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PREFACE AND READER’S GUIDE
The U.S. Department of Health and Hu-

man Services, Health Resources and Services 
Administration (HRSA) supports healthy 
women building healthy communities. HRSA 
is charged with ensuring access to quality health 
care through a network of community-based 
health centers, maternal and child health pro-
grams, and community HIV/AIDS programs 
throughout the States and U.S. jurisdictions. In 
addition, HRSA’s mission includes supporting 
individuals pursuing careers in medicine, nurs-
ing, and many other health disciplines. HRSA 
fulfills these responsibilities, in part, by collect-
ing and analyzing timely, topical information 
that identifies health priorities and trends that 
can be addressed through program interven-
tions and capacity building.

HRSA is pleased to present Women’s Health 
USA 2013, the twelfth edition of the Women’s 
Health USA data book. The data book serves as 
a concise, easy-to-use reference for policymakers 
and program managers at the Federal, State, and 
local levels to identify and better address critical 
health challenges facing women, their families, 
and their communities. Data are included on 
a variety of population health determinants, 
health behaviors, health status, and health care 
utilization practices of women throughout the 
United States, bringing together the latest avail-

able information from various agencies within 
the Federal government, including the U.S. 
Departments of Health and Human Services, 
Agriculture, Commerce, Education, Labor, and 
Veterans Affairs. To reflect the ever-changing, 

increasingly diverse population and its charac-
teristics, Women’s Health USA selectively high-
lights emerging issues and trends in women’s 
health. Data and information on chronic ob-
structive pulmonary disease (COPD), fast 
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food and sugar-sweetened beverage consump-
tion, patient-centered care, and prediabetes are 
among the new indicators included in this edi-
tion. New special population pages also feature 
data on the characteristics and health of women 
served by community health centers, immigrant 
women, and lesbian and bisexual women.

Women’s Health USA 2013 is a valuable tool 
for emphasizing the importance of preventive 
care, counseling, and education, and for illus-
trating disparities in the health status of women 
from all age groups and racial and ethnic back-
grounds. Health problems can only be remedied 
if they are recognized. Disparities by sex, race 
and ethnicity, and socioeconomic factors, in-
cluding education and income, are highlighted 
throughout the databook. Where race and 
ethnicity data are reported, groups are mutu-
ally exclusive (i.e., non-Hispanic race groups 
and the Hispanic ethnic group) except in a few 
cases where the original data do not present the 
groups separately. Throughout the data book, 
those categorized as being of Hispanic ethnic-
ity may be of any race or combination of races. 
In some instances, it was not possible to pro-
vide data for all races due to the design of the 
original data source or the size of the sample 
population; therefore, estimates with a numera-
tor of less than 20 or a relative standard error 

of 30 percent or greater were considered unre-
liable and were not reported. Where possible, 
comparisons across groups are age-adjusted to 
the 2000 standard of the United States, which 
helps illuminate differences between groups in 
the prevalence or incidence of a condition that 
are not simply a function of differences in the 
groups’ age distributions. In general, only sta-
tistically significant differences are commented 
on; however, not all significant differences are 
discussed.

Women’s Health USA 2013 and previous edi-
tions are available online. In each new edition, 
some indicators are replaced by new health topics 
or population features. For information on top-
ics or populations covered in previous editions, 
please refer to the Women’s Health USA website 
(mchb.hrsa.gov/publications/womenshealthusa). 
In 2013, many maternal health indicators 
are included in a special perinatal edition of 
Child Health USA 2013, also available online 
(mchb.hrsa.gov/chusa13). In addition, the 
U.S. Department of Health and Human 
Services’ Office on Women’s Health of-
fers detailed State and county level health 
data by sex, race and ethnicity, and age avail-
able through Quick Health Data Online 
(www.healthstatus2020.com/). 

The text and graphs in Women’s Health USA 
2013 are not copyrighted; the photographs are 
the property of iStockphoto and Thinkstock 
and may not be duplicated. With that excep-
tion, readers are free to duplicate and use any 
of the information contained in this publica-
tion with proper attribution. The online ver-
sion contains downloadable figures, tables, and 
text for easy insertion into presentations and 
documents. Please provide any feedback on this 
publication to the HRSA Information Center 
which offers single copies of the data book at 
no charge:

HRSA Information Center
P.O. Box 2910
Merrifield, VA 22116
Phone: 703-442-9051
Toll-free: 1-888-ASK-HRSA
TTY: 1-877-4TY-HRSA
Fax: 703-821-2098
ask@hrsa.gov
www.ask.hrsa.gov
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POPULATION 
CHARACTERISTICS

Population characteristics describe the di-
verse social, demographic, and economic fea-
tures of the Nation’s population. There were 
more than 158 million females in the United 
States in 2011, representing slightly more than 
half of the population.

Examining data by demographic factors such 
as sex, age, and race and ethnicity can serve a 
number of purposes for policymakers and pro-
gram planners. For instance, these comparisons 
can be used to tailor the development and eval-
uation of policies and programs to better serve 
the needs of women at higher risk for certain 
conditions.

This section presents data on population 
characteristics that may affect women’s physi-
cal, social, and mental health, as well as access 
to health care. Some of these characteristics in-
clude age, race and ethnicity, rural and urban 
residence, education, poverty, employment, 
household composition, and participation in 
Federal nutrition programs. The characteristics 
of women veterans are also reviewed and ana-
lyzed.  
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U.S. POPULATION
In 2011, the U.S. population was more than 

311 million, with females comprising 50.8 per-
cent of the total population. Females younger 
than 18 years accounted for nearly one-quarter of 
the 158 million U.S. females, while women aged 
18–44 years accounted for 35.6 percent, those 
aged 45–64 years accounted for 26.8 percent, 
and women aged 65 years and older accounted 
for 14.8 percent.

The distribution of the population by sex was 
fairly even across younger age groups; however 
because women have longer life expectancies, 
they represented a greater proportion of those 

aged 65 years and older in 2011.  Women ac-
counted for 56.7 percent of all individuals aged 
65 years and older, 60.5 percent of individuals 

aged 75 years and older, and over two-thirds of 
individuals aged 85 years and older (67.0 per-
cent; data not shown).

U.S. Female Population,* by Age, 2011
Source I.1: U.S. Census Bureau, Annual Estimates of
the Resident Population

U.S. Population, by Age and Sex, 2011
Source I.1: U.S. Census Bureau, Annual Estimates of the Resident Population
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U.S. FEMALE POPULATION
In 2011, the majority of the total female 

population was non-Hispanic White (63.4 per-
cent), while 16.2 percent were Hispanic, 12.7 
percent were Black, and 5.0 percent were non-
Hispanic Asian. Less than 1 percent of the fe-
male population was non-Hispanic American 
Indian/Alaska Native or non-Hispanic Native 
Hawaiian/Other Pacific Islander, while 1.9 per-
cent were non-Hispanic multiple race. Non-
Hispanic White females are expected to no 
longer be the majority by 2045. By 2060, the 
proportion of females who are non-Hispanic 
White is expected to fall to 42.9 percent while 
the proportion who are Hispanic, non-Hispanic 
Asian, and non-Hispanic multiple race are ex-
pected to double or triple compared to the start 
of the millennium.

The increasing diversity of the U.S. popula-
tion is a function of different fertility, mortal-
ity, and migration patterns according to race 
and ethnicity. The younger female population 
(under 18 years) is significantly more diverse 
than the older female population. In 2011, 53.0 
percent of females under 18 years of age were 
non-Hispanic White, while 23.6 percent of that 
group were Hispanic. In contrast, among wom-
en aged 65 years and older, 78.9 percent were 
non-Hispanic White and only 7.3 percent were 
Hispanic (data not shown).1

The increasing diversity of the U.S. popula-

tion underscores the importance of promoting 
racial and ethnic equity in health and health 
care. Significant racial and ethnic disparities 
persist in health status and access to health care 
which can be attributed to a variety of social, 

behavioral, environmental, and biological de-
terminants.2 The future health of America will 
greatly depend on using a multifaceted approach 
to improving the health of racial and ethnic mi-
norities and other disadvantaged groups.
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HOUSEHOLD COMPOSITION
In 2012, 50.3 percent of women aged 18 

years and older were married and living with a 
spouse; this includes married couples living with 
other people, such as parents. About 13 percent 
of women over age 18 were the heads of their 
households, meaning that they have children or 
other family members, but no spouse, living with 
them. Women who are heads of households in-
clude single mothers, single women with a par-
ent or other close relative living in their home, 
and women with other household compositions. 
About 15 percent of women lived alone, 13.8 
percent lived with relatives, and 7.9 percent lived 
with non-relatives.

Household composition varies significantly by 

age. Young women aged 18–24 years were most 
likely to be living with relatives (58.7 percent) 
and with non-relatives (16.8 percent), while over 
60 percent of women aged 35–44 and 45–64 
were living with a spouse. Being a head of house-
hold with no spouse present was most common 
among women aged 25–44. Older women, aged 
65 and above, were most likely to be living alone 
or with a spouse.

In 2012, non-Hispanic Black women were 
most likely to be single heads of households with 
family members present (27.5 percent), while 
non-Hispanic Asian and non-Hispanic White 
women were least likely (7.6 and 9.4 percent, 
respectively). Over 30 percent of single female 
heads of households with family members had 

incomes below the poverty level (see Women’s 
Health USA, 2012).

In 2011, same-sex couples comprised about 1 
percent of all households, with female couples ac-
counting for 53.0 percent of those households.3 
Almost one-quarter of female same-sex couple 
households had children (23.2 percent) com-
pared to 11.0 percent of male same-sex couple 
households and 40.7 percent of opposite-sex cou-
ple households.3 Householders within same-sex 
couples tend to have higher levels of educational 
attainment than those of opposite-sex couples. 
Over half of male same-sex couple householders 
had a college degree (52.3 percent), followed by 
45.7 percent of female same-sex couple house-
holders, and 35.8 percent of opposite-sex couple 
householders (data not shown).3
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WOMEN AND POVERTY
In 2011, more than 46 million people in the 

United States lived with incomes below the pov-
erty level, representing 15.0 percent of the U.S. 
population.4,5 Approximately 17.7 million of 
those were women aged 18 and older, account-
ing for 14.6 percent of the adult female popu-
lation. In comparison, 10.9 percent of adult 
men (or 12.4 million) lived in poverty (data 
not shown). With regard to race and ethnicity, 
non-Hispanic White women were least likely to 
experience poverty (10.6 percent), followed by 
non-Hispanic Asian women (11.9 percent). In 
contrast, about one-quarter of Hispanic, non-
Hispanic Black, and non-Hispanic American 

Indian/Alaska Native women lived in poverty.
Poverty status varies with age. Among wom-

en of each race and ethnicity, those aged 45–64 
years and 65 years and older were less likely to 
experience poverty than those aged 18–44. For 
instance, 29.2 percent of non-Hispanic Black 
women aged 18–44 were living in poverty in 
2011, compared to 22.5 percent of those aged 
45–64 years, and 20.5 percent of those aged 65 
years and older.

Poverty status also varies with educational 
attainment. Among women aged 25 years and 
older in 2011, nearly one-third (32.8 percent) of 
those without a high school diploma were living 
in poverty, compared to 16.0 percent of those 

with a high school diploma or equivalent, 11.5 
percent of those with some college education, 
and 4.9 percent of those with a Bachelor’s degree 
or higher (data not shown).

In 2011, 11.8 percent of families—a group of 
at least two people related by birth, marriage, or 
adoption and residing together—were living in 
poverty. Married-couple families were least likely 
to be poor (6.2 percent). Among single-headed 
households with no spouse present, those headed 
by an adult female were twice as likely to be poor 
as those headed by an adult male (31.2 versus 16.1 
percent, respectively). Overall, women in families 
were more likely than men to be poor (11.4 versus 
8.0 percent, respectively; data not shown).
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FOOD SECURITY
Food security is defined as having access at 

all times to enough food for an active, healthy 
life. Food security status is determined based on 
individuals’ responses to questions about experi-
ences and behaviors related to food insecurity, 
such as being unable to afford balanced meals, 
cutting the size of meals because of too little 
money for food, or being hungry because of too 
little money for food.6

Households or persons experiencing food 
insecurity may be categorized as experiencing 
“low food security” or “very low food security.” 
Low food security generally indicates multiple 
food access issues but little if any reduced food 
intake, while very low food security indicates re-

duced food intake and disrupted eating patterns 
due to inadequate resources for food. Periods of 
low or very low food security are usually recur-
rent and episodic rather than chronic. Nonethe-
less, nutritional risk due to poor dietary quality 
can persist across periods of food insecurity, and 
may increase the risk of nutritional deficiencies 
and diet sensitive conditions like hypertension 
and diabetes.7

In 2011, an estimated 17.9 million or 14.9 
percent of all households experienced food in-
security for one or more household members at 
some point in the past year; this rate did not 
change significantly from 2010. However, the 
prevalence of very low food security increased 
from 5.4 percent in 2010 to 5.7 percent in 

2011, marking a return to levels seen in 2008 
and 2009.

Food security status varies by household 
composition. While adult men and women liv-
ing alone had similar rates of food insecurity 
in 2011 (15.5 and 15.6 percent, respectively), 
female-headed households with children and 
no spouse present were more likely than male-
headed households with no spouse present to 
experience food insecurity (36.8 versus 24.9 
percent, respectively). Female-headed house-
holds with children were also more likely than 
male-headed households with children to expe-
rience very low food security (11.5 versus 7.5 
percent, respectively).

Household Food Insecurity, 1998–2011
Source I.5: U.S. Census Bureau, Current Population Survey, Food Security Supplement 

Food Security Status, by Household Composition, 2011
Source I.5: U.S. Census Bureau, Current Population Survey, Food Security Supplement 
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WOMEN AND FEDERAL 
NUTRITION PROGRAMS

Federal programs administered by the U.S. 
Department of Agriculture provide essential 
help to low-income women and their families 
in obtaining food. The Supplemental Nutri-
tion Assistance Program (SNAP), formerly the 
Federal Food Stamp Program, provides benefits 
for purchasing foods to individuals and fami-
lies with incomes generally below 130 percent 
of the federal poverty level.8 In 2011, following 
an economic recession, the number of people 
served by SNAP hit a record high of 44.1 mil-
lion per month, on average, or about 1 in 7 
Americans. Of the 24.2 million adults served, 
over 15 million (62.5 percent) were women 
(data not shown).9 Between 1990 and 2011, 
the number of people served by SNAP tracked 

strongly over time with the number of people 
in poverty, demonstrating the critical role of 
SNAP in responding to need. In 2011, 1.7 mil-
lion children and 2.2 million adults, 62 percent 
of whom were women, were lifted above the 
poverty line after adding the value of SNAP 
benefits to household income.10

Among the households that relied on SNAP 
in 2011, 5.1 million (24.5 percent) were female-
headed households with children, accounting for 
52.1 percent of all SNAP households with chil-
dren (data not shown).9

The Special Supplemental Nutrition Program 
for Women, Infants, and Children (WIC) also 
plays an important role in serving low-income 
women and families by providing supplementary 
nutritious foods, nutrition education, breastfeed-
ing support, and referrals to health and other so-

cial services. WIC serves pregnant, postpartum, 
and breastfeeding women, as well as infants and 
children up to age 5 who are at nutritional risk 
and have household incomes generally at or be-
low 185 percent of the federal poverty level.11 In 
2012, more than three-quarters of the 8.9 mil-
lion individuals receiving WIC benefits were in-
fants and children (76.5 percent); however, the 
program also served nearly 2.1 million pregnant 
women and mothers, representing 23.5 percent of 
WIC participants. About 63 percent of those eli-
gible for WIC participate in the program, though 
rates vary from about 85 percent among eligible 
infants to 70.8 percent for pregnant women and 
only 52.4 percent for eligible children.12 SNAP 
participation rates are about 72 percent overall, 
ranging from 92 percent among eligible children 
to only 34 percent among the elderly.8

SNAP Participants and Individuals in Poverty, 1990–2011
Sources I.6: U.S. Department of Agriculture, Food Stamp Quality Control Sample; U.S.
Census Bureau, Current Population Survey, Annual Social and Economic Supplement 
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EDUCATIONAL ATTAINMENT
In 2012, slightly more women than men aged 

25–29 years had earned a high school or general 
equivalency degree (91.1 versus 88.4 percent, 
respectively; data not shown).13 Although there 
has not historically been a sex disparity in sec-
ondary education, a large disparity in postsec-
ondary educational attainment has been elimi-
nated or reversed over the last four decades. In 
1969–1970, men earned a majority of every type 
of post-secondary degree, while in 2010–2011, 
women earned more than half of all associate’s, 
bachelor’s, master’s, and doctoral or first profes-
sional degrees, including degrees in medicine, 
dentistry, and law. The most significant increase 
has been in the proportion of doctoral or first 
professional degrees earned by women, which 

rose from 9.6 percent in 1969–1970 to 51.4 per-
cent in 2010–2011.

Despite the overall female advantage in post-
secondary education, there are significant dispar-
ities by discipline. For example, in 2010–2011, 
women earned less than one in five bachelor’s 
degrees in computer sciences (17.6 percent) and 
engineering (17.2 percent). Conversely, women 
earned the overwhelming majority of bachelor’s 
degrees in education (79.6 percent) and health 
professions (85.0 percent). Within the health 
professions, women earned a smaller propor-
tion but still a majority of doctoral degrees (57.8 
percent); representation was higher in pharmacy 
(61.8 percent), physical therapy (68.5 percent), 
health care administration (72.6 percent), and 
public health (71.9 percent), but lower for den-

tistry (45.5 percent) and medicine (48.4 percent; 
data not shown).  Approximately 90 percent of 
all registered nursing degrees were awarded to 
women in 2010–2011.13 

There are also racial and ethnic disparities in 
educational attainment. Although 34.7 percent 
of all women aged 25–29 years had a college de-
gree in 2009–2011, fewer than one in six non-
Hispanic Native Hawaiian or Pacific Islander 
(10.4 percent), non-Hispanic American Indian/
Alaska Native (14.2 percent), and Hispanic 
women (15.5 percent) had a college degree, fol-
lowed by 21.9 percent of non-Hispanic Black 
women. Non-Hispanic Asian and non-Hispanic 
White women were most likely to have a bach-
elor’s degree (62.7 and 41.4 percent, respectively; 
data not shown).14 
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WOMEN IN THE LABOR FORCE
In 2011, 58.1 percent of women aged 16 and 

older were in the labor force (either employed 
or not employed and actively seeking employ-
ment) compared to 70.5 percent of men.15 Be-
tween 1970 and 2000, women’s participation in 
the labor force increased from 43.3 to 59.9 per-
cent and has remained relatively stable through 
2011. Among women with children under 18 
years of age, 70.9 percent were in the labor force 
in 2011, up from 47.4 percent in 1975 (data 
not shown). Labor force participation is higher 
among women with older children and those 
who have never been married or are divorced 
or separated. In 2011, labor force participa-
tion ranged from 59.8 percent among married 

mothers with children under 3 years of age to 
80.0 percent among unmarried or separated 
mothers with children aged 6–17 years.

Although the average annual rate of unem-
ployment (not employed and actively seeking 
employment) for persons aged 16 and older 
was lower among women than men in 2011 
(8.5 versus 9.4 percent, respectively; data not 
shown), the median weekly earnings of full-time 
workers aged 25 and older was $168 more for 
men than women ($886 versus $718). Earnings 
rise dramatically with increasing education but 
the gender gap in earnings persists with female 
full-time workers earning 19 to 25 percent less 
than male full-time workers at every level of ed-
ucation. For example, while women with a high 

school diploma or equivalent earned a weekly 
average of $554 in 2011, their male counter-
parts earned an average of $720. Only about 
half of the gender pay gap can be explained by 
differences in industry and occupation.16

Women were more likely than men to be 
among the working-poor, defined as those who 
were in the labor force for at least 27 weeks but 
lived below the official poverty level. In 2011, 
7.6 percent of women aged 16 and older were 
working poor compared to 6.7 percent of men.  
Among women, the working-poor rate was 
highest among women aged 16–19 and 20–24 
years (15.7 and 18.3 percent, respectively) and 
among Black and Hispanic women (14.5 and 
13.8 percent, respectively; data not shown).

Median Weekly Earnings of Full-Time Workers* Aged 25 and
Older, by Educational Attainment Level and Sex, 2011
Source I.10: U.S. Department of Labor, Bureau of Labor Statistics, Current Population
Survey

*Full-time work is defined as 35 or more hours a week.*Includes never-married, divorced, separated, and widowed persons.

Labor Force Participation Among Mothers, by Marital Status and
Age of Youngest Child, 2011
Source I.10: U.S. Department of Labor, Bureau of Labor Statistics, Current Population
Survey
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RURAL AND URBAN WOMEN
Residents of rural areas tend to face greater so-

cioeconomic disadvantage and live farther from 
health care resources than their urban counter-
parts. For example, rural areas have fewer phy-
sicians and dentists per capita than urban areas, 
and may lack certain specialists altogether.17 A va-
riety of social, economic, and geographic factors 
are likely to contribute to higher rates of chronic 
disease, injury, and mortality observed in rural 
areas (see Women’s Health USA, 2012).

A common definition of rural and urban re-
lies on residence outside or inside metropolitan 
statistical areas—counties with an urbanized area 
of at least 50,000 people or adjacent commuting 

counties. In 2011, over 19 million women aged 
18 and older lived in non-metropolitan or rural 
areas, representing 16.7 percent of all women.

Rural women were more likely to be older 
and less racially and ethnically diverse than 
their urban counterparts. In 2011, the median 
age of rural women was 4 years older than for 
urban women (50 versus 46 years, respectively) 
and 23.0 percent of rural women were aged 65 
years or older, compared to 18.3 percent of urban 
women (data not shown). Non-Hispanic White 
and non-Hispanic American Indian/Alaska Na-
tive women were the only racial and ethnic 
groups that were more likely to reside in rural 
areas than the total population of women. Nearly 

half of non-Hispanic American Indian/Alaska 
Native women (45.0 percent) resided in rural 
areas and 21.0 percent of non-Hispanic White 
women lived in rural areas compared with 16.7 
percent of women overall and less than 15 per-
cent of women of other racial and ethnic groups.

Women living in rural areas also had lower 
levels of educational attainment and higher levels 
of poverty than urban women.  Among women 
aged 25 and older, 19.1 percent of rural women 
had a college degree or higher, compared to 30.8 
percent of urban women.  About 18 percent of 
rural women had household incomes below the 
poverty level, compared with 15 percent of urban 
women (data not shown).

College Degree

Some College

High School Diploma

Less than High School

UrbanRural

Rural and Urban* Women Aged 18 and Older, by
Race/Ethnicity, 2011
Source I.11: U.S. Census Bureau, American Community Survey

Educational Attainment Among Women Aged 25 and Older, by
Rural and Urban Residence,* 2011
Source I.11: U.S. Census Bureau, American Community Survey

*Defined as residence in non-metropolitan (rural) and metropolitan (urban) statistical areas.
*Defined as residence in non-metropolitan (rural) and metropolitan (urban) statistical areas;
percentages may not total to 100 due to rounding.
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WOMEN VETERANS
As of September 2013, women were estimat-

ed to comprise 2.5 million, or 10.3 percent, of 
all living veterans.18 By 2030, women are pro-
jected to make up 15 percent of all veterans—
similar to the current proportion of active duty 
military personnel that are female.18,19 About 
half of living women veterans today are from 
the Gulf War Era and the most recent conflicts, 
Operation Enduring Freedom (OEF), Opera-
tion Iraqi Freedom (OIF) and Operation New 
Dawn (OND).20 The continually changing 
military roles of women, multiple deployments, 
and the blurring of combat and non-combat 
operations in Iraq and Afghanistan suggest that 
the needs of these women veterans may differ 
greatly from the needs of women veterans from 
previous eras. 

Due to the more recent increase in military 
enrollment and opportunities for women, fe-
male veterans are much younger than their male 
counterparts. In 2011, 21.0 percent of female 
veterans were aged 17–34 compared to only 7.1 
percent of male veterans. Conversely, 45.1 per-
cent of male veterans were aged 65 and older 
compared to only 16.0 percent of female vet-
erans. Veteran women were slightly older than 
non-veteran women on average (49 versus 47 
years, respectively; data not shown). While 
women veterans were less likely to be living in 
poverty than their non-veteran counterparts 
(10.0 versus 15.6 percent, respectively), their 
poverty rate was still higher than male veterans 
(6.6 percent).

Among OEF/OIF veterans using the Depart-
ment of Veterans Affairs (VA) health care in FY 
2002–2007, 15.1 percent of women and 0.7 
percent of men reported experiencing military 
sexual trauma—defined as sexual assault and/or 
severe and threatening sexual harassment that 
occurred during military service.21 Deployment 
to war zones, combat exposure, and military 
sexual trauma all raise the risk of post-trau-
matic stress disorder, depression, and substance 
abuse.  The VA is improving services to make 
sure women who are eligible for VA health care 
can access services tailored to their needs and 
has expanded research on the impacts of trauma 
and combat exposure for women, mental health 
outcomes of civilian reintegration, and overall 
health care needs of women veterans. 

Veteran Population, by Sex and Age, 2011
Source I.12: U.S. Census Bureau, American Community Survey

Adults Aged 17 and Older Living Below the Poverty Level,*
by Veteran Status and Sex, 2011 
Source I.12: U.S. Census Bureau, American Community Survey
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HEALTH STATUS
Analysis of women’s health status enables 

health professionals and policymakers to de-
termine the impact of past and current health 
interventions and the need for new programs. 
Studying trends in health status can help to 
identify new issues as they emerge.

In this section, health status indicators related 
to health behaviors, morbidity, and mortality 
are presented. New topics include chronic 
obstructive pulmonary disease (COPD) and 
reproductive and gynecologic disorders. For the 
first time in the databook, analyses of fast food 
and sugar-sweetened beverage consumption, 
prediabetes, leading causes of death by age, and 
intimate partner violence by sexual orientation 
are presented. In addition, special pages are 
devoted to summarizing the characteristics and 
health of immigrant women, women served 
by community health centers, and lesbian and 
bisexual women. The data throughout this 
section are displayed by various characteristics 
including sex, age, race and ethnicity, education, 
and income.
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PHYSICAL ACTIVITY
Regular physical activity is critical for people 

of all ages to achieve and maintain a healthy 
body weight, prevent chronic disease, and pro-
mote psychological well-being. In older adults, 
physical activity also helps to prevent falls and 
improve cognitive functioning.1 The 2008 
Physical Activity Guidelines for Americans rec-
ommend that for substantial health benefits, 
adults should engage in at least 2½ hours per 
week of moderate intensity (e.g., brisk walking 
or gardening) or 1¼ hours per week of vigorous-
intensity aerobic physical activity (e.g., jogging 
or kick-boxing), or an equivalent combination 
of both, plus muscle-strengthening activities on 
at least 2 days per week. Additional health ben-

efits are gained by engaging in physical activity 
beyond this amount.1

In 2009–2011, 16.6 percent of women met 
the recommendations for both adequate aerobic 
and muscle-strengthening activity, compared to 
24.0 percent of men (data not shown). Muscle-
strengthening activities provide additional ben-
efits to those of aerobic exercise, such as increased 
bone strength1; however, women were much less 
likely to meet recommended levels of muscle-
strengthening activity as compared to aerobic 
activity (19.8 versus 43.9 percent, respectively). 

Physical activity varied by education and race 
and ethnicity. Compared to women with less than 
a high school diploma, women with a college de-
gree were more than twice as likely to meet aero-

bic activity guidelines  (59.3 versus 25.9 percent, 
respectively) and four times as likely to meet mus-
cle-strengthening guidelines (30.4 versus 7.6 per-
cent, respectively). Non-Hispanic White women 
and non-Hispanic women of multiple races were 
generally more likely to report adequate levels of 
aerobic activity and muscle-strengthening activ-
ity than women of other race and ethnic groups. 
For example, about 23 percent of non-Hispanic 
White and non-Hispanic women of multiple rac-
es reported adequate levels of muscle-strengthen-
ing activity compared to 15 percent or less among 
women of other races and ethnicities.

While not everyone may have access to fit-
ness facilities, communities can promote physical 
activity through designs that include sidewalks, 
crosswalks, bike lanes, walking trails, and parks.1 

Adequate Physical Activity* Among Women Aged 18 and Older,
by Race/Ethnicity** and Activity Type, 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey

*Adequate aerobic activity is defined as 2.5 hours per week of moderate-intensity activity or 1.25 hours
per week of vigorous-intensity activity, or an equivalent combination of both; adequate muscle-
strengthening activity is defined as performing muscle-strengthening activities, such as lifting weights or
calisthenics, on 2 or more days per week; all estimates are age-adjusted. **The sample of Native
Hawaiian/Other Pacific Islanders was too small to produce reliable results.

*Adequate aerobic activity is defined as 2.5 hours per week of moderate-intensity activity or 1.25 hours per
week of vigorous-intensity activity, or an equivalent combination of both; adequate muscle-strengthening
activity is defined as performing muscle-strengthening activities, such as lifting weights or calisthenics, on
2 or more days per week; all estimates are age-adjusted.

Adequate Physical Activity* Among Women Aged 18 and Older,
by Educational Attainment and Activity Type, 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Health Interview Survey
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NUTRITION
The 2010 Dietary Guidelines for Americans 

recommends eating a variety of nutrient-dense 
foods while not exceeding caloric needs.2 Nutri-
ent-dense foods include fruits, vegetables, whole 
grains, lean meats and poultry, eggs, beans, and 
peas.  Studies have shown that people who fre-
quently eat fast foods are less likely to consume 
these nutrient-dense foods and more likely to 
be obese.3

In 2007–2010, based on two non-consec-
utive 24-hour dietary recalls, 43.2 percent of 
women reported that they had consumed fast 
food compared to 49.8 percent of men. On av-
erage, however, both women and men who ate 
fast food consumed roughly one fourth of their 

total daily calories from such items (data not 
shown). Fast food consumption decreased with 
age. For example, 59.1 percent of women aged 
18–24 years reported fast food consumption 
which declined to 22.9 percent among women 
aged 65 and older. Over half of non-Hispanic 
Black women consumed fast food (55.5 per-
cent), followed by 47.8 percent of Mexican 
American women, and 41.4 percent of non-
Hispanic White women (data not shown). 

In addition to fast food, it is recommended 
that adults limit their intake of sugar-sweetened 
beverages, such as non-diet soda, flavored wa-
ter, energy drinks, and sports drinks, because 
these items provide excess calories with little 
nutritional value2 and have been associated with 

an increased risk of obesity and diabetes.4 In 
2007–2010, men were more likely than women 
to have consumed sugar-sweetened beverages 
(57.2 and 48.5 percent, respectively). Sugar-
drink consumption varied by household in-
come. For example, about 60 percent of women 
with household incomes of less than 200 per-
cent of poverty consumed sugar drinks com-
pared to 36.3 percent of women with incomes 
of 400 percent or more of poverty. With respect 
to race and ethnicity, sugar-drink consumption 
ranged from 43.2 percent among non-Hispanic 
White women to 66.1 percent among non-
Hispanic Black women (data not shown). For 
data on fruit and vegetable consumption, see 
Women’s Health USA 2012.
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Sugar-Sweetened Beverage Consumption* Among Adults Aged
18 and Older, by Poverty Level and Sex,** 2007–2010
Source II.2: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health and Nutrition Examination Survey

*Estimates are based on two non-consecutive 24-hour dietary recalls; sugar drinks include fruit drinks,
sodas, energy drinks, sports drinks, and sweetened bottled waters and do not include diet drinks, 100%
fruit juice, sweetened teas, and flavored milks; all estimates are age-adjusted. **Poverty level, defined by
the U.S. Census Bureau, was $22,314 for a family of four in 2010.

*Estimates are based on two non-consecutive 24-hour dietary recalls; fast food includes foods with the
source of food coded as “restaurant fast food/pizza;” total estimates are age-adjusted.

Fast Food Consumption* Among Adults Aged 18 and Older, by
Age and Sex, 2007–2010
Source II.2: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health and Nutrition Examination Survey
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ALCOHOL USE
Ethyl alcohol is an intoxicating ingredient 

found in beer, wine, and liquor which is pro-
duced by the fermentation of yeast, sugars, and 
starches. While moderate alcohol consumption 
may have some health benefits2 – depending, 
in part, on the characteristics of the person con-
suming the alcohol – excessive drinking can lead 
to many adverse health and social consequences 
including injury, violence, risky sexual behavior, 
alcoholism, unemployment, liver diseases, and 
various cancers.5 Women tend to face alcohol-
related problems at a lower drinking level than 
men due to differences in body size and other 
biological factors.6 Women who binge drink 
are also at greater risk of unintended pregnancy, 
which tends to delay pregnancy recognition and 

increase fetal alcohol exposure and risk of fetal 
alcohol spectrum disorders.7 

The Centers for Disease Control and Preven-
tion defines binge drinking as consuming four 
or more drinks on a single occasion for women 
and five or more drinks on a single occasion for 
men (usually over the course of about 2 hours).2  
Heavy drinking is defined as consuming on aver-
age more than one drink per day for women and 
two drinks per day for men.

In 2009–2011, men were more likely than 
women to report both binge drinking (33.4 ver-
sus 21.1 percent, respectively) and heavy drink-
ing (8.5 versus 7.3 percent, respectively) in the 
past 30 days. However, among women, heavy 
drinking increased with household income, and 
at incomes of 200 percent or more of the poverty 

level women and men were equally likely to drink 
heavily (8.2 percent).  Binge drinking tended to 
increase with income for both women and men.

Binge and heavy drinking also varied signifi-
cantly by age and race/ethnicity. Nearly 38 per-
cent of women aged 18–25 years reported binge 
drinking in the past month compared to 6.2 per-
cent of women aged 65 and older.  Heavy drink-
ing was also more common among women aged 
18–25 years (11.4 percent) and decreased to less 
than 7 percent among women aged 35 and older.  
With respect to race and ethnicity, past-month 
binge drinking ranged from 9.0 percent among 
non-Hispanic Asian women to about 25 percent 
among non-Hispanic White and non-Hispanic 
Native Hawaiian/Other Pacific Islander women 
(data not shown). 
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Past-Month Binge and Heavy Drinking* Among Women
Aged 18 and Older, by Age, 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National
Survey on Drug Use and Health

*Binge drinking indicates drinking four or more drinks on a single occasion for women and five or more drinks on
a single occasion for men usually over the course of about 2 hours. Heavy drinking indicates consumption of more
than one drink per day on average for women and two drinks per day on average for men.  All estimates are
age-adjusted. **Poverty level, defined by the U.S. Census Bureau, was $23,021 for a family of four in 2011.

Past-Month Binge and Heavy Drinking* Among Adults Aged 18 and
Older, by Poverty Level** and Sex, 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National
Survey on Drug Use and Health

6.9
11.4

30.4

P
er

ce
nt

 o
f W

om
en

8.5
12.9

6.2

37.7

6.6 6.4

21.8

*Binge drinking indicates drinking four or more drinks on a single occasion for women and five
or more drinks on a single occasion for men usually over the course of about 2 hours. Heavy
drinking indicates consumption of more than one drink per day on average for women and two
drinks per day on average for men.  

Binge Drinking
Heavy Drinking

P
er

ce
nt

 o
f A

du
lts

Female
Male

10

20

30

40

50

200% or
More of
Poverty

100-199%
of Poverty

<100%
of Poverty

Total

21.1

33.4 30.6

19.4

30.9

22.7

34.6

17.6

200% or
More of
Poverty

100-199%
of Poverty

<100% of
Poverty

Total

7.3 8.5 8.6 6.0 7.5 8.2 8.2
5.1

Binge Drinking Heavy Drinking



  WOMEN’S HEALTH USA 2013 21HEALTH STATUS – HEALTH BEHAVIORS

CIGARETTE SMOKING
According to the U.S. Surgeon General, 

smoking damages every organ in the human 
body.8 Cigarette smoke contains toxic ingre-
dients that prevent red blood cells from car-
rying a full load of oxygen, impair genes that 
control the growth of cells, and bind to the 
airways of smokers. This contributes to numer-
ous chronic illnesses, including several types of 
cancers, chronic obstructive pulmonary disease 
(COPD), cardiovascular disease, reduced bone 
density and fertility, and premature death.8 Due 
to its high prevalence and wide-ranging health 
consequences, smoking is the single largest 
cause of preventable death and disease for both 
men and women in the United States, account-
ing for an estimated 443,000 premature deaths 

annually.9 In 2009–2011, women aged 18 and 
older were less likely than men to report ciga-
rette smoking in the past month (22.4 versus 
26.9 percent, respectively). For both men and 
women, smoking was more common among 
those with lower levels of educational attain-
ment. For example, 32.0 percent of women 
and 40.4 percent of men without a high school 
diploma smoked in the past month, compared 
to 11.8 percent of women and 15.3 percent of 
men with a college degree. Smoking also varied 
by race and ethnicity. Among women, smok-
ing prevalence ranged from 6.9 percent among 
non-Hispanic Asians to 33.9 percent among 
non-Hispanic American Indian/Alaska Natives 
(data not shown).

Quitting smoking has major and immedi-
ate health benefits, including reducing the risk 
of diseases caused by smoking and improving 
overall health.8 In 2009–2011, 8 to 9 percent 
of women and men who had ever smoked daily 
and smoked in the previous 3 years had not 
smoked in the past year. For both women and 
men, the proportion of adults who quit smok-
ing varied by educational attainment. For ex-
ample, women with college degrees were almost 
twice as likely to have quit smoking as women 
who did not finish high school (12.2 versus 6.2 
percent, respectively). The Affordable Care Act 
required new, private insurance plans to cover 
tobacco cessation treatment and counseling 
without cost-sharing in 2010 and will require 
the same for plans in the health insurance mar-
ketplaces in 2014.10
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Past-Year Smoking Cessation* Among Adults Aged 18 and Older,
by Educational Attainment Level and Sex, 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National Survey
on Drug Use and Health

*Defined as the proportion of adults who did not smoke in the past year among those who ever smoked
daily at some point in their lives and smoked in the past 3 years; excludes adults who started smoking in
the past year. All estimates are age-adjusted.*All estimates are age-adjusted.

Past-Month Cigarette Smoking* Among Adults Aged 18 and Older,
by Educational Attainment and Sex, 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National
Survey on Drug Use and Health
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ILLICIT DRUG USE
Illicit drug use is associated with serious 

health and social consequences, including ad-
diction and drug-induced death, impaired cog-
nitive functioning, kidney and liver damage, 
infections—including HIV and hepatitis—de-
creased productivity, and family disintegra-
tion.11,12 Federally illicit drugs include marijua-
na, cocaine, heroin, hallucinogens, inhalants, 
and non-medical use of prescription-type psy-
chotherapeutic drugs, such as pain relievers, 
stimulants, and sedatives.11 Poisoning deaths, 
most of which are drug-related, are rising with 
abuse of prescription pain relievers and have 

surpassed motor vehicle accidents as the leading 
cause of fatal injury in the United States.13 

In 2009–2011, 6.7 percent of women aged 
18 years and older reported using an illicit drug 
within the past month, compared to 11.0 per-
cent of adult men. The most commonly used 
drugs among both women and men were mari-
juana (4.9 and 9.0 percent, respectively) and 
non-medical use of psychotherapeutic drugs 
(2.3 and 2.9 percent, respectively). Fewer than 
1 percent of women and men reported using co-
caine, heroin, hallucinogens, or inhalants.

Illicit drug use varied greatly by age and race 
and ethnicity. Among women, for example, 

17.2 percent of those aged 18–25 years re-
ported using an illicit drug in the past month 
compared to less than 5 percent of women aged 
50 years and older (data not shown). Non-His-
panic Asian women and Hispanic women were 
less likely than women of all other racial and 
ethnic groups to report using illicit drugs in the 
past month (2.2 and 4.7 percent, respectively).  
Illicit drug use was more common among non-
Hispanic women of multiple race (9.1 percent) 
and non-Hispanic White women (7.5 percent) 
than among non-Hispanic Black women (6.7 
percent); no other racial and ethnic differences 
were significant.
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Past-Month Use of Illicit Drugs* Among Adults Aged 18 and
Older, by Drug Type and Sex, 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National
Survey on Drug Use and Health

Past-Month Use of Any Illicit Drug* Among Women Aged 18 and
Older, by Race/Ethnicity, 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National
Survey on Drug Use and Health
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LIFE EXPECTANCY
Based on preliminary data, the overall life ex-

pectancy of a baby born in 2011 was 78.7 years 
(data not shown); this varied, however, by sex 
and race and ethnicity. A baby girl born in the 
United States in 2011 could expect to live 81.1 
years, 4.8 years longer than a male baby, whose 
life expectancy would be 76.3 years. Females had 
longer life expectancies than males within every 
race and ethnic group, ranging from an advan-
tage of 4.7 years among non-Hispanic Whites 
to 6.2 years among non-Hispanic Blacks. A va-
riety of social and biological factors may explain 
the female longevity advantage, including bet-
ter health and health-care seeking behaviors and 
cardiovascular benefits of estrogen.14

Non-Hispanic Blacks had the lowest life ex-
pectancy for both females and males (77.8 and 
71.6 years, respectively), while Hispanics had 
the longest life expectancy for both females and 
males (83.7 and 78.9 years, respectively). The 
lower mortality rates of the Hispanic popula-
tion, despite greater levels of socioeconomic dis-
advantage, known as the Hispanic paradox, may 
be due to more favorable health among those 
who are able to immigrate from their home 
countries, as well as the possibility that they 
may return to those countries to die and are not 
counted in mortality statistics.15 Life expectancy 
data are not reported for Asian, Native Hawai-
ian and other Pacific Islander, and American In-
dian/Alaska Native populations due to known 

issues of under-reporting on death certificates.
Life expectancy has increased since 1970 for 

both females and males. Between 1970 and 
2011, female life expectancy increased by 6.4 
years from 74.7 to 81.1 years (8.6 percent), 
while male life expectancy increased by 9.2 years 
from 67.1 to 76.3 years (13.7 percent). Between 
1970 and 2011, the greater gains in life expec-
tancy for males than females have led to reduced 
disparities by sex, shrinking from a differential 
of 7.6 to 4.8 years. Of concern, however, is that 
female mortality rates have recently increased 
in over 40 percent of U.S. counties whereas the 
same was true for male mortality rates in only 
3.4 percent of counties.16 

Life Expectancy at Birth, by Race/Ethnicity* and Sex, 2011**
Source II.4: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Vital Statistics System
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LEADING CAUSES OF DEATH
In 2010, there were 1,219,545 deaths of 

women aged 18 and older in the United States. 
Of these deaths, nearly half were attributable to 
heart disease and cancer, which were responsible 
for 23.8 and 22.4 percent of deaths, respectively. 
Men had a similar relative burden of death due 
to heart disease (25.4 percent) and cancer (24.8 
percent) but unintentional injury was the third 
leading cause of death (6.0 percent of deaths) 
for men compared to the sixth leading cause for 
women (3.5 percent of deaths).  Women, how-
ever, had a greater relative burden of mortality 
from stroke, which was the third leading cause 
of death compared to the fifth leading cause for 
men.  Following chronic lower respiratory dis-
eases, Alzheimer’s disease was the fifth leading 
cause of death for women but was ranked eighth 
for men (data for men not shown).

Leading causes of death vary greatly by age.  
While cancer and heart disease were prominent 
causes of death among women of all ages, unin-
tentional injury was the leading cause of death 
among women aged 18–44 years and the third 
leading cause for those aged 45–64 years, com-
pared to the ninth leading cause for women 
aged 65 and older.  Intentional injuries, suicide 
and homicide, were the fourth and fifth leading 
causes of death, respectively, for women aged 
18–44 years. HIV and pregnancy complications 
were the ninth and tenth leading causes of death 

for younger women aged 18–44 but were not 
within the top ten causes for other age groups.  
Liver disease was also represented within the top 
ten causes of death only among  women young-
er than 65. Conversely, Alzheimer’s disease and 
flu and pneumonia were leading causes of death 
unique to women aged 65 and older. (For dif-
ferences in leading causes of death by race and 

ethnicity, see Women’s Health USA 2012.)
Between 2000 and 2010, four causes of 

death increased in relative burden: chronic 
lower respiratory diseases (5.1 to 6.0 percent of 
deaths), Alzheimer’s disease (2.9 to 4.8 percent 
of deaths), unintentional injury (2.6 to 3.5 per-
cent of deaths), and kidney disease (1.6 to 2.1 
percent of deaths; data from 2000 not shown). 

Ten Leading Causes of Death Among Women Aged 18 and Older, by Age, 2010
Source II.6: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics 
System

Rank Total 18-44 Years 45-64 Years 65 Years and Older

1 Heart Disease 
(23.8%)

Unintentional Injury 
(24.0%) 

Cancer 
(38.3%)

Heart Disease 
(25.9%)

2 Cancer 
(22.4%)

Cancer 
(19.5%)

Heart Disease 
(16.2%)

Cancer 
(19.4%)

3 Stroke 
(6.3%)

Heart Disease 
(9.8%)

Unintentional Injury 
(5.7%)

Stroke 
(7.0%)

4 Chronic Lower 
Respiratory Disease 

(6.0%)
Suicide 
(7.1%)

Chronic Lower 
Respiratory Disease 

(4.8%)

Chronic Lower 
Respiratory Disease 

(6.4%)

5 Alzheimer’s Disease 
(4.8%)

Homicide 
(3.9%)

Stroke 
(3.7%)

Alzheimer's Disease 
(5.9%)

6 Unintentional Injury 
(3.5%)

Stroke 
(2.6%)

Diabetes 
(3.4%)

Diabetes 
(2.6%)

7 Diabetes 
(2.8%)

Diabetes 
(2.3%)

Liver Disease 
(2.9%)

Flu & Pneumonia 
(2.4%)

8 Flu & Pneumonia 
(2.2%)

Liver Disease 
(2.2%)

Suicide 
(1.9%)

Kidney Disease 
(2.2%)

9 Kidney Disease 
(2.1%)

HIV 
(2.0%)

Septicemia 
(1.7%)

Unintentional Injury 
(2.1%)

10 Septicemia 
(1.5%)

Pregnancy Complications 
(1.6%)

Kidney Disease 
(1.6%)

Septicemia 
(1.5%)
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HEALTH-RELATED QUALITY OF 
LIFE

Health-related quality of life encompasses 
multiple aspects of health and can be measured 
in different ways, including self-reported health 
status and the number of days in the past month 
that a person felt that either their physical or 
mental health was not good.17 

In 2012, 51.4 percent of women reported be-
ing in excellent or very good health, while 31.1 
percent reported being in good health and 17.5 
percent reported being in fair or poor health. 
Self-reported health status was similar among 
men and women but varied greatly with age 
and educational attainment. Over half of young 
women aged 18–34 years reported being in ex-

cellent or very good health (57.3 percent), com-
pared to 40.4 percent of women aged 65 and old-
er. Conversely, only 10.8 percent of women aged 
18–34 years reported fair or poor health, com-
pared to 25.9 percent of women aged 65 years or 
older. Self-reported health status improved with 
increasing levels of education. Less than one-
quarter of women without a high school diploma 
reported excellent or very good health (23.4 per-
cent), compared to 69.6 percent of women with 
a college degree (data not shown).

In 2012, women reported more physically and 
mentally unhealthy days than men. Women re-
ported an average of 4.2 days of poor physical 
health, compared to 3.6 days per month for men. 
Similarly, women reported an average of 4.5 

mentally unhealthy days, while men reported an 
average of 3.3 days per month (data not shown).  

For both physically and mentally unhealthy 
days, non-Hispanic American Indian/Alaska 
Native women and non-Hispanic women of 
multiple races reported the highest average 
numbers of unhealthy days in the past month, 
with 6.1 and 5.9 physically unhealthy days, re-
spectively; and 6.7 and 6.2 mentally unhealthy 
days, respectively. Non-Hispanic Asian women 
and non-Hispanic Native Hawaiian/Pacific Is-
lander women reported the lowest number of 
physically and mentally unhealthy days on aver-
age (2.5 and 2.6 physically unhealthy days, re-
spectively; and 2.7 and 3.7 mentally unhealthy 
days, respectively).

Average Number of Physically and Mentally Unhealthy Days* in Past
Month Among Women Aged 18 and Older, by Race/Ethnicity, 2012
Source II.7: Centers for Disease Control and Prevention, Behavioral Risk Factor
Surveillance System

Self-Reported Health* Among Women Aged 18 and Older, by
Age, 2012
Source II.7: Centers for Disease Control and Prevention, Behavioral Risk Factor
Surveillance System

*Total estimates are age-adjusted.
*Self-reported number of days in past 30 days that physical or mental health was not good; all estimates are
age-adjusted.
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ACTIVITY LIMITATIONS
Activity limitations can be defined by whether 

a person is able to perform physical tasks (e.g., 
walking up 10 steps, standing for 2 hours, carry-
ing a ten pound object) or engage in social activi-
ties and recreation (e.g., going shopping, visiting 
friends, sewing, reading) without the assistance 
of another person or using special equipment.18 
In 2009–2011, 34.6 percent of adults reported 
being limited in their ability to perform one 
or more of these common activities (data not 
shown). Women were more likely than men to 
report being limited in their activities (38.3 ver-
sus 30.6 percent, respectively).

The percentage of adults reporting activity 

limitations increases with age. For example, 19.3 
percent of those aged 18–34 years reported ac-
tivity limitations compared to 28.1 percent of 
women aged 35–44 years, 47.6 percent of 45- to 
64-year-olds, and 70.0 percent of women aged 
65 years and older (data not shown).

The prevalence of activity limitations also var-
ied by poverty level and race and ethnicity. Over 
half (50.5 percent) of women living in house-
holds with incomes less than 100 percent of 
poverty reported activity limitations compared to 
30.5 percent of women living in households with 
incomes of 400 percent or more of poverty (data 
not shown). With respect to race and ethnicity, 
activity limitations affected about 40 percent or 

more of non-Hispanic White (38.9 percent), 
non-Hispanic Black (41.2 percent), and non-
Hispanic American Indian/Alaska Native women 
(45.3 percent) compared to one-quarter of non-
Hispanic Asian women and slightly more than 
one-third of Hispanic women (36.0 percent).  

In 2009–2011, the most commonly reported 
causes of activity limitations were back or neck 
problems and arthritis (29.1 and 27.5 percent, 
respectively), followed by depression, anxiety, or 
emotional problems (11.0 percent), bone or joint 
injuries (10.2 percent), and weight problems (7.7 
percent). Vision and hearing problems were re-
ported to cause limitations in 2.5 and 1.0 percent 
of women with activity limitations, respectively.

Adults Aged 18 and Older with Activity Limitations,* by
Race/Ethnicity** and Sex, 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey

Selected Activity Limiting Conditions Among Women Aged 18
and Older with Activity Limitations,* 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey
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ARTHRITIS
Arthritis is the most common cause of disabil-

ity and activity limitations among U.S. adults.19 
Arthritis comprises more than 100 different dis-
eases that affect areas in or around the joints. The 
most common type is osteoarthritis, which is a 
degenerative joint disease that causes pain and 
loss of movement in areas such as the knees, hips, 
hands and spine.20 Treatment for osteoarthritis 
focuses on relieving symptoms and there is no 
known cure for this condition. Types of arthritis 
that primarily affect women include lupus, fibro-
myalgia, and rheumatoid arthritis, which is the 
most serious and disabling type of arthritis.21

In 2009– 2011, 22.1 percent of adults in the 
United States reported that they had ever been 

diagnosed with arthritis (data not shown). Ar-
thritis was more common among women than 
men (24.7 versus 19.1 percent, respectively) and 
increased greatly with age. For example, among 
women, 5.4 percent of those aged 18–34 years 
had ever been diagnosed with arthritis, com-
pared to 15.3 percent of 35- to 44-year-olds, 
34.1 percent of those aged 45–64 years, and 
55.7 percent of women aged 65 years and older 
(data not shown).

Arthritis prevalence also varied by race and 
ethnicity. In 2009–2011, more than one-
quarter of non-Hispanic White, non-Hispanic 
Black,  non-Hispanic American Indian/Alaska 
Native, and non-Hispanic women of multiple 
races reported having been diagnosed with ar-

thritis (25.9, 27.0, 29.5 and 32.4 percent, re-
spectively), compared to 19.6 percent of His-
panic women and 12.9 percent of non-Hispanic 
Asian women. Hispanic and non-Hispanic 
Asians also had the lowest arthritis prevalence 
among men.

Obesity has been associated with the onset 
and progression of osteoarthritis.20 In 2009–
2011, nearly one-third of obese adults and one-
fifth of overweight adults had been diagnosed 
with arthritis, compared to 17.3 percent of 
adults who were neither overweight nor obese. 
An arthritis diagnosis was reported by 33.4 per-
cent of obese women, compared to 19.0 per-
cent of women who were neither overweight 
nor obese.
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Adults Aged 18 and Older with Arthritis,* by Sex and Weight
Status,** 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey

*Reported a health professional has ever told them they have arthritis; all estimates are
age-adjusted. **Body Mass Index (BMI) is a ratio of weight to height. †Includes underweight. 

*Reported a health professional has ever told them they have arthritis; all estimates are age-adjusted.
**The sample of Native Hawaiian/Other Pacific Islanders was too small to produce reliable results.

Adults Aged 18 and Older with Arthritis,* by Race/Ethnicity**
and Sex, 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Health Interview Survey

29.5
25.3

6.3

33.4

20.7 18.0
24.4

19.017.3

P
er

ce
nt

 o
f A

du
lts

24.7
19.1

29.5
25.325.9

19.618.120.9
27.0

12.3 12.9 10.1

32.4
27.6

Male
Female

10

20

30

40

50

60

Non-
Hispanic

Multiple Race

Non-
Hispanic

Asian

Non-
Hispanic

America Indian/
Alaska Native

HispanicNon-
Hispanic

Black

Non-
Hispanic

White

Total

14.4

10

20

30

40

50

60

MaleFemaleTotal



  WOMEN’S HEALTH USA 201328 HEALTH STATUS – HEALTH INDICATORS

OVERWEIGHT AND OBESITY
Overweight and obesity are associated with 

an increased risk of numerous diseases and con-
ditions, including high blood pressure, Type 2 
diabetes, cardiovascular and liver diseases, ar-
thritis, certain types of cancer, and reproductive 
health risks.22 As a result, annual medical costs 
for people who are obese have been estimated 
to be $1,429, or 42 percent, higher than people 
of normal weight, aggregating to a total of $147 
billion.22 Overweight and obesity are measured 
by Body Mass Index (BMI), which is a ratio of 
weight to height. In 2009–2010, the majority of 
women were overweight or obese (63.4 percent); 
this includes 27.9 percent who were classified as 
overweight (BMI of 25.0–29.9) and 35.5 per-
cent who were classified as obese (BMI of 30.0 
or more). Compared with women, men were 
equally likely to be obese but more likely to be 
overweight (34.6 and 38.1 percent, respectively; 
data not shown).

Less than 3 percent of women were under-
weight in 2009–2010 (BMI <18.5). With the 
exception of the underweight category, weight 
status varied greatly by race and ethnicity.  About 
37 percent of non-Hispanic White women were 
of normal weight (BMI 18.5–24.9) compared 
with only 16.7 percent of non-Hispanic Black 
women and 20.5 percent of Mexican American 
women. Most of this racial and ethnic variation 
in normal weight is explained by differences in 

obesity rates.  Non-Hispanic Black and Mexican 
American women had the highest rates of obesity 
(58.1 and 44.8 percent, respectively), compared 
with 32.0 percent of non-Hispanic White wom-
en. Obesity has increased significantly over the 
past decade for non-Hispanic Black and Mexi-
can American women, contributing to widening 
health disparities.23 Higher obesity rates have also 
been reported among American Indian/Alaska 
Native and Native Hawaiian/Other Pacific Is-
lander women, while lower rates have been re-
ported among Asian women.24 

Obesity also varied by age and income. Obe-
sity rates increased with age from 25.8 percent of 
women aged 18–24 years to about 40 percent of 
women aged 45 and older in 2009–2010. With 
respect to income, 45.3 percent of women living 
in households with incomes below the poverty 
level were obese, compared to 29.1 percent of 
women with a household income of 300 percent 
or more of poverty (data not shown). Commu-
nity strategies that can help to prevent obesity 
include efforts to improve access to healthy foods 
and safe places for physical activity.25

Women Aged 18 and Older, by Weight Status* and Race/Ethnicity,** 2009–2010
Source II.8: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and
Nutrition Examination Survey

*Underweight is defined as having a Body Mass Index (BMI) of less than 18.5; normal weight is defined as having a BMI between 18.5 and
24.9; overweight is defined as having a BMI between 25.0 and 29.9; obesity is defined as having a BMI of 30.0 or more. Percentages may
not add to totals due to rounding; all estimates are age-adjusted. **The sample of American Indian/Alaska Natives, Asians, Native
Hawaiian/Other Pacific Islanders, and persons of multiple race was too small to produce reliable results. †Estimate did not meet the
standards of reliability or precision.
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DIABETES
Diabetes mellitus is a chronic condition char-

acterized by high blood sugar and is among the 
leading causes of death in the United States.26 
Complications of diabetes are serious and may 
include blindness, kidney damage, heart disease, 
stroke, nervous system disease, and amputation. 
The main types of diabetes are Type 1, Type 2, 
and gestational (diabetes occurring or first rec-
ognized during pregnancy). Type 1 diabetes is 
usually diagnosed in children and young adults. 
Type 2 diabetes accounts for 90 to 95 percent of 
all diabetes cases, with risk factors that include 
obesity, physical inactivity, a family history of the 
disease, and gestational diabetes.

In 2007–2010, 13 million women (10.6 per-
cent) tested positive for diabetes and another 48 
million women (39.7 percent) had prediabetes, 
where blood glucose levels were higher than nor-
mal but not high enough to be called diabetes. 
Those with prediabetes are more likely to devel-
op Type 2 diabetes, heart disease, and stroke.27 
Overall, diabetes was slightly more common in 
men (13.6 percent; not shown) and increased 
greatly with age: from 3.1 percent among women 
aged 18–44 years to 30.6 percent among women 
aged 75 years and older. Diabetes prevalence 
also varied by race and ethnicity. Non-Hispanic 
White women were least likely to have diabetes 
(8.9 percent) compared to non-Hispanic Black 
(16.5 percent), and Mexican American women 

(16.9 percent; data not shown). Other minority 
groups have also been shown to have higher rates 
of diabetes.26

Diabetes can be successfully managed through 
diet modification, physical activity, glucose mon-
itoring, and medication.26 Diagnosis is critical 
to develop a treatment plan and prevent serious 
complications. Among women who tested posi-
tive for diabetes, only 41.8 percent reported hav-
ing been told by a health professional that they 
had diabetes. Non-Hispanic Black women with 
diabetes were more likely than non-Hispanic 
White women with diabetes to have been diag-
nosed and therefore to be aware of their condi-
tion (63.4 versus 34.9 percent).  

Percent of Women with Diabetes

Diagnosis Status Among Women Aged 18 and Older Who Have
Diabetes,* by Race/Ethnicity, 2007–2010 
Source II.2: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health and Nutrition Examination Survey

*Report of whether or not a health professional has ever told them they have diabetes among those who
tested positive on a Fasting Plasma Glucose (FPG) test, glycohemoglobin A1C test, or 2-hour oral
glucose test; all estimates are age-adjusted.
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HIGH BLOOD PRESSURE
High blood pressure, or hypertension, is a 

risk factor for heart disease and stroke, which 
are leading causes of death in the United States 
(see Heart Disease and Stroke). It is defined as 
a systolic blood pressure (during heartbeats) of 
140 mmHg or higher, a diastolic blood pressure 
(between heartbeats) of 90 mmHg or higher, or 
current use of blood pressure-lowering medica-
tion.

In 2009–2010, 27.5 percent of women were 
identified as having high blood pressure. This 
includes 15.6 percent of women with controlled 
hypertension, who had a normal blood pressure 
measurement and reported using blood pressure-
lowering medication, and 11.9 percent with un-
controlled hypertension, who had a high blood 

pressure measurement with or without the use 
of medication. Although men were similarly af-
fected by hypertension overall (29.3 percent), 
they were more likely to have uncontrolled hy-
pertension (14.9 percent; data not shown). In 
addition to medication, high blood pressure can 
also be controlled by losing excess body weight, 
participating in regular physical activity, adopt-
ing a healthy diet with lower sodium and higher 
potassium intake, avoiding tobacco smoke, and 
managing stress.28

High blood pressure increases greatly with age, 
affecting only 5.9 percent of women aged 18–44 
but rising to 39.1 percent among those aged 
45–64 years and occurring among nearly three 
in four women aged 65 and older (74.4 percent). 

Hypertension also varies by race and ethnicity. 
Over 40 percent of non-Hispanic Black women 
had hypertension in 2009–2010, compared to 
about 25 percent of non-Hispanic White and 
Hispanic women (data not shown). 

It has been estimated that every 10 percent in-
crease in hypertension treatment could prevent 
14,000 deaths per year.29 However, 44.8 percent 
of women identified as having uncontrolled hy-
pertension in 2009–2010 reported that they had 
never received a diagnosis from a health care 
professional. More than half of younger women 
aged 18–44 years with uncontrolled hyperten-
sion were undiagnosed (56.6 percent) compared 
to 36.2 percent of those aged 45–64 years and 
31.7 percent of those aged 65 years and older. 

High Blood Pressure Among Women Aged 18 and Older,* by Age,
2009–2010
Source II.8: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health and Nutrition Examination Survey

Diagnosis Status* Among Women Aged 18 and Older with
Uncontrolled High Blood Pressure,** by Age, 2009–2010  
Source II.8: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Health and Nutrition Examination Survey

Percent of Women

51.7Uncontrolled Controlled Total

10 20 30 40 50 60 70 80

65 Years
and

Older

45-64
Years

18-44
Years

Total 11.9 15.6 27.5

3.0 2.9 5.9

14.0 39.125.1

35.6 38.8 74.4

20 40 60 80 100

UndiagnosedDiagnosed

65 Years
and Older

45-64 Years

18-44 Years

Total 55.2 44.8

68.3 31.7

63.8 36.2

43.4 56.6

Percent of Women with Uncontrolled High Blood Pressure



  WOMEN’S HEALTH USA 2013 31HEALTH STATUS – HEALTH INDICATORS

HEART DISEASE AND STROKE
Heart disease and stroke are the most com-

mon forms of cardiovascular disease30 and are 
the first and third leading causes of death for 
women in the United States (see Leading Causes 
of Death). It is estimated that nearly one-fourth 
of all cardiovascular deaths are preventable 
through lifestyle modifications and medica-
tions, such as aspirin, when appropriate.31  

Risk factors for both heart disease and stroke 
include high blood pressure and cholesterol, 
diabetes, excess weight, physical inactivity, age, 
smoking, and family history. Stroke involves 
blocked blood flow to the brain whereas heart 
disease involves reduced blood flow to the heart, 
which can result in a heart attack. Chest pain 

is a common heart attack symptom; however, 
women are more likely than men to have other 
symptoms, such as shortness of breath, nausea 
and vomiting, and back or jaw pain.32 Stroke 
symptoms can include numbness, headache, 
dizziness, confusion, trouble speaking, and 
blurred vision.32

In 2009–2011, men were slightly more likely 
than women to report having been diagnosed 
with heart disease (12.8 versus 10.2 percent, re-
spectively). Non-Hispanic Asian and Hispanic 
women were less likely to have been diagnosed 
with heart disease (5.7 and 8.3 percent, respec-
tively) than women of other race and ethnic 
groups. Heart disease increases with age and 
was reported by one in five women aged 65–74 

years and one in three women aged 75 years and 
older (data not shown).

In 2009–2011, 2.6 percent of both women 
and men reported that they had ever been diag-
nosed with a stroke. Among women and men, 
the likelihood of having had a stroke was higher 
among those with lower household income. For 
example, 4.5 percent of women with household 
incomes below the poverty level reported hav-
ing a stroke, compared to 1.8 percent of those 
with household incomes of 400 percent or more 
of poverty. Similar to heart disease, stroke also 
increases with age and was reported by 6.1 per-
cent of women aged 65–74 years old and 10.9 
percent of women aged 75 years and older (data 
not shown).

Heart Disease* Among Adults Aged 18 and Older, by
Race/Ethnicity** and Sex, 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey

*Reported a health professional had ever told them that they had coronary heart disease, angina pectoris,
heart attack, or any other heart condition or disease; all estimates are age-adjusted. **The sample of Native
Hawaiian/Other Pacific Islanders was too small to produce reliable results.

*Reported a health professional had ever told them that they had a stroke; estimates are age-adjusted.
**Poverty level, defined by the U.S. Census Bureau, was $23,021 for a family of four in 2011.

Stroke* Among Adults Aged 18 and Older, by Poverty Level**
and Sex, 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey
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CANCER
Cancer is the second leading cause of death 

among adults overall, and is the leading cause of 
death among women between the ages of 35 and 
84.33 In 2010, 711,113 new cancer cases were 
diagnosed among females and 273,706 females 
died of cancer. Lung and bronchial cancer was 
the leading cause of cancer death among females, 
accounting for 70,550 deaths (26 percent of all 
cancer deaths), followed by breast cancer, which 
was responsible for 40,996 deaths (15 percent of 
deaths). Colorectal cancer, pancreatic cancer, and 
ovarian cancer were also major causes of cancer 

deaths among females, accounting for an addi-
tional 57,733 deaths combined.

Due to the varying survival rates for differ-
ent types of cancer, the most common causes of 
death from cancer are not always the most com-
mon types of cancer. For instance, although lung 
and bronchial cancer causes the greatest number 
of deaths, breast cancer is more commonly di-
agnosed among females. In 2010, invasive breast 
cancer occurred among 118.7 per 100,000 fe-
males, whereas lung and bronchus cancer oc-
curred in only 52.4 per 100,000. Other types of 
cancer that are commonly diagnosed but are not 

among the top 10 causes of cancer death include 
thyroid, melanoma, and cervical cancer.

An estimated 70 percent of cancer cases are 
attributable to behavioral and environmental 
risk factors, such as smoking, obesity, and phys-
ical inactivity.34 Vaccines are also available to 
help prevent hepatitis B and human papilloma-
virus (HPV) which can cause liver and cervical 
cancer, respectively. Recommended screening 
can help detect several forms of cancer in early, 
more treatable stages, including breast, colorec-
tal, and cervical cancer, and is shown to reduce 
mortality.35

Leading Causes of Cancer Deaths Among Females (All Ages),
by Site, 2010
Source II.9: Centers for Disease Control and Prevention

Age-Adjusted Invasive Cancer Incidence Rates per 100,000
Females (All Ages), by Site, 2010
Source II.9: National Cancer Institute
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CHRONIC OBSTRUCTIVE 
PULMONARY DISEASE

Chronic obstructive pulmonary disease 
(COPD), which includes emphysema and 
chronic bronchitis, is an irreversible, progres-
sive disease that impairs breathing.36 Symp-
toms include coughing, phlegm production, 
wheezing, shortness of breath, and tightness in 
the chest.  The leading risk factor for COPD 
is cigarette smoking, however other contribu-
tors include exposure to lung irritants, such as 
chemicals, pollution, and dust, and genetic fac-
tors.37 Chronic lower respiratory disease, which 
includes both COPD and asthma, was the 
fourth leading cause of death in 2010 among 
U.S. women aged 18 years and older (see Lead-
ing Causes of Death).  

In 2009–2011, 5.4 percent of U.S. adults re-
ported a diagnosis of COPD (data not shown).  
Women were more likely than men to report 
COPD (6.4 versus 4.3 percent, respectively).  
Among both men and women, COPD is more 
common among older age groups.  For example, 
among women, the prevalence of COPD was 
highest among those aged 65–74 years (11.2 
percent) and 75 years or older (10.4 percent) 
compared to 4.0 percent among women aged 
18–44 years.  

COPD prevalence also varied by race and 
ethnicity and poverty level.  Among women, 
COPD was most common among non-His-
panic American Indian/Alaska Natives and 
non-Hispanic women of multiple races (8.6 
and 9.9 percent, respectively), followed by non-

Hispanic White women (7.0 percent), non-
Hispanic Black women (6.1 percent), and His-
panic women (4.9 percent). COPD was least 
common among non-Hispanic Asian women 
(2.6 percent). With regard to income, women 
with household incomes less than 100 percent 
of poverty were more than twice as likely to re-
port a COPD diagnosis as compared to those 
with incomes of 400 percent or more of poverty 
(10.1 versus 4.6 percent, respectively; data not 
shown). 

While there is no cure, treatment for COPD 
begins with smoking cessation for those who 
smoke.38 Additional therapies to control symp-
toms and slow disease progression may include 
medication, oxygen therapy, pulmonary reha-
bilitation, and surgery. 

Chronic Obstructive Pulmonary Disease* Among Adults Aged
18 and Older, by Age and Sex, 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Health Interview Survey

*Reported ever being diagnosed by a doctor or other health professional with emphysema or being
diagnosed with chronic bronchitis in the past twelve months; total estimates are age-adjusted.

*Reported ever being diagnosed by a doctor or other health professional with emphysema or being
diagnosed with chronic bronchitis in the past twelve months; all estimates are age-adjusted. **The sample
of non-Hispanic Native Hawaiian/Other Pacific Islanders was too small to produce reliable results.
†Estimate does not meet the standards of reliability or precision.

Chronic Obstructive Pulmonary Disease* Among Adults Aged
18 and Older, by Race/Ethnicity** and Sex, 2009–2011
Source II.1: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Health Interview Survey

P
er

ce
nt

 o
f A

du
lts

Male
Female

4

8

12

16

20

75 Years
and Older

65-74
Years

45-64
Years

18-44
Years

Total

4

8

12

16

20

Non-
Hispanic

Multiple Race

Non-
Hispanic

Asian

Non-Hispanic
American Indian/

Alaska Native

HispanicNon-
Hispanic

Black

Non-
Hispanic

White

Male
Female

P
er

ce
nt

 o
f A

du
lts

4.6
7.0

2.6
4.94.4

6.1
8.6

†
2.02.6

9.9

6.4
8.6

11.2
9.710.4

8.2

5.3
4.0

2.2

6.4
4.3



  WOMEN’S HEALTH USA 201334 HEALTH STATUS – HEALTH INDICATORS

MENTAL ILLNESS
Overall, mental illness affects both women 

and men equally, and about half of all Ameri-
cans will meet the criteria for a diagnos-
able mental disorder over the course of their 
lives.39However, specific types of mental disor-
ders vary by sex. For instance, women are more 
likely than men to experience an anxiety or 
mood disorder, such as depression, while men 
are more likely to experience an impulse-control 
or substance use disorder.

A major depressive episode (MDE) is defined 
as a period of 2 weeks or longer during which an 
individual experiences either depressed mood or 
loss of interest or pleasure in daily activities and 
at least four other symptoms that reflect a change 

in functioning, such as problems with sleep or 
eating.2 In 2009–2011, an estimated 9.9 million 
women aged 18 years and older, comprising 8.5 
percent of that population, reported experienc-
ing an MDE in the past year, compared to 5.5 
million, or 4.9 percent of, men.

The prevalence of past-year MDE varied 
by race and ethnicity. Among women, for ex-
ample, non-Hispanic White and non-Hispanic 
multiracial women were most likely to report 
experiencing past year MDE (9.6 and 10.9 per-
cent, respectively), while non-Hispanic Asian 
women were least likely to do so (4.6 percent).  
Past-year MDE was also more common among 
women below retirement age, affecting 9 to 11 
percent of women under age 65, compared to 

2.7 percent of women aged 65 and older (data 
not shown).

Although women were more likely than men 
to experience a past-year MDE, men were nearly 
twice as likely as women to experience a past-
year substance use disorder (11.9 versus 6.0 
percent, respectively). Substance use disorder 
encompasses both abuse and dependence on al-
cohol or illicit drugs.40 Women who experienced 
past year MDE were three times as likely to re-
port a substance use disorder than those who did 
not (15.8 versus 5.0 percent, respectively), while 
men who experienced a past-year MDE were 
nearly 2.5 times as likely as their non-affected 
counterparts to report a substance use disorder 
(26.3 versus 11.1 percent, respectively).
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Past-Year Substance Use Disorder,* by Sex and Past-Year
Major Depressive Episode,** 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National
Survey on Drug Use and Health

*Past-year substance use disorder defined as abuse or dependence on alcohol or illicit drugs; abuse
relates to social problems due to substance use, such as problems with work, family, or the law;
dependence relates to health and emotional problems, such as tolerance or withdrawal; all estimates
are age-adjusted. **Past year major depressive episode is defined as a period of 2 weeks or longer
during which there is either depressed mood or loss of interest or pleasure and at least four other
symptoms that reflect a change in functioning, such as problems with sleep and eating. 

*A past-year major depressive episode is defined as a period of 2 weeks or longer during which there is
either depressed mood or loss of interest or pleasure and at least four other symptoms that reflect a
change in functioning, such as problems with sleep and eating; all estimates are age-adjusted. **The
sample of non-Hispanic Native Hawaiian/Other Pacific Islanders was too small to produce reliable results.

Past-Year Major Depressive Episode* Among Adults Aged 18
and Older, by Race/Ethnicity** and Sex, 2009–2011
Source II.3: Substance Use and Mental Health Services Administration, National Survey
on Drug Use and Health
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INTIMATE PARTNER VIOLENCE
Intimate partner violence (IPV) has been 

defined as physical violence, sexual violence, 
threats of physical or sexual violence, and psy-
chological aggression by a current or former 
spouse or dating partner. IPV can occur among 
heterosexual and same-sex couples and does not 
require sexual intimacy.41 In 2010, 35.6 percent 
of adult women aged 18 years and older, or 42.4 
million women, reported having experienced 
rape, physical violence, and/or stalking by an 
intimate partner in their lifetime while nearly 
one-half (48.4 percent) reported having experi-
enced psychological aggression.42

The prevalence of IPV varies by sexual ori-
entation. In 2010, bisexual women (56.9 per-
cent) were more likely than either lesbians (40.4 
percent) or heterosexual women (32.3 percent) 
to report any lifetime experience of physical 
IPV, including slapping, pushing, or shoving 
and severe acts such as being beaten, burned, 
or choked. 

Among women who reported experiencing 
physical violence, more than half of bisexual 
women (55.1 percent) reported having ever been 
slapped, pushed, or shoved by an intimate part-
ner, compared to 36.3 percent of lesbian women 
and 29.8 percent of heterosexual women. Bisex-
ual women were also more likely to report having 
experienced severe physical violence, such as hav-
ing been choked or beaten (49.3 percent) than 

lesbian (29.4 percent) or heterosexual women 
(23.6 percent; data not shown).

Lifetime experience of rape by an intimate 
partner was reported by approximately 1 in 5 
bisexual women and 1 in 10 heterosexual wom-
en. Stalking, defined as a pattern of harassing or 
threatening tactics that is both unwanted and 
causes fear or safety concerns for the victim, 
was also more common among bisexual women 
than heterosexual women (31.1 versus 10.7 per-
cent, respectively). Estimates of rape and stalk-
ing for lesbians were not reliable.

Finally, both bisexual and lesbian women 
reported higher rates of lifetime psychological 
aggression (such as name calling, humiliation, 
or coercion) by an intimate partner than het-
erosexual women (76.2, 63.0, and 47.5 percent, 
respectively). 

Among bisexual women who experienced 
rape, physical violence, and/or stalking by an 
intimate partner, approximately 90 percent re-
ported only male perpetrators. Among lesbian 
survivors of IPV, 67.4 percent reported only fe-
male perpetrators (data not shown).

Lifetime Prevalence of Intimate Partner Violence Among Women Aged 18 and
Older, by Type of Violence and Sexual Orientation, 2010
Source II.10: Centers for Disease Control and Prevention, National Intimate Partner and Sexual Violence Survey

*Estimate does not meet the standards of reliability or precision. **Includes harassing or threatening tactics that are unwanted and cause fear
or safety concerns. †Includes expressive aggression (such as name calling, insulting, or humiliating an intimate partner), and coercive control,
which includes behaviors that are intended to monitor and control or threaten an intimate partner. 
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SEXUALLY TRANSMITTED 
INFECTIONS AND HIV/AIDS

Sexually transmitted infections (STIs) are 
considered a hidden epidemic because symp-
toms are often absent and the causes are not 
openly discussed. Yet there are nearly 20 mil-
lion new STIs in the United States each year 
at an annual health care cost of nearly 16 bil-
lion dollars.43 Untreated STIs can increase the 
likelihood of contracting another STI, such as 
HIV, and can lead to various reproductive prob-
lems and certain types of cancers, such as those 
caused by human papillomavirus (HPV) and 
hepatitis.44 Safer sex practices, HPV and hepati-
tis vaccination, and screening and treatment can 
help reduce the burden of STIs.

States require reporting of new chlamydia, 

gonorrhea, syphilis, and HIV cases and data are 
shared with the Centers for Disease Control and 
Prevention. Reported STI rates among females 
vary by age, as well as race and ethnicity. Rates are 
highest among adolescents and young adults: in 
2011, over 70 percent of all chlamydia and gon-
orrhea cases in females occurred among those un-
der 25 years of age (data not shown). With the ex-
ception of non-Hispanic Asian/Pacific Islanders, 
minority females had higher STI rates than non-
Hispanic White females. For example, compared 
with non-Hispanic White females, the chlamydia 
rate was 6.7 times as high for non-Hispanic Black 
females, 4.2 times as high for non-Hispanic 
American Indian/Alaska Native females, and 2.5 
times as high for Hispanic females. 

HIV and AIDS disproportionately affect men 

who have sex with men; however, a substan-
tial proportion of HIV/AIDS diagnoses occur 
among women, and particularly Black women.  
In 2011, females accounted for 20.8 percent of 
estimated new HIV cases, of which nearly two-
thirds were non-Hispanic Black females (data 
not shown). New HIV diagnosis rates for non-
Hispanic Black females were 20 times the rate 
for non-Hispanic White females (40.0 versus 
2.0 cases per 100,000 females), and were also 
higher for Hispanic, non-Hispanic American 
Indian/Alaska Native, and non-Hispanic fe-
males of multiple races (7.9, 5.5, and 7.5 cases 
per 100,000 females, respectively).  Early detec-
tion of HIV infection is critical in preventing 
transmission of the virus to others and receiving 
treatment that can prevent progression to AIDS. 
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Estimated Rates of New HIV Cases* Among Females Aged 13
and Older, by Race/Ethnicity, 2011 
Source II.12: Centers for Disease Control and Prevention, HIV Surveillance Report

*Separate data for Asians, Native Hawaiians, and Other Pacific Islanders were not available. *Estimated rates are adjusted for reporting delays but not incomplete reporting.
**Interpret with caution; estimated rate is based on fewer than 10 cases.

Rates of Chlamydia and Gonorrhea Among Females (All Ages),
by Race/Ethnicity,* 2011
Source II.11: Centers for Disease Control and Prevention, Sexually Transmitted Disease
Surveillance
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REPRODUCTIVE AND 
GYNECOLOGIC DISORDERS

Reproductive and gynecologic disorders in-
clude conditions that affect female external and 
internal organs along the reproductive tract.  
Some disorders like dysmenorrhea (menstrual 
pain) and vulvodynia (vulvar pain) cause discom-
fort that may interfere with normal activity, while 
others may also affect reproductive functioning 
and fertility, such as endometriosis, uterine fi-
broids, and ovarian cysts.

Endometriosis is a condition in which the 
tissue of the uterine lining grows outside of the 
uterus, often onto the ovaries, fallopian tubes, or 
other abdominal organs.45 Uterine fibroids are 
muscular tumors that grow in the uterine wall.46  
Both conditions can cause pelvic pain and heavy 
menstrual bleeding. Endometriosis in particular 

can cause fertility problems, while fibroids may 
complicate pregnancies and increase the likeli-
hood of cesarean delivery. In 2006–2010, 5.6 
and 6.1 percent of women aged 15–44 years re-
ported that they had ever been diagnosed with 
endometriosis and uterine fibroids, respectively.  
The prevalence of both conditions increase with 
age and is highest among women aged 35–44 
years: 10.1 and 13.0 percent of women in that 
age group had reported ever being diagnosed 
with endometriosis and uterine fibroids, respec-
tively (data not shown). There are also racial 
and ethnic differences, with endometriosis be-
ing more common among non-Hispanic White 
women (6.9 percent) and uterine fibroids being 
more common for non-Hispanic Black women 
(12.3 percent). Although most cases of fibroids 
and endometriosis can be treated with pain or 

hormonal medication and certain surgeries, these 
two conditions are the most common reasons for 
hysterectomy—the removal of the uterus.47  

Infertility, defined as not getting pregnant 
within 12 months of having unprotected sex 
with the same partner, affected 5.8 percent of 
married or cohabiting women aged 15–44 years 
in 2006–2010 (data not shown).  This figure is 
higher among women who have not already had 
a birth (14.0 percent), and increases with age 
from 7.3 percent of nulliparous women aged 
15–24 years to 29.6 percent of those aged 40–44 
years.  In addition to age-related reductions in 
the quality and quantity of eggs, other conditions 
that affect fertility also increase with age, includ-
ing endometriosis, obesity, and polycystic ovary 
syndrome which impairs ovulation.48  
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Infertility* Among Married or Cohabiting Women Aged 15–44
Without a Previous Birth, by Age, 2006–2010
Source II.14: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Survey of Family Growth

*Infertility is defined as not getting pregnant within 12 months of having unprotected sex with the
same partner.

*Reported ever being diagnosed with endometriosis or uterine fibroids; all estimates are age-adjusted.
**The sample of Asians, American Indian/Alaska Natives and Native Hawaiian/Other Pacific Islanders
was too small to produce reliable results.

Diagnosed Endometriosis and Uterine Fibroids Among Women
Aged 15–44,* by Race/Ethnicity,** 2006–2010
Source II.13: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Survey of Family Growth
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OSTEOPOROSIS
Osteoporosis is a bone weakness characterized 

by low bone density with symptoms that gener-
ally occur only after the disease is advanced.49 
Bone fractures are the most common conse-
quence; others include loss of height, stooped 
posture, and back and neck pain from spinal 
fractures. Risk of osteoporosis is much higher 
among women than men and increases with age.  
In 2007–2010, an estimated 10 million women 
(9.0 percent) and 1.3 million men (1.3 percent) 
reported having been diagnosed with osteopo-
rosis (data not shown). More than one in four 
women aged 65 and older reported having been 
diagnosed with osteoporosis (27.4 percent). Non-
Hispanic White and Mexican American women 
aged 65 and older were more likely to have been 
diagnosed with osteoporosis than non-Hispanic 

Black women of the same age (29.0 and 27.3 
percent versus 12.9 percent, respectively). Asian 
women have also been shown to be at higher risk 
of osteoporosis.49

Getting the recommended amounts of cal-
cium, vitamin D, and regular weight-bearing 
physical activity (such as walking), are critical in 
building peak bone mass in adolescence, main-
taining bone health in adulthood, and slowing 
bone loss at older ages.49,50 To promote early 
diagnosis of osteoporosis and the prevention 
of complications, bone density tests are recom-
mended for all women aged 65 and older and 
younger women who have a risk factor, includ-
ing low weight, parental history of hip fracture, 
smoking, and daily alcohol use.51

Bone fractures among the elderly most com-
monly occur among those with osteoporosis 

and can have devastating consequences. For 
example, 1 in every 5 hip fracture patients dies 
within a year of their injury.50 Falls are a com-
mon direct cause of osteoporosis-related fracture 
and are the leading cause of injury—both fatal 
and nonfatal—among adults aged 65 and older. 
In 2011, there were 2.4 million unintentional 
nonfatal fall injuries treated in emergency de-
partments among adults aged 65 and older (data 
not shown). The rate of nonfatal fall injury was 
higher among women than men and increased 
with age. Among both women and men, the rate 
of nonfatal fall injury was about five times higher 
among those aged 85 and older than those aged 
65–69. Fall prevention efforts can include mus-
cle strengthening, home hazard assessments and 
modifications, and avoiding sedative medications 
that may impair balance and coordination.50
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Diagnosed Osteoporosis* Among Women Aged 65 and Older,
by Race/Ethnicity,** 2007–2010
Source II.2: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health and Nutrition Examination Survey

Nonfatal Unintentional Injury Due to Falls* per 100,000 Adults Aged
65 and Older, by Age and Sex, 2011
Source II.6: Centers for Disease Control and Prevention, National Center for Injury
Prevention and Control, National Electronic Injury Surveillance System, All Injury Program
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Indian/Alaska Natives, Asians, Native Hawaiian/Other Pacific Islanders, and persons of multiple race
was too small to produce reliable results. *Treated in hospital emergency departments.
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ALZHEIMER’S DISEASE
Alzheimer’s disease is the most common form 

of dementia accounting for an estimated 60 to 90 
percent of all dementia cases.52 Early signs include 
difficulty remembering names and completing 
familiar tasks, with later disease progression lead-
ing to disorientation, personality changes, and 
difficulty speaking, swallowing, and walking. Al-
though the risk for Alzheimer’s disease increases 
with age, it is not a normal part of aging. Risk 
factors include a family history, head trauma or 
traumatic brain injury, and cardiovascular disease 
risk factors such as high cholesterol, hyperten-
sion, diabetes, smoking, and physical inactivity.

In 2013, 5 million or 11 percent of U.S. adults 
aged 65 and older are estimated to have Alzheim-
er’s disease and another 200,000 below age 65 are 
thought to have early-onset Alzheimer’s. Due to 
the aging of the population, the number of adults 

aged 65 and older with Alzheimer’s disease is ex-
pected to triple by 2050.52 Women constitute 3.2 
million, or nearly two-thirds, of adults aged 65 
and older with Alzheimer’s.

Alzheimer’s disease is the fifth leading cause 
of death among men and women aged 65 and 
older.52 Severe dementia causes complications, 
such as immobility and swallowing disorders, 
that can lead to death due to malnutrition and 
infections like pneumonia. Between 2000 and 
2010, the age-adjusted rate of death due to Al-
zheimer’s for those aged 65 and older has in-
creased by about 40 percent, from 141.2 to 
196.9 deaths per 100,000 people. The increase 
was similar for both women and men and may 
reflect an increase in recognition of this disease as 
an underlying cause of death.52 In 2010, the age-
adjusted death rate for women aged 65 and older 
was 30 percent higher that of their male counter-

parts (214.3 versus 164.8 deaths per 100,000). 
The greater rates of Alzheimer’s prevalence and 
mortality among women are related to their lon-
ger life expectancy rather than an increased sex-
specific risk of disease.52

Not only are women more likely than men to 
have Alzheimer’s, they are also more likely to be 
caregivers for someone with Alzheimer’s—exact-
ing a substantial toll of emotional and physical 
stress. Of the 15.4 million Americans who pro-
vide unpaid care for a person with Alzheimer’s or 
another dementia, an estimated 70 percent are 
women.52 Given the large and increasing burden 
of Alzheimer’s disease, advances in prevention, 
early diagnosis, and treatment are greatly needed. 
In 2011, a new diagnostic category of “preclini-
cal Alzheimer’s disease” was developed to aid re-
search for early detection and treatment prior to 
the onset of symptoms.52

Adults Aged 65 and Older with Alzheimer’s Disease,* by Sex, 2013
Source II.15: Alzheimer’s Association, Alzheimer’s Disease Facts and Figures

Age-Adjusted Alzheimer’s Disease Death Rates* Among Adults
Aged 65 and Older, by Sex, 2000 and 2010
Source II.16: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Vital Statistics System

Female
3.2 million

*Estimates are based on the Chicago Health and Aging Project incidence rates converted to prevalence
estimates and applied to population projections; assumes the same proportion female as from 2010. *Deaths with Alzheimer’s disease listed as underlying cause.

D
ea

th
s 

pe
r 1

00
,0

00
 A

du
lts

141.2

196.9
214.3

151.2
164.8

119.1

Male
1.8 million

2000 2010

50

100

150

200

250

MaleFemaleTotal



  WOMEN’S HEALTH USA 201340 HEALTH STATUS – HEALTH INDICATORS

INJURY
Injury is a major cause of morbidity and 

mortality, particularly among the young and 
the elderly. Injury includes unintentional acci-
dents as well as intentional violence inflicted by 
the self or others. Injury prevention can include 
education, home hazard assessment and modi-
fication, as well as laws and regulations, such 
as seat belt and gun laws, sobriety checkpoints, 
and prescription drug monitoring systems.

In 2011, there were 25.6 million nonfatal in-
juries among persons aged 15 and over, result-
ing in emergency department visits, of which 
12.1 million, or 47 percent, were to females.53 
There were 9,496 nonfatal injuries per 100,000 
females compared to 11,205 per 100,000 males.  
Although men had higher rates of nonfatal un-

intentional and assault injury than women, 
women had higher rates of injury due to self-
harm (222 versus 163 per 100,000).  

More than 90 percent of nonfatal injuries 
treated in an emergency department were 
unintentional for both males and females.  
Unintentional falls were the leading cause of 
nonfatal injury for women in every age group 
with the exception of 15–19 year olds for whom 
being struck by or against an object was the 
leading cause (data not shown). Unintentional 
injury rates due to falls increase with age (see 
Osteoporosis).

Injuries are the most common cause of death 
among both women and men aged 15–44.33 
In 2010, over 56,000, or 41.3 per 100,000, fe-
males aged 15 and over died due to injury. Un-

intentional injury deaths were most common 
(31.2 per 100,000), followed by suicide and ho-
micide (6.3 and 2.5 per 100,000 females; data 
not shown). Although men have higher rates of 
fatal injury (101.1 per 100,000), females have 
experienced substantially greater increases in fa-
tal injury rates over the past decade (18.0 versus 
5.5 percent; data for men not shown). Between 
2000 and 2010, motor vehicle traffic death rates 
declined while poisoning death rates more than 
doubled to become the leading mechanism of 
fatal injury, with the majority caused by drugs 
and specifically prescription painkillers.54 Wom-
en are more likely to have chronic pain and may 
be more vulnerable to prescription painkiller 
dependency.55 Fatal injury rates due to falls also 
increased over the past decade.
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Fatal Injury Rates Among Females Aged 15 and Older, by Selected
Mechanism, 2000 and 2010*
Source II.6: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Vital Statistics System

*All rates are age-adjusted.
*Injuries resulting in emergency department visits; all rates are age-adjusted. **Includes injuries
sustained during legal intervention (e.g., police pursuit and restraint).

Nonfatal Injury* Rates Among Persons Aged 15 and Older, by
Intent and Sex, 2011 
Source II.6: Centers for Disease Control and Prevention, National Center for Injury
Prevention and Control, National Electronic Injury Surveillance System – All Injury Program
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WOMEN SERVED BY 
COMMUNITY HEALTH CENTERS

Administered by the Health Resources and 
Services Administration’s Bureau of Primary 
Health Care, Community Health Centers 
(CHCs) are a nationwide network of clinics that 
provide comprehensive primary care services, re-
gardless of the ability to pay.56  Some health cen-
ters also target services to specific populations, 
such as homeless persons and migrant workers.

In 2012, Federally-supported CHCs served 
21.1 million people, of whom 9.0 million were 
adult women aged 18 and older. Women served 
by CHCs tend to be younger than the general 
population. More than half of women (57.5 per-
cent) served by CHCs were of reproductive age 

(18–44 years) compared to 45.9 percent of all 
women nationally. 

In 2012, 92.6 percent of CHC patients had 
incomes at or below 200 percent of poverty, 61.6 
percent were racial or ethnic minorities, 36.0 per-
cent were uninsured, and 40.8 percent were Med-
icaid insured.57 As a critical access point for the 
uninsured, CHCs will be pivotal to the success of 
the Affordable Care Act in helping to enroll and 
care for newly insured patients and continuing to 
serve those who may remain uninsured, includ-
ing immigrants and low-income individuals in 
States that do not expand Medicaid.58  

CHCs have a 45-year record of providing 
high-quality care that has helped to reduce health 
disparities.59 Despite serving a low-income, 

mostly uninsured or publicly insured population, 
rates of recommended breast and cervical cancer 
screening among women seen at CHCs are simi-
lar to national averages for all women. In 2009, 
74.5 and 85.2 percent of female CHC patients 
reported having received recommended breast 
and cervical cancer screenings, respectively, simi-
lar to 73.1 and 81.2 percent of all U.S. women. 
Moreover, women who were either publicly in-
sured or uninsured and seen at CHCs were more 
likely to have received screenings than compa-
rable women nationally. For example, fewer than 
half of uninsured women received recommended 
mammography screening (41.7 percent) com-
pared to 3 out of 5 uninsured women seen at 
CHCs (62.0 percent).

Women Aged 18 and Older Served by Community
Health Centers Compared to All U.S. Women,
by Age, 2012
Source II.17: Health Resources and Services Administration, Bureau
of Primary Health Care, Uniform Data System and U.S. Census
Bureau, Annual Estimates of the Resident Population

Receipt of Recommended Breast and Cervical Cancer Screening* Among Women
Served by Community Health Centers Compared to All U.S. Women, by Health
Insurance Coverage,** 2009
Sources II.18: Health Resources and Services Administration, Bureau of Primary Health Care, Community
Health Center Patient Survey and Centers for Disease Control and Prevention, National Center for
Health Statistics, National Health Interview Survey

*Based on U.S. Preventive Services Task Force recommendations of biennial mammography for women aged 50–74 years and
a Pap smear every three years for women aged 21–65 years; CHC data are from the 2009 CHC Patient Survey; U.S. data are from
the 2008/2010 National Health Interview Survey. **Private coverage includes persons with any private insurance, either alone or in
combination with public coverage; public includes those covered only by government programs such as Medicaid, Medicare,
military plans, and state-sponsored health plans.
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IMMIGRANT WOMEN
In 2011, 19.3 million women, representing 

15.8 percent of all women residing in the United 
States, were immigrants, defined as foreign-born 
and not a U.S. citizen at birth. About half of im-
migrant women had become naturalized U.S. 
citizens, with the remaining half of non-citizens 
comprising legal permanent residents, temporary 
residents (e.g., foreign students), humanitarian 
migrants (e.g., refugees), and undocumented mi-
grants. Over half of all U.S. immigrants are from 
Latin America (53.1 percent), followed by Asia 
(28.2 percent) and Europe (12.1 percent; data 
not shown).60 Immigrants tend to be younger 
and have lower levels of education and income 
than the general U.S. population, despite having 
higher levels of labor force participation.60

Although immigrants tend to be healthier 
than U.S.-born populations, perhaps due to 
culturally-protective behaviors, this advantage 
erodes with length of U.S. residence61 and may 
be hastened by barriers to health care, including 
limited health insurance access, lower income, 
and language barriers.62 In 2011, nearly one in 
three foreign-born women were uninsured (29.4 
percent) compared to 13.9 percent of U.S.-born 
women. Immigrant women were also nearly 
twice as likely as U.S.-born women to lack a 
usual source of care (19.9 versus 11.3 percent, 
respectively). Among immigrant women, non-
citizens were most likely to be uninsured (41.1 
percent) and have no usual source of care (25.6 
percent). These barriers to care may translate into 
lower utilization of preventive services. In 2011, 

immigrant women were less likely than their 
U.S.-born counterparts to have received recom-
mended vaccinations for HPV (15.2 versus 32.6 
percent, respectively) and pneumococcal disease 
(45.4 versus 67.4 percent, respectively), which 
protect against cervical cancer and an infection 
that may cause pneumonia and other life-threat-
ening complications. Non-citizen immigrant 
women were less likely than those with citizen-
ship to have received pneumococcal vaccination.

Citizens and legal immigrants without health 
insurance may gain coverage options through 
Medicaid expansions and health insurance mar-
ketplaces as part of the Affordable Care Act, 
while community health centers will continue to 
be critical providers of high-quality, culturally-
competent care for those who lack coverage (see 
Women Served by Community Health Centers).63

Selected Health Care Indicators for Women Aged 18 and Older,*
by Nativity and Citizenship Status, 2011
Source II.20: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey

*Estimates of uninsured and no usual source of care are age-adjusted. **Defined as having a place where
one usually receives care when sick, excluding emergency departments. †Aged 18-26 years; received at
least one dose. ‡Aged 65 years and older.

*Includes those born in another country and not a U.S. citizen at birth; naturalized citizens are those that
have applied and been granted citizenship through a test and interviews; non-citizens include legal
permanent residents, temporary residents (e.g. foreign students), humanitarian migrants (e.g. refugees),
and undocumented migrants.

Women Aged 18 and Older, by Nativity and Citizenship
Status, 2011  
Source II.19: U.S. Census Bureau, American Community Survey
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LESBIAN AND BISEXUAL 
WOMEN

Lesbian and bisexual women have been shown 
to be at increased risk for adverse health out-
comes, including overweight and obesity, poor 
mental health, substance abuse, violence, and 
barriers to optimal health care resulting from 
social and economic inequities.64,65 Although fre-
quently referred to as part of a larger group of 
sexual minorities, including gay men and trans-
gender individuals, the health status and needs 
of lesbian and bisexual women are shaped by a 
range of factors including sexual identity and be-
havior, as well as traditional sociodemographic 
factors, like age, education, and race and ethnic-
ity. The terms “lesbian” and “bisexual” are used to 
define women according to their sexual orienta-
tion which can reflect sexual identity, behavior, 
or attraction;66 on this page the terms lesbian 
and bisexual refer to women’s self-reported sexual 
identity.67

In 2006–2010, 1.2 percent of women aged 
18–44 years self-identified as homosexual, gay, or 
lesbian and 3.9 percent self-identified as bisexual. 
The proportion of women who reported any 
same-sex sexual behavior, however, was substan-
tially higher at 14.2 percent, while 16.5 percent 
of women in this age group reported some degree 
of same-sex attraction (data not shown).

Among reproductive-aged women in 2006–
2010, differences were observed for several health 

indicators by sexual identity. Bisexual women 
were less likely than heterosexual women to re-
port being in excellent or very good health (47.3 
versus 66.6 percent, respectively) and more likely 
to be obese (43.0 versus 30.6 percent, respec-
tively); no significant differences were observed 
between lesbian and heterosexual women for ei-
ther indicator. Conversely, while 65.9 percent of 
heterosexual and 60.3 percent of bisexual women 
received a Pap smear in the past 12 months, only 
43.9 percent of lesbians reported receiving this 
service. Both lesbian and bisexual woman, how-
ever, were more likely than heterosexual women 
to report smoking, with over half of bisexual 
women reporting this health risk behavior (55.7 
percent), compared to 38.1 percent of lesbian 
women and 25.8 percent of heterosexual women.  

Similarly, 30.8 percent of lesbians and 22.6 per-
cent of bisexual women reported binge drinking 
(defined as consuming 5 or more drinks within a 
couple of hours at least once a month on average 
during the past year), compared to 12.3 percent 
of heterosexual women.

A recent report from the Institute of Medi-
cine concluded that to better understand and 
meet the unique needs of lesbian, gay, bisexual 
and transgender people, more data are needed in 
several priority areas: demographics, social influ-
ences, health care inequalities, and transgender-
specific health needs.66 The U.S. Department of 
Health and Human Services is working to in-
crease the number of federally-funded health and 
demographic surveys that collect and report data 
on sexual orientation and gender identity.68

Selected Health Indicators Among Women Aged 18–44 Years, by Sexual Identity,
2006–2010*
Source II.13: Centers for Disease Control and Prevention, National Center for Health Statistics, National Survey
of Family Growth

*Estimates are age-adjusted. **Based on Body Mass Index (BMI), a number calculated from a person's weight and height. Obese is defined as
a BMI of 30.0 or higher. †Calculated for females aged 20-44 years. ‡Smoked at least one cigarette per day on average in the past year.
§Defined as consuming 5 or more drinks within a couple of hours at least once a month on average in the past year.
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HEALTH SERVICES UTILIZATION
Availability of and access to quality health 

care services directly affects all aspects of 
women’s health. Access to health care is criti-
cal to prevent the onset of disease, as well as to 
identify health issues early and prevent disease 
progression. Although health care is important 
for all women, it may be particularly important 
among women who have poor health status, 
chronic conditions, or disabilities. Appropriate 
utilization can be hampered by limited financial 
resources and lack of health insurance or com-
prehensive insurance, as well as language, trans-
portation, and other barriers. 

This section presents data on women’s use 
of health services, including data on women’s 
health insurance coverage, usual source of care, 
health care expenditures, and use of various ser-
vices, such as preventive care, oral health care, 
and mental health services. New features within 
this section include data on contraceptive use 
and patient-centered care.
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HEALTH INSURANCE
People who are uninsured face substantial 

financial barriers to health care, which can result 
in delayed diagnoses and poor health outcomes, 
including premature death.1 Overall, 15.7 
percent or 48.6 million people in the United 
States lacked health insurance in 2011, a decline 
from 16.3 percent in 2010.2 Adults aged 18 and 
older accounted for 86 percent of all uninsured 
individuals in 2011 and have higher rates of 
uninsurance than children due to more limited 
eligibility for public insurance (17.7 versus 
9.4 percent, respectively; data for children not 
shown). In 2011, women were less likely than 
men to be uninsured (16.1 versus 19.5 percent, 
respectively). Women are more likely to be in 
poverty (see Women and Poverty) and to qualify 

for Medicaid insurance available to low-income 
individuals who are pregnant, children, parents, 
elderly, or disabled.1,3 Younger adults were most 
likely to be uninsured—about one in four adults 
under age 45 lacked health insurance compared 
to 16.3 percent of those aged 45–64 years and 
only 1.7 percent of those aged 65 and older, most 
of whom are eligible for Medicare coverage.

Among women aged 18–64 years in 2011, 
67.3 percent had some form of private insurance, 
13.2 percent had only public insurance, and 19.5 
percent were uninsured. This distribution varied 
by race and ethnicity with non-Hispanic White 
women having the highest rates of any private 
insurance coverage (75.4 percent), compared to 
55.2 percent of non-Hispanic Black women and 
less than half of non-Hispanic American Indian/

Alaska Native and Hispanic women (46.6 and 
45.3 percent, respectively). Public coverage 
alone was most common among non-Hispanic 
Black and non-Hispanic American Indian/
Alaska Native women (21.9 and 23.5 percent, 
respectively). The highest rates of uninsurance 
were among Hispanic women and non-Hispanic 
American Indian/Alaska Native women (37.4 
and 30.0 percent, respectively). 

Of the nearly 13 million women aged 18–64 
who rely on publicly-funded insurance, over 
two-thirds are covered by Medicaid alone, while 
13.1 percent are covered by Medicare alone, 
and 10.3 percent have dual coverage. Another 
9.4 percent rely on some other form of public 
coverage, including insurance from the military 
(data not shown).

Health Insurance Coverage of Women Aged 18–64, by Race/Ethnicity and
Health Insurance Coverage,* 2011
Source III.1: U.S. Census Bureau, Current Population Survey

Adults Aged 18 and Older Without Health Insurance,
by Age and Sex, 2011
Source III.1: U.S. Census Bureau, Current Population Survey
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*Private coverage includes persons with any private insurance, either alone or in combination with public coverage; public
includes those covered only by government programs such as Medicaid, Medicare, military plans, and state-sponsored
health plans. Estimates may not add to 100 due to rounding.
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BARRIERS TO CARE AND 
UNMET NEED FOR CARE

Barriers to receiving needed health care can 
include cost, language or knowledge barriers, 
and structural or logistical factors, such as long 
waiting times and not having transportation.4 

Barriers to care contribute to socioeconomic, ra-
cial/ethnic, and geographic differences in health 
care utilization and health status. 

In 2011, 11.4 percent or 26.4 million adults 
reported that they delayed getting medical care 
in the past year due to various logistical or struc-
tural factors, such as not being able to get an 
appointment soon enough and inconvenient of-
fice hours (data not shown). Women were more 
likely than men to report having delayed care 
due to logistical barriers in the past year (13.5 

versus 9.3 percent, respectively). For both men 
and women, those with lower household in-
comes were more likely to report having delayed 
care as a result of logistical factors. For example, 
nearly 1 in 5 women (18.6 percent) living in 
households with income below 100 percent of 
poverty reported having delayed care, compared 
to about 12 percent of women in households 
with incomes of 200 percent or more of poverty. 
Hispanic and non-Hispanic American Indian/
Alaskan Native women were more likely than 
non-Hispanic White, non-Hispanic Black, and 
non-Hispanic Asian women to report having 
delayed care due to logistical barriers (17.9 and 
23.7 percent versus 12.4, 14.0, and 12.4 per-
cent, respectively; data not shown).

Women were also slightly more likely than 

men to have forgone needed health care due to 
cost (8.7 versus 7.4 percent, respectively). For 
both women and men, the proportion who did 
not get needed care due to cost varied by insur-
ance status. Among women, more than 1 in 4 
(28.2 percent) of those without health insurance 
experienced an unmet need for health care due to 
cost compared to 3.9 percent of women with pri-
vate insurance and 8.8 percent with public insur-
ance. The Affordable Care Act helps to remove 
financial barriers to care by expanding Medicaid 
eligibility for more low-income people, establish-
ing health insurance marketplaces where many 
individuals and small businesses will qualify for 
financial assistance with health insurance, and re-
quiring private plans to cover preventive services 
without copays.5

Adults Aged 18 and Older Who Delayed Care Due to Logistical
Barriers* in Past Year, by Poverty Level** and Sex, 2011
Source II.20: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey

*Reported that they delayed getting medical care in the past year due to any of five reasons: couldn’t get
through on phone, couldn’t get appointment soon enough, office room wait too long, inconvenient office
hours, no transportation; all estimates are age-adjusted. **Poverty level, defined by the U.S. Census
Bureau, was $23,021 for a family of four in 2011.

*Reported that they needed but did not get medical care because they could not afford it; excludes dental
care; all estimates are age-adjusted. **Private coverage includes persons with any private insurance, either
alone or in combination with public coverage; public includes those covered only by government programs
such as Medicaid, Medicare, military plans, and state-sponsored health plans.

Adults Aged 18 and Older with Unmet Need for Health Care* Due
to Cost, by Health Insurance Coverage** and Sex, 2011
Source II.20: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey
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USUAL SOURCE OF CARE
In 2009–2011, 86.8 percent of women and 

77.7 percent of men reported having a usual 
source of care, defined as a place where one usu-
ally goes when sick, such as a physician’s office 
or health center but not an emergency depart-
ment.  Having a usual source of care has been 
shown to improve care quality and the receipt of 
preventive services.6 

Health insurance coverage greatly increases 
the likelihood of having a usual source of care.  
Over 90 percent of women with private or pub-
lic insurance coverage had a usual source of care, 
compared to only 56.2 percent of uninsured 

women. Having both a usual source of care and 
health insurance coverage has been found to 
significantly reduce problems obtaining needed 
medical care and delaying or forgoing needed 
care.7

Access to a usual source of care varies by 
race and ethnicity.  For example, non-Hispanic 
White women were most likely to report a usual 
source of care (89.3 percent), while Hispanic 
women were least likely to do so (78.6 percent). 
Hispanic women are also least likely to have 
health insurance (see Health Insurance).  Among 
women with private or public insurance, the 
proportion reporting a usual source of care was 

about 90 percent or higher for all racial and eth-
nic groups (data not shown).

Having a usual source of care also varies by 
age and is more common among older adults, 
who are most likely to have health insurance 
(see Health Insurance). For example, nearly all 
women aged 65 years and older (96.9 percent) 
had a usual source of care, compared to 78.6 
percent of women aged 18–34 years.  However, 
the likelihood of having a usual source of care 
increased with age even among those with pri-
vate insurance: from 88.4 percent of women 
aged 18–34 years to 97.8 percent of those aged 
65 years and older (data not shown).
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Usual Source of Care* Among Adults Aged 18 and Older, by
Health Insurance Coverage** and Sex, 2009–2011
Source II.1:  Centers for Disease Control and Prevention, National Center for
Health Statistics, National Health Interview Survey

Usual Source of Care* Among Women Aged 18 and Older, by
Race/Ethnicity, 2009–2011
Source III.2: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey
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*Defined as having a place where one usually receives care when sick, excluding emergency departments;
all estimates are age-adjusted. **Private coverage includes persons with any private insurance, either
alone or in combination with public coverage; public includes those covered only by government programs
such as Medicaid, Medicare, military plans, and state-sponsored health plans.

*Defined as having a place where one usually receives care when sick, excluding emergency
departments; all estimates are age-adjusted. **May include Hispanics.
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PREVENTIVE CARE
Preventive health care can help prevent or 

minimize the effects of many serious health con-
ditions. The U.S. Preventive Services Task Force 
(USPSTF) recommends specific screening tests, 
counseling, immunizations, and preventive med-
ications for a variety of diseases and conditions.8 

For example, annual blood pressure screening is 
recommended for adults aged 18 and older and 
annual cholesterol screenings are recommended 
for adults aged 20 and older with other cardio-
vascular risk factors. High blood pressure and 
cholesterol are risk factors for heart disease and 
stroke that can be lowered with identification 
and treatment. In 2011, 86.1 percent of women 
aged 18 and older had a blood pressure screening 
and 63.3 percent of women aged 20 and older 

received a cholesterol screening in the past year. 
Receipt of screening was much lower among 
women without health insurance. For example, 
only 64.1 percent of uninsured women had their 
blood pressure checked in the past year compared 
to about 90 percent of insured women. 

To protect against certain strains of the Hu-
man Papillomavirus (HPV) that cause cervical 
cancer, anal cancer, and genital warts, vaccina-
tion is now universally recommended for girls 
and boys aged 11–12 years with catch-up vac-
cination for females aged 13–26 years and males 
aged 13-21 years who have not been previously 
vaccinated.9 Pneumococcal vaccination pro-
tects against a bacterial infection that may cause 
pneumonia or other life-threatening illnesses 
and is recommended for young children, adults 

aged 65 years and older, and persons with cer-
tain health conditions.9 In 2011, only 30.4 per-
cent of women aged 18–26 years had received at 
least one dose of HPV vaccine and 64.5 percent 
of women aged 65 and older had received pneu-
mococcal vaccination. Hispanic and non-His-
panic Asian women had lower HPV vaccination 
rates compared to women of other racial/ethnic 
groups. Along with non-Hispanic Black wom-
en, Hispanic and non-Hispanic Asian women 
also had lower rates of pneumococcal vaccina-
tion. The Affordable Care Act improves access 
to preventive care by expanding health insur-
ance and requiring new private  plans to cover 
USPSTF-recommended preventive services and 
additional services for women, such as well-
woman visits, without copays.5
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Receipt of Selected Screenings in Past Year Among
Women,* by Health Insurance Coverage,** 2011
Source II.20: Centers for Disease Control and Prevention, National
Center for Health Statistics, National Health Interview Survey

Receipt of Selected Vaccinations Among Women,* by Race/Ethnicity,** 2011
Source II.20: Centers for Disease Control and Prevention, National Center for Health Statistics,
National Health Interview Survey
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*Aged 18 or over for blood pressure screen and aged 20 or older for cholesterol screen;
reported to have been checked by a health professional; all estimates are age-adjusted.
**Private coverage includes persons with any private insurance, either alone or in combination
with public coverage; public includes those covered only by government programs such as
Medicaid, Medicare, military plans, and state-sponsored health plans.

*Reported having ever received the HPV vaccine among women aged 18–26 years and having ever received the
pneumonia vaccine among women aged 65 years and older. **The sample of American Indian/Alaska Natives and
Native Hawaiian/Other Pacific Islanders was too small to produce reliable results.
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CONTRACEPTIVE USE
Family planning is considered to be among 

the top 10 public health achievements of the 
past century, enabling women to achieve desired 
birth spacing and family size, and resulting in im-
proved health of infants, children, and women.10  
Yet, half of all pregnancies and one-third of all 
births in the United States are estimated to be 
unintended at the time of conception with wide 
disparities by race and ethnicity and other demo-
graphic characteristics.11 Unintended pregnan-
cies that lead to births are associated with both 
short- and long-term negative outcomes for both 
mother and child, including delayed prenatal 
care, maternal depression, increased risk for in-
timate partner violence, and poor developmental 
and educational outcomes for children.12 

In 2006–2010, there were 43 million women 

at risk of unintended pregnancy—who were ei-
ther currently using contraception or having in-
tercourse and not sterile (for noncontraceptive 
reasons), pregnant, postpartum, or trying to get 
pregnant—of whom 89.0 percent reported using 
contraception while the remaining 11.0 percent 
did not. Non-Hispanic Black women were more 
likely than women of other races and ethnicities 
to not use contraception while at risk of unin-
tended pregnancy (17.2 percent). Younger and 
never-married women were also more likely than 
their older or married counterparts to not use 
contraception while at risk of unintended preg-
nancy (data not shown).

Among women aged 15–44 years who were 
using contraception, the most commonly used 
methods were female or male sterilization (36.6 
percent), the pill (27.5 percent), and condoms 

(16.4 percent), followed by other hormonal 
methods such as implants, patches, and rings 
(7.2 percent) and intrauterine devices (IUDs; 
5.6 percent). Effectiveness rates based on typical 
use, including incorrect or inconsistent use, are 
highest for sterilization, IUDs, the pill, and other 
hormonal methods, and fall below 90 percent 
for condoms, sponges, withdrawal, and periodic 
abstinence.13 Variation in contraceptive use and 
method may help to explain demographic pat-
terns of unintended pregnancy. The Affordable 
Care Act ensures women have access to a full 
range of recommended preventive services by  ex-
panding insurance coverage and requiring most 
private health plans to provide FDA-approved 
contraceptive methods, sterilization procedures, 
and patient education and counseling without 
copays.14

Contraceptive Use Among Women Aged 15–44 Years at Risk of
Unintended Pregnancy,* by Race/Ethnicity,** 2006–2010
Source III.3: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Survey of Family Growth

Contraceptive Method Used Among Women Aged 15–44 Years
Using Contraception, 2006–2010* 
Source III.3: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Survey of Family Growth

*Women who used more than one form of contraception are classified according to the most
effective form listed; estimates may not total to 100 due to rounding. **Includes hormonal
implants, patches, injectables, and rings. †Includes calendar rhythm, natural family planning
(NFP), cervical mucus test, and temperature rhythm.

*At risk of unintended pregnancy is defined as either currently using contraception or having had intercourse in
the last 3 months among those who were not currently pregnant, postpartum, trying to get pregnant, or sterile
for noncontraceptive reasons. **The sample of American Indian/Alaska Natives and Native Hawaiian/Other
Pacific Islanders was too small to produce reliable results.
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MENTAL HEALTH CARE 
UTILIZATION

In 2009–2011, 31 million, or 13.6 percent 
of adults in the United States reported receiving 
mental health treatment in the past year for a 
mental, behavioral, or emotional disorder other 
than a substance use disorder (data not shown). 
Women were more likely than men to receive 
treatment or counseling (17.5 versus 9.4 per-
cent), which is consistent with the higher preva-
lence of mental illness (excluding substance use 
disorder) among women (see Mental Illness). 

Utilization of mental health services was high-
est among non-Hispanic White and multiracial 

women with more than one in five reporting 
past-year treatment or counseling (21.8 and 
21.5 percent, respectively). Non-Hispanic Asian 
women were least likely to have reported receiv-
ing past year mental health treatment or counsel-
ing (5.3 percent).

In 2009–2011, 17.7 million women aged 18 
years and older reported using prescription med-
ication for treatment of a mental or emotional 
condition, representing 14.9 percent of women, 
which is almost twice the proportion of men (7.8 
percent). Women were also nearly twice as likely 
as men to report receiving outpatient mental 
health treatment (8.6 versus 4.7 percent, respec-

tively). Less than 1 percent of men and women 
received inpatient treatment during this period 
(data not shown).  

In 2009–2011, mental health services were 
needed, but not received in the previous year, 
by 5.0 percent of adults. Women were twice as 
likely as men to report an unmet need for mental 
health treatment or counseling in the past year 
(6.7 versus 3.3 percent, respectively; data not 
shown). Among women, cost was the most com-
monly reported reason for not receiving needed 
services (45.4 percent), followed by the belief 
that the problem could be handled without treat-
ment (25.0 percent).

Male
Female

Past-Year Mental Health Treatment/Counseling* Among Adults
Aged 18 and Older, by Race/Ethnicity and Sex,** 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National
Survey on Drug Use and Health

Reasons for Not Receiving Mental Health Treatment/Counseling*
Among Women Aged 18 and Older with an Unmet Need for Mental
Health Services, 2009–2011
Source II.3: Substance Abuse and Mental Health Services Administration, National Survey
on Drug Use and Health

Percent of Women

*Excludes treatment for alcohol or drug use; all estimates are age-adjusted. **The sample of non-Hispanic
Native Hawaiian/Other Pacific Islanders was too small to produce reliable results.

*Defined as a perceived need for mental health treatment/counseling that was not received; all estimates
are age-adjusted.
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ORAL HEALTH CARE 
UTILIZATION

Regular dental care is essential to promote 
oral health and to prevent and treat tooth decay 
and infection. Untreated dental disease can pro-
duce significant pain and disability, and can re-
sult in tooth loss. In addition to daily brushing 
and flossing, the American Dental Association 
recommends regular dental exams and clean-
ings.15 In 2011, women were somewhat more 
likely to have a past-year dental visit than men 
(64.6 and 57.8 percent, respectively). Among 
both men and women, those with greater 
household incomes were more likely to have 
had a dental visit. For example, 82.3 percent of 

women with household incomes of 400 percent 
or more of poverty had a past year dental visit, 
compared to 42.6 percent of women with in-
comes less than 100 percent of poverty.  

Cost is a significant barrier to appropriate 
utilization of dental care. In 2011, only 20.4 
percent of adults had private insurance cover-
age that included dental care (data not shown). 
Medicaid and Medicare generally do not cover 
dental care and even private plans with dental 
coverage contain limited benefits with high 
cost-sharing.16  In 2011, 16.4 percent of women 
reported that they did not obtain needed den-
tal care in the past year because they could not 
afford it; this was slightly higher than the per-

centage of men who reported an unmet need 
for dental care due to cost (13.0 percent). The 
likelihood of not getting dental care due to cost 
varies significantly by health insurance coverage. 
For example, only 7.0 percent of women with 
private insurance that included dental benefits 
reported that they did not obtain needed dental 
care in the past year due to costs, which nearly 
doubles to 13.7 percent of women with private 
insurance that did not include dental benefits. 
However, the likelihood of not getting needed 
dental care because of cost was considerably 
higher for women with public insurance (22.7 
percent) and highest for women without any in-
surance (36.3 percent). 

Unmet Need for Dental Care Due to Cost Among Adults Aged 18
and Older,* by Health Insurance Coverage,** 2011 
Source II.20: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey

*Reported needing dental care in the past year, but not getting it because of costs; all estimates are
age-adjusted. **Private coverage includes persons with any private insurance, either alone or in combination
with public coverage; public includes those covered only by government programs such as Medicaid,
Medicare, military plans, and state-sponsored health plans.

*Poverty level, defined by the U.S. Census Bureau, was $23,021 for a family of four in 2011; all estimates
are age-adjusted.

Past-Year Dental Visit Among Adults Aged 18 and Older, by
Poverty Level,* 2011
Source II.20: Centers for Disease Control and Prevention, National Center for Health
Statistics, National Health Interview Survey
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HEALTH CARE EXPENDITURES
In 2010, 89.4 percent of women had at least 

one health care expense, compared to 78.7 per-
cent of men (data not shown). For both women 
and men, about 40 percent of expenses were 
paid by private insurance while about 35 per-
cent were paid by Medicare or Medicaid, and 
slightly less than 15 percent were paid out of 
pocket.

In 2010, women paid an average of $928 
out-of-pocket for health care services compared 
to $798 paid by men (data not shown). The 
proportion of health care expenses paid out-of-
pocket by women varied by insurance coverage.  
Almost one-fifth (17.1 percent) of the expenses 

reported by privately insured women younger 
than 65 were paid out-of-pocket, compared to 
5.7 percent of expenses reported by publicly-
insured women and nearly one-third (32.0 
percent) of the expenses reported by uninsured 
women (data not shown).

Among adults who had at least one health 
care expense, the average expenditure per per-
son, including expenses covered by insurance 
and those paid out-of-pocket, was slightly high-
er for women ($6,066) than for men ($5,547). 
However, men’s average expenditures signifi-
cantly exceeded women’s for hospital inpatient 
services ($22,118 versus $15,792, respectively). 
Women’s average expenditures significantly 

exceeded men’s only in the category of office-
based medical services ($1,645 versus $1,455, 
respectively). The overall mean health care ex-
pense was greater for women because of the 
greater percentage of women incurring more 
expensive services. For instance, 10.6 percent of 
women had hospital inpatient services, which 
includes childbirth delivery, compared to 6.5 
percent of men.

The Affordable Care Act contains a number 
of provisions to reduce health care costs, for 
example by eliminating copayments for recom-
mended preventive services in private plans and 
testing new payment systems for Medicare to 
improve quality and efficiency.17

Male
Female

Health Care Expenses of Adults Aged 18 and Older, by Sex and
Source of Payment*, 2010
Source III.4: U.S. Agency for Healthcare Research and Quality, Medical Expenditure
Panel Survey

Mean Health Care Expenses of Adults Aged 18 and Older with an
Expense, by Category of Service and Sex, 2010
Source III.4: U.S. Agency for Healthcare Research and Quality, Medical Expenditure
Panel Survey
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HEALTH CARE QUALITY
High quality health care can support effective 

disease prevention, detection, and treatment as 
well as opportunities to promote health and well-
ness. The quality of health care can be measured 
in many ways, including patient safety, receipt 
of evidence-based clinical services, care coordi-
nation, the timeliness of care and the extent to 
which patients feel that they are able to commu-
nicate with their doctors and engage in health 
care decision-making.18,19 

In 2010, nearly one-sixth of women reported 
that they were only sometimes or never able to 
make an appointment for routine care and sick 
care as soon as they wanted (13.9 and 13.1 per-
cent, respectively). This varied by race and eth-

nicity. For example, non-Hispanic Asian/Pacific 
Islander and Hispanic women (30.0 and 19.4 
percent, respectively) were more likely to re-
port difficulty in making timely appointments 
for routine care than non-Hispanic Black (14.5 
percent), non-Hispanic White (12.1 percent), or 
non-Hispanic American Indian/Alaska Native 
women (11.8 percent). 

Patient centeredness refers to health care that 
is delivered in partnership with patients (and 
their families) and prioritizes informed patient 
engagement in health care decision-making.20 In 
2010, approximately three in five women who 
reported going to a doctor’s office or clinic in the 
previous 12 months reported that their health 
care provider always listened carefully to them 

(61.1 percent); a similar proportion reported 
that their provider always explained things clearly 
(60.9 percent). Nearly two-thirds (65.0 percent) 
reported that their provider showed respect for 
what they had to say, while only about half re-
ported that their provider always spent enough 
time with them (50.4 percent). Among women 
younger than 65 years of age, privately insured 
women were more likely than publicly insured 
and uninsured women to report that their health 
care providers always engaged in each type of 
patient-provider communication. For example, 
62.8 percent of privately insured women report-
ed that their provider always explained things 
clearly compared to about 54 percent of publicly 
insured and uninsured women. 
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HRSA PROGRAMS RELATED TO 
WOMEN’S HEALTH

The U.S. Department of Health and Human 
Services, Health Resources and Services Admin-
istration (HRSA) is the Federal agency respon-
sible for improving access to health care services 
for people who are uninsured, isolated or medi-
cally vulnerable. HRSA’s mission, “To improve 
health and achieve health equity through access 
to quality services, a skilled health workforce and 
innovative programs,” supports the Affordable 
Care Act which will provide Americans with bet-
ter health security, expand health insurance cov-
erage, and enhance the quality of care.  

HRSA’s Office of Women’s Health (OWH) 
is the agency lead for women’s health policy and 
programming. OWH engages with Bureaus and 
Offices to enhance HRSA programs through 
collaborations focusing on reducing sex and gen-
der-based disparities and supporting the HRSA 
mission. Priorities include violence prevention 
coordination; mobile health; and the HRSA-sup-
ported Women’s Preventive Health Service Guide-
lines under the Affordable Care Act. In 2013, 
the office launched the “Care Counts: Educating 
Women and Families Challenge” to support en-
rollment in the health insurance marketplace.

The Maternal and Child Health Bureau 
(MCHB) supports access to comprehensive 
women’s health care to improve their health 
across the life course through the Title V MCH 

Block Grant, Home Visiting, and Healthy Start 
Programs. MCHB is focused on reducing ma-
ternal morbidity and mortality through the in-
tegration of the life course model by addressing 
women’s health before, during, and after preg-
nancy. The Bureau is also supporting the provi-
sions under the Affordable Care Act to promote 
primary preventive health services for women, 
primarily through its community-based Home 
Visiting and Healthy Start programs.

The HIV/AIDS Bureau (HAB) provides re-
sources and services for individuals living with 
HIV/AIDS through the Ryan White Program; 
Part D specifically addresses the needs of women, 
infants, children and youth, and their families. 
HAB funds two Special Projects of National 
Significance (SPNS) which include Enhancing 
Access to and Retention in Quality HIV/AIDS 
Care for Women of Color and Enhancing En-
gagement and Retention in Quality HIV Care 
for Transgender Women of Color. Given the 
intersection between interpersonal violence and 
HIV/AIDS, HAB grantees with significant num-
bers of female clients are more likely to provide 
screening, counseling, and referrals to domestic 
violence and shelter services.

The Bureau of Primary Health Care 
(BPHC) aims to improve the health of the Na-
tion’s underserved communities and vulnerable 
populations by assuring access to comprehensive, 
culturally competent, and quality primary health 

care services. In 2012, BPHC-supported health 
centers served 9 million women aged 18 and 
older, representing 63 percent of all health center 
patients aged 18 and older. See page on Women 
Served by Community Health Centers. 

The Bureau of Clinician Recruitment 
and Service (BCRS) administers the National 
Health Service Corps (NHSC) and NURSE 
Corps programs, which provide loan repayment 
and scholarships to clinicians working in un-
derserved communities. The NHSC consists of 
nearly 10,000 clinicians in practice or in training.  
Nearly 62 percent of NHSC in practice and near-
ly 71 percent of NHSC students are female. The 
NURSE Corps has about 3,250 registered and 
advanced practice nurses in practice or in train-
ing. More than 62 percent of NURSE Corps in 
practice and nearly 85 percent of NURSE Corps 
students are female.

The Bureau of Health Professions (BHPr) 
provides policy leadership and health professions 
training grants in support of workforce quality 
and culturally appropriate care in medically un-
derserved areas. Initiatives include promoting in-
terprofessional teams and integrating population 
health into training programs. BHPr supports 
women’s health continuing education programs 
and discipline-specific degree and residency pro-
grams to address early detection and prevention 
across the life span on topics such as prenatal 
health, breastfeeding, breast and cervical cancer. 
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