higher

than the next two jurisdictions with the best rankings
for HIV screenings, Alaska (46.4 per 100,000) and

8 State-by-state IWPR data on HIV screenings rates are available at www.statusofwomendata.org.
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Maryland (46.3 per 100,000). Many of the states with
the highest incidence rates of AIDS are also among
the states with the highest screening rates (Table 6.1;
TWPR 2015b).

B In 2013, Utah had the lowest rate of women aged 18
and older who reported having ever been screened
for HIV (24.9 percent). Many of the states with the
lowest proportions of women who say they have been
screened are also among states with the lowest AIDS

incidence rates (Table 6.1; IWPR 2015b).

'The percentage of women who have ever been screened
for HIV also varies considerably across racial and ethnic
groups. According to IWPR analysis of 2013 Behavioral
Risk Factor Surveillance System microdata, approx-
imately 60.7 percent of black women in the United
States report having been screened, compared with 50.8
percent of Hispanic women, 45.0 percent of Native
American women, 33.3 percent of Asian/Pacific Islander
women, 32.5 percent of white women, and 51.3 percent
of women who identify as multiracial or with another

racial group (Table 6.3).

Sexual Health

National data show that women are more likely than
men to be diagnosed with a sexually transmitted
infection, or STT (U.S. Department of Health and
Human Services 2012a). Women are biologically more
susceptible to certain STTs than men (Centers for
Disease Control and Prevention 2011b). In addition,
women visit the doctor more often—and, therefore,
may be more likely to be screened for STTs (Centers for
Disease Control and Prevention 2011b). As with many
other health problems, education, awareness, and proper
screening can limit the spread of STIs and diminish
their health impact.

One of the more common STIs among women is
chlamydia. In 2013, there were 993,348 reported cases
of chlamydia among women of all ages in the United
States, with the largest number in the South (412,537;
Centers for Disease Control and Prevention 2015c).
While approximately 75 percent of women and 50
percent of men with chlamydia do not experience symp-
toms (Centers for Disease Control and Prevention n.d.),
the infection can lead to Pelvic Inflammatory Disease

(PID), a common cause of infertility, miscarriage, and
ectopic pregnancy (Centers for Disease Control and
Prevention 2014c). Screening for chlamydia is, therefore,
important to women’s overall reproductive health.

Among women, young women aged 20-24 have the
highest rates of chlamydia with a rate of 3,621.1 cases
per 100,000, followed by young women aged 15-19
(3,043.3 cases per 100,000). The rate for women aged
25-29 (1,428.3 cases per 100,000) is less than half the
rate of women aged 20-24. The rates of infection are
lower in older age groups (Centers for Disease Control

and Prevention 2014d).

Rates of chlamydial infection vary widely among states

(Table 6.1).

B 'The District of Columbia had the highest rate of
chlamydia among women in 2013 at 1,197.8 reported
cases per 100,000 women, followed by Alaska (1,113.3
cases per 100,000 women). Both jurisdictions have
rates of infection that are more than three times as high

as the rate of the best-ranking state, New Hampshire
(327.2 reported cases per 100,000 women in 2013).

B In general, states in the South fare worst on this
indicator. Alabama, Arkansas, Louisiana, Mississippi,
North Carolina, and South Carolina are all in the
bottom ten. Alaska, Delaware, the District of Co-
lumbia, and New Mexico are in this bottom group as
well.

B In addition to New Hampshire, three New England
states—IMaine, Massachusetts, and Vermont—are
among the ten states with the lowest rates of chla-
mydial infection in 2013. Three states from the Moun-
tain West region—Idaho, Utah, and Wyoming—also
rank in the best ten, as do Minnesota, New Jersey, and

West Virginia.

Between 2002 and 2012, the rate of chlamydial infection
increased in every state and the District of Columbia
(IWPR 2004; Table 6.1). Between 1996 and 2013, the
national rate for women nearly doubled, increasing from
315.5 to 623.1 cases per 100,000 (Figure 6.3). During
this time, the rate of chlamydial infection among men
increased from 59.8 to 262.6 cases per 100,000 (Figure
6.3).
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Figure 6.3

Rate of Chlamydia by Gender (per 100,000), United States, 1996-2013
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Note: Rate of reported cases for women and men of all ages.

Source: IWPR compilation of data from the Centers for Disease Control and Prevention 2015c.

Among the largest racial and ethnic groups, black wom-
en had the highest rate of reported cases of chlamydia in
2013 (1491.7 per 100,000 women), followed by Native
American women (1079.2 per 100,000). Asian/Pacific
Islander women had the lowest rate at 154.6 cases per
100,000 (Table 6.2), which is nearly ten times lower

than the rate among black women.

Mental Health

Women have higher incidences than men of certain
mental health conditions, including anxiety, depression,
and eating disorders (Eaton et al. 2012). Multiple
factors may contribute to women’s greater likelihood of
experiencing such conditions, including higher rates of
poverty (Heflin and Iceland 2009), greater responsibility
in caring for disabled or ill family members (Cannuscio
et al. 2002), and trauma from gender-based violence
(Rees et al. 2011).

Poor Mental Health

Analysis of data from the 2013 Behavioral Risk Factor
Surveillance System indicates that adult women in

the United States—when asked to think about their
mental health, including stress, depression, and problems
with emotions—report having an average of 4.3 days

per month on which their mental health is not good
(Table 6.1). The number of poor mental health days that

women report experiencing is higher than the average
number of poor mental health days per month reported

by men (3.3; IWPR 2015b).

B Women’s self-reported number of days per month of
poor mental health is lowest in Hawaii at 3.1 days per
month, followed by North Dakota and South Dakota
(3.2 days each).

B Alabama has the highest self-reported average number
of days per month of poor mental health among
women at 5.6, followed by Arkansas (5.5 days) and
Kentucky (5.4 days).

B The Midwest fares the best on this indicator (Map
6.2); in addition to North and South Dakota, four
states in this region—Iowa, Kansas, Minnesota, and
Nebraska—are in the top ten. The District of Co-
lumbia, Hawaii, New Jersey, and Virginia are also in

this best-ranking group.

B The South fares the worst on this indicator. In
addition to Alabama, Arkansas, and Kentucky, five
Southern states—Florida, Louisiana, Mississippi,
South Carolina, and West Virginia—are all in the
bottom eleven. Indiana, Oklahoma, and Oregon
(which tied for 41st place along with Florida and

South Carolina) are also in this worst-ranking group.
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Map 6.2. Average Number of Days per Month of Poor Mental Health Among Women, 2013
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Note: Mean number of days in the past 30 days on which mental health was not good, as self-reported by women
respondents to the Behavioral Risk Factor Surveillance System (BRFSS) survey. Includes women aged 18 and older.

Source: IWPR analysis of BRFSS survey microdata.

B Between 2000 and 2013, the average number of days
on which women experienced poor mental health
increased in all but five states—New Mexico, Texas,
Virginia, Wisconsin, and Wyoming—and the District
of Columbia (IWPR 2004; Table 6.1).

Among women from the largest racial and ethnic
groups, Native American women report having, on
average, the most number of days per month of poor
mental health (6.3; Appendix Table B6.6), followed by
women who identify with another racial group or two or
more races (5.9 days), black women (4.8 days), Hispanic
women (4.6 days), and white women (4.2 days). Asian/
Pacific Islander women report having the fewest days per
month of poor mental health (2.7 days on average).

Suicide

Suicide is another public health problem related to
mental health that poses a serious concern for many
communities. In the United States, women are much
less likely than men to commit suicide but more likely
to have suicidal thoughts (Crosby et al. 2011) and to
attempt suicide (McIntosh and Drapeau 2014). In 2011,
there were an estimated 987,950 suicide attempts in
the United States; women were three times more likely
to attempt suicide than men (McIntosh and Drapeau
2014). During this same year, there were 8,515 deaths
from suicide among women and 31,003 among men
(McIntosh and Drapeau 2014).
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'The national suicide rate is 5.4 per 100,000 for women
(Table 6.1) and 20.2 per 100,000 for men (Centers for
Disease Control and Prevention 2015¢).

B Among women, the District of Columbia had the
lowest suicide mortality rate between 2011 and 2013
at 3.1 per 100,000, followed by New Jersey (3.2 per
100,000) and Maryland (3.5 per 100,000). Other best
ten states include California, Connecticut, Illinois,
Massachusetts, Nebraska, New York, and Rhode
Island.

B Montana had the highest female mortality rate from
suicide in 2011-2013 at 10.8 per 100,000, followed
by New Mexico (10.0 per 100,000) and Wyoming
(9.2 per 100,000). The suicide rates among women are
highest in the Mountain West region; all the states
in this region—Arizona, Colorado, Idaho, Montana,
New Mexico, Nevada, Utah, and Wyoming—are
among the worst ten states. Alaska and Oregon are
also a part of the worst-ranking group.

Figure 6.4.

Certain populations have higher rates of suicide or
attempted suicide. One recent report that analyzed data
from the U.S. National Transgender Discrimination
Survey (NTDS), conducted by the National Gay and
Lesbian Task Force and the National Center for Trans-
gender Equality, found that lifetime suicide attempts by
transgender individuals are far higher than among the
total population (Haas, Rodgers, and Herman 2014).
Forty-two percent of transgender women and 46 percent
of transgender men report having attempted suicide at
some point in their lifetime.

Suicide rates also vary across the largest racial and ethnic
groups. Among women in the United States, Native
American and white women have the highest suicide
rates at 7.9 and 7.1 per 100,000 respectively, more than
three times the rate of the two groups with the lowest
rates, Hispanic and black women (Figure 6.4).

Suicide Mortality Rates Among Women (per 100,000) by Race and Ethnicity,

United States, 2013
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Source: IWPR compilation of data from the Centers for Disease Control and Prevention 2015e.

Health & Well-Being 209



The Health Status of LGBT Women

LGBT women face health disparities that may stem from a variety of factors, including the stresses
of being part of a sexual minority, societal stigma toward the LGBT community, barriers to access-
ing health insurance, and outright denial of care due to sexual orientation or gender nonconforming
behavior (Grant et al. 2011; Institute for Medicine 2011; Lick et al. 2013; Ranji et al. 2014).

B Research indicates that lesbian and bisexual women aged 18 and older are less likely than hetero-
sexual women to describe their health as excellent or very good (53.4 percent and 55.5 percent,
respectively, compared with 59.8 percent; Ward et al. 2014). Among men, the pattern differs: those
who identify as gay are the most likely to say their health is excellent or very good (66.2 percent,
compared with 63.6 percent of bisexual men and 61.6 percent of heterosexual men).

B Analysis of data from one survey of nearly 5,000 LGBT individuals in the United States found
that more than half (nearly 56 percent) of respondents reported having faced discrimination in
a health care setting, including being refused needed care, having a health care professional use
excessive precautions or refuse to touch them, being blamed for their health status, or having a
health care professional use harsh or abusive language toward them (Lambda Legal 2010). Such
discrimination may mean that LGBT women do not receive the care they need.

B One study analyzing Gallup-Healthways Well-Being Index data found that LGBT women are consid-
erably more likely than non-LGBT women (29 percent compared with 16 percent) to report that
they do not have a personal doctor. Among LGBT and non-LGBT men, the difference is not signifi-
cant (29 percent and 27 percent, respectively; Gates 2014).

B Among women aged 20 and older, lesbian (36.7 percent) and bisexual women (40.9 percent) are
considerably more likely to be obese than heterosexual women (28.3 percent; Ward et al. 2014).

B Lesbian (25.7 percent) and bisexual women (28.5 percent) aged 18 and over are more likely than
heterosexual women (15.0 percent) to be current cigarette smokers (Ward et al. 2014).

m Bisexual women aged 18 and older are more than twice as likely as heterosexual women of the
same age range to report consuming five or more alcoholic drinks in one day at least once in the
past year (33.8 percent compared with 14.3 percent). Lesbian women also are more likely than
heterosexual women to report having had at least five alcoholic drinks in one day in the past year,
although the difference is not as large (25.8 percent compared with 14.3 percent; Ward et al.
2014).

B LGBT women (29 percent) are more likely than LGBT men (21 percent) and non-LGBT women and
men (19 and 15 percent, respectively) to say that they did not have enough money for health care
needs at least once in the past year (Gates 2014).

Limitations on Women’s Activities by their health status for an average of 4.8 days in the

Illness, disability, and overall poor health make it diffi- month preceding the survey (Table 6.1)

cult for women to thrive at home and in the workplace.
IWPR analysis indicates that women aged 18 and older
who participated in the Centers for Disease Control and
Prevention’s 2013 Behavioral Risk Factor Surveillance
System survey reported that their activities were limited

B Women in North Dakota report having the fewest
days per month during which their activities were
limited, at 3.5 days. Five other Midwestern states—
Illinois, Iowa, Minnesota, Nebraska, and South
Dakota—rank in the top eleven on this indicator.
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B | esbian and bisexual women aged 18 and older are more likely than heterosexual women to report
having experienced serious psychological distress in the past 30 days. Approximately 10.9 percent
of bisexual women and 5.3 percent of lesbian women say they have recently experienced serious
distress, compared with 4.2 percent of heterosexual women (Ward et al. 2014).

B | GBT youth are more likely to experience mood and anxiety disorders, depression, and suicidal
ideation and attempts than their non-LGBT counterparts (Institute for Medicine 2011). Analysis of
Youth Risk Behavior Surveys conducted between 2001 and 2009 found that across nine jurisdic-
tions—Delaware, Maine, Massachusetts, Rhode Island, Vermont, Boston, Chicago, New York City,
and San Francisco—the prevalence of attempted suicide among high school students during the
12 months before the survey ranged from 3.8 to 9.6 percent (median: 6.4 percent) among hetero-
sexual students, from 15.1 to 34.3 percent (median: 25.8 percent) among gay or lesbian students,
from 20.6 to 32.0 percent (median: 28.0 percent) among bisexual students, and from 13.0 to 26.7
percent (median: 18.5 percent) among students who describe themselves as unsure of their sexual
orientation (Kann et al. 2011).

B Transgender adults often face specific challenges to maintaining good health, including harass-
ment and discrimination in medical settings, economic insecurity and lack of access to health
insurance, refusal of care, and lack of knowledge among providers about the health care needs of
transgender persons (Grant, Mottet, and Tanis 2011). Analysis of the National Transgender Dis-
crimination Survey found that 19 percent of respondents reported having been refused care due
to their transgender or gender nonconforming status, 28 percent said they had experienced verbal
harassment in medical settings, and 50 percent reported having to teach their medical provider
about transgender care. One in four respondents (26 percent) reported having used drugs or alco-
hol to cope with the impacts of discrimination (Grant, Mottet, and Tanis 2011).

The Affordable Care Act has made inroads in addressing some of these challenges. An analysis of
Gallup-Healthways Well-Being Index data published in August 2014 indicated that the percentage of
LGBT adults aged 18 and older without health insurance decreased after the ACA went into effect at
the beginning of 2014; however, LGBT adults were still more likely than their non-LGBT counterparts
to lack health insurance (17.6 percent of LGBT adults polled between January and June 2014 lacked
coverage, compared with 13.2 percent of non-LGBT adults; Gates 2014). In addition to expanding
access to coverage, the Affordable Care Act prohibits discrimination based on sex and gender identi-
ty in any health program receiving federal funds. The U.S. Department of Health and Human Ser-
vices has issued additional regulations governing health insurance marketplaces and the plans sold
in them that prohibit discrimination on the basis of sexual orientation (U.S. Department of Health
and Human Services 2012b).

Colorado, Connecticut, Hawaii, Utah, and Vermont Southern states—Alabama, Arkansas, Kentucky,
are also among the states with the best rankings. Con- Louisiana, Mississippi, South Carolina, and West
necticut, Hawaii, and Vermont tied for ninth place Virginia—are in the bottom twelve. Arizona, Mis-
with an average of 4.1 days of poor mental health per souri, and New Mexico, all tied for 40th place, are also
month. in the worst-ranking group, along with Oklahoma.

B Women in Tennessee report the most days of activ- Among women from the largest racial and ethnic groups,
ities limitations per month at 6.5 days. Seven other Native American women have the highest self-reported
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average number of days per month of activities limita-
tions at 7.0, more than double the average number of
days for Asian/Pacific Islander women, who have the
least (3.2; Appendix Table B6.8). For all racial and eth-
nic groups, the self-reported number of days of limited
activities among women varies considerably across states

(Appendix Table B6.8).

Obesity and Healthy Weight

Being overweight or obese is a growing health concern
for women in the United States. Nationally, nearly six in
ten women (57.6 percent) aged 18 and older are over-
weight or obese (classified as having a body mass index
of 25 or greater; Appendix Tables B6.10 and B6.11).
Overweight and obesity rates vary across the states.

B Hawaii (45.7 percent), Massachusetts (48.7 percent),
and Colorado (48.9 percent) have the smallest
proportions of women who are overweight or obese.
Other jurisdictions in the best ten are California, the
District of Columbia, Minnesota, Montana, Oregon,
Utah, and Vermont.

B Two-thirds of women (66.0 percent) in the state with
the worst ranking, Mississippi, are overweight or
obese; Arkansas and Alabama have the second and
third largest proportions of women who are over-
weight or obese at 65.2 and 64.8 percent, respectively.
In general, the South fares poorly on this indicator;
in addition to Mississippi, Arkansas, and Alabama,
five Southern states—Kentucky, Louisiana, South
Carolina, Tennessee, and West Virginia—are in the
bottom ten. Indiana and Oklahoma are also in the
worst-ranking group.

Among women from the largest racial and ethnic
groups, black women in the United States overall are the
most likely to be overweight or obese at 73.3 percent,
followed by Native American women (64.1 percent),
Hispanic women (63.7 percent), and white women (54.3
percent). Asian/Pacific Islander women are the least
likely to be overweight or obese (30.5 percent). For each
racial and ethnic group, the percentage of women who
are overweight or obese varies considerably across states

(Appendix Table B6.10).

Preventive Care and
Health Behaviors
Practicing preventive health care and maintaining good

health behaviors are important components of women’s
health and overall well-being.

Best and Worst States on
Activities Limitations Among Women

State Days per Month Rank

Activities Limited

by Health Status
North Dakota 3.5 1
lowa 3.7 2
Utah 3.7 2
Colorado 3.8 4
Minnesota 3.8 4
Nebraska 3.8 4
South Dakota 3.8 4
Tennessee 6.5 51
West Virginia 6.0 50
Alabama 5.9 47
Arkansas 5.9 47
Mississippi 5.9 47

B In the United States as a whole, fewer than half
of women aged 18 and older (48.2 percent) report
exercising at least 150 minutes per week. Oregon (64.6
percent), Colorado (59.1 percent), and Vermont (59.0
percent) have the largest proportions of women who
say they get this much exercise. The states with the
smallest proportions of women who report exercising
at least 150 minutes per week are Mississippi (33.1
percent), Tennessee (34.7 percent), and Arkansas (38.1
percent; IWPR 2015b).

B Only 20.6 percent of women aged 18 and older in
the United States say they eat five or more servings
of fruits and vegetables every day. Women in West
Virginia, Tennessee, and Mississippi are the least likely
to eat this amount of fruits and vegetables daily, and
women in California, Oregon, and Vermont are the
most likely. Even in the best ranking state, California,
nearly seven in ten women do not eat at least five serv-

ings of fruits and vegetables per day IWPR 2015b).

B Nationally, 15.8 percent of adult women report that
they have smoked 100 or more cigarettes in their
lifetime and now smoke every day or some days. Utah
has the smallest proportion of women who smoke at
9.2 percent, and West Virginia has the largest (26.5
percent; IWPR 2015b). Overall, the percentage of
women in the United States who report smoking has
declined considerably since 2000, when 21.2 percent
of women said they had smoked 100 or more ciga-

rettes in their lifetime and smoke every day or some
days IWPR 2002).
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B About one in nine (11.2 percent) women aged 18 B Approximately four in five (80.9 percent) women in

and older report binge drinking (having consumed the United States aged 50 and older report having
four or more drinks on at least one occasion during had a mammogram in the past two years. Massa-

the preceding month). The percentage of women who chusetts (89.5 percent), the District of Columbia
report binge drinking in the District of Columbia, (86.3 percent), and Rhode Island (86.2 percent) have
which fares the worst on this indicator, is more than the largest shares of women who have had a breast
three times that of West Virginia, which fares the best cancer screening. Wyoming (70.6 percent), Idaho
(18.7 in the District of Columbia compared with 5.7 (72.4 percent), and Oklahoma (73.4 percent) have the
percent in West Virginia; IWPR 2015b). smallest shares IWPR 2015b).

B Nearly four in five (79.5 percent) women aged 18 and ~ Health behaviors and preventive care also vary by race
older in the United States report having had a pap and ethnicity. Among women aged 18 and older, white
test in the past three years (Table 6.3). Women in the ~ women are the most likely to exercise at least 150
District of Columbia, Massachusetts, and Maryland minutes per week (51.0 percent), but have higher than
are the most likely to say they have had a pap test. average rates of smoking and are the second most likely
Women in Idaho, Montana, and Oklahoma are the to say they have engaged in binge drinking at least once

least likely to report having done so TWPR 2015b).’ in the preceding month (Table 6.3). Among women

Table 6.3.
Health Behaviors and Preventive Care Among Women by Race and Ethnicity, United States

SEW Other Race

Pacific Native or Two or
All Women Hispanic Islander American More Races

Percent Who Exercise 150 Minutes per Week,

2013 48.2%, 51.0% 42.5%, 39.6% 45.49, 48.99, 50.8%
Percent Who Eat Five or More Servings of Fruits

and Vegetables per Day, 2013 20.6% 20.0% 23.7% 19.0% 23.5% 20.4% 24.3%
Percent Who Smoke (Some Days or Every Day and

Have Smoked at Least 100 Cigarettes in Lifetime), 15.8% 17.5% 9.2% 16.3% 4.8% 30.5% 21.9%

2013

Percent Who Report Binge Drinking (Four or More
Drinks on One Occasion at Least Once in the Past 11.29% 12.1% 10.1% 8.4% 8.3% 11.3% 14.49,
Month), 2013

Percent Aged 50 and Older Who Have Had a

ey o ey 80.9% 80.3% 80.0% 85.6% 85.7% 75.49, 75.49,
?E:ZZ”Y:Q’? ;gi’g Had a Pap Test in the Past 79.5% 76.3% 86.9% 87.0% 87.1% 76.8% 80.1%
EG{EZ”;!:[“;i\'jea‘{(za'fifrz‘gfgee”ed ity Glellzsiicie! 61.6% 63.6% 51.4% 65.8% 57.4% 57.4% 56.3%
Percent Who Have Ever Been Tested for HIV, 2013 39.0% 32.5% 50.8% 60.7% 33.3% 45.0% 51.3%

Notes: Data are for women aged 18 and older, except for the percent of women who have had a mammogram in the past two years. Racial groups are non-Hispanic. Hispanics

may be of any race or two or more races.

Source: IWPR analysis of Behavioral Risk Factor Surveillance System microdata.

9 IWPR state-level data on preventive care and health behaviors is available at www.statusofwomendata.org.
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Millennial Women’s Health1

Establishing good health behaviors and practicing preventive medical care is critical to millennial
women’s ability to maintain good health as they age.

B Only about half (49.4 percent) of millennial women in the United States get at least 150 minutes
per week of moderate or vigorous physical activity (such as running, calisthenics, gardening, or
walking for exercise) outside of their jobs. Oregon has the largest percentage of young women who
report getting this much exercise at 67.7 percent, and Tennessee has the smallest percentage at
35.5 percent.

B Approximately one in five millennial women (19.9 percent) report that they eat five or more serv-
ings of fruits and vegetables per day. Millennial women in Oregon are most likely to eat at least five
servings of fruits and vegetables on a daily basis, but even in this best-ranking state only about
27 percent of young women consume this amount of fruits and vegetables. In West Virginia, the
worst-ranking state, about one in ten young women (10.5 percent) report that they eat five or more
servings of fruits and vegetables per day.

® One in five millennial women (20.0 percent) say they have engaged in binge drinking (defined for
women as drinking four or more drinks on one occasion) in the past month. The percentage of
women who have engaged in binge drinking varies from a low of 11.0 percent in Utah to a high of
31.6 percent in the District of Columbia. Nationally, more than one in three millennial men (35.0
percent) report having engaged in binge drinking (defined for men as drinking five or more drinks
on one occasion).

® Millennial women report having, on average, 4.9 days per month of poor mental health, compared
with 3.6 days for millennial men and 4.3 days for women overall. Millennial women report the high-
est average number of days per month of poor mental health in Arkansas (6.5) and the lowest in
New Jersey (3.7; Appendix Table B6.7).

® Nearly half of young women (46.5 percent) in the United States are overweight or obese, defined
as having a body mass index of 25 or greater. Young women are the most likely to be overweight
or obese in Mississippi (58.1 percent), Alabama (56.2 percent), and West Virginia (54.6 percent).
They are least likely to be overweight or obese in Colorado (36.5 percent), Massachusetts (38.2
percent), and Utah (39.5 percent; Appendix Table B6.11).

B More than nine in ten young women in the United States (94.0 percent) say they have had a pap
test in the past three years. They are most likely to have had the test if they live in Massachusetts
(97.6 percent), lowa (96.7 percent), or Maryland (96.5 percent), and least likely to have done so if
they live in Idaho and Arizona (87.0 percent each) or in Utah (89.7 percent).

Data are based on IWPR analysis of Behavioral Risk Factor Surveillance System microdata (IWPR 2015b and 2015c). Data for the United
States overall are for 2013; all other data are three-year averages (2011-2013). IWPR data not cited in the text are available at www.
statusofwomendata.org.

10“Millennials” here include women and men aged 18-34; analysis of the health of millennials is based on the Behavioral Risk Factor Surveillance
System survey, which is conducted among adults in the United States aged 18 and older. This definition of millennials differs slightly from the definition
in chapters two and four, which define millennials to include those aged 16-34.
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aged 50 and older, black women—who have the highest
breast cancer mortality rate—and Asian/Pacific Islander
women are the most likely to say that they have had a
mammogram in the past two years. Among women aged
18 and older, Asian/Pacific Islander, black, and Hispanic
women are the most likely to say they have had a pap
test in the past three years. Black women are the most
likely to have ever been tested for HIV (60.7 percent)
and to have been screened for cholesterol in the past five

years (65.8 percent; Table 6.3).

Conclusion

Some measures of women’s health status have shown
signs of progress since the publication of IWPR’s 2004
Status of Women in the States report, but in other ways
women’s health status has worsened. Women are less

likely to die from heart disease, breast cancer, and lung
cancer, but more likely to experience poor mental health,
have their activities limited by their health status, and

to be diagnosed with diabetes or chlamydia. In addition,
the suicide mortality rate among women has increased.
'The implementation of the Affordable Care Act has
changed the landscape of health care for women, pro-
viding more women access to preventive care and other
services, yet some women continue to face barriers to
obtaining the services they need. Ensuring that women
have adequate access to preventive care, health care
services and information about specific health conditions
is integral to promoting the good health women need

to work, pursue educational and career opportunities,
achieve economic security, and maintain their overall

well-being.
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Appendix A6:

Methodology

To analyze the status of women in the states, IWPR
selected indicators that prior research and experience
have shown illuminate issues that are integral to
women’s lives and that allow for comparisons between
each state and the United States as a whole. The data in
IWPR’s Status of Women in the States reports come from
federal government agencies and other sources; much
of the analysis of women’s health relies on data from the
Centers for Disease Control and Prevention (CDC),
including the CDC’s Wide-ranging OnLine Data for
Epidemiologic Research (WONDER), Web-based Inju-
ry Statistics Query and Reporting System (WISQARS),
and National Center for HIV, STD, and TB Prevention
Atlas databases. In addition, IWPR analyzed microdata
from the Behavioral Risk Factor Surveillance System
(BREFESS) survey, which is conducted by the CDC
annually in conjunction with the states, the District of
Columbia, and five U.S. territories. BRFSS measures
behavioral risk factors for the noninstitutionalized adult
population (aged 18 and older) living in the United
States. Data are collected using telephone interviews;

in 2011, the data collection methods were refined to
include both land line and mobile telephone numbers
in the sample to ensure all segments of the population
were covered. Some of the changes noted in poor mental
health, diabetes, and activities limitations could be due
to methodological differences (Centers for Disease
Control and Prevention 2012), but these data represent
the best estimates of population health behaviors at the
state level. In 2013, 491,733 interviews were completed
(Centers for Disease Control and Prevention 2014e).

When analyzing state- and national-level BRFSS
microdata, IWPR used 2013 data, the most recent avail-
able. When disaggregating data at the state level by race/
ethnicity and by age, IWPR combined three years of
data (2011,2012, and 2013) to ensure sufficient sample
sizes, with several exceptions. Data on the percent of
women who exercise at least 150 minutes per week were
available only for 2013; data on the percent of women
who eat at least five servings of fruits or vegetables per
day and the percent who have been screened for choles-
terol in the past five years were available only for 2011
and 2013; and data on the percent of women who have
had a pap test in the past three years and the percent
who have had a mammogram in the past two years were

available only for 2012 for all states and 2013 for five
states. When analyzing the percent of women who have
had a mammogram or pap test nationally, IWPR used
2012 data only. State-level estimates on these indicators
combine 2012 and 2013 data. IWPR used sample
weights provided by the CDC to obtain nationally
representative statistics that adjust for sampling both
landline and mobile telephone numbers. Data are not
presented if the average cell size for the category total is

less than 35.

'The tables and figures present data for individuals,

often disaggregated by race and ethnicity. In general,
race and ethnicity are self-identified; the person
providing the information for the survey determines

the group to which he or she (and other household
members) belongs. People who identify as Hispanic or
Latino may be of any race; to prevent double counting,
IWPR’s analysis separates Hispanics from racial
categories—including white, black (which includes those
who identified as black or African American), Asian/
Pacific Islander (which includes those who identified as
Chinese, Japanese, or other Asian or Pacific Islander), or
Native American (which includes those who identified
as American Indian or Alaska Native). Hispanics may be
of any race or two or more races.

Calculating the Composite Index

'This Composite Index includes nine measures of
women’s physical and mental health: mortality from
heart disease, mortality from lung cancer, mortality from
breast cancer, incidence of diabetes, incidence of chla-
mydia, incidence of AIDS, mean days of poor mental
health, mortality from suicide, and mean days of activity
limitations. To construct the Composite Index, each

of the component indicators was converted to scores
ranging from 0 to 1 by dividing the observed value for
each state by the highest value for all states. Each score
was then subtracted from 1 so that high scores represent
lower levels of mortality, poor health, or disease. Scores
were then given different weights. Mortality from

heart disease was given a weight of 1.0. Lung and

breast cancer mortality were each given a weight of 0.5.
Incidence of diabetes, chlamydia, and AIDS were each
given a weight of 0.5. Mean days of poor mental health
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and women’s mortality from suicide were given a weight
of 0.5. Activity limitations were given a weight of 1.0.
'The resulting values for each of the component indica-
tors were summed for each state to create a composite
score. The states were then ranked from the highest to
the lowest score.

To grade the states on this Composite Index, values for
each of the components were set at desired levels to pro-
duce an “ideal score.” For each indicator, the desired level
was set at the lowest rate or lowest level among all states.
Each state’s score was then compared with the ideal
score to determine the state’s grade. In previous Status of
Women in the States reports, mortality rates from heart
disease, lung cancer, and breast cancer were set according
to national objectives for the year 2010, as determined
by the U.S. Department of Health and Human Services
under the Healthy People 2010 program, and all other
indicators were set at the lowest rate or lowest level
among all states.

MORTALITY FROM HEART DISEASE: Average
annual mortality from heart disease among women of
all ages per 100,000 population (in 2011-2013). Data

are age-adjusted to the 2000 U.S. standard population.

Source: Centers for Disease Control and Prevention,

National Center for Health Statistics (CDC 2015a).

MORTALITY FROM LUNG CANCER: Average
mortality among women of all ages from lung cancer per
100,000 population (in 2011-2013). Data are age-ad-
justed to the 2000 U.S. standard population. Source:

Centers for Disease Control and Prevention, National

Center for Health Statistics (CDC 2015a).

MORTALITY FROM BREAST CANCER: Average
mortality among women of all ages from breast cancer
per 100,000 population (in 2011-2013). Data are
age-adjusted to the 2000 U.S. standard population.

Source: Centers for Disease Control and Prevention,

National Center for Health Statistics (CDC 2015a).

PERCENT OF WOMEN WHO HAVE EVER
BEENTOLD THEY HAVE DIABETES: As

self-reported by female respondents in the Behavioral

Risk Factor Surveillance System (BREFSS) survey in
2013.The Centers for Disease Control and Prevention
conduct BRESS in conjunction with the states among
men and women at least 18 years of age. Source: IWPR

analysis of BRFSS 2013 microdata (IWPR 2015b).

RATE OF REPORTED CASES OF CHLAMYDIA:
Reported rate of chlamydia among women of all ages
per 100,000 population in 2013. Source: Centers for
Disease Control, National Center for HIV, STD, and
TB Prevention, Division of STD Prevention 2013
(CDC 2015¢).

INCIDENCE OF AIDS: Average incidence of AIDS-
indicating diseases among females aged 13 years and
older per 100,000 population in 2012. Source: Centers

for Disease Control and Prevention, National Center for

HIV, STD, and TB Prevention Atlas (CDC 2015b).

POOR MENTAL HEALTH: Mean number of days
in the past 30 days on which mental health was not
good, as self-reported by female respondents in the
BRESS survey in 2013.The Centers for Disease Control
and Prevention conduct BRFSS in conjunction with

the states among men and women at least 18 years of
age. Source: IWPR analysis of BRF'SS 2013 microdata
(IWPR 2015b).

MORTALITY FROM SUICIDE: Average annual
mortality from suicide among women of all ages per
100,000 population in 2011-2013. Data are age-adjusted
to the 2000 U.S. standard population. Source: Centers

for Disease Control and Prevention Web-based Injury
Statistics Query and Reporting System (CDC 2015e).

MEAN DAYS OF ACTIVITY LIMITATIONS:
Mean number of days in the past 30 days on which ac-
tivities were limited due to health status, as self-reported
by female respondents in the BRFSS survey in 2013.The
Centers for Disease Control and Prevention conduct
BREFSS in conjunction with the states among men and

women at least 18 years of age. Source: IWPR analysis
of BRFSS 2013 microdata IWPR 2015b).
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Table B6.1.
Average Annual Heart Disease Mortality Rate Among Women (per 100,000) by Race/Ethnicity and State, 2013

Asian/ Pacific

All Women RINEnLI Islander Native American
Alabama 184.3 180.2 73.6 208.5 40.5 54.4
Alaska 100.9 100.9 N/A 70.3 61.4 136.9
Arizona 112.6 114.8 97.6 139.6 61.7 103.8
Arkansas 173.6 170.0 58.8 215.1 97.2 N/A
California 122.1 132.1 100.2 187.2 76.5 129.6
Colorado 102.3 103.1 88.0 136.7 70.3 80.3
Connecticut 121.9 121.5 87.5 141.6 65.6 N/A
Delaware 137.5 136.2 64.6 156.5 N/A N/A
District of Columbia 166.8 85.9 84.2 211.9 N/A N/A
Florida 117.6 117.5 101.1 150.8 58.1 68.0
Georgia 144.2 139.9 44.2 170.3 63.2 N/A
Hawaii 98.2 104.3 131.1 N/A 95.2 N/A
Idaho 116.7 118.2 71.7 N/A 99.3 118.4
llinois 136.9 133.8 79.8 186.1 70.5 72.1
Indiana 147.7 147.3 86.5 174.4 5583 N/A
lowa 132.5 132.7 44.2 191.5 64.7 N/A
Kansas 124.5 124.7 75.3 154.3 71.8 135.8)
Kentucky 162.8 163.4 56.2 179.0 71.0 N/A
Louisiana 170.8 164.3 63.5 198.8 64.2 88.6
Maine 116.7 116.3 N/A N/A N/A N/A
Maryland 139.0 135.8 55.0 165.3 66.1 N/A
Massachusetts 110.2 112.8 64.0 110.3 47.9 122.4
Michigan 160.4 152.3 110.7 226.0 67.5 167.5
Minnesota 89.3 88.7 46.6 99.9 59.3 171.2
Mississippi 191.7 180.5 45.2 221.1 89.8 131.2
Missouri 155.8 154.6 74.5 181.8 86.5 78.6
Montana 116.6 114.4 N/A N/A N/A 179.6
Nebraska 117.1 117.4 459 153.2 N/A 173.6
Nevada 147.0 158.2 87.1 210.7 77.9 95.6
New Hampshire 117.4 118.7 N/A N/A N/A N/A
New Jersey 137.4 140.7 87.9 168.0 68.0 N/A
New Mexico 118.2 126.5 109.1 126.8 77.2 73.9
New York 155.0 154.8 119.6 187.4 83.7 75.0
North Carolina 131.2 128.3 42.2 151.0 56.3 168.0
North Dakota 116.1 113.6 N/A N/A N/A 184.3
Ohio 150.7 148.7 78.4 177.1 70.9 54.6
Oklahoma 182.7 182.6 86.8 224.9 99.7 196.4
Oregon 102.6 104.9 54.1 105.7 57.2 102.7
Pennsylvania 143.6 140.8 84.1 171.3 70.0 64.0
Rhode Island 131.3 133.3 78.7 111.0 94.6 N/A
South Carolina 140.7 131.5 66.2 173.7 80.2 106.1
South Dakota 116.0 115.1 N/A N/A N/A 139.4
Tennessee 162.8 161.0 49.9 187.4 78.0 N/A
Texas 136.9 141.2 109.2 181.7 75.6 52.0
Utah 121.8 124.9 71.9 N/A 89.3 86.9
Vermont 116.5 117.1 N/A N/A N/A N/A
Virginia 128.3 126.3 65.2 157.7 58.4 N/A
Washington 108.3 111.4 66.9 121.7 66.0 146.4
West Virginia 167.1 168.6 N/A 163.8 N/A N/A
Wisconsin 125.0 122.9 59.6 177.1 83.9 198.7
Wyoming 116.0 118.3 74.4 N/A N/A N/A
United States 136.1 136.4 98.8 177.7 74.9 121.1

Notes: Data are three-year (2011-2013) averages. Racial groups are non-Hispanic. Hispanics may be of any race or two or more races. Data are not available for
those who identify with another race or two or more races. N/A=not available.

State-level IWPR data on men’s heart disease mortality rate are available at www.statusofwomendata.org.

Source: IWPR compilation of data from the Centers for Disease Control and Prevention 2015a.
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Table B6.2.

Average Annual Lung Cancer Mortality Rate Among Women (per 100,000) by Race/Ethnicity and State, 2013

Asian/ Pacific

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii

Idaho

llinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
United States

All Women

39.3
42.8
30.7
44.3
285
275
335
42.0
34.2
35.7
35.7
25.1
315
39.2
42.2
36.5
38.4
54.4
417
44.0
36.1
37.9
41.2
33.4
41.2
44.4
36.4
34.8
416
41.1
33.6
26.2
34.2
37.6
315
436
45.7
39.3
37.4
41.2
38.1
36.5
43.4
31.8
15.6
39.9
36.5
36.1
46.7
37.8
31.4
36.3

425
43.9
34.6
46.4
35.9
28.6
36.0
43.6
22.8
42.6
40.4
28.4
326
42.0
42.8
36.8
38.8
55.0
44.3
44.0
39.2
40.4
41.6
33.8
44.5
45.2
35.7
35.2
48.9
42.1
38.2
32.2
39.4
40.0
31.4
44.1
47.1
40.7
37.0
43.7
41.2
36.0
44.7
38.8
15.8
403
38.8
38.3
47.6
37.3
32.1
39.9

Hispanic

N/A
N/A
14.4
N/A
12.5
19.9
13.2
N/A
N/A
14.3
7.6
24.3
N/A
11.6
10.1
N/A
17.9
N/A
11.0
N/A
€3
12.3
16.2
N/7A
N/A
15.8
N/A
N/7A
15.7
N/A
12.0
20.0
14.5
6.8
N/7A
8.6
15.4
15.2
15.8
N/A
N/A
N/A
N/A
12.8
14.5
N/A
11.5
14.2
N/A
12.3
N/A
13.3

30.1

N/A
31.2
35.6
36.9
31.9
26.7
39.1
41.7
24.9
27.3

N/A

N/7A
44.2
48.3
52.2
50.0
56.4
38.1

N/A
34.6
31.9
43.6
27.6
34.9
43.9

N/A
46.8
38.2

N/A
B3

N/A
29.8
32.4

N/A
46.7
43.2
43.8
48.5

N/A
30.2

N/A
41.1
36.3

N/A

N/A
B3
31.3
30.8
56.5

N/A
35.7

Islander

N/A
34.0
15.4

N/7A
18.1
18.0

N/A

N/A

N/A
15.5
15.8
24.0

N/A
15.8

N/A

N/A

N/A

N/A
30.6

N/A
17.0
16.4
19.9
20.0

N/A
18.4

N/A

N/A
17.9

N/A
13.8

N/A
16.5
20.4

N/A
18.2
8589
22.8
17.5

N/A

N/A

N/A
2585
18.5

N/A

N/A
15.1
22.8

N/A
24.9

N/A
18.3

Native American

N/A

53.1
11.3
N/A
29.0
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
73.3
N/A
N/A
N/A
N/A
N/A
61.6
60.3
N/A
N/A
55.6
N/A
N/A
N/A
N/A
N/A
23.0
33.8
N/A
N/A
46.6
33.4
N/A
N/A
N/A
69.2
N/7A
N/A
N/7A
N/A
N/A
35.1
N/A
68.7
N/A
311

Notes: Data are three-year (2011-2013) averages. Racial groups are non-Hispanic. Hispanics may be of any race or two or more races. Data are not available for
those who identify with another race or two or more races. N/A=not available.

State-level IWPR data on men’s lung cancer mortality rate are available at www.statusofwomendata.org.
Source: IWPR compilation of data from the Centers for Disease Control and Prevention 2015a.
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Table B6.3.

Average Annual Breast Cancer Mortality Rate Among Women (per 100,000) by Race/Ethnicity and State, 2013

- All Women

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii

Idaho

lllinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
United States

21.9
18.9
19.7
21.9
20.6
19.4
19.2
22.1
29.1
20.3
222
14.8
20.1
22.8
22.0
19.6
20.5
22.4
24.3
17.7
22.5
19.1
22.1
19.1
239
22.6
20.4
20.2
22.7
19.7
23.4
18.7
21.0
21.4
17.4
23.2
23.4
20.2
22.5
19.0
22.7
21.1
22.3
20.5
20.4
18.8
21.7
19.7
22.7
20.8
19.4
21.3

20.0
19.1
20.7
21.2
23.7
19.7
19.7
21.2
26.1
20.7
20.2
17.4
21.0
22.8
21.5
19.8
20.3
22.2
21.0
17.7
21.3
19.7
21.2
19.5
19.7
21.7
20.5
20.4
25.2
20.3
24.0
20.8
21.1
19.8
17.3
22.6
PSES
20.9
21.8
19.5
20.6
21.4
21.0
20.8
21.3
18.7
20.7
20.8
22.7
20.5
20.6
21.2

N/A
N/A
i585)
N/A
14.9
16.9
10.1
N/A
N/A
15.3
11.9
N/A
N/A
10.6
15.0
N/A
11.6
N/A
9.8
N/A
11.9
11.9
17.0
N/A
N/A
N/A
N/7A
N/7A
11.2
N/A
13.2
16.8
15.1
9.9
N/A
9.2
12.7

12.4
N/A
N/A
N/A
N/A

15.6

11.8
N/A

10.7

8.7

N/A

9.2
N/A
14.4

28.9

N/A
25.7
29.0
32.1
26.0
21.7
28.0
33.4
26.3
29.2

N/A

N/7A
32.6
32.6

N/A
30.5
28.1
34.7

N/A
28.4
23.2
30.6
21.2
32.7
34.1

N/A
24.5
28.3

N/A
B3

N/A
27.7
29.3

N/A
31.4
34.7
28.1
31.6

N/A
30.2

N/A
32.6
32.2

N/A

N/A
30.5
25.6
29.5
33.4

N/A
30.2

Asian/ Pacific

Islander

N/7A
N/7A
13.7
N/A
12.7
10.3
N/7A
N/7A
N/7A
10.4
9.6
14.1
N/A
11.5
N/A
N/A
N/A
N/A
N/A
N/A
10.2
7.2
10.1
N/A
N/A
14.2
N/A
N/A
15.0
N/A
12.2
N/A
9.0
11.7
N/A
10.9
N/A
10.2
11.8
N/A
N/A
N/A
N/7A
11.1
N/A
N/A
€3
10.4
N/7A
N/A
N/A
11.3

Native American

N/A

22.7
10.3
N/A
16.2
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/7A
11.3
N/A
17.1
N/A
N/A
19.9
N/A
N/A
N/A
N/A
N/7A
N/7A
N/A
N/A
N/A
N/A
20.3
N/A
N/A
N/A
13.8

Notes: Data are three-year (2011-2013) averages. Racial groups are non-Hispanic. Hispanics may be of any race or two or more races. Data are not available for
those who identify with another race or two or more races. N/A=not available.
Source: IWPR compilation of data from the Centers for Disease Control and Prevention 2015a.
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Table B6.4.
Incidence of Diabetes Among Women by Race/Ethnicity and State, 2013

Other Race or

Asian/ Pacific Two or More
All Women i Hispanic Islander Native American Races
Alabama 14.19% 11.3% 9.9% 17.6% 17.3% 6.1%
Alaska 6.6% 7.2% 8.5% 12.9% 3.49 7.49, 7.9%
Arizona 10.0% 8.9% 10.9% 11.4% 1.99% 19.8% 9.49
Arkansas 10.5% 10.6% 6.5% 14.2% N/A 16.4% 13.9%
California 10.2% 7.4% 11.5% 15.7% 7.9% 13.1% 9.1%
Colorado 5.99% 5.1% 9.0% 12.5% 5.8% 8.6% 7.9%
Connecticut 7.6% 7.3% 9.7% 12.7% 3.7% 11.6% 7.7%
Delaware 11.2% 8.8% 4.8% 15.4% 2.1% N/A 7.4%
District of Columbia 8.5% 2.2% 4.7% 14.6% 1.8% N/A 8.9%
Florida 10.1% 9.4% 10.0% 13.3% 5.49 14.0% 11.5%
Georgia 11.7% 10.0% 8.1% 13.4% 4.29 16.9% 8.0%
Hawaii 8.4% 4.19% 7.3% N/A 10.2% N/A 9.3%
Idaho 7.3% 7.6% 10.1% N/A N/A 10.4% 5.9%
lllinois 10.2% 8.5% 8.9% 13.0% 4.7% N/A 6.5%
Indiana 10.3% 10.1% 8.8% 14.0% 7.4%, 16.5% 10.4%
lowa 9.4% 8.8% 5.1% 11.7% 4.0% N/A 14.0%
Kansas 9.3% 9.0% 8.5% 13.2% 4.8% 15.9% 9.6%
Kentucky 10.6% 10.8% 7.9% 12.1% N/A 9.4% 15.29%
Louisiana 12.8% 10.4% 8.1% 16.7% N/A 14.5% 8.4%
Maine 8.9% 9.0% 7.4% N/A N/A 16.4% 14.2%
Maryland 10.0% 8.5% 8.1% 13.5% 6.6% 11.4% 11.3%
Massachusetts 8.1% 7.2% 11.5% 12.9% 4.5% 12.5% 10.3%
Michigan 9.7% 9.1% 10.3% 12.9% 5.0% 12.3% 12.5%
Minnesota 7.0% 6.5% 8.5% 7.6% 5.4% 16.9% 10.2%
Mississippi 13.7% 11.5% 11.4% 16.2% N/A 16.1% 16.0%
Missouri 10.2% 9.9% 5.8% 13.6% N/A 11.19% 14.7%
Montana 7.0% 6.8% 5.6% N/A N/A 15.0% 7.7%
Nebraska 8.3% 7.9% 6.9% 12.2% 3.6% 15.4% 12.0%
Nevada 8.5% 6.9% 9.2% 16.6% 11.7% 18.6% 10.6%
New Hampshire 7.9% 7.8% 5.1% N/A 3.7% N/A 12.8%
New Jersey 8.3% 7.4% 10.0% 12.3% 5.1% 26.2% 11.1%
New Mexico 10.7% 7.3% 12.1% 12.49 8.8% 16.7% 8.0%
New York 10.9% 7.8% 11.8% 15.4% 9.4% N/A 22.7%
North Carolina 11.3% 9.6% 7.0% 15.2% 3.7% 17.9% 8.7%
North Dakota 7.8% 7.6% 9.5% N/A N/A 16.0% 7.5%
Ohio 10.3% 10.1% 8.9% 13.4% 5.7% 13.8% 9.7%
Oklahoma 10.19% 9.9% 7.19% 11.29 7.0% 16.4% 12.0%
Oregon 8.7% 9.1% 9.1% N/A 2.9% N/A 8.8%
Pennsylvania 10.1% 8.9% 11.2% 14.4% 3.9% 12.9% 14.7%
Rhode Island 8.2% 8.4% 10.3% 11.5% 0.8% 23.29 9.0%
South Carolina 13.4% 10.7% 6.9% 18.3% 3.7% 11.0% 12.7%
South Dakota 9.2% 7.9% 7.9% N/A N/A 16.3% 7.3%
Tennessee 12.0% 11.6% 3.7% 14.2% N/A N/A 10.0%
Texas 10.4% 8.8% 11.5% 13.1% 5.39% 18.4% 5.49%
Utah 6.8% 6.6% 7.1% 12.5% 2.4% 11.3% 9.0%
Vermont 7.1% 7.1% 3.8% N/A N/A 12.3% 11.0%
Virginia 9.7% 9.7% 5.49 16.0% 4.8% 10.1% 10.6%
Washington 8.1% 8.4% 7.3% 12.5% 8.0% 13.4% 7.8%
West Virginia 12.6% 12.8% 8.2% 16.0% N/A N/A 12.4%
Wisconsin 8.3% 8.1% 6.8% 13.9% N/A 12.8% 15.7%
Wyoming 8.7% 7.9% 10.8% N/A N/A 18.9% 9.3%
United States 10.0% 8.8% 10.4% 14.3% 6.9% 14.8% 10.6%

Notes: Percent of women aged 18 and older who have ever been told they have diabetes. Data for all women are for 2013; all other data are three-year (2011-2013) averages. Data for the
United States differ slightly from the data presented in Figure 6.2. N/A = not available.

Racial groups are non-Hispanic. Hispanics may be of any race or two or more races.

State-level IWPR data on diabetes among men by race/ethnicity are available at www.statusofwomendata.org.

Source: IWPR analysis of Behavioral Risk Factor Surveillance System microdata.
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Table B6.5.
Incidence of Diabetes Among Women by Age and State, 2013

Women Aged Women Aged Women Aged
All Women 18-34 35-64 65 and Older

Alabama 14.1% 51 3.3% 50 14.2% 50 22.5% 45
Alaska 6.6% 2 1.7% 21 8.0% 11 19.6% 31
Arizona 10.0% 28 2.0% 30 10.9% 36 17.9% 19
Arkansas 10.5% 39 2.5% 43 12.1% 45 19.3% 27
California 10.2% 33 1.8% 25 10.2% 30 19.6% 31
Colorado 5.9% 1 1.5% 9 6.2% 1 14.2% 1
Connecticut 7.6% 8 1.1% 2 7.3% 6 17.8% 18
Delaware 11.2% 43 2.9% 46 9.9% 27 18.2% 22
District of Columbia 8.5% 18 1.3% 5} 10.3% 32 21.2% 40
Florida 10.1% 30 1.8% 25 10.1% 29 18.9% 25
Georgia 11.7% 45 2.1% 34 11.4% 41 23.6% 49
Hawaii 8.4% 17 1.2% 3 8.0% 11 17.4% 15
Idaho 7.3% 7 1.8% 25 8.0% 11 17.0% 12
Illinois 10.2% 33 1.3% 5 9.2% 21 20.8% 39
Indiana 10.3% 36 2.2% 37 11.0% 37 20.5% 35
lowa 9.4% 25 1.5% 9 8.7% 18 18.0% 20
Kansas 9.3% 24 2.2% 37 9.6% 25 18.2% 22
Kentucky 10.6% 40 2.4% 41 11.5% 42 20.7% 37
Louisiana 12.8% 48 2.6% 44 13.9% 49 23.5% 48
Maine 8.9% 22 2.0% 30 8.3% 15 18.1% 21
Maryland 10.0% 28 2.0% 30 9.9% 27 21.5% 43
Massachusetts 8.1% 11 1.9% 28 7.6% 8 16.7% 9
Michigan 9.7% 26 2.2% 37 9.8% 26 19.0% 26
Minnesota 7.0% 4 1.5% 9 6.6% 2 15.2% 4
Mississippi 13.7% 50 3.3% 50 14.8% 51 24.6% 51
Missouri 10.2% 33 2.0% 30 10.5% 34 20.3% 34
Montana 7.0% 4 1.6% 17 6.9% 4 14.8% 2
Nebraska 8.3% 14 1.5% 9 8.5% 17 16.5% 8
Nevada 8.5% 18 2.9% 46 9.5% 23 16.7% 9
New Hampshire 7.9% 10 1.6% 17 7.2% 5 16.8% 11
New Jersey 8.3% 14 1.0% 1 7.7% 9 19.3% 27
New Mexico 10.7% 41 1.6% 17 11.6% 43 19.4% 29
New York 10.9% 42 1.2% 3 10.6% 35 20.6% 36
North Carolina 11.3% 44 2.4% 41 11.2% 40 20.7% 37
North Dakota 7.8% 9 1.3% 5 7.9% 10 17.2% 13
Ohio 10.3% 36 1.7% 21 10.3% 32 21.4% 42
Oklahoma 10.1% 30 2.3% 40 11.0% 37 19.9% 33
Oregon 8.7% 20 1.9% 28 10.2% 30 15.9% 5
Pennsylvania 10.1% 30 1.6% 17 9.4% 22 19.49% 29
Rhode Island 8.2% 13 1.7% 21 9.5% 23 16.2% 7
South Carolina 13.4% 49 2.9% 46 13.3% 47 23.9% 50
South Dakota 9.2% 23 1.5% 9 8.2% 14 17.6% 17
Tennessee 12.0% 46 3.0% 49 12.2% 46 22.5% 45
Texas 10.4% 38 1.5% 9 11.7% 44 21.7% 44
Utah 6.8% 3 1.5% 9 7.4% 7 17.4% 15
Vermont 7.1% 6 1.7% 21 6.7% 3 14.8% 2
Virginia 9.7% 26 2.1% 34 11.1% 39 21.3% 41
Washington 8.1% 11 1.5% 9 9.1% 20 17.2% 13
West Virginia 12.6% 47 2.1% 34 13.7% 48 22.5% 45
Wisconsin 8.3% 14 1.4% 8 8.3% 15 18.3% 24
Wyoming 8.7% 20 2.8% 45 8.8% 19 16.0% 6
United States 10.0% 1.8% 10.2% 19.8%

Notes: Percent of women who have ever been told they have diabetes. Data for all women are for those aged 18
and older and are for 2013; all other data are three-year (2011-2013) averages. State-level INPR data on diabetes
among men by age are available at www.statusofwomendata.org.

Source: IWPR analysis of Behavioral Risk Factor Surveillance System microdata.
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Table B6.6.
Average Number of Days per Month of Poor Mental Health Among Women by Race/Ethnicity and State, 2013

Other Race or

Asian/ Pacific Two or More
All Women RINENIS Islander Native American Races

State ‘ BEIYS ‘ DES ‘ Days ‘ BEIYS ‘ BEIYS ‘ DES ‘ DES

Alabama 5.6 5.6 4.7 5.4 3.8 10.8 6.5
Alaska 3.9 3.8 4.8 3.5 1.9 4.4 5.3
Arizona 4.5 4.0 5.1 5.6 4.2 5.0 6.2
Arkansas 5.5 5.4 4.1 6.2 N/A 6.4 9.5
California 4.2 4.2 4.5 5.5 3.0 6.7 5.0
Colorado 4.0 3.9 4.1 4.7 1.8 5.9 5.2
Connecticut 39 89 4.5 4.2 1.3 4.0 6.0
Delaware 4.1 4.2 3.5 3.9 2.2 6.2 6.1
District of Columbia 3.8 2.6 4.3 4.6 3.9 N/A 5.1
Florida 4.7 4.4 5.3 4.9 1.8 7.7 7.7
Georgia 4.1 4.3 3.7 3.9 1.4 8.9 5.1
Hawaii 3.1 3.3 4.9 1.3 2.2 N/A 3.9
Idaho 4.5 4.4 5.5 N/A 3.8 7.1 5.0
Ilinois 4.1 3.8 4.5 5.2 2.5 7.1 6.5
Indiana 4.9 4.9 4.2 5.1 3.0 6.9 7.3
lowa 3.5 3.4 4.0 4.4 1.9 5.7 10.9
Kansas 3.8 87 87 4.8 2.4 73 6.5
Kentucky 5.4 5.3 4.7 5.5 3.1 13.2 8.7
Louisiana 4.9 4.6 5.7 5.2 1.5 BES) 5.0
Maine 4.4 4.3 5.5 3.8 3.2 7.0 5.1
Maryland 4.0 4.1 3.6 4.1 2.8 6.3 4.0
Massachusetts 4.2 4.0 5.6 4.4 2.6 5.1 6.1
Michigan 4.6 4.5 6.3 4.9 1.5 6.0 7.3
Minnesota 3.4 3.3 3.8 5.6 2.1 5.0 7.7
Mississippi 5.0 4.9 5.7 5.1 0.7 5.4 7.2
Missouri 4.5 4.4 5.0 4.6 2.6 10.1 7.7
Montana 4.0 89 89 N/A 5.8 6.0 7ol
Nebraska 3.5 3.5 3.0 4.3 2.3 5.7 5.8
Nevada 4.6 4.8 3.8 6.1 3.0 7.2 6.6
New Hampshire 4.2 4.1 6.8 7.2 1.7 7.9 5.7
New Jersey 3.7 3.8 4.1 3.9 1.8 33 4.5
New Mexico 4.3 4.2 4.6 3.7 3.2 4.0 5.2
New York 4.3 4.0 5.3 5.0 2.8 4.8 5.5
North Carolina 4.3 4.4 3.0 4.5 2.1 6.4 5.9
North Dakota 3.2 3.1 4.4 3.8 2.3 4.3 4.1
Ohio 4.6 4.4 5.6 5.7 2.1 7.8 6.4
Oklahoma 4.9 4.7 4.2 5.7 2.8 6.6 6.6
Oregon 4.7 4.7 4.3 7.9 2.4 9.3 6.5
Pennsylvania 4.6 4.3 6.6 5.1 3.0 7.5 7.3
Rhode Island 4.4 4.3 5.6 3.4 2.9 6.6 6.3
South Carolina 4.7 4.8 4.7 4.4 1.6 8.2 7.0
South Dakota 3.2 3.1 3.3 3.8 3.3 4.5 5.8
Tennessee 4.6 4.7 2.6 4.4 0.7 10.7 3.6
Texas 4.1 3.9 4.1 4.7 2.0 5.2 6.2
Utah 4.2 4.2 4.0 3.8 3.0 4.6 5.4
Vermont 4.1 4.0 5.5 4.1 3.7 5.9 5.3
Virginia 3.8 3.7 3.2 3.7 3.6 8.8 4.2
Washington 4.5 4.5 4.4 5.5 2.7 6.3 5.9
West Virginia 5.5} 5.8 4.6 4.8 N/A N/A 6.2
Wisconsin 4.0 3.6 6.0 6.5 4.0 3.4 9.1
Wyoming 4.0 39 4.9 5.7 7.8 4.9 5.4
United States 4.3 4.2 4.6 4.8 2.7 6.3 5.9

Notes: Data are for women aged 18 and older. Data for all women are for 2013; all other data are three-year (2011-2013) averages. Racial groups are non-Hispanic. Hispanics may be of
any race or two or more races. N/A = not available. State-level INPR data on poor mental health among men by race and ethnicity are available at www.statusofwomendata.org.
Source: IWPR analysis of Behavioral Risk Factor Surveillance System microdata.
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Table B6.7.
Average Number of Days per Month of Poor Mental Health Among Women by
Age and State, 2013

Women Aged Women Aged Women Aged

All Women 18-34 35-64 65 and Older
Alabama 5.6 51 5.8 47 6.4 51 3.2 49
Alaska 3.9 11 4.2 6 4.0 8 2.4 18
Arizona 4.5 32 5.5 40 4.7 31 2.4 18
Arkansas 5.5 50 6.5 51 6.1 48 3.0 44
California 4.2 23 4.5 11 4.5 23 3.0 44
Colorado 4.0 13 4.6 17 4.2 12 2.2 10
Connecticut 89 11 4.5 11 4.3 16 2.3 23
Delaware 4.1 18 4.8 23 4.5 23 2.3 14
District of Columbia 3.8 8 4.4 © 29 7 2.2 10
Florida 4.7 41 5.0 25 5.4 43 3.1 46
Georgia 4.1 18 4.4 9 4.4 20 2.6 28
Hawaii 3.1 1 3.8 2 3.2 1 1.9 4
Idaho 4.5 32 5.3 33 4.8 32 2.5 28
Illinois 4.1 18 4.7 22 4.3 16 2.6 28
Indiana 4.9 44 5.7 44 5.4 43 2.7 32
lowa 3.5 5 4.6 17 3.7 5 1.8 3
Kansas 3.8 8 4.6 17 4.1 10 2.0 6
Kentucky 5.4 49 5.8 47 6.1 48 3.1 46
Louisiana 4.9 44 5.4 35 5.3 41 2.8 38
Maine 4.4 30 5.9 50 4.6 27 2.3 14
Maryland 4.0 13 5.0 25 4.1 10 2.4 18
Massachusetts 4.2 23 5.0 25 4.5 23 2.4 18
Michigan 4.6 36 5.7 44 5.0 36 2.4 18
Minnesota 3.4 4 4.6 17 3.5 4 1.6 1
Mississippi 5.0 47 5.4 S8 5.7 47 2.8 38
Missouri 4.5 32 5.0 25 5.1 39 2.5 23
Montana 4.0 13 4.5 11 4.4 20 2.6 28
Nebraska 3.5 5 4.1 5 3.8 6 2.1 7
Nevada 4.6 36 5.4 35 4.6 27 35 51
New Hampshire 4.2 23 5.8 47 4.2 12 2.1 7
New Jersey 3.7 7 3.7 1 4.2 12 2.5 23
New Mexico 4.3 27 4.5 11 5.0 36 2.6 28
New York 4.3 27 4.8 23 4.6 27 3.1 46
North Carolina 4.3 27 4.5 11 4.9 34 2.7 32
North Dakota 3.2 2 39 3 8.3 2 1.9 4
Ohio 4.6 36 5.5 40 5.0 36 2.7 32
Oklahoma 4.9 44 5.4 S5 5.4 43 29 42
Oregon 4.7 41 5.6 42 5.1 39 2.7 32
Pennsylvania 4.6 36 5.6 42 4.9 34 2.8 38
Rhode Island 4.4 30 5.3 33 4.8 32 2.7 32
South Carolina 4.7 41 5.1 31 5.3 41 2.9 42
South Dakota 3.2 2 4.2 6 3.3 2 1.7 2
Tennessee 4.6 36 4.5 11 5.4 43 2.7 32
Texas 4.1 18 4.3 8 4.5 23 2.5 23
Utah 4.2 23 4.6 17 4.4 20 2.8 38
Vermont 4.1 18 5.0 25 4.3 16 2.3 14
Virginia 3.8 8 89 3 4.3 16 2.2 10
Washington 4.5 32 5.7 44 4.6 27 2.3 14
West Virginia 5.3 48 5.4 S5 6.1 48 &3 50
Wisconsin 4.0 13 5.1 31 4.0 8 2.2 10
Wyoming 4.0 13 5.0 25 4.2 12 2.1 7
United States 4.3 4.9 4.7 2.7

Notes: Data for all women are for those aged 18 and older and are for 2013; all other data are three-year (2011-
2013) averages. State-level IWPR data on poor mental health among men by age are available at www.statusofwom-
endata.org.

Source: IWPR analysis of Behavioral Risk Factor Surveillance System microdata.
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Table B6.8.
Average Number of Days per Month of Limited Activities Among Women by Race/Ethnicity and State, 2013

Other Race or

Asian/ Pacific Two or More
All Women Hispanic Islander Native American Races
Alabama 5.9 6.0 4.1 5.8 5.2 9.9 6.4
Alaska 4.6 4.4 5.0 7.8 3.1 5.0 5.3
Arizona 5.2 4.9 5.8 5.7 4.1 5.1 4.0
Arkansas 5.9 5.7 3.8 7.0 N/A 7.4 8.1
California 4.7 4.7 4.6 6.6 3.6 6.7 5.4
Colorado 3.8 3.6 4.3 4.9 3.2 6.5 3.7
Connecticut 4.1 3.8 5.5 5.2 1.8 4.1 5.1
Delaware 4.4 4.5 4.6 4.1 1.2 5.3 4.6
District of Columbia 4.3 2.6 89 5.8 3.6 N/A 5.0
Florida 5.1 5.2 5.2 4.4 2.9 6.9 6.9
Georgia 4.8 4.9 &3 4.7 2.7 6.9 5.8
Hawaii 4.1 4.0 4.6 4.9 3.5 N/A 4.7
Idaho 4.4 4.3 5.1 N/A 0.8 7.8 5.1
Illinois 4.0 3.8 4.1 4.8 2.9 6.9 5.6
Indiana 4.9 4.9 4.0 4.8 3.4 8.3 7.9
lowa 3.7 3.7 4.3 5.0 0.8 1.9 6.4
Kansas 4.2 4.1 3.6 4.6 1.5 8.2 5.5
Kentucky 5.7 5.8 3.3 6.0 0.7 10.8 7.7
Louisiana 8.3 5.3 519, 5.8 4.2 &7 585
Maine 4.6 4.6 4.2 2.5 3.0 6.3 6.1
Maryland 4.3 4.0 4.9 4.7 2.4 4.5 7.0
Massachusetts 4.3 4.1 5.4 4.7 3.1 10.4 5.7
Michigan 4.9 4.6 5.3 6.1 1.8 7.1 6.0
Minnesota 3.8 3.7 3.9 5.1 2.4 6.5 5.9
Mississippi 5.9 6.0 6.4 5.8 1.1 9.3 5.9
Missouri 5.2 5.0 6.4 5.7 2.4 9.0 5.9
Montana 4.6 4.5 89 N/A B3 5.7 6.0
Nebraska 3.8 3.7 3.6 5.1 2.9 6.5 6.1
Nevada 5.0 5.0 4.4 6.2 3.2 7.2 8.3
New Hampshire 4.4 4.3 4.1 3.6 3.1 12.2 7.1
New Jersey 4.2 4.0 5.4 4.5 2.5 8.6 4.8
New Mexico 5.2 4.8 5.6 4.5 3.7 5.3 5.5
New York 4.5 4.1 4.8 5.4 3.6 7.5 6.4
North Carolina 5.0 5.1 33 5.3 2.0 6.6 5.8
North Dakota 3.5 3.4 3.2 6.6 1.7 4.2 4.5
Ohio 5.1 4.9 6.0 5.9 3.0 8.0 5.8
Oklahoma 5.6 5.5 4.0 6.3 4.6 6.5 7.0
Oregon 5.1 5.1 3.9 7.4 3.5 8.8 6.1
Pennsylvania 4.6 4.4 6.5 5.5 2.7 8.3 5.8
Rhode Island 4.9 4.7 5.9 3.8 5.1 7.5 6.3
South Carolina 5.3 5.3 4.9 5.3 4.1 10.9 5.9
South Dakota 3.8 3.7 3.8 2.3 1.0 5.3 5.1
Tennessee 6.5 6.4 SHI 6.4 0.4 13.8 8.5
Texas 4.7 4.7 4.2 6.6 2.4 7.2 5.1
Utah 3.7 3.7 4.2 4.7 1.5 4.6 5.0
Vermont 4.1 4.0 6.2 3.8 3.6 9.5 6.3
Virginia 4.7 4.7 3.8 4.9 2.7 6.9 5.1
Washington 4.6 4.5 4.0 5.2 2.5 8.6 6.3
West Virginia 6.0 6.0 519 4.2 N/A N/7A 6.0
Wisconsin 4.3 3.9 5.5 7.2 2.8 6.8 10.7
Wyoming 4.4 4.3 4.6 38 4.2 8.4 5.4
United States 4.8 4.7 4.7 5.5 3.2 7.0 5.9

Notes: Data are for women aged 18 and older. Data for all women are for 2013; all other data are three-year (2011-2013) averages. Racial groups are non-Hispanic. Hispanics may be of
any race or two or more races. N/A = not available. State-level IWPR data on activities limitations among men by race and ethnicity are available at www.statusofwomendata.org.
Source: IWPR analysis of Behavioral Risk Factor Surveillance System microdata.
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Table B6.9.
Average Number of Days per Month of Limited Activities Among Women by
Age and State, 2013

Women Aged Women Aged Women Aged

All Women 18-34 35-64 65 and Older
Alabama 5.9 47 3.8 48 7.0 49 6.2 41
Alaska 4.6 23 3.2 25 5.2 23 6.5 45
Arizona 5.2 40 3.8 48 5.8 38 5.7 28
Arkansas 5.9 47 4.3 51 6.7 46 5.9 33
California 4.7 28 a3 30 5.1 22 6.0 36
Colorado 3.8 4 2.8 8 4.2 3 4.9 7
Connecticut 4.1 9 Sl 21 4.2 3 5.8 17
Delaware 4.4 18 3.3 30 4.8 15 5.2 14
District of Columbia 4.3 14 2.9 14 5.5 29 5.2 14
Florida 5.1 37 29 14 6.2 42 5.8 30
Georgia 4.8 31 2.6 4 5.7 33 59 33
Hawaii 4.1 9 3.4 36 4.2 3 4.7 3
Idaho 4.4 18 Shl 21 5.0 18 5.6 26
Illinois 4.0 8 2.8 8 4.3 6 5.1 11
Indiana 4.9 32 3.2 25 5.7 g3 5.6 26
lowa 3.7 2 2.3 1 4.3 6 4.9 7
Kansas 4.2 12 2.6 4 4.8 15 5.2 14
Kentucky 5.7 46 3.5 40 6.7 46 6.8 48
Louisiana 5.9 44 3.6 45 6.3 44 6.4 43
Maine 4.6 23 3.3 30 5.4 28 4.6 2
Maryland 4.3 14 3.6 45 4.4 11 5.3 17
Massachusetts 4.3 14 3.1 21 4.8 15 5.3 17
Michigan 4.9 32 3.0 18 5/ 33 59 33
Minnesota 3.8 4 2.8 8 4.3 6 4.8 6
Mississippi 5.9 47 a5 40 7.0 49 7.1 49
Missouri 5.2 40 3.3 30 5.9 39 6.4 43
Montana 4.6 23 2.8 8 5.2 23 6.0 36
Nebraska 3.8 4 2.5 3 4.3 6 4.7 3
Nevada 5.0 35 3.5 40 5.6 32 6.0 36
New Hampshire 4.4 18 3.3 30 5.0 18 4.7 3
New Jersey 4.2 12 2.9 14 4.5 12 5.3 17
New Mexico 5.2 40 33 30 5.9 39 6.2 41
New York 4.5 22 2.8 8 6.2 23 5.4 21
North Carolina 5.0 35 3.0 18 5.7 33 6.5 45
North Dakota a5 1 2.4 2 4.0 1 4.1 1
Ohio 5.1 37 3.4 36 5.7 33 6.0 36
Oklahoma 5.6 45 3.6 45 6.5 45 6.6 47
Oregon 5.1 37 3.4 36 5.9 39 5.5 24
Pennsylvania 4.6 23 3.2 25 5.3 27 5.1 11
Rhode Island 4.9 32 3.5 40 5.5 29 5.4 21
South Carolina 5.3 43 3.2 25 6.2 42 6.0 36
South Dakota 3.8 4 2.9 14 4.1 2 4.9 7
Tennessee 6.5 51 4.1 50 7.4 51 7.2 50
Texas 4.7 28 3.5 40 5.2 23 5.8 30
Utah 3.7 2 2.6 4 4.3 6 5.5 24
Vermont 4.1 9 2.8 8 4.5 12 4.9 7
Virginia 4.7 28 2.6 4 B.5 29 5.8 30
Washington 4.6 23 3.2 25 5.0 18 5.7 28
West Virginia 6.0 50 3.4 36 6.7 46 7.3 51
Wisconsin 4.3 14 3.1 21 4.6 14 5.1 11
Wyoming 4.4 18 3.0 18 5.0 18 5.4 21
United States 4.8 3.2 5.4 5.7

Notes: Data for all women are for those aged 18 and older and are for 2013; all other data are three-year (2011-2013)
averages. State-level IWPR data on limited activities among men by age are available at www.statusofwomendata.org.
Source: IWPR analysis of Behavioral Risk Factor Surveillance System microdata.
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Table B6.10.
Percent of Women Who Are Overweight or Obese by Race/Ethnicity and State, 2013

Other Race or

Asian/ Pacific Two or More
All Women i RINELI Islander Native American Races
Alabama 64.8% 59.4%, 57.5% 76.9% 59.1% 61.1%
Alaska 58.8% 56.5% 66.0% 75.7% 42.3% 64.8% 58.4%,
Arizona 53.99% 49.3%, 65.5% 63.3% 30.4% 70.2% 54.99%,
Arkansas 65.2% 59.6% 66.4% 75.2%, N/A 56.99% 64.5%
California 52.8% 49.5% 65.1% 72.5%, 29.4% 60.4% 55.4%,
Colorado 48.9% 44.29, 61.7% 64.2% 22.7% 55.8% 48.7%
Connecticut 55.8% 50.1% 67.2% 70.7% 35.39% 58.5% 61.0%
Delaware 58.5% 55.1% 63.5% 72.3% 24.29 N/A 54.7%
District of Columbia 49.29 27.6% 44.59%, 70.6% 24.7% N/A 50.3%
Florida 55.3% 51.19% 59.29 70.9% 33.19 52.29 56.8%
Georgia 61.3% 53.7% 58.6% 73.6% 29.4%, 47.9% 62.2%
Hawaii 45.7% 42.1% 56.3% N/A 38.3% N/A 61.3%
Idaho 56.8% 54.9% 65.3% N/A N/A 64.5% 60.0%
lllinois 60.3% 55.1% 64.5% 72.49, 30.6% N/A 54.49,
Indiana 62.2% 59.1% 61.9% 74.19% 37.7% 61.5% 70.2%
lowa 60.3% 58.4%, 67.2% 81.4% 26.4%, N/A 67.6%
Kansas 59.29% 57.3% 68.9% 70.8% 31.7% 70.8% 56.4%
Kentucky 63.2% 60.7% 58.7% 75.2% N/A 68.5% 64.1%
Louisiana 62.4% 57.9% 48.8% 78.0% N/A 66.0% 63.9%
Maine 58.99% 57.9% 58.6% N/A N/A 60.9% 67.4%
Maryland 59.7% 54.3% 56.9% 72.5%, 30.4% 45.19 57.4%,
Massachusetts 48.7% 48.0% 63.8% 69.9% 19.3% 60.8% 52.9%
Michigan 61.3% 58.5% 63.0% 75.9% 32.1% 67.6% 62.4%
Minnesota 52.49, 52.99 60.1% N/A 32.59 55.6% 60.8%
Mississippi 66.0% 59.0% 60.1% 78.9% N/A 69.9% 66.6%
Missouri 58.4% 58.19% 57.6% 74.8%, N/A 55.19% 63.4%
Montana 53.29 50.9% 64.8% N/A N/A 72.9% 63.4%
Nebraska 58.5% 56.9% 62.1% 71.0% 31.19% 73.9% 61.1%
Nevada 56.4% 51.2% 60.6% 68.2% 36.2% 74.9% 58.6%
New Hampshire 53.8% 53.99 47.1% N/A 31.8% N/A 60.1%
New Jersey 54.6% 49.8% 62.0% 72.2%, 33.6% 57.0% 52.2%
New Mexico 57.5% 49.3% 63.0% 70.3% 28.3% 73.7% 47.5%
New York 54.6% 50.1% 62.2% 68.3% 32.5% N/A 65.2%
North Carolina 60.4% 55.3% 64.1% 75.3%, 30.0% 73.3% 61.8%
North Dakota 58.99% 56.8% 58.4%, N/A N/A 72.8% 59.6%
Ohio 59.59% 57.19% 60.3% 72.0% 32.49 56.4%, 63.6%
Oklahoma 62.8% 59.7% 65.6% 74.2%, 29.7% 67.8% 63.5%
Oregon 52.3% 54.6% 61.2% N/A 17.4% N/A 56.1%
Pennsylvania 57.6% 56.2% 65.2% 72.6% 31.7% 55.29, 60.2%
Rhode Island 57.6% 53.6% 62.6% 66.2% 37.9% 80.4% 59.5%
South Carolina 63.2% 56.2% 64.0% 78.6% 28.0% 72.7% 53.5%
South Dakota 59.5% 57.3% 63.2% N/A N/A 68.6% 59.4%
Tennessee 63.4% 59.7% 50.6% 75.19% N/A N/A 56.4%,
Texas 61.2% 53.99% 67.6% 73.3% 27.59% 59.0% 49.7%
Utah 51.8% 49.7% 59.5% 62.0% 28.8% 66.1% 60.3%
Vermont 53.8% 52.2% 60.5% N/A N/A 67.5% 54.6%
Virginia 58.0% 54.39% 55.4% 74.49 31.29% 62.6% 52.3%
Washington 55.39% 55.19% 62.6% 69.2% 29.8% 72.8% 54.0%
West Virginia 63.4% 63.8% 66.9% 74.3%, N/A N/A 64.2%
Wisconsin 59.6% 57.99% 57.9% 80.2% N/A 56.9% 61.3%
Wyoming 56.7% 55.0% 64.0% N/A N/A 65.6% 49.6%
United States 57.6% 54.3%, 63.7% 73.3% 30.5% 64.1% 57.8%

Notes: Percent of women with a BMI of 25 or greater. Data for all women include those aged 18 and older and are for 2013; all other data are three-year (2011-2013) averages. Racial
groups are non-Hispanic. Hispanics may be of any race or two or more races. State-level IWPR data on the percent of men who are overweight or obese by race and ethnicity are available
at www.statusofwomendata.org. N/A = not available.

Source: IWPR analysis of Behavioral Risk Factor Surveillance System microdata.
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Table B6.11.
Percent of Women Who Are Overweight or Obese by Age and State, 2013

Women Aged Women Aged Women Aged

All Women 18-34 35-64 65 and Older
Alabama 64.8% 49 56.2% 50 68.0% 47 63.7% 44
Alaska 58.8% 28 49.1% 36 62.8% 26 63.4% 42
Arizona 53.9% 12 45.0% 19 59.9% 19 53.9% 3
Arkansas 65.2% 50 53.6% 46 68.3% 48 60.4% 25
California 52.8% 8 44.2%, 16 57.7% 12 54.9% 5
Colorado 48.9% 3 36.5% 1 52.3% 2 52.5% 2
Connecticut 55.8% 17 43.5% 13 56.1% 5 60.0% 24
Delaware 58.5% 26 45.3% 21 64.2% 36 63.1% 41
District of Columbia 49.29, 4 39.6% 4 57.5% 11 57.3% 9
Florida 55.3% 15 45.29, 20 59.6% 18 57.8% 11
Georgia 61.3% 40 50.5% 41 65.2% 39 59.8% 22
Hawaii 45.7% 1 41.3% 5 50.2% 1 44.4%, 1
Idaho 56.8% 20 43.7% 14 60.9% 21 61.4% 31
Illinois 60.3% 36 46.0% 27 63.0% 28 62.3% 36
Indiana 62.2% 42 49.7% 38 64.8% 38 64.9% 49
lowa 60.3% 36 47.2% 34 63.8% 34 62.6% 39
Kansas 59.2% 31 50.0% 39 63.0% 28 59.8% 22
Kentucky 63.2% 45 51.1% 42 67.1% 44 62.3% 36
Louisiana 62.49, 43 52.0% 44 70.7% 50 65.8% 51
Maine 58.9% 29 46.8% 30 61.5% 22 61.1% 29
Maryland 59.7% 85) 47.0% 32 63.4% 31 62.5% 38
Massachusetts 48.7% 2 38.2% 2 52.5% 3 57.3% 9
Michigan 61.3% 40 52.0% 44 63.6% 58 65.5% 50
Minnesota 52.4%, 7 43.99% 15 57.0% 9 57.8% 11
Mississippi 66.0% 51 58.1% 51 72.4% 51 63.4% 42
Missouri 58.4% 25 48.5% 35 65.4% 40 61.7% 32
Montana 53.2% 9 43.1% 11 56.5% 7 55.3% 6
Nebraska 58.5% 26 46.0% 27 62.4% 25 62.6% 39
Nevada 56.4% 18 45.9% 24 58.0% 13 56.8% 8
New Hampshire 53.8% 10 42.7% 10 56.6% 8 59.3% 17
New Jersey 54.6% 13 41.5% 6 56.1% 5 60.6% 27
New Mexico 57.5% 21 46.9% 31 64.0% 35 54.2% 4
New York 54.6% 13 41.5% 6 59.0% 16 59.6% 19
North Carolina 60.4% 38 51.3% 43 65.4%, 40 58.9% 16
North Dakota 58.9% 29 43.3% 12 64.3% 37 61.7% 32
Ohio 59.5% 32 46.6% 29 62.9% 27 64.1% 47
Oklahoma 62.8% 44 54.0% 48 66.4% 43 59.6% 19
Oregon 52.3% 6 44.5% 18 58.5% 14 58.0% 14
Pennsylvania 57.6% 22 45.9%, 24 61.5% 22 64.1% 47
Rhode Island 57.6% 22 44.3%, 17 59.1% 17 60.5% 26
South Carolina 63.2% 45 53.7% 47 67.5% 45 61.7% 32
South Dakota 59.5% 32 45.9% 24 61.9% 24 63.7% 44
Tennessee 63.4% 47 50.3% 40 67.9% 46 61.0% 28
Texas 61.2% 39 49.2%, 37 65.6% 42 61.1% 29
Utah 51.8% 5 39.5% 3 57.4% 10 58.2% 15
Vermont 53.8% 10 41.7% 8 55.49% 4 57.8% 11
Virginia 58.0% 24 45.7% 22 63.2% 30 59.3% 17
Washington 55.3% 15 42.6% 9 58.9% 15 59.6% 19
West Virginia 63.4%, 47 54.6% 49 69.8% 49 62.0% 35
Wisconsin 59.6% 34 45.7% 22 63.5% 32 63.8% 46
Wyoming 56.7% 19 47.1% 3 60.8% 20 55.8% 7
United States 57.6% 46.5% 61.7% 60.0%

Notes: Percent of women with a BMI of 25 or greater. Data for all women include those aged 18 and older and are
for 2013; all other data are three-year (2011-2013) averages. State-level IWPR data on the percent of men who are
overweight or obese by age are available at www.statusofwomendata.org.

Source: IWPR analysis of 2013 Behavioral Risk Factor Surveillance System microdata.
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