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ABSTRACT

BACKGROUND Cardiovascular disease remains the leading cause of morbidity and mortality in the United States. JACC
Cardiovascular Statistics 2026 reports the most up-to-date data on cardiovascular health in the United States. The
report covers major cardiovascular risk factors (hypertension, diabetes, obesity, cholesterol, and cigarette smoking) and
conditions that collectively account for most cardiovascular deaths and disability: coronary heart disease, acute
myocardial infarction, heart failure, peripheral artery disease, and stroke.

OBJECTIVES JACC Cardiovascular Statistics was developed to provide a clear, comprehensive, and accessible snapshot
of cardiovascular health in the United States. An annual synthesis of contemporary cardiovascular statistics is needed to
inform patients, clinicians, researchers, public health professionals, policymakers, and the public.

METHODS This report synthesizes data from multiple national sources, including population-based surveys, clinical
registries, administrative datasets, and vital statistics. For each risk factor and condition, we evaluated trends in disease
epidemiology, quality of care, and morbidity and mortality. Data are presented overall and, where available, stratified by
age, sex, race and ethnicity, socioeconomic status, and geography. Findings are presented using a standardized, visually
accessible framework.

RESULTS Cardiovascular risk factors—hypertension, diabetes, obesity, cholesterol, and cigarette smoking—remain
prevalent among U.S. adults, with persistent gaps in prevention and treatment. Across cardiovascular conditions—
coronary heart disease, acute myocardial infarction, heart failure, peripheral artery disease, and stroke—long-term gains
in mortality are slowing or reversing, with ongoing gaps in quality of care and persistent health disparities.

CONCLUSIONS JACC Cardiovascular Statistics 2026 provides a comprehensive snapshot of cardiovascular health in
the United States, serving as an annual benchmark to guide clinical practice, inform health policy, and promote
accountability in efforts to improve cardiovascular health and outcomes for all. (JACC. 2026;m:m-m) © 2026 The
Authors. Published by Elsevier on behalf of the American College of Cardiology Foundation. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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EDITOR’S FOREWORD

Harlan M. Krumholz, MD, SM
Editor-in-Chief, JACC

Cardiovascular Statistics in the United States, 2026 |
JACC Stats reflects one of JACC’s most important re-
sponsibilities: to help our community see clearly
where we stand. Progress in cardiovascular health
has always depended on data—on our willingness to
reflect the evidence clearly, to face uncomfortable
truths, and to use evidence to guide action.

As an outcomes researcher, I have long believed
that our field must remain grounded in account-
ability. We cannot improve what we do not measure,
and we cannot accelerate progress without a shared
understanding of where we are and where we have
been. This report is designed to make that awareness
accessible—to provide a foundation for reflection,
collaboration, and change.

We hope that this annual report becomes a
touchstone for the year ahead: a tool that informs,
motivates, and unites us in purpose. The data tell a
story—but what we do next will define its course.

INTRODUCTION

Progress in cardiovascular health depends on knowing
where we stand (Risk Factors Infographic). To improve,
we must measure—not occasionally, but consistently,
transparently, and with purpose. Cardiovascular Sta-
tistics in the United States, 2026 | JACC Stats is JACC’s
effort to chart the burden of major cardiovascular
conditions in the United States and to catalyze action
for improvement. It reflects a commitment to
accountability, grounded in evidence and driven by a
belief that the numbers tell a story we can change. We
have been routinely publishing Data Reports, but this
represents a more comprehensive effort.

This inaugural report examines the cardiovascular
risk factors and the 5 conditions that collectively
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account for most cardiovascular deaths and disability
in America. For each, we present data on disease
burden, quality of care, and mortality trends, draw-
ing from nationally representative surveys, admin-
istrative claims, clinical registries, vital statistics,
and, in some cases, raw data that we analyzed. The
goal is to connect data to direction and to provide
perspective on where progress has been made and
where challenges persist. We focus on visuals to tell
the story.

Across all risk factors and conditions, persistent
disparities by race, geography, and socioeconomic
status emerge as a central finding—one that demands
focused attention and action. The report also reveals
other critical gaps: places where information is
incomplete, where our collective understanding falls
short, and where new data are urgently needed.
Highlighting these gaps is intentional; they point to
opportunities for innovation, policy, and discovery
that can accelerate improvement.

JACC’s vision for this effort is long-term. JACC’s
Cardiovascular Statistics in the United States will be
released annually, at the beginning of each year, a
moment when reflection naturally gives way to
resolve. Each edition will provide a benchmark to
assess whether we have advanced toward better
outcomes, greater equity, and stronger systems of
care. As we learn how this report serves the cardio-
vascular community, we will refine it, deepen its
analytic scope, and expand its coverage to encom-
pass additional conditions and populations.

Although this first edition focuses on the United
States, JACC’s commitment and audience are global.
JACC has published the Global Burden of Cardiovas-
cular Diseases series, which illuminates regional op-
portunities and challenges worldwide, and we will
continue to support efforts that advance account-
ability and progress internationally. This U.S.-
focused model demonstrates how systematic data
reporting can drive improvement, and we hope that
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others may develop similarly informative reports
anchored in their own regions and contexts.

JACC exists not only to publish science but to
inspire change. JACC Cardiovascular Statistics is one
expression of that purpose. It reflects a belief that
measurement is not a bureaucratic exercise but a
moral one—because what we measure is what we
choose to value, and what we report is what we
commit to improve.

If we want a healthier future, we must understand
how far we have come, how far we have yet to go, and
what stands in our way. By putting data at the center of
our collective awareness, we aim to help the cardio-
vascular community, including clinicians, researchers,
policymakers, and the public, see the landscape clearly
and chart a more effective path forward.

HYPERTENSION

IN BRIEF

e Hypertension remains highly prevalent,
affecting 1 in 2 U.S. adults under 2017 ACC/
AHA Guideline criteria, with little change be-
tween 2009 and 2023.

o Despite the availability of effective therapies,
treatment and control rates have stagnated
over the past 15 years.

e Hypertension-related cardiovascular death
rates in the United States have nearly doubled
over the past 2 decades.

BURDEN OF DISEASE. Hypertension is a major risk
factor for cardiovascular disease and a leading cause
of morbidity and mortality in the United States and
globally."? In 2023 alone, hypertension was the pri-
mary or contributing cause of approximately 664,000
deaths in the United States.® Therefore, reducing the
burden of hypertension remains a national priority,
with public health and policy agencies intensifying
calls for action.

Despite these efforts, little progress has been made
in reducing the overall burden of hypertension over
the past 2 decades. Between 2009 and 2023, there
was no change in the overall age-standardized prev-
alence of hypertension among U.S. adults (34.5%
[95% CI: 32.9%-36.2%] in 2009-2010 to 34.3%
[95% CI: 32.4%-36.1%] in 2021-2023) (Figure 1).*
These patterns were similar among men (35.2% to
35.2%) and women (33.9% to 33.4%). Across age
subgroups, young adults aged 20 to 44 years experi-
enced a slight increase in age-standardized hyper-
tension prevalence (13.5% [95% Cl: 12.3%-14.7%] to
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FIGURE 1 Hypertension Prevalence Among U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults aged =20 years
from NHANES (National Health and Nutrition Examination Survey) 2009-2010 to 2021
to August 2023.* All estimates standardized using the direct method to the 2010 U.S.
Census population. Whiskers indicate 95% confidence intervals. Hypertension was
defined as a systolic blood pressure =140 mm Hg, diastolic blood pressure =90

mm Hg, a health care diagnosis of high blood pressure, and/or taking a prescription
medication for high blood pressure. The Joint National Committee criteria for high blood
pressure were used (=140/90 mm Hg), because this guideline was in effect for most of
this time period.

FIGURE 2 Hypertension Prevalence by Race and Ethnicity Among U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults =20 years from
NHANES (National Health and Nutrition Examination Survey) 2009-2010 to 2021 to
August 2023.* All estimates standardized using the direct method to the 2010 U.S. Census
population. Whiskers indicate 95% confidence intervals. Race and ethnicity were based
on self-report to closed-ended questions. Black and White adults included only those
self-reporting as non-Hispanic. Other Hispanic adults included those self-reporting as
Hispanic but not as Mexican American. Data for Asian adults were collected only from 2011
onward and therefore included in the other race category. Hypertension was defined as a
systolic blood pressure =140 mm Hg, diastolic blood pressure =90 mm Hg, a health
care diagnosis of high blood pressure, and/or taking a prescription medication for high
blood pressure. Joint National Committee criteria for high blood pressure were used
(=140/90 mm Hg), as this guideline was in effect for most of the time period.
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FIGURE 3 Treatment Rates Among U.S. Adults With Hypertension

80 -
70 A
60 A e | — ¢
50 A

40 -

Hypertension Treatment (%)

print & web 4C/FPO

Nationally representative age-standardized estimates among U.S. adults
age =20 years from NHANES (National Health and Nutrition Examination
Survey) 2009-2010 to 2021 to August 2023.* All estimates standardized
using the direct method to the 2010 U.S. Census population. Whiskers
indicate 95% confidence intervals.

14.5% [95% CI: 12.7%-16.2%] from 2009-2010 to 2021-
2023), as did middle-aged adults 45 to 64 years
(44.3% [95% CI: 40.3%-48.2%] to 45.8% [95% CI:
42.6%-49.0%]), while older adults aged =65 years

FIGURE 4 Blood Pressure Control Among U.S. Adults Receiving Medical Treatment
for Hypertension
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Nationally representative age-standardized estimates among U.S. adults age =20 years
from NHANES (National Health and Nutrition Examination Survey) 2009-2010 to 2021 to
August 2023.* All estimates standardized using the direct method to the 2010 U.S. Census
population. Whiskers indicate 95% confidence intervals. Joint National Committee
criteria for blood pressure control among those receiving medication for hypertension
were used (<140/90), as this guideline was in effect for most of the time period.

FIGURE 5 Hypertension-Related Cardiovascular Mortality in
the United States
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Modified from Vaughan et al.'® This figure shows hypertension-
related cardiovascular mortality in the United States, both
overall and stratified by age and sex.

experienced a decline from 73.7% (95% CI: 70.4%-
77.0%) to 66.5% (95% CI: 63.3%-69.7%). These
epidemiological patterns mirror prior studies that
have evaluated hypertension prevalence in young
and middle-aged subgroups>® and may reflect the
fact that a high and rising proportion of younger
adults with hypertension are unaware of their
diagnosis.” In 2021-2023, the age-standardized
prevalence of hypertension was 36.1% (95% CI:
33.6%-38.6%) among adults with low incomes
(household income <200% federal poverty level)
and 34.0% (95% CI: 31.8%-36.1%) among adults with
higher incomes (=200% federal poverty level). Black
adults continue to experience the highest rates of
hypertension in the country (Figure 2), more than
double that of White adults after adjustment for age
and sex.® In addition, the burden of hypertension
remains higher among adults living in rural com-
munities compared to their counterparts in urban
areas.’

The aforementioned prevalence estimates are
based on the Joint National Committee criteria, which
defined hypertension as systolic blood pressure
=140 mm Hg or diastolic blood pressure =90 mm Hg
and remained the prevailing standard until 2017.
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This definition allows for consistent comparison over
time but underestimates the current burden relative
to contemporary standards. In 2017, the American
College of Cardiology/American Heart Association
(ACC/AHA) guidelines redefined hypertension as
systolic blood pressure =130 mm Hg or diastolic
blood pressure =80 mm Hg.'® Applying this updated
definition to data from 2021-2023 yields a prevalence
of 47.6% (95% CI: 45.9%-49.4%) among U.S. adults,
with the highest rates among men (51.5% [95% CI:
49.2%-53.7%]) and Black adults (58.8% [95% CI:
54.0%-63.7%]). This substantially higher prevalence
reflects a shift in diagnostic thresholds based on ev-
idence that cardiovascular risk begins at lower blood
pressure levels."

QUALITY OF CARE. Antihypertensive medications
enable blood pressure control and can reduce the
risk of both all-cause mortality and cardiovascular
mortality in those with hypertension.””'* None-
theless, only 2 in 3 U.S. adults with hypertension
receive medical treatment, with no evidence of
improvement from 2009-2010 (66.6% [95% CI:
63.7%-69.5%]) to 2021-2023 (65.1% [95% CI: 62.8%-
67.4%]) (Figure 3). Even among those receiving
treatment, blood pressure control rates remain
suboptimal. As of 2021-2023, only 66.6% (95% CI:
62.5%-70.7%) of adults with hypertension achieved
blood pressure control on medical therapy,
with little evidence of improvement over the past
15 years (Figure 4). These patterns in hypertension
treatment and control vary by age, sex, and in-
come levels.®'

When using the 2017 ACC/AHA guideline definition
of control (<130/80 mm Hg), however, national con-
trol rates appear substantially lower. Among those
receiving treatment for hypertension, only 23.4%
(95% CI: 21.5%-25.2%) achieved blood pressure con-
trol in 2021-2023 based on updated criteria. This
definitional shift highlights the continued gap in
achieving optimal blood pressure levels.

MORTALITY. Over the past 2 decades,
hypertension-related cardiovascular deaths nearly
doubled, from 23 per 100,000 in 2000 to 43 per
100,000 in 2019 (Figure 5).'° These increases have
been most pronounced among middle-aged adults
(aged 35-64 years). Men and Black adults experi-
ence the highest rates of hypertension-related
deaths in the country.'”” The rise in hypertension-
related mortality has been observed across the
majority of U.S. counties,'® highlighting the need
for more targeted efforts to improve prevention,
detection, and treatment to achieve better blood
pressure control.
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DIABETES MELLITUS

IN BRIEF

o The prevalence of diabetes has increased over
the past 15 years, with the sharpest rise among
younger adults, those with low income, and
non-Hispanic Black populations.

o Only about half of adults with diabetes achieve
glycemic control, with little improvement over
the past 15 years. Recently, control has wors-
ened among young adults.

e Age-adjusted mortality related to type 2 dia-
betes has steadily increased across nearly all
populations, cutting across age, gender, race
and ethnicity, and geography.

BURDEN OF DISEASE. Diabetes mellitus is a signifi-
cant risk factor for cardiovascular disease. People
with diabetes are more likely to experience cardio-
vascular events, such as myocardial infarction and
stroke, and also experience higher rates of all-
cause death.'®"®

The age-standardized prevalence of diabetes
among U.S. adults increased from 11.9% (95% CI:
10.7%-13.1%) in 2009-2010 to 14.1% (95% CI: 12.9%-
15.3%) in 2021-2023 (Figure 6), including among
young and middle-aged adults.>%!>2%2! These

FIGURE 6 Diabetes Prevalence Among U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults aged =20 years
from NHANES (National Health and Nutrition Examination Survey) 2009-2010 to 2021
to August 2023.* All estimates standardized using the direct method to the 2010 U.S.
Census population. Whiskers indicate 95% confidence intervals. Diabetes was defined
as an glycosylated hemoglobin level 6.5% or greater, fasting plasma glucose level
126 mg/dL (6.99 mmol/L) or greater, health care diagnosis of diabetes, and/or taking
insulin or other medications to lower blood sugar.
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FIGURE 7 Diabetes Prevalence by Income Level Among U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults age =20 years
from NHANES (National Health and Nutrition Examination Survey) 2009-2010 to 2021
to August 2023.* Adults with low incomes were defined as a household income <200%
federal poverty level, and higher-income adults =200% federal poverty level. All
estimates standardized using the direct method to the 2010 U.S. Census population.
Whiskers indicate 95% confidence intervals. Diabetes was defined as an glycosylated
hemoglobin level 6.5% or greater, fasting plasma glucose level 126 mg/dL (6.99 mmol/L)
or greater, health care diagnosis of diabetes, and/or taking insulin or other medications to
lower blood sugar.

FIGURE 8 Diabetes Prevalence by Race and Ethnicity Among U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults age =20 years
from NHANES (National Health and Nutrition Examination Survey) 2009-2010 to 2021
to August 2023.* All estimates standardized using the direct method to the 2010 U.S.
Census population. Whiskers indicate 95% confidence intervals. Race and ethnicity
were based on self-report to closed-ended questions. Black and White adults included
only those self-reporting as non-Hispanic. Other Hispanic adults included those self-
reporting as Hispanic but not as Mexican American. Data for Asian adults were collected
only from 2011 onward and therefore included in the other race category. Diabetes was
defined as an glycosylated hemoglobin level 6.5% or greater, fasting plasma glucose
level 126 mg/dL (6.99 mmol/L) or greater, health care diagnosis of diabetes, and/or
taking insulin or other medications to lower blood sugar.
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patterns were similar for men (13.1% [95% CI: 11.3%-
14.9%] to 15.0% [95% CI: 13.3%-16.6%]) and women
(10.8% [95% CI: 9.6%-12.0%] to 13.3% [95% CI: 11.4%-
15.2%]). The rise in diabetes was largely concentrated
among adults with low incomes (13.2% [95% CI:
11.5%-14.9%] to 17.4% [95% CI: 14.8%-20.1%], with
more modest increases occurring among those
with higher incomes (11.2% [95% CI: 9.8%-12.5%] to
12.5% [95% CI: 10.8%-14.2%]) (Figure 7). Across racial
and ethnic groups, Black adults experienced the
largest rise (15.9% [95% CI: 13.6%-18.2%] to 21.2%
[95% CI: 17.2%-25.2%]), while more modest increases
were observed among Mexican-American and non-
Hispanic White adults (Figure 8). In addition, people
living in rural areas have a higher burden of diabetes
than their counterparts in urban communities.®

QUALITY OF CARE. Treatment of diabetes is critical
to prevent the onset of serious complications,
including heart disease, stroke, and kidney disease.
Beyond established therapies such as insulin and oral
antihyperglycemic medications, novel classes of
antihyperglycemic agents—sodium-glucose cotrans-
porter 2 (SGLT2) inhibitors and glucagon-like pep-
tide-1 (GLP-1) receptor agonists—have emerged in
recent years and transformed diabetes management.
Beyond lowering glucose, these medications reduce
major cardiovascular events, heart failure (HF) hos-
pitalizations, and kidney disease progression.?**°
Although use of these therapies is increasing, uptake
remains uneven across health systems and insurance
types.?®3°

Treatment with insulin and/or oral anti-
hyperglycemic agents among adults with diabetes
has largely remained unchanged, from 66.4%
(95% CI: 62.6%-70.1%) in 2009-2010 to 68.8%
(95% CI: 65.8%-71.9%) in 2021-2023. Glycemic control
among adults with diabetes did not improve over this
period (56.1% [95% CI: 49.8%-62.4%] to 51.8%
[95% CI: 48.0%-55.5%]), with only approximately
one-half achieving adequate control in 2021 to 2023.
However, these patterns vary by age—glycemic con-
trol worsened among young adults aged 20 to 44
years in 2021-2023 after nearly a decade of stability*°
(Figure 9).

MORTALITY. Age-adjusted mortality related to type 2
diabetes mellitus has increased sharply, from 30.4
deaths per 100,000 adults in 2009 to 54.0 deaths per
100,000 in 2023,>' with men consistently experi-
encing higher age-adjusted mortality rates than
women over this period (Figure 10). Although the rise
in type 2 diabetes-related mortality has been
observed across all racial and ethnic groups, dispar-
ities are pervasive, with Hispanic and Black adults
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FIGURE 9 Glycemic Control Among U.S. Adults With Diabetes by Age
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Adapted from Inoue et al.?® The figure shows nationally representative estimates of glycemic control among adults with a health care
diagnosis of diabetes by age subgroups. Glycemic control was defined as an glycosylated hemoglobin level <7.0%.

experiencing the highest mortality. In addition,
mortality has consistently been higher among
adults living in rural areas compared with their
urban counterparts.'”>>!

FIGURE 10 Type 2 Diabetes Mellitus-Related Age-Adjusted
Mortality
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Adapted from Ahmed et al.*' This figure shows trends in type 2
diabetes related age-adjusted mortality in the United States,
both overall and stratified by sex.

OBESITY

IN BRIEF

e Obesity is a major driver of cardiometabolic
disease and has reached epidemic proportions,
affecting >40% of U.S. adults and increasing
across all demographics.

e Despite transformative pharmacologic ad-
vances like GLP-1 therapies and effective
behavioral and surgical treatments, obesity care
remains profoundly underutilized.

o Marked differences in obesity prevalence and
treatment utilization persist across sex, racial,
and ethnic groups, underscoring inequities in
prevention and care delivery.

BURDEN OF DISEASE. Obesity, defined by the
World Health Organization as a body mass index
(BMI) =30 kg/m?7>* directly contributes to the
development of cardiovascular risk factors such as
type 2 diabetes, hyperlipidemia, and hyperten-
sion.>* In addition, obesity leads to the develop-
ment of cardiovascular disease and cardiovascular
mortality, independent of other cardiovascular
risk factors.>® Despite the known risks associated
with obesity,
ing rapidly.>*

its global prevalence is ris-
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FIGURE 11 Overweight and Obesity Prevalence Among U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults =20 years from
NHANES (National Health and Nutrition Examination Survey) 2011-2012 to 2021 to
August 2023.* Obesity was defined as body mass index =30 kg/m? and overweight as a
body mass index of 25.0 to 29.9 kg/m?. All estimates standardized using the direct
method to the 2010 U.S. Census population. Whiskers indicate 95% confidence
intervals.

FIGURE 12 Obesity Prevalence by Sex Among U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults age =20 years
from NHANES (National Health and Nutrition Examination Survey) 2011-2012 to 2021 to
August 2023.% Obesity was defined as body mass index =30 kg/m2. All estimates
standardized using the direct method to the 2010 U.S. Census population. Whiskers
indicate 95% confidence intervals.
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Among U.S. adults, mean BMI increased from
28.6 kg/m? (95% CI: 28.2-29.0 kg/m?) in 2011-2012 to
29.6 kg/m? (95% CI: 29.1-30.1 kg/m?) in 2021-2023.
Although the percentage of U.S. adults who have
overweight (BMI 25-29.9 kg/m?) appears to have
decreased slightly from 33.5% (95% CI: 31.1%-35.9%)
in 2011-2012 to 31.3% (95% CI: 29.7%-32.9%) in 2021-
2023, the percentage with obesity increased from
34.5% (95% CI: 31.8%-37.2%) to 40.1% (95% CI:
36.7%-43.6%) (Figure 11). Although women have
higher rates of obesity than men, the relative in-
crease in prevalence of obesity has been similar be-
tween sexes from 2011-2012 to 2021-2023: 35.8%
(95% CI: 32.4%-39.2%) to 41.1% (95% CI: 37.1%-
45.2%) for women; 33.1% (95% CI: 30.5%-35.6%)
to 39.1% (95% CI: 35.5%-42.7%) for men (Figure 12).
Obesity prevalence also varies by race and ethnicity:
13.2% (95% CI: 6.9%-19.5%) of non-Hispanic Asian
adults in the United States had obesity in 2021-2023,
compared with 51.4% (95% CI: 46.9%-55.9%) of non-
Hispanic Black adults (Figure 13).

QUALITY OF CARE. The treatment landscape of
obesity has evolved greatly in recent years, but man-
agement remains suboptimal. Although bariatric
surgery can be considered in individuals with BMI
30 to 34.9 kg/m? and metabolic disease or with BMI
=35 kg/m?,%> only 1% of eligible individuals receive
bariatric surgery in the United States.?® Similarly, be-
tween 2010 and 2021, only 1.6% of individuals received
medication for obesity management.?” Those who
were women, older, or with a higher level of education
were more likely to access obesity therapies. GLP-1
receptor agonists are effective therapies for obesity;
approximately 18% of Americans reported ever usinga
GLP-1receptor agonist medication®® for anyindication
as of November 2025.

MORTALITY. Obesity-related mortality in the United
States increased from 1.8 per 100,000 in 2010 to 3.1
per 100,000 in 2020.3° Age-specific mortality rates
were particularly high among adults aged 55 to 64
years (6.4 per 100,000) and 65 to 74 years (7.2 per
100,000). Although obesity is more prevalent in
women, mortality related to obesity was more com-
mon in men (3.4 per 100,000 vs 2.8 per 100,000).
Racial disparities persist, with the highest rates of
obesity-related mortality in Black or African-
American individuals (4.3 per 100,000).



print &web 4C/FPO

JACC voL. B, NO. W, 2026
W, 2026:H-1

Wadbhera et al
Cardiovascular Statistics in the United States, 2026

FIGURE 13 Obesity Prevalence by Race and Ethnicity Among U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults age =20 years from NHANES (National Health and Nutrition
Examination Survey) 2011-2012 to 2021 to August 2023." Obesity was defined as body mass index =30 kg/m?. Race and ethnicity were
based on self-report to closed-ended questions. Asian, Black, and White adults included only those self-reporting as non-Hispanic. Other
Hispanic adults included those self-reporting as Hispanic but not as Mexican American. Data for Asian adults were collected only from 2011
onward. All estimates standardized using the direct method to the 2010 U.S. Census population. Whiskers indicate 95% confidence

LOW-DENSITY LIPOPROTEIN CHOLESTEROL

IN BRIEF

e Although low-density lipoprotein (LDL)
reduction is a proven strategy to reduce
atherosclerotic cardiovascular disease risk,
population-level control remains suboptimal
nationwide, and the majority of high-risk adults
do not achieve guideline-recommended targets.

e Statins and other lipid-lowering therapies
remain underused, underscoring persistent
gaps in implementation.

o Significant racial and sex-based differences in
statin use persist, reflecting disparities in car-

diovascular prevention and treatment.

BURDEN OF DISEASE. LDL particles are the primary
driver of atherosclerosis and have a clear causal
relationship with atherosclerotic cardiovascular dis-
ease (ASCVD), including coronary artery disease,
myocardial infarction, and stroke.*®*' Lowering low-
density lipoprotein cholesterol (LDL-C) has been
shown to atherosclerotic

lower cardiovascular

disease risk in multiple, large randomized trials with
multiple medications.*”

In the United States, mean LDL-C slightly decreased
from 115.4 mg/dL (95% CI: 113.3-117.4 mg/dL) in 2009-
2010 to 109.5 mg/dL (95% CI: 107.3-111.7 mg/dL) in
2017-2020 (Figure 14).** Individuals without prior
ASCVD had a decrease in mean LDL-C during this time
period from 117.5 mg/dL (95% CI: 115.4-119.6 mg/dL) to
111.3 mg/dL (95% CI: 109.4-113.2 mg/dL); the decrease
in those with prior ASCVD (who have an LDL-C target
of 70 mg/dL or lower) was 100.9 mg/dL (95% CI:
96.3-105.5 mg/dL) to 97.8 mg/dL (95% CI: 92.2-
103.3 mg/dL). The percentage of U.S. adults with prior
ASCVD who achieved the guideline-recommended
target of LDL-C <70 mg/dL remained low, from
19.0% (95% CI: 14.1%-23.8%) in 2009-2010 to 24.7%
(95% CI: 19.9%-29.5%) in 2017-2020 (Figure 15).
The percentage of those who achieved the more
aggressive target of <55 mg/dL was even lower at
6.5% (95% CI: 3.7%-9.2%) in 2009-2010 and 9.9%
(95% CI: 5.9%-13.9%) in 2017-2020. LDL-C levels of
190 mg/dL or greater represent severe dyslipidemia
and may indicate familial hyperlipidemia.
2017-2020, the prevalence of LDL-C =190 mg/dL in
the United States was 2.1% (95% CI: 1.4%-3.0%;
representing 4.8 million adults).** Approximately

In
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FIGURE 14 Mean LDL Cholesterol Levels in U.S. Adults
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Nationally representative age-standardized estimates among U.S. adults age =20 years from NHANES (National Health and Nutrition
Examination Survey) 2009-2010 to 2017 to March 2020.* All estimates standardized using the direct method to the 2010 U.S. Census
population. Whiskers indicate 95% confidence intervals. Low-density lipoprotein (LDL) cholesterol levels were determined through
laboratory measurement, obtained for a nationally representative subset of adults who provided fasting measurements in NHANES.

26.8% (95% CI: 12.6%-48.2%) of these individuals
were unaware of their diagnosis and untreated.

QUALITY OF CARE. Many effective therapies are
available for LDL-C reduction; vyet,
recommended use of these agents remains low.

guideline-

Statin use in adults with ASCVD remained suboptimal
at 55.7% (95% CI: 50.8%-60.6%) in 2009-2010 and
60.8% (95% CI: 57.3%-64.4%) in 2017-2020 (Figure 16).
Among U.S. adults aged 40 to 75 years with 10-year
ASCVD risk =7.5% and LDL-C 70 to 189 mg/dL, statin

FIGURE 15 Achievement of LDL Cholesterol Targets Among U.S. Adult Secondary Prevention Population
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Nationally representative age-standardized estimates among U.S. adults age =20 years with a history of coronary artery disease, angina,
stroke, and/or myocardial infarction from NHANES (National Health and Nutrition Examination Survey) 2009-2010 to 2017 to March 2020.*
All estimates standardized using the direct method to the 2010 U.S. Census population. Whiskers indicate 95% confidence intervals.
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FIGURE 16 Statin Use Among U.S. Adult Secondary Prevention Population
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Nationally representative age-standardized estimates among U.S. adults age =20 years with a history of coronary artery disease, angina,
stroke, and/or myocardial infarction from NHANES (National Health and Nutrition Examination Survey) 2009-2010 to 2017 to March 2020.*
All estimates standardized using the direct method to the 2010 U.S. Census population. Whiskers indicate 95% confidence intervals.

use was19.1% (95% CI: 14.8%-24.2%) in 2017-2018.4°In
adults aged 40 to 75 years with diabetes, 51.9%
(95% CI: 41.2%-62.5%) were on statin therapy in
2017-2018. During this same time period, the use of
ezetimibe and PCSK9i therapies was 1.5% (95% CI:
0.8%-2.7%) and 0.02% (95% CI: 0.01%-0.16%) among
statin-eligible adults, respectively.*>

Disparities in appropriate statin use persist.
Among individuals without prior ASCVD but with the
highest 10-year risk of atherosclerotic cardiovascular
disease (=20%), Black (23.8%) and Hispanic (23.9%)
individuals were less likely than White individuals
(37.6%) to be on statin therapy.*® Among individuals
with prior ASCVD, non-Hispanic Black men (adjusted
prevalence ratio [aPR]: 0.81; 95% CI: 0.64-0.97),
other/multiracial men (aPR: 0.58; 95% CI: 0.20-0.97),
Mexican-American women (aPR: 0.36; 95% CI: 0.10-
0.61), non-Mexican Hispanic women (aPR: 0.57;
95% CI: 0.33-0.82), non-Hispanic White women (aPR:
0.69; 95% CI: 0.56-0.83), and non-Hispanic Black
women (aPR: 0.75; 95% CI: 0.57-0.92) were less likely
to use statins than non-Hispanic White men. These
differences were not explained by disease severity or
health insurance, formal education, or socioeco-
nomic status.

MORTALITY. According to the Global Cardiovascular
Risk Consortium, the population-attributable frac-
tion of the 10-year incidence of cardiovascular dis-
ease associated with non-HDL cholesterol was 15.4%
(95% CI: 10.9%-19.8%) among women and 16.6%
(95% CI: 12.6%-20.6%) among men.*’

CIGARETTE SMOKING

IN BRIEF

o Cigarette smoking among U.S. adults declined
substantially from 2009-2023.

Despite these declines, cigarette smoking rates
have remained roughly twice as high among
low-income adults compared with higher-
income adults.

Younger adults have experienced the steepest
declines in cigarette smoking, but these gains
have been partly offset by rising e-cigarette use;
older adults have experienced an increase in
cigarette smoking.

Tobacco use is a well-established and modifiable
risk factor for cardiovascular disease. Smoking drives
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Nationally representative age-standardized estimates among U.S. adults age =20 years from NHANES (National Health and Nutrition
Examination Survey) 2009-2010 to 2021 to August 2023.% All estimates standardized using the direct method to the 2010 U.S. Census

FIGURE 17 Cigarette Smoking Among U.S. Adults
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excess rates of coronary heart disease, acute
myocardial infarction, stroke, heart failure, and pe-
ripheral artery disease. Understanding patterns and
trends in cigarette use remains critical for ongoing
efforts to reduce the burden of cardiovascular
morbidity and mortality.

Between 2009 and 2023, cigarette smoking
rates declined among U.S. adults from 20.3%
(18.7%-21.9%) in 2009-2010 to 14.5% (12.2%-16.8%)
in 2021-2023 (Figure 17). These patterns of declines
were similar among men (22.2% to 17.6%) and
women (18.5% to 11.4%), and across all racial and
ethnic groups. Smoking rates declined among
young adults aged 20-44 years (25.2% [95% CI:
22.4%-27.9%] to 12.4% [95% CI: 9.4%-15.4%]),

remained largely unchanged in middle-aged adults
aged 45 to 64 years (20.1% [95% CI: 17.6%-22.6%] to
19.3% [95% CI: 16.4%-22.3%]), and increased in
adults aged 65 years or older (7.8% [95% CI: 6.4%-
9.2%] to 10.3% [95% CI: 8.7%-12.0%]). Cigarette
smoking rates were approximately twice as high
among low-income compared with higher-income
adults, although both groups experienced declines
from 2009-2023 (low income: 30.1% [95% CI: 27.0%-
33.3%]) to 22.9% [95% CI: 19.5%-26.2%]; higher in-
come: 15.0% [95% CI: 13.4%-16.6%] to 10.6%
[95% CI: 8.5%-12.6%]) (Figure 18). Despite declines
in cigarette smoking, there has been a recent rise in
electronic cigarette use, particularly among younger
adults.*®
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~ 2200% of Federal Poverty Level

Nationally representative age-standardized estimates among U.S. adults age =20 years from NHANES (National Health and Nutrition
Examination Survey) 2009-2010 to 2021 to August 2023.* Adults with low incomes were defined as a household income <200% federal
poverty level, and higher-income adults =200% federal poverty level. All estimates standardized using the direct method to the 2010 U.S.

FIGURE 18 Cigarette Smoking Prevalence Among U.S. Adults by Income Categories
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CORONARY HEART DISEASE

IN BRIEF

o The prevalence of coronary artery disease (CAD)
decreased steadily from 1990-2015. Since 2019,
rates have steadily increased.

e Mortality from CAD decreased by approxi-
mately 50% between 2000 and 2020.

e Only 1 in 2 individuals with coronary heart
disease (CHD) receives optimal medical
therapy.

BURDEN OF DISEASE. CHD encompasses all clinical
manifestations of atherosclerotic disease of the
coronary arteries, including CAD, a history of

FIGURE 19 Coronary Heart Disease Prevalence Rates by U.S. County in
2022

Coronary Heart Disease crude Prevalence (%)
210.0
- 8.4-National Average
- <6.9
Counties Other

myocardial infarction, angina, coronary revasculari-
zation, and CHD-related death (CHD Infographic).
In the United States, CHD affects >20.5 million

adults and causes >370,000 deaths each year.*°>°

Adapted from Centers for Disease Control and Prevention.’' The figure

shows variation in coronary heart disease prevalence across U.S. counties
in 2022.
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FIGURE 20 Ischemic Heart Disease in the United States
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From World Heart Observatory.”? Available at: https://world-heart-federation.org/world-heart-observatory/trends/. The figure shows trends in the
age-standardized prevalence of ischemic heart disease in the United States, overall and stratified by sex.

FIGURE 21 Coronary Artery Disease Prevalence Across Subgroups

20
18 A
16 A
= 14 4
=

. g 12
£ £ 10 -
2 = 61
H 4

] i | ‘ | (AT

0 T T T - III T T T T T T T

?}?\e PR \\Q'S‘L’ *Q?@ *Q:b@ OAQ} Q@& Q:b& & «©

<5 @ X x v O7 AT A% A% 4
L PO A
SR P
o & @ &
?{\\
&
&
‘?“
&)
o
Q}"b
W 2019 2020 W 2021 W 2022

From Khalid et al.>* The figure shows the prevalence of coronary artery disease across subgroups, 2019-2022.
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FIGURE 22 Use of Lipid-Lowering Therapy Among Adults
With Atherosclerotic Cardiovascular Disease by Race and
Ethnicity
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From Lu et al.>* The figure shows cholesterol treatment rates
among adults with atherosclerotic cardiovascular disease by
race and ethnicity, 1999-2020.

Prevalence varies substantially by county,” ranging
from <6.8% (pale yellow) to =10% (red); the national
average of CHD is 8.4% (Figure 19).>' For example,
among adults aged 18 years and older living in
Fairfax, Virginia, the age-adjusted prevalence of
CHD in 2022 was 4.4%, whereas in Apache, Arizona, it
was 9.7%.°"

FIGURE 23 Use of Optimal Medical Treatment Among
Adults With Atherosclerotic Cardiovascular Disease, by
Race and Ethnicity
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Lu et al.>* The figure shows trends in optimal treatment among
adults with atherosclerotic cardiovascular disease by race and
ethnicity, 2011-2020.

FIGURE 24 Age-Standardized Mortality for Coronary Artery
Disease
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From Dimala et al.>> The figure shows trends in age-adjusted

mortality for coronary artery disease in the United States.

Despite the substantial burden of CHD, prevalence
rates of ischemic heart disease decreased from 1990 to
2019° (Figure 20), likely reflecting improvements in
prevention, risk factor management, and treatment
strategies. However, the prevalence of CAD has
increased since 2019 among most subgroups
(Figure 21).>®> For example, the prevalence of CAD
among men was 5.9% in 2019, increasing to 6.4% in
2022. Among women, CAD prevalence increased from
3.4% in 2019 to 3.6% in 2022.>> CAD rates among in-
dividuals aged 75 and older were 19.2% in 2019 and
increased to 19.7% in 2022.°°> White adults had the
highest CAD prevalence of any racial group (5.4%) in
2022, while Asian adults had the lowest prevalence
(3.8%).>2

FIGURE 25 Age-Standardized Mortality for Coronary Artery
Disease by Sex
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From Dimala et al.>®

The figure shows trends in age-
standardized mortality for coronary artery disease by sex in

the United States.

print &web 4C/FPO

print & web 4C/FPO



16 Wadhera et al
Cardiovascular Statistics in the United States, 2026

print &web 4C/FPO

JACC voL. B, NO. W, 2026

W, 2026:H-H

300 +

250 +

200 o

150 ~

100 +

Mortality Rate (Per 100,000)

0_

FIGURE 26 Age-Standardized Mortality for Coronary Artery Disease by Race and Ethnicity
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From Dimala et al.>

United States.

The figure shows trends in coronary artery disease-related age-adjusted mortality stratified by race and ethnicity in the

QUALITY OF CARE. Optimal care to improve
outcomes in patients with CHD includes lifestyle
modification and cardiovascular risk factor
management through pharmacotherapy. Although
statin use remains suboptimal (Figure 16), there was a
significant increase between 1999 and 2020 in
cholesterol control, largely attributable to the uptake
of lipid-lowering medications®* (Figure 22).

Optimal treatment, defined as a combination of
aspirin, a cholesterol-lowering agent, and antihy-
pertensive medication, was received by only about
one-half of eligible CHD patients in 2017-2020°*
(Figure 23). Marked disparities were evident, with the
lowest rates of optimal treatment in Black individuals
(47.4%), followed by Hispanic or Latino individuals
(48.7%), and the highest rates of optimal treatment in
White individuals (53.0%).>*

MORTALITY. From 2000-2020, age-standardized
mortality rates for CAD declined from 249.4 per
100,000 in 2000 to 118.0 per 100,000 in 2020
(Figure 24).>> During this time period, mortality
decreased in both men (289.1 to 153.9 per 100,000
adults) and women (216.7 to 86.6 per 100,000
adults) (Figure 25). In addition, mortality rates
declined among individuals of all races and eth-
nicities. However, non-Hispanic Black individuals
consistently experienced the highest mortality rates
(decreasing from 274.7 to 139.3 per 100,000 adults)>®
(Figure 26). Notably, a slight increase in mortality was
observed from 2019-2020, likely reflecting the impact
of the COVID-19 pandemic.>>>’ These long-term
trends highlight the gains made through risk factor

management and treatment, although CAD remains a
leading cause of death in the United States.

ACUTE MYOCARDIAL INFARCTION

IN BRIEF

e The United States has experienced declines in
acute myocardial infarction (AMI) hospitaliza-
tions and mortality through advances in pre-
vention, treatment, and systems of care—yet,
younger adults have recently experienced a
concerning rise in AMI hospitalizations.

o Persistent and widening disparities by race and
ethnicity, sex, socioeconomic status, geography
now threaten these gains.

e Quality improvement initiatives have demon-
strated success but require broader and more
equitable implementation to ensure progress
benefits all patients.

BURDEN OF DISEASE. The United States has experi-
enced a decline in hospitalizations for AMI over the
past 2 decades (AMI Infographic). Age-adjusted AMI
hospitalizations declined from 3 per 1,000 adults in
2004 to 2.3 per 1,000 in 2010 but remained relatively
stable between 2010 and 2018 (2.3 to 2.1 per 1,000)
(Figure 27).°® National data among Medicare fee-for-
service beneficiaries aged =65 years mirror these
trends: AMI hospitalization rates decreased from 914
per 100,000 person-years in 1995 to 566 per 100,000 in
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FIGURE 27 Age-Adjusted Acute Myocardial Infarction Hospitalizations per 1,000 Adults in the United States
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From Salah et al.>®

between 2010 and 2019 (P = 0.218).

The figure shows trends in age-adjusted acute myocardial infarction hospitalizations per 1,000 adults in the United States. There was
a significant decrease in age-adjusted hospitalizations between 2004 and 2010 (P < 0.001). However, age-adjusted hospitalizations remained stable

2014. In contrast, hospitalizations for AMI compli-
cated by cardiogenic shock have risen substantially—
from 44 to 103 per 100,000 hospitalizations between
2004 and 2018-highlighting increasing acuity among
patients presenting with AMI.>°

Decreases in AMI hospitalizations have not been
realized equally among different patient groups.
Women, Black adults, individuals dually enrolled
in Medicare and Medicaid, and those living in
rural communities experience a disproportionate
burden of AMI.®%:®! Moreover, emerging data suggest
a reversal of progress among younger adults aged 25
to 64 years, for whom age-standardized AMI hospi-
talization rates increased from 155 to 161 per 100,000
person-years between 2008 and 2019.°?
QUALITY OF CARE. In 2006, the Door-to-Balloon
(D2B) Initiative established a goal of =90 minutes
as a national quality benchmark for primary percuta-
neous coronary intervention among patients with
ST-segment elevation MIin =75% of cases.®> American
guidelines followed and continue to recommend
setting first medical contact-to-device goals
of =90 minutes, or =120 minutes with transfer.®*
Public reporting requirements, voluntary quality
improvement efforts,®>®” and national initiatives
such as the ACC D2B Alliance®® and AHA Mission
Lifeline,®® have driven national progress, but some

hospitals have struggled.®®”' From 2020-2022, only
59.5% met the =90-minute goal, 50.3% met
=<120-minute goal with transfer, and just 11.1%
(primary) and 13.9% (transfers) achieved =75%
compliance (Figure 28).7> Patients missing targets
were more often older, women, non-Hispanic Black,
less likely to have private or had
higher comorbidities.

The National Quality Forum (NQF) endorses
public reporting of “defect-free AMI care,” including

insurance,

pharmacotherapy, reperfusion, ventricular assess-
ment, cardiac rehabilitation referral, and smoking
counseling. An analysis from the National
Cardiovascular Data Registry-Acute Coronary Treat-
ment and Intervention Outcomes Network Registry-
Get With The Guidelines showed that between 2010
and 2017, the percentage of patients receiving
defect-free AMI care increased from 66% to 77%,
with improvements across all sociodemographic
groups. However, older adults, women, Black and
Hispanic patients, and those with government in-
surance continued to receive lower-quality care, and
nearly 1 in 4 patients still did not receive optimal
comprehensive care by 2017.7° Recent ACC/AHA
guidelines emphasize the mortality benefit of car-
diac rehabilitation after ST-segment elevation MI;

yet, its use remains low.%*73
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FIGURE 28 Institutional Variability in Achieving First Medical Contact-to-Device Time in STEMI
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From Sammour et al.”? (A) Institutional variation in achieving target first medical contact-to-device time of =90 minutes for ST-segment elevation myocardial
infarction (STEMI) primary presentations to percutaneous coronary intervention (PCl)-capable hospitals. (B) Institutional variation in achieving target first medical
contact-to-device time of =120 minutes for STEMI transfers to PCl-capable hospitals. Each bar represents an individual hospital. The bars in panel B represent
hospitals receiving STEMI transfers.

MORTALITY. The decline in age-adjusted AMI
mortality rates over the past 5 decades has been an
important achievement in cardiovascular public
health (Figure 29).”* Between 1968 and 2019,
age-adjusted mortality rates for AMI fell from 380.3
t039.4 per 100,000, with the most rapid improvement
occurring between 2001 and 2009. However,

age-adjusted mortality increased to 41.4 per 100,000
by 2021, due in part to both the direct and indirect ef-
fects (eg, health care and societal disruptions) of the
COVID-19 pandemic. Men continue to experience
higher mortality rates than women, despite marked
reductions in both groups (from 540.0 to 53.0 vs
253.9 to 28.0 per 100,000, respectively). Racial

FIGURE 29 Age-adjusted Mortality Rate for Myocardial Infarction by Sex and Race
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From Wagqas et al.”* The figures show age-adjusted acute myocardial infarction mortality rates per 100,000, overall and stratified by sex, (left) and for
Black or African American (AA) and White populations (right). ICD = International Classification of Diseases.
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FIGURE 30 In-Hospital Mortality and 30-Day Readmissions for Acute Myocardial Infarction
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Adapted from Krumholz et al.”® The figure shows trends in in-hospital mortality and all-cause 30-day readmissions among Medicare fee-for-service
beneficiaries with acute myocardial infarction. Symbols show observed values and lines represent changes over time.

disparities have proven even more persistent:
although age-adjusted mortality rates decreased
markedly among Black adults (from 306.2 to 44.2
per 100,000), the rate of decline was slower
(average annual percent change -3.7%) than that
observed among White adults (from 387.4-
39.8; —4.3%). Alarmingly, recent analyses indicate
that death rates among younger adults have risen
since 2018 across several racial and ethnic groups—
with a particularly pronounced increase among non-
Hispanic Black and Hispanic adults—reversing prior
progress and signaling widening inequities in pre-
mature AMI mortality.””

Mortality following AMI hospitalization in the
United States has also improved substantially,
reflecting advances in therapeutics, enhanced sys-
tems of care, and strengthening of care quality.
Among Medicare fee-for-service beneficiaries hospi-
talized with AMI, 30-day mortality declined from
20.0% in 1995 to 12.4% in 2014, accompanied by
parallel reductions in in-hospital mortality (from
15.4% to 7.3%) and 30-day readmissions (from 21.0%
to 15.3%) (Figure 30).”° These improvements have
been observed across demographic groups defined by
age, sex, and race.”” Importantly, outcomes for the
most critically ill patients have also improved: among
individuals with AMI complicated by cardiogenic
shock, adjusted in-hospital mortality steadily
declined from 44% in 2004 to 35% in 2018.°°

HEART FAILURE

IN BRIEF

e In the United States, approximately 6.7 million
adults have heart failure (HF), and prevalence varies
by age, sex, race and ethnicity, and geography.

o After years of decline, HF-related mortality has
risen since 2011, with sharp increases during the
COVID-19 pandemic.

e Use of guideline-directed medical therapies
among patients with heart failure with reduced
ejection fraction (HFrEF) is improving but re-
mains suboptimal.

BURDEN OF DISEASE. Approximately 6.7 million
adults in the United States aged >20 years have HF
(HF Infographic).”® HF prevalence progressively rises
with each decade of life, with an up to 4-fold higher
prevalence (8%-9.1%) among adults older than 65
years, compared with age <65 years.”®

Current estimates of HF prevalence in the United
States by age categories based on 2017-2020 NHANES
(National Health and Nutrition Examination Survey)
data are presented in Figure 31. Prevalence varies by
sex and age, with lower rates in women at younger
ages and higher rates in women at older ages
(Figure 32) reflecting the increased prevalence of HF
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FIGURE 31 Heart Failure Prevalence Among U.S. Adults by
Age Categories
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From Bozkurt et al.”® The figure shows heart failure prevalence
by age categories. Data were obtained from the 2017 to March
2020 NHANES (National Health and Nutrition Examination
Survey).

with preserved ejection fraction in older women.”®
HF is more prevalent among younger and middle-
aged non-Hispanic Black adults (age 35-64 years;
3,864 per 100,000) compared with younger and
middle-aged non-Hispanic White adults (1,297 per
100,000).”° In NHANES, the prevalence of HF was
highest for non-Hispanic Black individuals, followed
by non-Hispanic White and Mexican-American in-
dividuals (Figure 33).7® Within the United States, the
prevalence of HF varies across geographic regions.
There is a lower HF prevalence in the northern Great
Plains and Western States, with the highest preva-
lence of HF in Midwestern and Eastern states
(Figure 34).7%8° These observations likely relate to
varied population characteristics across the U.S. re-
gions, including age, ethnic background, and co-
morbidity prevalence.

FIGURE 32 Heart Failure Prevalence Among U.S. Adults By Age and Sex
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From Bozkurt et al.”®

The figure shows heart failure prevalence among U.S. adults aged
20 years or older stratified by age and sex. Data were obtained from the 2017 to March

2020 NHANES (National Health and Nutrition Examination Survey).

FIGURE 33 Heart Failure Prevalence Among U.S. Adults by
Race/Ethnicity and Age
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From Bozkurt et al.”® The figure shows the age-standardized
prevalence of heart failure (HF) by race and ethnicity from
NHANES (National Health and Nutrition Examination Survey)
survey cycles 2001-2002 to 2015-2016.

In the United States, 1,200,188 hospitalizations
were primarily attributed to HF as the principal
diagnosis in 2021.%° From 2010 to 2014, age-adjusted
primary HF hospitalizations rates slightly declined
from 384 to 346 per 100,000, but have since
increased to 387 per 100,000 in 2021.

QUALITY OF CARE. Among patients with HFTEF, use
of guideline-directed medical therapies such as
angiotensin receptor-neprilysin inhibitors (ARNIs),
beta-blockers, mineralocorticoid receptor antago-
nists (MRA), and SGLT2 inhibitors, is improving over
time, but these medications remain incompletely
adopted (Figure 35). From 2015-2017, 1% of eligible
patients with HFrEF received target doses of 3
classes of medications (angiotensin converting
enzyme [ACE] inhibitor/angiotensin receptor
blocker [ARBI/ARNI, beta-blocker, and MRA).%!
Over a 1-year ambulatory care follow-up, few
medication uptitrations or new initiations were
observed (6% for MRA, 10% for beta-blocker, 7% for
ACE inhibitor/ARB, and 10% for ARNI).®? More
recently, despite broad eligibility (82%) among
newly diagnosed patients hospitalized with HFrEF
for quadruple therapy, only 15.3% were prescribed
it from 2021-2023.°3 Incomplete use was even
observed among individuals with multiple in-
dications for a given therapy (such as diabetes and
chronic kidney disease for SGLT2 inhibitors).%*
Beyond the use of guideline-directed medical ther-
apy, multiple national programs and policies have
aimed to improve transitions of care, discharge
planning, and postdischarge care for older adults

print &web 4C/FPO
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FIGURE 34 Age-Adjusted Heart Failure Prevalence per 100,000 Persons in 2016
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From Bozkurt et al’® and Roth et al.®° The figure shows the age-adjusted prevalence of heart failure per 100,000 persons across states

hospitalized with HF, with mixed evidence on how
they have impacted quality and outcomes.®59°
MORTALITY. In the United States, HF was listed as
the underlying cause of mortality in 87,941 deaths
and as a contributing cause in 425,147 in 2022.4°
Age-adjusted HF mortality rates (as attributed
based on death certificates) appeared to decline
from 1999-2011, but have since reversed in trajec-
tory with rates higher in 2021 than in 1999°"°>
(Figure 36). Accelerated increases in age-adjusted
HF mortality occurred during the early COVID-19
pandemic. Reversal in progress was seen across
major demographic subgroups, but the greatest in-
creases in age-adjusted HF mortality were observed
in younger (age <45 years) and middle-aged (age
45-64 years) adults, men, non-Hispanic Black in-
dividuals, individuals in rural areas, and in the
South and Midwestern United States.®' Contributing
factors may include rising prevalence of HF, accu-
mulating background cardio-kidney-metabolic risk
factor burden, suboptimal access or quality of care,
and changes in administrative diagnostic cod-
ing patterns.

HF-related mortality increases with age, with the
highest rate among adults aged =85 years (3,295
deaths per 100,000 population in 2023).°° HF-
related mortality also varies by sex and race.

21

FIGURE 35 Use and Dosing of Guideline-Directed Medical Therapy Among Patients
With Chronic HFrEF
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From Greene et al.®" The figure shows the use of guideline-directed medical therapy
among patients with chronic heart failure with reduced ejection fraction (HFrEF) from the
CHAMP-HF (Change the Management of Patients with Heart Failure) registry. For each
medication category, the proportion who were treated with any dose, with an absolute
contraindication, or without an absolute contraindication but not treated are shown.
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FIGURE 36 Age-Adjusted Heart Failure Mortality Rates
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From Sayed et al.”" The figure shows trends in heart failure-related mortality in the United States from 1999 to 2021, overall and across subgroups.

Age-adjusted mortality related to HF is highest
among non-Hispanic Black adults compared with
any other racial or ethnic group, a pattern that has
been consistent over time through 2024. Age-
adjusted mortality rate (AAMR) related to HF is
lower among women than in men.

Patients experience a markedly elevated risk
of mortality after HF hospitalization. From 2008-
2018, while there were declines in in-hospital

mortality among Medicare beneficiaries hospital-
ized for HF, postdischarge mortality up to 3 years
did not change substantially.°* Among Medicare
beneficiaries hospitalized for HF, 75% die within 5
years of hospital discharge, irrespective of left
ventricular ejection fraction.’® Median life ex-
pectancy is markedly than age-
sex-matched peers in the general population
(Figure 37).9¢

lower and
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FIGURE 37 Median Life Expectancy Among Medicare Beneficiaries Hospitalized for Heart Failure Compared With the
General Population
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From Keshvani et al.°® The figure compares median life expectancy among Medicare beneficiaries hospitalized for heart failure with the
general population, by age group.

PERIPHERAL ARTERY DISEASE

IN BRIEF

e Lower extremity peripheral artery disease

(PAD) is common yet underdiagnosed, affecting
approximately 1 in 14 U.S. adults.

In people with type 2 diabetes, PAD is the most
common initial manifestation of cardiovascular
disease, and >13% of patients with PAD and
type 2 diabetes experience adverse limb events.
Nearly one-half of patients with PAD undergo-
ing peripheral vascular interventions were dis-
charged without full guideline-directed medical
therapy, defined as a statin, antiplatelet, and
ACE inhibitor or ARB.

Major amputation above the ankle—a serious
but often preventable complication—occurs in
roughly 1 in 10 patients with chronic limb-
threatening ischemia.

BURDEN OF DISEASE. Lower extremity PAD is a
common atherosclerotic disorder that can lead to
major adverse limb events—including acute and
chronic limb ischemia and severe limiting claudica-
tion—resulting in limited mobility, diminished
quality of life,” and increased mortality (PAD
Infographic). PAD encompasses a broad spectrum of
disease, from unrecognized symptoms to symptom-
atic disease and major adverse limb events. In people
with diabetes, it is often the earliest manifestation of
cardiovascular disease.'® Early diagnosis and timely
initiation of guideline-directed medical therapy
(GDMT) can slow progression, improve function, and
reduce the risk of subsequent cardiovascular, cere-
brovascular, and limb events.%®

PAD remains underdiagnosed and estimates of
prevalence vary based on the method of detection
and the presence or absence of symptoms and
comorbidities such as diabetes. In 2000, the preva-
lence of PAD in the United States, defined as an
ankle-brachial index <0.9, was approximately 7%,

23
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FIGURE 38 Age-Standardized Prevalence of Peripheral Artery Disease, by Age
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From Kalbaugh et al.'°° Estimated using data from the ARIC (Atherosclerosis Risk In Communities) study linked with Medicare fee-for-service
claims, 2003-2012. Estimates standardized to the 2005 Medicare population.

affecting an estimated 8.5 million adults.® Applied
to the current adult U.S. population, that number
would likely exceed 12 million. Prevalence rises
sharply with age and is higher among men than
women in most age groups. Among African-American
adults, the burden is especially pronounced: by age
60 years, the prevalence in African-American men is

more than twice that of men in other racial groups
and continues to rise steeply through older age.®®
In Medicare beneficiaries, the age-standardized
coded prevalence of PAD increased from 10.3% in
2003 to 13.5% in 2012, with a more marked increase in
beneficiaries aged 75 years and older (Figure 38).'°° In
part, the trend may reflect changes in coding. The

FIGURE 39 Medical Management of Critical Limb Ischemia at 24-Month Follow-Up by Procedure Year
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From Chang et al.'®® The figure shows medical management with statins, angiotensin converting enzyme (ACE) inhibitor, dual antiplatelet,
aspirin (ASA) monotherapy, and P2Y;, monotherapy at 24-month follow-up.
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FIGURE 40 Major Amputation Rates Among Patients Hospitalized With Critical Limb Ischemia

17 4
15 4
13 4

Percentage of All Admits

w w ~N O
1

2003 2004 2005 2006 2007 2008 2009 2010 201
Year

—=— Major Amputation —e— Death

From Agarwal et al.'® The figure shows trends in in-hospital mortality and major amputation rates, estimated using data from the
Nationwide Inpatient Sample.

FIGURE 41 Cumulative Incidence of Amputations Among Veterans With Peripheral Artery Disease, 2003-2014 by Race and
Socioeconomic Status
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From Arya et al.'%” The figure shows cumulative incidence of amputations by race and socioeconomic status, operationalized as median
household income of the patient's most recent residential ZIP code tabulation area, dichotomized at $40,000 per year. Estimated using
data from the national Veterans Affairs Corporate Data Warehouse.
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FIGURE 42 Age-Adjusted Mortality Rate for Peripheral Artery Disease by Sex and Race, 2022
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Adapted from Martin et al*® and Centers for Disease Control and Prevention and National Center for Health Statistics.'®° Estimated using
CDC-WONDER data including adults in the United States aged 25 years and above. AN = Alaska Native; NH = Non-Hispanic.

mean age-standardized incidence of PAD was 26.8
per 1,000 person-years from 2005-2012.'°°

QUALITY OF CARE. Optimal management of PAD in-
cludes exercise therapy, healthy diet, smoking cessa-
tion, revascularization when indicated, and long-term
use of medical therapies that lower cardiovascular risk
through cholesterol reduction, antiplatelet and anti-
coagulant therapy, targeted diabetes therapies, and
blood pressure management.'?' Yet, implementation
remains poor. Nearly one-half of patients undergoing
peripheral vascular interventions were discharged
without full GDMT-defined as a statin, antiplatelet,
and ACE inhibitor or ARB if patients were hyperten-
sive—an omission associated with higher 2-year mor-
tality (31.2% vs 24.5%; HR: 1.37; 95% CI: 1.25-1.50) and
major amputation risk (16.0% vs 13.2%; HR: 1.20;
95% CI: 1.08-1.35).'°> Among patients with chronic
limb-threatening ischemia (CLTI) who underwent
peripheral vascular intervention, GDMT use increased
modestly from 2012-2016 (Figure 39); yet, still only
40% of all patients with CLTI received all recom-
mended therapies.'*?

These gaps in initiation and persistence of GDMT
are clinically meaningful given the high risk of
adverse limb events. In 2015 alone, >150,000 adults
in the United States underwent nontraumatic lower
extremity amputation.'®* Several additional compo-
nents of GDMT (rivaroxaban, PCSK9 inhibitors, GLP-1
receptor agonists) have demonstrated reductions in

major adverse limb events and improvement in
function. Rates of major amputations above the ankle
declined among adults hospitalized with critical limb
ischemia, from 16.7% in 2003 to 10.8% in 2011
(Figure 40).'°> However, about one-third of Medicare
beneficiaries who underwent amputation within
90 days of CLTI presentation received no vascular
intervention or angiogram in the preceding year.'°°
Persistent disparities are also evident. Among Medi-
care beneficiaries, rates of major amputation within
90 days of CLTI presentation are higher among men
(12.9%) than women (8.9%).'°° In a national popula-
tion of Veterans, the risk of major amputation for
Black patients in the lowest socioeconomic status
group was approximately twice that of White pa-
tients in the highest socioeconomic status group at 1,
3, and 5 years after diagnosis (Figure 41).'°” Qutcomes
of amputation, whether above or below the ankle, are
poor.1°8

MORTALITY. In 2022, about 60,000 deaths
mentioned PAD in any cause-of death field, and
11,596 listed PAD as the underlying cause.*® The
corresponding age-adjusted mortality was 2.7 per
100,000 in 2022, higher in men than in women and
highest in Black adults (Figure 42).4°'°° These figures
likely underestimate the true burden because PAD
often contributes to death through related cardio-
vascular conditions or sepsis and is rarely recorded as
the underlying cause of death.
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STROKE

IN BRIEF

o Stroke affects nearly 7.8 million U.S. adults,
with prevalence highest among American In-
dian/Alaska Native and Black adults, as well as
residents of the Southeast.

e Stroke accounted for approximately 160,000
deaths in 2023. Age-adjusted mortality has
declined substantially since 1975 but shows
signs of reversal since 2013, with concerning
increases
adults.

e Quality of stroke care has improved markedly
over the past 2 decades. Some quality metrics
have reached a plateau, but important oppor-
tunities remain to reduce door-to-needle times
and address disparities.

among Black and middle-aged

BURDEN OF DISEASE. Stroke is the fifth leading
cause of death and a leading cause of long-term
disability in the United States, imposing substantial
clinical and economic burden (Stroke Infographic).*°
Ischemic stroke accounts for approximately 87% of
incident cases, while hemorrhagic stroke, though less
common, contributes disproportionately to mortality
and disability.*® Each year, about 795,000

Wadbhera et al
Cardiovascular Statistics in the United States, 2026

individuals in the U.S. experience a new or recurrent
stroke, including 610,000 first events and 185,000
recurrent events.*?

Stroke affects nearly 7.8 million adults in the
United States.''® The age-standardized prevalence of
self-reported stroke was 2.9% in 2020-2022, an in-
crease from 2.7% in 2011-2013.""" Prevalence rises
steeply with age, from 0.9% among adults aged 18-44
years to 7.7% among those aged 65 years and older
(Figure 43). The sex difference in prevalence varies
by age: women have higher prevalence than men
before age 60 years (0.6% vs 0.3% at ages 20-39 years;
4.0% Vs 2.3% at ages 40-59 years), men have a
slightly higher prevalence at ages 60-79 years (7.7%
vs 6.8%), and prevalence is nearly identical at ages 80
years and older (13.9% vs 14.0%).*°

Marked disparities persist across race and
ethnicity. American Indian/Alaska Native adults have
the highest age-standardized stroke prevalence na-
tionally at 5.3%, followed by Native Hawaiian/Pacific
Islander adults at 4.4% and Black adults at 4.3%. By
contrast, Hispanic/Latino adults have prevalence of
2.8% and White adults have prevalence of 2.7%.
Asian adults consistently have the lowest prevalence
at 1.6% (Figure 43). Geographic variation is also
notable: stroke prevalence in the Southeastern
United States exceeds the national average, with
Mississippi reporting the highest prevalence at 4.7%
(Figure 44).'"

FIGURE 43 Stroke Prevalence Among U.S. Adults, by Race and Ethnicity and Age
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Adapted from Imoisili et al.""" Nationally representative age-standardized estimates of stroke prevalence among U.S. adults stratified by race
and ethnicity and age. AA = African American; AI/AN = American Indian/Alaska Native; NH/PI = Native Hawaiian/Pacific Islander.
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FIGURE 44 Geographic Variation in Age-Standardized Stroke Prevalence Among Adults Aged >18 Years, 2020-2022
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Adapted from Imoisili et al.""" Age-standardized stroke prevalence across U.S. counties from 2020-2022. Values represent the proportion of
adults aged =18 years reporting a history of stroke. Estimates were derived from nationally representative surveillance data and

standardized to the 2010 U.S. Census population.

QUALITY OF CARE. Stroke quality of care has
improved substantially over the past 2 decades,
driven in large part by initiatives such as the Amer-
ican Heart Association’s Get With The Guidelines-
Stroke (GWTG-Stroke) registry, which currently
captures >75% of U.S. stroke hospitalizations.'”
By 2022, adherence to guideline-based measures
such as early and discharge antithrombotic use,
anticoagulation for atrial fibrillation, intensive statin
therapy, smoking cessation counseling, NIH Stroke
Scale documentation, and LDL-C assessment had all
exceeded 90% (Figure 45)."”

Timeliness of acute stroke care remains an
important area of opportunity. Despite improve-
ments over time, approximately one-fourth of pa-
tients do not receive intravenous thrombolysis to
achieve door-to-needle times of =60 minutes
(Figure 46).""? Similar care gaps exist for other acute
performance measures, including door-to-computed
tomography within 25 minutes to assess for intrace-
rebral hemorrhage (Figure 47) and door-to-puncture
within 90 minutes for endovascular therapy.'”

Analyses of GWTG-Stroke data show that while
overall quality of stroke care has improved,

FIGURE 45 Anticoagulation for AF-Related Stroke and TIA
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Adapted from Xian et al.”'? The figure shows the proportion of individuals with transient ischemic attack (TIA) or stroke with atrial fibrillation
(AF) who receive anticoagulation rose rapidly before 2010 and has remained above 90% for the past decade.
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FIGURE 46 Door-to-Needle Times for Acute Ischemic Stroke
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Adapted from Xian et al.""? The figure shows that the proportion of individuals with acute ischemic stroke receiving door to needle
time =60 minutes has increased steadily after 2005 with a plateau developing at about three-quarters of patients after 2018.

disparities by race/ethnicity, age, and sex persist.
Non-Hispanic Black patients are less likely to receive
endovascular thrombectomy compared with non-
Hispanic White patients, while patterns for intrave-
nous thrombolysis have reversed over time, with no
consistent overall racial disparity in acute stroke in-
terventions.''® Thrombolytic therapy rates nationally
are more equal among racial/ethnic groups, but in
many states—especially in the “stroke belt”—Black
patients still experience worse access. Older patients
are less likely to receive more aggressive in-
terventions, and women historically receive fewer
complete sets of evidence-based treatment mea-
sures.''* These findings suggest that improvements

over time are shared across groups, but full equity in
treatment access and performance metrics remains
unrealized.

MORTALITY. Stroke remains responsible for nearly 1
in 20 deaths in the United States.*® In 2023, there
were 162,639 deaths with stroke listed as the under-
lying cause.'” Overall, the age-adjusted mortality
rate from stroke has declined substantially over the
past several decades, from 88 per 100,000 in 1975.°
Despite these gains, trends over the past decade
show a reversal, rising from 37.9 per 100,000 in 2011
to 41.1 per 100,000 in 2021, followed by a modest
decline to 39.0 per 100,000 in 2023 (Figure 48).°*"7

FIGURE 47 Door-to-CT Times for Intracerebral Hemorrhage
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Adapted from Xian et al.""? The figure shows that the percentage of individuals with acute ischemic stroke who receive a computed to-
mography (CT) =25 minutes of arrival has increased steadily over the past 2 decades.
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FIGURE 48 Age-Adjusted Stroke Mortality Rates in the United States
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Nationally representative age-adjusted stroke mortality rates among U.S. adults from 2011-2023 overall (A), by age (B), by sex (C), and by race/ethnicity (D). Mortality
estimates were derived from the National Vital Statistics System and standardized using the direct method to the 2000 U.S. Census population. Race were based on
self-report on death certificates. Age-adjusted rates reflect deaths with stroke listed as the underlying cause.

Sex differences in stroke mortality also persist.
Men consistently experience higher stroke mortality
rates than women, although women account for more
total stroke deaths because of their greater
longevity (Figure 48). Racial disparities remain
striking. Black adults, with death rates as high as
54.1 per 100,000 in 2023, show a substantial

disparity relative to other groups. Geographically,
mortality remains disproportionately high in the
Southeastern “Stroke Belt,” where rates are
approximately 30% higher than in other regions,
and especially in the “Stroke Buckle” (along the
southeastern Atlantic coast) where mortality rates
are roughly 40% higher (Figure 49).%°
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FIGURE 49 Geographic Variation in Stroke Death Rates Among Adults Aged =35 Years, 2018-2020
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Adapted from Martin et al.*° Nationally representative age-adjusted stroke mortality rates among U.S. adults aged =35 years from 2018-2020. Mortality
estimates were derived from the National Vital Statistics System and standardized using the direct method to the 2000 U.S. Census population. Colors
represent county-level age-adjusted mortality per 100,000 population.

FUNDING SUPPORT AND AUTHOR DISCLOSURES

Dr Wadhera is the principal investigator of grants from the National
Heart, Lung, and Blood Institute (RO1HL164561, RO1HL174549) and
the National Institute of Nursing Research (RO1NR021686) at the
National Institutes of Health, the American Heart Association
Established Investigator Award (24EIA1258487), and the Donaghue
Foundation; and has relationships with Chambercardio and Abbott,
outside the submitted work. Dr Bikdeli was supported by a Career
Development Award from the American Heart Association and VIVA
Physicians (#938814), the Scott Schoen and Nancy Adams IGNITE
Award, and the Mary Ann Tynan Research Scientist award from the
Mary Horrigan Connors Center for Women’s Health Research at
Brigham and Women’s Hospital outside of the submitted work; is
supported by the Brigham and Women’s Hospital’s Eleanor and Miles
Shore Award and by the APS Foundation of America; is a member of
the Medical Advisory Board for the VasuLearn Network; serves in the
Data Safety and Monitory Board of the NAIL-IT trial funded by the
National Heart, Lung, and Blood Institute, and Translational Sci-
ences; is a collaborating consultant with the International Consulting
Associates and the U.S. Food and Drug Administration in a study to
generate knowledge about utilization, predictors, retrieval, and
safety of IVC filters; is supported by grant U24- HL176626 (STAT-CAT
trial, Co-Investigator) from the NHLBI; receives compensation as an
Associate Editor for the New England Journal of Medicine Journal
Watch Cardiology, as an Associate Editor for Thrombosis Research,
and as an Executive Associate Editor for JACC; and is a Section Editor
for Thrombosis and Haemostasis (no compensation). Dr Pagidipati
receives research support from Alnylam, Amgen, Bayer, Boehringer
Ingelheim, Eli Lilly, Novartis, Novo Nordisk, Merck, Metsera; has
performed consultation/advisory panels for Alnylam, Amgen, Bayer,
Boehringer Ingelheim, Corcept, Corsera, Eli Lilly, Esperion,

AstraZeneca, Merck, Metsera, New Amsterdam, Novartis, and Novo
Nordisk; is an Executive Committee member for phase 4 trials
sponsored by Novo Nordisk and Novartis; is an Executive Committee
member for phase 2/3 registration trials sponsored by Alnylam,
AstraZeneca, Amgen, New Amsterdam; and has served on the DSMB
for trials sponsored by Johnson and Johnson and Novartis. Dr
Vaduganathan has received research grant support, served on advi-
sory boards, or had speaker engagements with Alnylam Pharma-
ceuticals, American Regent, Amgen, AstraZeneca, Bayer AG, Baxter
Healthcare, Bristol Myers Squibb, Boehringer Ingelheim, Chiesi, Cy-
tokinetics, Esperion, Fresenius Medical Care, Idorsia Pharmaceuti-
cals, Lexicon Pharmaceuticals, Merck, Milestone Pharmaceuticals,
Novartis, Novo Nordisk, Pharmacosmos, Recordati, Relypsa, Roche
Diagnostics, Sanofi, and Tricog Health; and participates on clinical
trial committees for studies sponsored by Amgen, AstraZeneca,
Bayer AG, Boehringer Ingelheim, Galmed, Impulse Dynamics,
Novartis, Occlutech, and Pharmacosmos. Dr Wasfy has relationships
with New England Comparative Effectiveness Public Affairs Council,
Point32Health, National Football League Players Association (to
spouse), American College of Cardiology, and Clario. Dr Krumholz
has received options for Identifeye; has received payments from F-
Prime and OpenEvidence for advisory roles; was a cofounder of and
held equity in Hugo Health; is a cofounder of and holds equity in
Refactor Health and ENSIGHT-AI is a cofounder of medRxiv; is on
the Board of openRxiv (nonpaid, volunteer); and is associated with
research contracts through Yale University from Janssen, Kenvue,
Novartis, and Pfizer. Dr Spatz has received funding from the the
National Heart, Lung, and Blood Institute (RO1HL151240) and the
Patient Centered Outcomes Research Institute (HM-2022C2-28354).
Dr Bonaca receives salary support to University of Colorado from
CPC, a non-profit academic research organization affiliated with the
University of Colorado, that receives or has received research grant/

31



32

Wadhera et al
Cardiovascular Statistics in the United States, 2026

consulting funding between July 2022 and July 2025 from the
following organizations: 35Pharma, Inc, Abbott Laboratories, Agios
Pharmaceuticals, Inc, Alexion Pharma Godo Kaisha, Amgen Inc,
Amgen USA, Inc, Anthos Therapeutics, Inc, Arrowhead Pharmaceu-
ticals, AstraZeneca Pharmaceuticals LP, Autonomy Bio, Inc, Bayer,
Bristol Myers Squibb, Cleerly, Inc, Cook Regentec LLC, Eidos Ther-
apeutics, Inc, EluraBio, Inc, Esperion Therapeutics, Inc, Faraday
Pharmaceuticals, Inc, Gasherbrum Bio Inc, Insmed, IsomAb Limited,
JanOne Biotech Holdings, Inc, Janssen Pharmaceuticals, Inc, Lexicon
Pharmaceuticals, Inc, Lilly USA, LLC, Medison Pharma, Merck Sharp
& Dohme Corp, Nectero Medical, Inc, NewAmsterdam Pharma,
Novartis Pharmaceuticals Corporation, Novo Nordisk Inc., Pfizer,
Piper Sandler & Co, PPD Development, LP, Prothena Biosciences
Limited, Sanofi, Silence Therapeutics PLC, Stealth BioTherapeutics
Inc, Regeneron, Tourmaline Bio, Inc, VarmX, and Verve Therapeu-
tics. Dr Wasfy is chair of the New England Comparative Effectiveness

JACC vOL. B, NO. W, 2026
W, 2026:H-H

Public Affairs Council; has served as a consultant for Point32Health;
his wife has a research grant from the National Football League
Players Association; he and his wife have received payments from
the American College of Cardiology for both editorial and
conference-organizing activities; has received payments from the
American Heart Association for editorial activities; has adjudicated
endpoints in clinical trials for Clario; has received payments for
serving on study sections for PCORI; has received research grants
from the NIH/NHLBI/NIA; and has served as a delegate to the Lancet
commission on atherosclerotic heart disease. All other authors have
reported that they have no relationships relevant to the contents of
this paper to disclose.

ADDRESS FOR CORRESPONDENCE: jacc@acc.org.

REFERENCES

1. GBD 2023 Cardiovascular Disease Collabora-
tors. Global, regional, and national burden of
cardiovascular diseases and risk factors in 204
countries and territories, 1990-2023. J Am Coll
Cardiol. 2025;86(22):2167-2243. https://doi.org/
10.1016/j.jacc.2025.08.015

2. Vaduganathan M, Mensah GA, Turco JV,
Fuster V, Roth GA. The global burden of cardio-
vascular diseases and risk: a compass for future
health. J Am Coll Cardiol. 2022;80(25):2361-2371.
https://doi.org/10.1016/j.jacc.2022.11.005

3. U.S. Centers for Disease Control and Preven-
tion. High blood pressure facts. For everyone.
Accessed December 16, 2025. https://www.cdc.
gov/high-blood-pressure/data-research/facts-
stats/index.html

4. Centers for Disease Control and Prevention.
National Health and Nutrition Examination Survey
Data (2019); National Center for Health Statistics.
Accessed December 16, 2025. https://wwwn.cdc.
gov/nchs/nhanes/

5. Aggarwal R, Yeh RW, Joynt Maddox KE,
Wadhera RK. Cardiovascular risk factor preva-
lence, treatment, and control in US adults aged
20 to 44 years, 2009 to March 2020. JAMA.
2023;329(11):899-909. https://doi.org/10.1001/
jama.2023.2307

6. Liu M, Aggarwal R, Zheng Z, et al. Cardio-
vascular health of middle-aged U.S. adults by
income level, 1999 to March 2020: a serial
cross-sectional study. Ann Intern Med.
2023;176(12):1595-1605.  https://doi.org/10.
7326/M23-2109

7. Johnson DY, Marinacci LX, Wadhera RK. Hy-
pertension, diabetes, and high cholesterol
awareness among US adults. JAMA Cardiol.
2025;10(8):859-860.  https://doi.org/10.1001/
jamacardio.2025.1536

8. Aggarwal R, Chiu N, Wadhera RK, et al. Racial/
ethnic disparities in hypertension prevalence,
awareness, treatment, and control in the
United States, 2013 to 2018. Hypertension.
2021;78(6):1719-1726.  https://doi.org/10.1161/
HYPERTENSIONAHA.121.17570

9. Liu M, Marinacci LX, Joynt Maddox KE,
Wadhera RK. Cardiovascular health among rural

and urban US adults-healthcare, lifestyle, and
social factors. JAMA Cardiol. 2025;10(6):585-
594.  https://doi.org/10.1001/jamacardio.2025.
0538

10. Whelton PK, Carey RM, Aronow WS, et al.
2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/
ASH/ASPC/NMA/PCNA guideline for the preven-
tion, detection, evaluation, and management of
high blood pressure in adults: executive summary:
a report of the American College of Cardiology/
American Heart Association Task Force on Clinical
Practice  Guidelines. J Am Coll Cardiol.
2018;71(19):2199-2269. https://doi.org/10.1016/
j.jacc.2017.11.005

11. Wright JT Jr, Williamson JD, Whelton PK, et al,
SPRINT Research Group. A randomized trial of
intensive versus standard blood-pressure control.
N Engl J Med. 2015;373(22):2103-2116. https://
doi.org/10.1056/NEJMoa1511939

12. Bundy JD, Li C, Stuchlik P, et al. Systolic blood
pressure reduction and risk of cardiovascular dis-
ease and mortality: a systematic review and
network meta-analysis. JAMA Cardiol. 2017;2(7):
775-781. https://doi.org/10.1001/jamacardio.
20171421

13. Carey RM, Muntner P, Bosworth HB,
Whelton PK. Prevention and control of hyper-
tension: JACC health promotion series. J Am Coll
Cardiol. 2018;72(11):1278-1293. https://doi.org/
10.1016/j.jacc.2018.07.008

14. Ettehad D, Emdin CA, Kiran A, et al. Blood
pressure lowering for prevention of cardiovascular
disease and death: a systematic review and meta-
analysis. Lancet. 2016;387(10022):957-967.
https://doi.org/10.1016/50140-6736(15)01225-8

15. He J, Zhu Z, Bundy JD, Dorans KS, Chen J,
Hamm LL. Trends in cardiovascular risk factors in
US adults by race and ethnicity and socioeconomic
status, 1999-2018. JAMA. 2021;326(13):1286-
1298. https://doi.org/10.1001/jama.2021.15187

16. Vaughan AS, Coronado F, Casper M,
Loustalot F, Wright JS. County-level trends in
hypertension-related  cardiovascular  disease
mortality-United States, 2000 to 2019. J Am
Heart Assoc. 2022;11(7):e024785. https://doi.org/
10.1161/JAHA.121.024785

17. Aggarwal R, Chiu N, Loccoh EC, Kazi DS,
Yeh RW, Wadhera RK. Rural-urban disparities:
diabetes, hypertension, heart disease, and stroke
mortality among Black and White adults, 1999-
2018. J Am Coll Cardiol. 2021;77(11):1480-1481.
https://doi.org/10.1016/j.jacc.2021.01.032

18. Rawshani A, Rawshani A, Gudbjornsdottir S.
Mortality and cardiovascular disease in type 1 and
type 2 diabetes. N Engl J Med. 2017;377(3):300-
301. https://doi.org/10.1056/NEJMc1706292

19. Shah AD, Langenberg C, Rapsomaniki E, et al.
Type 2 diabetes and incidence of cardiovascular
diseases: a cohort study in 1.9 million people.
Lancet Diabetes Endocrinol. 2015;3(2):105-113.
https://doi.org/10.1016/52213-8587(14)70219-0

20. Inoue K, Liu M, Aggarwal R, Marinacci LX,
Wadhera RK. Prevalence and Control of dia-
betes among US adults, 2013 to 2023. JAMA.
2025;333(14):1255-1257.  https://doi.org/10.
1001/jama.2024.28513

21. Wang L, Li X, Wang Z, et al. Trends in preva-
lence of diabetes and control of risk factors in
diabetes among US adults, 1999-2018. JAMA.
2021;326(8):1-13.  https://doi.org/10.1001/jama.
2021.9883

22, Gerstein HC, Colhoun HM, Dagenais GR, et al.
Dulaglutide and cardiovascular outcomes in type
2 diabetes (REWIND): a double-blind, rando-
mised placebo-controlled  trial. Lancet.
2019;394(10193):121-130.  https://doi.org/10.
1016/50140-6736(19)31149-3

23, Marso SP, Daniels GH, Brown-Frandsen K,
et al. Liraglutide and cardiovascular outcomes in
type 2 diabetes. N Engl J Med. 2016;375(4):311-
322. https://doi.org/10.1056/NEJMo0a1603827

24. Zelniker TA, Wiviott SD, Raz I, et al. SGLT2
inhibitors for primary and secondary prevention of
cardiovascular and renal outcomes in type 2 dia-
betes: a systematic review and meta-analysis of
cardiovascular outcome trials. Lancet.
2019;393(10166):31-39. https://doi.org/10.1016/
S0140-6736(18)32590-X

25. Zinman B, Wanner C, Lachin JM, et al. Empa-
gliflozin, cardiovascular outcomes, and mortality in
type 2 diabetes. N Engl J Med. 2015;373(22):2117-
2128. https://doi.org/10.1056/NEJMo0al1504720


mailto:jacc@acc.org
https://doi.org/10.1016/j.jacc.2025.08.015
https://doi.org/10.1016/j.jacc.2025.08.015
https://doi.org/10.1016/j.jacc.2022.11.005
https://www.cdc.gov/high%2Dblood%2Dpressure/data%2Dresearch/facts%2Dstats/index.html
https://www.cdc.gov/high%2Dblood%2Dpressure/data%2Dresearch/facts%2Dstats/index.html
https://www.cdc.gov/high%2Dblood%2Dpressure/data%2Dresearch/facts%2Dstats/index.html
https://wwwn.cdc.gov/nchs/nhanes/
https://wwwn.cdc.gov/nchs/nhanes/
https://doi.org/10.1001/jama.2023.2307
https://doi.org/10.1001/jama.2023.2307
https://doi.org/10.7326/M23%2D2109
https://doi.org/10.7326/M23%2D2109
https://doi.org/10.1001/jamacardio.2025.1536
https://doi.org/10.1001/jamacardio.2025.1536
https://doi.org/10.1161/HYPERTENSIONAHA.121.17570
https://doi.org/10.1161/HYPERTENSIONAHA.121.17570
https://doi.org/10.1001/jamacardio.2025.0538
https://doi.org/10.1001/jamacardio.2025.0538
https://doi.org/10.1016/j.jacc.2017.11.005
https://doi.org/10.1016/j.jacc.2017.11.005
https://doi.org/10.1056/NEJMoa1511939
https://doi.org/10.1056/NEJMoa1511939
https://doi.org/10.1001/jamacardio.2017.1421
https://doi.org/10.1001/jamacardio.2017.1421
https://doi.org/10.1016/j.jacc.2018.07.008
https://doi.org/10.1016/j.jacc.2018.07.008
https://doi.org/10.1016/S0140%2D6736%2815%2901225%2D8
https://doi.org/10.1001/jama.2021.15187
https://doi.org/10.1161/JAHA.121.024785
https://doi.org/10.1161/JAHA.121.024785
https://doi.org/10.1016/j.jacc.2021.01.032
https://doi.org/10.1056/NEJMc1706292
https://doi.org/10.1016/S2213%2D8587%2814%2970219%2D0
https://doi.org/10.1001/jama.2024.28513
https://doi.org/10.1001/jama.2024.28513
https://doi.org/10.1001/jama.2021.9883
https://doi.org/10.1001/jama.2021.9883
https://doi.org/10.1016/S0140%2D6736%2819%2931149%2D3
https://doi.org/10.1016/S0140%2D6736%2819%2931149%2D3
https://doi.org/10.1056/NEJMoa1603827
https://doi.org/10.1016/S0140%2D6736%2818%2932590%2DX
https://doi.org/10.1016/S0140%2D6736%2818%2932590%2DX
https://doi.org/10.1056/NEJMoa1504720

JACC voL. B, NO. W, 2026
W, 2026:H-1

26. Adhikari R, Jha K, Dardari Z, et al. National
trends in use of sodium-glucose cotransporter-2
inhibitors and glucagon-like peptide-1 receptor
agonists by cardiologists and other specialties,
2015 to 2020. J Am Heart Assoc. 2022;11(9):
e023811. https://doi.org/10.1161/JAHA.121.023811

27.Inoue K, Kazi DS, Vaduganathan M,
Wadhera RK. Prescription patterns for GLP-1 re-
ceptor agonists and SGLT2 inhibitors by physi-
cians' years in practice. J Gen Intern Med.
2025;40(11):2807-2809. https://doi.org/10.
1007/s11606-025-09380-2

28. Mahtta D, Ramsey DJ, Lee MT, et al. Uti-
lizationrates of SGLT2 inhibitors and GLP-1 re-
ceptor agonists and their facility-level variation
among patients with atherosclerotic cardiovas-
cular disease and type 2 diabetes: insights from
the Department of Veterans Affairs. Diabetes
Care. 2022;45(2):372-380. https://doi.org/10.
2337/dc21-1815

29. Montvida O, Shaw J, Atherton JJ, Stringer F,
Paul SK. Long-term trends in antidiabetes drug
usage in the U.S.: real-world evidence in patients
newly diagnosed with type 2 diabetes. Diabetes
Care. 2018;41(1):69-78. https://doi.org/10.2337/
dc17-1414

30. Shin JI, Xu Y, Chang AR, et al. Prescription
patterns for sodium-glucose cotransporter 2 in-
hibitors in U.S. health systems. J Am Coll Cardiol.
2024;84(8):683-693. https://doi.org/10.1016/j.
jacc.2024.05.057

31. Ahmed M, Zulfigar E, Shafig A, et al. Type 2
diabetes mellitus-related mortality in the United
States, 1999 to 2023. JACC Adv. 2025;4(7):
101882.  https://doi.org/10.1016/j.jacadv.2025.
101882

32. World Health Organization. Obesity and
overweight. Accessed December 16, 2025.
https://www.who.int/news-room/fact-sheets/
detail/obesity-and-overweight

33. Powell-Wiley TM, Poirier P, Burke LE, et al.
Obesity and cardiovascular disease: a scientific
statement from the American Heart Association.
Circulation. 2021;143(21):e984-e1010. https://
doi.org/10.1161/CIR.0000000000000973

34. World Obesity. World Obesity Atlas 2024: No
area of the world is unaffected by the conse-
quences of obesity. Accessed December 16, 2025.
https://www.worldobesity.org/news/world-
obesity-atlas-2024

35. Eisenberg D, Shikora SA, Aarts E, et al. 2022
American Society for Metabolic and Bariatric
Surgery (ASMBS) and International Federation for
the Surgery of Obesity and Metabolic Disorders
(IFSO): indications for metabolic and bariatric
surgery. Surg Obes Relat Dis. 2022;18(12):1345-
1356. https://doi.org/10.1016/j.s0ard.2022.08.
013

36. English WJ, DeMaria EJ, Hutter MM, et al.
American Society for Metabolic and Bariatric
Surgery 2018 estimate of metabolic and bariatric
procedures performed in the United States. Surg
Obes Relat Dis. 2020;16(4):457-463. https://doi.
org/10.1016/j.s0ard.2019.12.022

37. Podolsky MI, Raquib R, Hempstead K,
Stokes AC. Trends in obesity care among US
adults, 2010-2021. Med Care. 2025;63(3):234-

240. https://doi.org/10.1097/MLR.000000000
0002113

38. Montero A, Kearney A, Mulugeta M,
Kirzinger A, Hamel L. KFF health tracking poll:
prescription drug costs, view on Trump Adminis-
tration actions, and GLP-1 use. Accessed
December 16, 2025. https://www.kff.org/public-
opinion/kff-health-tracking-poll-prescription-
drug-costs-views-on-trump-administration-actions-
and-glp-1-use/

39. Achara KE, lyayi IR, Erinne OC, et al. Trends
and patterns in obesity-related deaths in the US
(2010-2020): a comprehensive analysis using
Centers for Disease Control and Prevention wide-
ranging online data for epidemiologic research
(CDC WONDER) data. Cureus. 2024;16(9):
e68376. https://doi.org/10.7759/cureus.68376

40. Boren J, Chapman MJ, Krauss RM, et al.
Low-density lipoproteins cause atherosclerotic
cardiovascular disease: pathophysiological, ge-
netic, and therapeutic insights: a consensus
statement from the European Atherosclerosis
Society Consensus Panel. Eur Heart J.
2020;41(24):2313-2330. https://doi.org/10.
1093/eurheartj/ehz962

41. Sniderman AD, Thanassoulis G, Glavinovic T,
et al. Apolipoprotein B particles and cardiovas-
cular disease: a narrative review. JAMA Cardiol.
2019;4(12):1287-1295.  https://doi.org/10.1001/
jamacardio.2019.3780

42. Grundy SM, Stone NJ, Bailey AL, et al. 2018
AHA/ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/
APhA/ASPC/NLA/PCNA guideline on the man-
agement of blood cholesterol: a report of the
American College of Cardiology/American Heart
Association Task Force on Clinical Practice
Guidelines. J Am Coll Cardiol. 2019;73(24):e285-
e350. https://doi.org/10.1016/j.jacc.2018.11.003

43. Aggarwal R, Bhatt DL, Rodriguez F, Yeh RW,
Wadhera RK. Trends in lipid concentrations and
lipid control among US adults, 2007-2018. JAMA.
2022;328(8):737-745.  https://doi.org/10.1001/
jama.2022.12567

44. Sayed A, Navar AM, Slipczuk L, et al. Preva-
lence, awareness, and treatment of elevated LDL
cholesterol in US adults, 1999-2020. JAMA Car-
diol. 2023;8(12):1185-1187. https://doi.org/10.
1001/jamacardio.2023.3931

45. Gao Y, Shah LM, Ding J, Martin SS. US trends
in cholesterol screening, lipid levels, and lipid-
lowering medication use in US adults, 1999 to
2018. J Am Heart Assoc. 2023;12(3):e028205.
https://doi.org/10.1161/JAHA.122.028205

46. Jacobs JA, Addo DK, Zheutlin AR, et al.
Prevalence of statin use for primary prevention of
atherosclerotic cardiovascular disease by race,
ethnicity, and 10-year disease risk in the US: Na-
tional Health and Nutrition Examination Surveys,
2013 to March 2020. JAMA Cardiol. 2023;8(5):
443-452. https://doi.org/10.1001/jamacardio.
2023.0228

47. Magnussen C, Ojeda FM, Leong DP, et al.
Global Cardiovascular Risk Consortium. Global
effect of modifiable risk factors on cardiovas-
cular disease and mortality. N Engl J Med.
2023;389(14):1273-1285. https://doi.org/10.
1056/NEJM0a2206916

Wadbhera et al
Cardiovascular Statistics in the United States, 2026

48. Pierce JP, Luo M, McMenamin SB, et al. De-
clines in cigarette smoking among US adolescents
and young adults: indications of independence
from e-cigarette vaping surge. Tob Control.
2025;34(3):286-293. https://doi.org/10.1136/tc-
2022-057907

49. Martin SS, Aday AW, Allen NB, et al. 2025
heart disease and stroke statistics: a report of US
and global data from the American Heart Associ-
ation. Circulation. 2025;151(8):e41-e660. https://
doi.org/10.1161/CIR.0000000000001303

50. National Center for Health Statistics. Multiple
cause of death 2018-2023 on CDC WONDER On-
line Database. Accessed December 16, 2025.
https://wonder.cdc.gov/mcd.html

51. Centers for Disease Control and Prevention.
PLACES: local data for better health. Accessed
December 16, 2025. https://www.cdc.gov/places/

52. World Heart Observatory. Trends in cardio-
vascular disease. Accessed December 16, 2025.
https://world-heart-federation.org/world-heart-
observatory/trends/

53. Khalid N, Haider S, Abdullah M, Asghar S,
Laghari MA, Rajeswaran Y. Trends and disparities
in coronary artery disease prevalence among U.S.
adults from 2019 to 2022. Curr Probl Cardiol.
2024;49(8):102645.  https://doi.org/10.1016/j.
cpcardiol.2024.102645

54. Lu Y, Liu Y, Dhingra LS, et al. National trends
in racial and ethnic disparities in use of recom-
mended therapies in adults with atherosclerotic
cardiovascular disease, 1999-2020. JAMA Netw
Open. 2023;6(12):€2345964. https://doi.org/10.
1001/jamanetworkopen.2023.45964

55. Dimala CA, Reggio C, Changoh M, Donato A.
Trends and disparities in CAD and AMI in the
United States from 2000 to 2020. JACC Adv.
2024;3(12):101373. https://doi.org/10.1016/j.
jacadv.2024.101373

56. Wadhera RK, Figueroa JF, Rodriguez F, et al.
Racial and ethnic disparities in heart and cere-
brovascular disease deaths during the COVID-19
pandemic in the United States. Circulation.
2021;143(24):2346-2354.  https://doi.org/10.
1161/CIRCULATIONAHA.121.054378

57. Wadhera RK, Shen C, Gondi S, Chen S, Kazi DS,
Yeh RW. Cardiovascular deaths during the COVID-
19 pandemic in the United States. J Am Coll Car-
diol.  2021;77(2):159-169.  https://doi.org/10.
1016/j.jacc.2020.10.055

58. Salah HM, Minhas AMK, Khan MS, et al.
Trends in hospitalizations for heart failure, acute
myocardial infarction, and stroke in the United
States from 2004 to 2018. Am Heart J. 2022;243:
103-109.  https://doi.org/10.1016/j.ahj.2021.09.
009

59. Osman M, Syed M, Patibandla S, et al. Fifteen-
year trends in incidence of cardiogenic shock hos-
pitalization and in-hospital mortality in the United
States. J Am Heart Assoc. 2021;10(15):e021061.
https://doi.org/10.1161/JAHA.121.021061

60. Loccoh EC, Joynt Maddox KE, Wang Y,
Kazi DS, Yeh RW, Wadhera RK. Rural-urban dis-
parities in outcomes of myocardial infarction,
heart failure, and stroke in the United States. J Am
Coll Cardiol. 2022;79(3):267-279. https://doi.org/
10.1016/j.jacc.2021.10.045

33


https://doi.org/10.1161/JAHA.121.023811
https://doi.org/10.1007/s11606%2D025%2D09380%2D2
https://doi.org/10.1007/s11606%2D025%2D09380%2D2
https://doi.org/10.2337/dc21%2D1815
https://doi.org/10.2337/dc21%2D1815
https://doi.org/10.2337/dc17%2D1414
https://doi.org/10.2337/dc17%2D1414
https://doi.org/10.1016/j.jacc.2024.05.057
https://doi.org/10.1016/j.jacc.2024.05.057
https://doi.org/10.1016/j.jacadv.2025.101882
https://doi.org/10.1016/j.jacadv.2025.101882
https://www.who.int/news%2Droom/fact%2Dsheets/detail/obesity%2Dand%2Doverweight
https://www.who.int/news%2Droom/fact%2Dsheets/detail/obesity%2Dand%2Doverweight
https://doi.org/10.1161/CIR.0000000000000973
https://doi.org/10.1161/CIR.0000000000000973
https://www.worldobesity.org/news/world%2Dobesity%2Datlas%2D2024
https://www.worldobesity.org/news/world%2Dobesity%2Datlas%2D2024
https://doi.org/10.1016/j.soard.2022.08.013
https://doi.org/10.1016/j.soard.2022.08.013
https://doi.org/10.1016/j.soard.2019.12.022
https://doi.org/10.1016/j.soard.2019.12.022
https://doi.org/10.1097/MLR.0000000000002113
https://doi.org/10.1097/MLR.0000000000002113
https://www.kff.org/public%2Dopinion/kff%2Dhealth%2Dtracking%2Dpoll%2Dprescription%2Ddrug%2Dcosts%2Dviews%2Don%2Dtrump%2Dadministration%2Dactions%2Dand%2Dglp%2D1%2Duse/
https://www.kff.org/public%2Dopinion/kff%2Dhealth%2Dtracking%2Dpoll%2Dprescription%2Ddrug%2Dcosts%2Dviews%2Don%2Dtrump%2Dadministration%2Dactions%2Dand%2Dglp%2D1%2Duse/
https://www.kff.org/public%2Dopinion/kff%2Dhealth%2Dtracking%2Dpoll%2Dprescription%2Ddrug%2Dcosts%2Dviews%2Don%2Dtrump%2Dadministration%2Dactions%2Dand%2Dglp%2D1%2Duse/
https://www.kff.org/public%2Dopinion/kff%2Dhealth%2Dtracking%2Dpoll%2Dprescription%2Ddrug%2Dcosts%2Dviews%2Don%2Dtrump%2Dadministration%2Dactions%2Dand%2Dglp%2D1%2Duse/
https://doi.org/10.7759/cureus.68376
https://doi.org/10.1093/eurheartj/ehz962
https://doi.org/10.1093/eurheartj/ehz962
https://doi.org/10.1001/jamacardio.2019.3780
https://doi.org/10.1001/jamacardio.2019.3780
https://doi.org/10.1016/j.jacc.2018.11.003
https://doi.org/10.1001/jama.2022.12567
https://doi.org/10.1001/jama.2022.12567
https://doi.org/10.1001/jamacardio.2023.3931
https://doi.org/10.1001/jamacardio.2023.3931
https://doi.org/10.1161/JAHA.122.028205
https://doi.org/10.1001/jamacardio.2023.0228
https://doi.org/10.1001/jamacardio.2023.0228
https://doi.org/10.1056/NEJMoa2206916
https://doi.org/10.1056/NEJMoa2206916
https://doi.org/10.1136/tc%2D2022%2D057907
https://doi.org/10.1136/tc%2D2022%2D057907
https://doi.org/10.1161/CIR.0000000000001303
https://doi.org/10.1161/CIR.0000000000001303
https://wonder.cdc.gov/mcd.html
https://www.cdc.gov/places/
https://world%2Dheart%2Dfederation.org/world%2Dheart%2Dobservatory/trends/
https://world%2Dheart%2Dfederation.org/world%2Dheart%2Dobservatory/trends/
https://doi.org/10.1016/j.cpcardiol.2024.102645
https://doi.org/10.1016/j.cpcardiol.2024.102645
https://doi.org/10.1001/jamanetworkopen.2023.45964
https://doi.org/10.1001/jamanetworkopen.2023.45964
https://doi.org/10.1016/j.jacadv.2024.101373
https://doi.org/10.1016/j.jacadv.2024.101373
https://doi.org/10.1161/CIRCULATIONAHA.121.054378
https://doi.org/10.1161/CIRCULATIONAHA.121.054378
https://doi.org/10.1016/j.jacc.2020.10.055
https://doi.org/10.1016/j.jacc.2020.10.055
https://doi.org/10.1016/j.ahj.2021.09.009
https://doi.org/10.1016/j.ahj.2021.09.009
https://doi.org/10.1161/JAHA.121.021061
https://doi.org/10.1016/j.jacc.2021.10.045
https://doi.org/10.1016/j.jacc.2021.10.045

34

Wadhera et al
Cardiovascular Statistics in the United States, 2026

61. Vaccarino V, Parsons L, Peterson ED,
Rogers WJ, Kiefe Cl, Canto J. Sex Differences in
mortality after acute myocardial infarction:
changes from 1994 to 2006. Arch Intern Med.
2009;169(19):1767-1774. https://doi.org/10.
1001/archinternmed.2009.332

62. Henry CM, Oseran AS, Zheng ZN, Dong H,
Wadhera RK. Cardiovascular hospitalizations and
mortality among adults aged 25-64 years in the
USA. Eur Heart J. 2024;45(23):1017-1026.
https://doi.org/10.1093/eurheartj/ehad772

63. Krumholz HM, Bradley EH, Nallamothu BK,
et al. A campaign to improve the timeliness of
primary percutaneous coronary intervention:
door-to-balloon: an alliance for quality. JACC
Cardiovasc Interv. 2008;1(1):97-104. https://doi.
0rg/10.1016/j.jcin.2007.10.006

64. Rao SV, O'Donoghue ML, Ruel M, et al. 2025
ACC/AHA/ACEP/NAEMSP/SCAI guideline for the
management of patients with acute coronary
syndromes: a report of the American College of
Cardiology/American Heart Association Joint
Committee on Clinical Practice Guidelines. J Am
Coll Cardiol. 2025;85(22):2135-2237. https://doi.
0rg/10.1016/j.jacc.2024.11.009

65. American College of Cardiology. Chest Pain -
MI Registry. Accessed December 16, 2025. https://
cvquality.acc.org/NCDR-Home/registries/hospital-
registries/chest-pain-mi-registry?gad_source=1
&gad_campaignid=20181433896&gbraid=0AA
AAADPUVmMAs_39r33uHgnOSPrPmUddFO&gclid
=CjOKCQjw58PGBhCkARISADbDilxbUM-ERQnN
WOUGBLIFMSX2KsYLeNNeuOfazZskKDvNjCizu9u
UusF2WDQaArfrEALw_wcB

66. American College of Cardiology. CathPCl Reg-
istry. Accessed December 16, 2025. https://
cvquality.acc.org/NCDR-Home/registries/hospital-
registries/cathpci-registry

67. American Heart Association. Get With The
Guidelines - Coronary Artery Disease. Accessed
December 16, 2025. https://www.heart.org/en/
professional/quality-improvement/get-with-the-
guidelines/get-with-the-guidelines-coronary-
artery-disease

68. Jacobs AK, Antman EM, Ellrodt G, et al.
Recommendation to develop strategies to in-
crease the number of ST-segment-elevation
myocardial infarction patients with timely access
to primary percutaneous coronary intervention.
Circulation. 2006;113(17):2152-2163. https://doi.
org/10.1161/CIRCULATIONAHA.106.174477

69. Bradley EH, Nallamothu BK, Herrin J, et al.
National efforts to improve door-to-balloon time
results from the door-to-balloon alliance. J Am
Coll Cardiol. 2009;54(25):2423-2429. https://
doi.org/10.1016/j.jacc.2009.11.003

70. Nallamothu BK, Krumholz HM, Peterson ED,
et al. Door-to-balloon times in hospitals within
the Get-With The-Guidelines Registry after initi-
ation of the Door-to-Balloon (D2B) Alliance. Am J
Cardiol. 2009;103(8):1051-1055. https://doi.org/
10.1016/j.amjcard.2008.12.030

71. Wilson BH, Humphrey AD, Cedarholm JC, et al.
Achieving sustainable first door-to-balloon times
of 90 minutes for regional transfer ST-segment
elevation myocardial infarction. JACC Cardiovasc
Interv. 2013;6(10):1064-1071. https://doi.org/10.
1016/j.jcin.2013.05.018

72. Sammour YM, Khan SU, Hong H, et al. Insti-
tutional variability in processes of care and out-
comes among patients with STEMI in the US.
JAMA Cardiol. 2025;10(8):787-796. https://doi.
org/10.1001/jamacardio.2025.1411

73. Desai NR, Udell JA, Wang Y, et al. Trends in
performance and opportunities for improvement
on a composite measure of acute myocardial
infarction care. Circ Cardiovasc Qual Outcomes.
2019;12(3):e004983. https://doi.org/10.1161/
CIRCOUTCOMES.118.004983

74. Wagas SA, Imran Z, Ali D, et al. CDC WONDER:
Trends in acute myocardial infarction mortality in
the United States From 1968 to 2021. JACC Adv.
2025;4(8):102010. https://doi.org/10.1016/j.
jacadv.2025.102010

75. Li H, Zheng J, Qian F, et al. Demographic and
regional trends of acute myocardial infarction-
related mortality among young adults in the US,
1999-2020. npj Cardiovasc Health. 2025;2:9.
https://doi.org/10.1038/s44325-025-00046-w

76. Krumholz HM, Normand ST, Wang Y. Twenty-
Year trends in outcomes for older adults with
acute myocardial infarction in the United States.
JAMA Netw Open. 2019;2(3):€191938. https://doi.
org/10.1001/jamanetworkopen.2019.1938

77. Gandhi S, Garratt KN, Li S, et al. Ten-year
trends in patient characteristics, treatments, and
outcomes in myocardial infarction from National
Cardiovascular Data Registry Chest Pain-MI Reg-
istry. Circ Cardiovasc Qual Outcomes. 2022;15(1):
e008112. https://doi.org/10.1161/CIRCOUT-
COMES.121.008112

78. Bozkurt B, Ahmad T, Alexander K, et al. HF
STATS 2024: heart failure epidemiology and
outcomes statistics an updated 2024 report from
the Heart Failure Society of America. J Card Fail.
2025;31(1):66-116. https://doi.org/10.1016/j.
cardfail.2024.07.001

79. Rethy L, Petito LC, Vu THT, et al. Trends in
the prevalence of self-reported heart failure by
race/ethnicity and age from 2001 to 2016. JAMA
Cardiol. 2020;5(12):1425-1429. https://doi.org/
10.1001/jamacardio.2020.3654

80. Roth GA, Johnson CO, Leong DP, et al. Global
Burden of Cardiovascular Diseases Collaboration.
The burden of cardiovascular diseases among US
states, 1990-2016. JAMA Cardiol. 2018;3(5):375-
389. https://doi.org/10.1001/jamacardio.2018.
0385

81. Greene SJ, Butler J, Albert NM, et al. Medical
therapy for heart failure with reduced ejection
fraction: the CHAMP-HF Registry. J Am Coll Car-
diol. 2018;72(4):351-366.  https://doi.org/10.
1016/j.jacc.2018.04.070

82, Greene SJ, Fonarow GC, DeVore AD, et al.
Titration of medical therapy for heart failure with
reduced ejection fraction. J Am Coll Cardiol.
2019;73(19):2365-2383. https://doi.org/10.1016/
jjacc.2019.02.015

83. Greene SJ, Ayodele |, Pierce JB, et al. Eligi-
bility and projected benefits of rapid initiation of
quadruple therapy for newly diagnosed heart
failure. JACC Heart Fail. 2024;12(8):1365-1377.
https://doi.org/10.1016/j.jchf.2024.03.001

84. Pierce JB, Vaduganathan M, Fonarow GC,
et al. Contemporary use of sodium-glucose

JACC vOL. B, NO. W, 2026
W, 2026:H-H

cotransporter-2 inhibitor therapy among pa-
tients hospitalized for heart failure with
reduced ejection fraction in the US: The Get
With The Guidelines-Heart Failure Registry.
JAMA Cardiol. 2023;8(7):652-661. https://doi.
org/10.1001/jamacardio.2023.1266

85. Dharmarajan K, Wang Y, Lin Z, et al. Associ-
ation of changing hospital readmission rates with
mortality rates after hospital discharge. JAMA.
2017;318(3):270-278.  https://doi.org/10.1001/
jama.2017.8444

86. Khera R, Dharmarajan K, Wang Y, et al. As-
sociation of the hospital readmissions reduction
program with mortality during and after hospi-
talization for acute myocardial infarction, heart
failure, and pneumonia. JAMA Netw Open.
2018;1(5):e182777. https://doi.org/10.1001/
jamanetworkopen.2018.2777

87. Ryan AM, Krinsky S, Maurer KA, Dimick JB.
Changes in hospital quality associated with hos-
pital value-based purchasing. N Engl J Med.
2017;376(24):2358-2366. https://doi.org/10.
1056/NEJMsa1613412

88. Wadhera RK, Joynt Maddox KE. Policy
strategies to advance cardiovascular health in
the United States-building on a century of
progress. Circ Cardiovasc Qual Outcomes.
2024;17(4):e010149. https://doi.org/10.1161/
CIRCOUTCOMES.123.010149

89. Wadhera RK, Joynt Maddox KE, Kazi DS,
Shen C, Yeh RW. Hospital revisits within 30 days
after discharge for medical conditions targeted by
the hospital readmissions reduction program in
the United States: national retrospective analysis.
BMJ. 2019;366:14563. https://doi.org/10.1136/
bmj.14563

90. Wadhera RK, Yeh RW, Joynt Maddox KE. The
hospital readmissions reduction program - time
for a reboot. N Engl J Med. 2019;380(24):2289-
2291. https://doi.org/10.1056/NEJMp1901225

91. Sayed A, Abramov D, Fonarow GC, et al. Re-
versals in the decline of heart failure mortality in
the US, 1999 to 2021. JAMA Cardiol. 2024;9(6):
585-589. https://doi.org/10.1001/jamacardio.
2024.0615

92. Yan BW, Arun AS, Curtis LH, et al. JACC data
report: cardiovascular disease mortality trends in
the United States (1999-2023). J Am Coll Cardiol.
2025;85(25):2495-2498. https://doi.org/10.
1016/j.jacc.2025.05.018

93. Writing Committee Members. HF STATS 2025:
heart failure epidemiology and outcomes statis-
tics an updated 2025 report from the
Heart Failure Society of America. J Card Fail.
2025. https://doi.org/10.1016/j.cardfail.2025.07.
007

94. Agarwal MA, Fonarow GC, Ziaeian B. National
trends in heart failure hospitalizations and read-
missions from 2010 to 2021. JACC Heart Fail.
2025;13(1):175-178. https://doi.org/10.1016/j.
jchf.2024.08.016

95. Shah KS, Xu H, Matsouaka RA, et al. Heart
failure with preserved, borderline, and reduced
ejection fraction: 5-year outcomes. J Am Coll
Cardiol. 2017;70(20):2476-2486. https://doi.org/
10.1016/j.jacc.2017.08.074


https://doi.org/10.1001/archinternmed.2009.332
https://doi.org/10.1001/archinternmed.2009.332
https://doi.org/10.1093/eurheartj/ehad772
https://doi.org/10.1016/j.jcin.2007.10.006
https://doi.org/10.1016/j.jcin.2007.10.006
https://doi.org/10.1016/j.jacc.2024.11.009
https://doi.org/10.1016/j.jacc.2024.11.009
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/chest%2Dpain%2Dmi%2Dregistry?gad_source%3D1%26amp;amp%3Bgad_campaignid%3D20181433896%26amp;amp%3Bgbraid%3D0AAAAADPUVmAs_39r33uHgn0SPrPmUddFO%26amp;amp%3Bgclid%3DCj0KCQjw58PGBhCkARIsADbDilxbUM%2DERQnW9U6LIFmSX2KsYLeNNeuOfaZsKDvNjCizu9uUusF2WDQaAr
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/chest%2Dpain%2Dmi%2Dregistry?gad_source%3D1%26amp;amp%3Bgad_campaignid%3D20181433896%26amp;amp%3Bgbraid%3D0AAAAADPUVmAs_39r33uHgn0SPrPmUddFO%26amp;amp%3Bgclid%3DCj0KCQjw58PGBhCkARIsADbDilxbUM%2DERQnW9U6LIFmSX2KsYLeNNeuOfaZsKDvNjCizu9uUusF2WDQaAr
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/chest%2Dpain%2Dmi%2Dregistry?gad_source%3D1%26amp;amp%3Bgad_campaignid%3D20181433896%26amp;amp%3Bgbraid%3D0AAAAADPUVmAs_39r33uHgn0SPrPmUddFO%26amp;amp%3Bgclid%3DCj0KCQjw58PGBhCkARIsADbDilxbUM%2DERQnW9U6LIFmSX2KsYLeNNeuOfaZsKDvNjCizu9uUusF2WDQaAr
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/chest%2Dpain%2Dmi%2Dregistry?gad_source%3D1%26amp;amp%3Bgad_campaignid%3D20181433896%26amp;amp%3Bgbraid%3D0AAAAADPUVmAs_39r33uHgn0SPrPmUddFO%26amp;amp%3Bgclid%3DCj0KCQjw58PGBhCkARIsADbDilxbUM%2DERQnW9U6LIFmSX2KsYLeNNeuOfaZsKDvNjCizu9uUusF2WDQaAr
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/chest%2Dpain%2Dmi%2Dregistry?gad_source%3D1%26amp;amp%3Bgad_campaignid%3D20181433896%26amp;amp%3Bgbraid%3D0AAAAADPUVmAs_39r33uHgn0SPrPmUddFO%26amp;amp%3Bgclid%3DCj0KCQjw58PGBhCkARIsADbDilxbUM%2DERQnW9U6LIFmSX2KsYLeNNeuOfaZsKDvNjCizu9uUusF2WDQaAr
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/chest%2Dpain%2Dmi%2Dregistry?gad_source%3D1%26amp;amp%3Bgad_campaignid%3D20181433896%26amp;amp%3Bgbraid%3D0AAAAADPUVmAs_39r33uHgn0SPrPmUddFO%26amp;amp%3Bgclid%3DCj0KCQjw58PGBhCkARIsADbDilxbUM%2DERQnW9U6LIFmSX2KsYLeNNeuOfaZsKDvNjCizu9uUusF2WDQaAr
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/chest%2Dpain%2Dmi%2Dregistry?gad_source%3D1%26amp;amp%3Bgad_campaignid%3D20181433896%26amp;amp%3Bgbraid%3D0AAAAADPUVmAs_39r33uHgn0SPrPmUddFO%26amp;amp%3Bgclid%3DCj0KCQjw58PGBhCkARIsADbDilxbUM%2DERQnW9U6LIFmSX2KsYLeNNeuOfaZsKDvNjCizu9uUusF2WDQaAr
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/chest%2Dpain%2Dmi%2Dregistry?gad_source%3D1%26amp;amp%3Bgad_campaignid%3D20181433896%26amp;amp%3Bgbraid%3D0AAAAADPUVmAs_39r33uHgn0SPrPmUddFO%26amp;amp%3Bgclid%3DCj0KCQjw58PGBhCkARIsADbDilxbUM%2DERQnW9U6LIFmSX2KsYLeNNeuOfaZsKDvNjCizu9uUusF2WDQaAr
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/cathpci%2Dregistry
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/cathpci%2Dregistry
https://cvquality.acc.org/NCDR%2DHome/registries/hospital%2Dregistries/cathpci%2Dregistry
https://www.heart.org/en/professional/quality%2Dimprovement/get%2Dwith%2Dthe%2Dguidelines/get%2Dwith%2Dthe%2Dguidelines%2Dcoronary%2Dartery%2Ddisease
https://www.heart.org/en/professional/quality%2Dimprovement/get%2Dwith%2Dthe%2Dguidelines/get%2Dwith%2Dthe%2Dguidelines%2Dcoronary%2Dartery%2Ddisease
https://www.heart.org/en/professional/quality%2Dimprovement/get%2Dwith%2Dthe%2Dguidelines/get%2Dwith%2Dthe%2Dguidelines%2Dcoronary%2Dartery%2Ddisease
https://www.heart.org/en/professional/quality%2Dimprovement/get%2Dwith%2Dthe%2Dguidelines/get%2Dwith%2Dthe%2Dguidelines%2Dcoronary%2Dartery%2Ddisease
https://doi.org/10.1161/CIRCULATIONAHA.106.174477
https://doi.org/10.1161/CIRCULATIONAHA.106.174477
https://doi.org/10.1016/j.jacc.2009.11.003
https://doi.org/10.1016/j.jacc.2009.11.003
https://doi.org/10.1016/j.amjcard.2008.12.030
https://doi.org/10.1016/j.amjcard.2008.12.030
https://doi.org/10.1016/j.jcin.2013.05.018
https://doi.org/10.1016/j.jcin.2013.05.018
https://doi.org/10.1001/jamacardio.2025.1411
https://doi.org/10.1001/jamacardio.2025.1411
https://doi.org/10.1161/CIRCOUTCOMES.118.004983
https://doi.org/10.1161/CIRCOUTCOMES.118.004983
https://doi.org/10.1016/j.jacadv.2025.102010
https://doi.org/10.1016/j.jacadv.2025.102010
https://doi.org/10.1038/s44325%2D025%2D00046%2Dw
https://doi.org/10.1001/jamanetworkopen.2019.1938
https://doi.org/10.1001/jamanetworkopen.2019.1938
https://doi.org/10.1161/CIRCOUTCOMES.121.008112
https://doi.org/10.1161/CIRCOUTCOMES.121.008112
https://doi.org/10.1016/j.cardfail.2024.07.001
https://doi.org/10.1016/j.cardfail.2024.07.001
https://doi.org/10.1001/jamacardio.2020.3654
https://doi.org/10.1001/jamacardio.2020.3654
https://doi.org/10.1001/jamacardio.2018.0385
https://doi.org/10.1001/jamacardio.2018.0385
https://doi.org/10.1016/j.jacc.2018.04.070
https://doi.org/10.1016/j.jacc.2018.04.070
https://doi.org/10.1016/j.jacc.2019.02.015
https://doi.org/10.1016/j.jacc.2019.02.015
https://doi.org/10.1016/j.jchf.2024.03.001
https://doi.org/10.1001/jamacardio.2023.1266
https://doi.org/10.1001/jamacardio.2023.1266
https://doi.org/10.1001/jama.2017.8444
https://doi.org/10.1001/jama.2017.8444
https://doi.org/10.1001/jamanetworkopen.2018.2777
https://doi.org/10.1001/jamanetworkopen.2018.2777
https://doi.org/10.1056/NEJMsa1613412
https://doi.org/10.1056/NEJMsa1613412
https://doi.org/10.1161/CIRCOUTCOMES.123.010149
https://doi.org/10.1161/CIRCOUTCOMES.123.010149
https://doi.org/10.1136/bmj.l4563
https://doi.org/10.1136/bmj.l4563
https://doi.org/10.1056/NEJMp1901225
https://doi.org/10.1001/jamacardio.2024.0615
https://doi.org/10.1001/jamacardio.2024.0615
https://doi.org/10.1016/j.jacc.2025.05.018
https://doi.org/10.1016/j.jacc.2025.05.018
https://doi.org/10.1016/j.cardfail.2025.07.007
https://doi.org/10.1016/j.cardfail.2025.07.007
https://doi.org/10.1016/j.jchf.2024.08.016
https://doi.org/10.1016/j.jchf.2024.08.016
https://doi.org/10.1016/j.jacc.2017.08.074
https://doi.org/10.1016/j.jacc.2017.08.074

JACC voL. B, NO. W, 2026
W, 2026:H-1

96. Keshvani N, Shah S, Ayodele |, et al. Sex dif-
ferences in long-term outcomes following acute
heart failure hospitalization: findings from the Get
With The Guidelines-Heart Failure Registry. Eur J
Heart Fail. 2023;25(9):1544-1554. https://doi.
0rg/10.1002/ejhf.3003

97. McDermott MM, Guralnik JM, Tian L, et al.
Associations of borderline and low normal ankle-
brachial index values with functional decline at
5-year follow-up: the WALCS (Walking and Leg
Circulation Study). J Am Coll Cardiol. 2009;53(12):
1056-1062. https://doi.org/10.1016/j.jacc.2008.
09.063

98. Gerhard-Herman MD, Gornik HL, Barrett C,
et al. 2016 AHA/ACC guideline on the manage-
ment of patients with lower extremity peripheral
artery disease: a report of the American College of
Cardiology/American Heart Association Task
Force on Clinical Practice Guidelines. J Am Coll
Cardiol. 2017;69(11):e71-e126. https://doi.org/10.
1016/j.jacc.2016.11.007

99. Allison MA, Ho E, Denenberg JO, et al.
Ethnic-specific prevalence of peripheral arterial
disease in the United States. Am J Prev Med.
2007;32(4):328-333.  https://doi.org/10.1016/j.
amepre.2006.12.010

100. Kalbaugh CA, Kucharska-Newton A, Wruck L,
et al. Peripheral artery disease prevalence and
incidence estimated from both outpatient and
inpatient settings among Medicare fee-for-service
beneficiaries in the Atherosclerosis Risk in Com-
munities (ARIC) Study. J Am Heart Assoc.
2017;6(5):e00379. https://doi.org/10.1161/JAHA.
116.003796

101. Writing Committee Members, Gornik HL,
Aronow HD, Goodney PP, et al. 2024 ACC/AHA/
AACVPR/APMA/ABC/SCAI/SVM/SVN/SVS/SIR/

VESS guideline for the management of lower ex-
tremity peripheral artery disease: a report of the
American College of Cardiology/American Heart
Association Joint Committee on Clinical Practice
Guidelines. J Am Coll Cardiol. 2024;83(24):2497-
2604. https://doi.org/10.1016/j.jacc.2024.02.013

102. Smolderen KG, Romain G, Provance JB, et al.
Guideline-directed medical therapy and long-
term mortality and amputation outcomes in pa-
tients undergoing peripheral vascular in-
terventions. JACC Cardiovasc Interv. 2023;16(3):

332-343. https://doi.org/10.1016/j.jcin.2022.09.
022

103. Chang M, O'Brien-Irr MS, Shaw JF, et al.
Optimal medical management in patients under-
going peripheral vascular interventions for
chronic limb-threatening ischemia is associated
with improved outcomes. J Vasc Surg. 2023;78(2):
490-497. https://doi.org/10.1016/j.jvs.2023.04.
025

104. Geiss LS, Li Y, Hora I, Albright A, Rolka D,
Gregg EW. Resurgence of diabetes-related non-
traumatic lower-extremity amputation in the
young and middle-aged adult U.S. population.
Diabetes Care. 2019;42(1):50-54. https://doi.org/
10.2337/dc18-1380

105. Agarwal S, Sud K, Shishehbor MH. Nation-
wide trends of hospital admission and outcomes
among critical limb ischemia patients: from
2003-2011. J Am Coll Cardiol. 2016;67(16):
1901-1913.  https://doi.org/10.1016/j.jacc.2016.
02.040

106. Mentias A, Vaughan-Sarrazin M, Saad M,
Girotra S. Sex differences in management and
outcomes of critical limb ischemia in the Medicare
population. Circ Cardiovasc Interv. 2020;13(10):
e009459. https://doi.org/10.1161/CIRCINTER-
VENTIONS.120.009459

107. Arya S, Binney Z, Khakharia A, et al. Race and
socioeconomic status independently affect risk of
major amputation in peripheral artery disease.
J Am Heart Assoc. 2018;7(2):e007425. https://
doi.org/10.1161/JAHA.117.007425

108. Govsyeyev N, Nehler MR, Low Wang CC,
et al. Etiology and outcomes of amputation in
patients with peripheral artery disease in the
EUCLID trial. J Vasc Surg. 2022;75(2):660-670.
e3. https://doi.org/10.1016/].jvs.2021.08.096

109. Centers for Disease Control and Prevention
and National Center for Health Statistics. National
Vital Statistics System: public use data file docu-
mentation: mortality multiple cause-of-death
micro-data  files  (unpublished).  Accessed
December 17, 2025. https://cdc.gov/nchs/nvss/
mortality_public_use_data.htm

110. National Center for Health Statistics. Sum-
mary health statistics tables for U.S. Adults: Na-
tional Health Interview Survey, 2018. Accessed

Wadbhera et al
Cardiovascular Statistics in the United States, 2026

December 17, 2025. https://www.cdc.gov/nchs/
fastats/stroke.htm

111. Imoisili OE, Chung A, Tong X, Hayes DK,
Loustalot F. Prevalence of stroke - behavioral risk
factor surveillance system, United States, 2011-
2022. MMWR Morb Mortal Wkly Rep.
2024,;73(20):449-455. https://doi.org/10.15585/
mmwr.mm7320al

112. Xian Y, Li S, Jiang T, et al. Twenty years of
sustained improvement in quality of care and
outcomes for patients hospitalized with stroke or
transient ischemic attack: data from the Get With
The  Guidelines-Stroke ~ Program.  Stroke.
2024;55(11):2599-2610. https://doi.org/10.1161/
STROKEAHA.124.048174

113. Kim JA, Herman A, Shrader P, et al. National
versus state-level racial disparities in acute
stroke interventions using Get With The
Guidelines-Stroke data. Stroke. 2025;56(10):
2945-2956. https://doi.org/10.1161/STROKEAHA.
124.050446

114. Reeves MJ, Fonarow GC, Smith EE, Sheth KN,
Messe SR, Schwamm LH. Twenty years of Get
With The Guidelines-Stroke: celebrating past
successes, lessons learned, and future challenges.
Stroke. 2024;55(6):1689-1698. https://doi.org/
10.1161/STROKEAHA.124.046527

115. National Center for Health Statistics. Deaths:
leading causes for 2023. Accessed December 17,
2025. https://stacks.cdc.gov/view/cdc/174607/
cdc_174607_DS1.pdf

116. Ananth CV, Brandt JS, Keyes KM, Graham HL,
Kostis JB, Kostis WJ. Epidemiology and trends in
stroke mortality in the USA, 1975-2019. Int J
Epidemiol. 2023;52(3):858-866. https://doi.org/
10.1093/ije/dyac210

117. Centers for Disease Control and Prevention.
National Vital Statistics System, Provisional Mor-
tality on CDC WONDER Online Database 2023.
Accessed December 17, 2025. https://www.cdc.
gov/nchs/nvss/index.htm

KEY WORDS cardiometabolic health,
cardiovascular disease, cardiovascular risk
factors, epidemiology, health care quality,
mortality, United States

35


https://doi.org/10.1002/ejhf.3003
https://doi.org/10.1002/ejhf.3003
https://doi.org/10.1016/j.jacc.2008.09.063
https://doi.org/10.1016/j.jacc.2008.09.063
https://doi.org/10.1016/j.jacc.2016.11.007
https://doi.org/10.1016/j.jacc.2016.11.007
https://doi.org/10.1016/j.amepre.2006.12.010
https://doi.org/10.1016/j.amepre.2006.12.010
https://doi.org/10.1161/JAHA.116.003796
https://doi.org/10.1161/JAHA.116.003796
https://doi.org/10.1016/j.jacc.2024.02.013
https://doi.org/10.1016/j.jcin.2022.09.022
https://doi.org/10.1016/j.jcin.2022.09.022
https://doi.org/10.1016/j.jvs.2023.04.025
https://doi.org/10.1016/j.jvs.2023.04.025
https://doi.org/10.2337/dc18%2D1380
https://doi.org/10.2337/dc18%2D1380
https://doi.org/10.1016/j.jacc.2016.02.040
https://doi.org/10.1016/j.jacc.2016.02.040
https://doi.org/10.1161/CIRCINTERVENTIONS.120.009459
https://doi.org/10.1161/CIRCINTERVENTIONS.120.009459
https://doi.org/10.1161/JAHA.117.007425
https://doi.org/10.1161/JAHA.117.007425
https://doi.org/10.1016/j.jvs.2021.08.096
https://cdc.gov/nchs/nvss/mortality_public_use_data.htm
https://cdc.gov/nchs/nvss/mortality_public_use_data.htm
https://www.cdc.gov/nchs/fastats/stroke.htm
https://www.cdc.gov/nchs/fastats/stroke.htm
https://doi.org/10.15585/mmwr.mm7320a1
https://doi.org/10.15585/mmwr.mm7320a1
https://doi.org/10.1161/STROKEAHA.124.048174
https://doi.org/10.1161/STROKEAHA.124.048174
https://doi.org/10.1161/STROKEAHA.124.050446
https://doi.org/10.1161/STROKEAHA.124.050446
https://doi.org/10.1161/STROKEAHA.124.046527
https://doi.org/10.1161/STROKEAHA.124.046527
https://stacks.cdc.gov/view/cdc/174607/cdc_174607_DS1.pdf
https://stacks.cdc.gov/view/cdc/174607/cdc_174607_DS1.pdf
https://doi.org/10.1093/ije/dyac210
https://doi.org/10.1093/ije/dyac210
https://www.cdc.gov/nchs/nvss/index.htm
https://www.cdc.gov/nchs/nvss/index.htm

ARTICLE IN PRESS

36 JACC voL. W, NO. W, 2026

W, 2026:H-H

Wadhera et al
Cardiovascular Statistics in the United States, 2026

Hypertension-related CV deaths in
the US, per 100,00 people, 2000-2019

HYPERTENSION

B Hypertension affects

nearly 1in 2 US adults. Age 265 years
500 == Male
B Despite the availability — Overall
of effective therapies, 400 — Female
treatment and control
rates have stagnated
300
over the past 15 years.
R I s K B Hypertension-related 75 (EDEERTIEIE
CV deaths in the US have 50 /
F A c T o R s nearly doubled in the . e
past 20 years.
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Diabetes Prevalence Among Obesity Prevalence Among
DIABETES US Adults, 2009-2023 ©BESIVY US Adults, 2011-2023
m Diabetes prevalance 20% m Obesity affects over 50%
has increased in the 40% of US adults, with 40%
past 15 years, with sharp rates climbing across 30%
rises seen among 10% all demographics. s
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m Despite transforma-
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Overall Income Income =
O Il Male F |
® Only about half of GO SRR advances and effective veral ale Female
adults with diabetes behavioral and surgical 60%
achieve glycemic treatments, obesity care 50%
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control. remains profoundly 40%
underutilized.
m Age-adjusted 30%
mortality related to 10% m Stark differences 20%
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is a proven strategy to effective lipid-lowering therapies, m Cigarette smoking 25%
reduce ASCVD risk, the they remain underused. among US adults
majority of high-risk adults i i
ority . g L m Significant racial and sex- claelee S Y
do not achieve guideline- N . from 2009 to 2023.
based differences in statin
recommended targets. . I
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CORONARY

HEART
DISEASE

B Coronary heart disease (CHD)

affects over 20.5 million adults.

B Coronary artery disease
(CAD) rates have steadily
increased since 2019, and only 1
in 2 individuals receives optimal
medical therapy.

B Mortality from CAD
decreased by approximately
50% between 2000 and 2020.

BURDEN
&

CHD affects over
20.5 million US adults.

CHD causes over 370,000
deaths in the US each year.

~/

CHD prevalence has
increased among most
subgroups since 2019.

) |
[
Prevalence of CHD varies
substantially by county.
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QUALITY OF CARE

In 1999-2020, lipid lowering therapy use increased
increased significantly, but marked disparities were
evident. Only about half of eligible CHD patients
received optimal treatment.

Use of lipid lowering therapy, 1999-2020
80%

60%

40%
1999 2020

Use of optimal medical treatment, 2011-2020
60%

40%
20M 2020

Black == Hispanic or Latino == Overall == White

MORTALITY

From 2000 to 2020, age-standardized mortality rates
for CAD declined, highlighting the gains made through
risk factor management and treatment. CAD remains a
leading cause of death in the US.

Age-standardized mortality rates for
coronary artery disease per 100,000 people

All

Male Female
3@ 9@ @
Black White Hispanic

© 2000 @ 2020
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ACUTE QUALITY OF CARE
Between 2010 and 2017, the proportion of patients receiving
M Y o c A R D | A L defect-free AMI care increased across all sociodemographic
groups. But nearly 1in 4 patients still did not receive optimal
I N F A R c T I o N comprehensive care by 2017.
STEMI process measures
and risk-adjusted NSTEMI management
mortality rates (RAMR) strategy and RAMR
B Acute myocardial infarction 120 3% 2% 100%
(AMI) hospitalizations and ) I TULLLL ] |
mortality have declined in the 2 e e
<z fm.
US. However, hospitalizations of £ 80 SSmmmmmaaaas g ®
younger adults have recently ﬂé gﬂ
risen. = 60 =~ 1% 50% §
o g
B Quality-improvement 9 1% _— @
R . =
initiatives require broader and 20
more equitable implementation RAMR, %
" [¢] 0%
to ensure progress benefits all 2009 2012 2015 2018 2009 2012 2015 2018
RatSnts. == D2B, transfer in RAMR W CABG M Medically managed
B Persistent, widening ==+ FMC-to-balloon PCI - RAMR
disparities now threaten =— D2B, direct arrival
hard-won gains.
BURDEN MORTALITY
Age-adjusted mortality rates declined sharply between 1968
and 2019. In-hospital mortality and 30-day readmissions among
AMI hospitalizations declined in Medicare beneficiaries declined markedly from 1995 to 2014.
the US from 2004 to 2010,
followed by relative Age-adjusted mortality
stabilization into 2018. rate for AMI by sex In-hospital mortality and
ICD-8  I1CD-9 oo 30-day readmissions for AMI
o
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A o 20
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shock rose between 3 S
2004 and 2018. o 5 10
> 200 3
E’
7 :
= o 0o
E:‘e"?;"? d:fa suigeft e AZ" 1970 1990 2010 1995 2000 2005 2010 2014
Sl ) jsllnc'::s:4 - Male ~- Female - All-cause 30-day
SHiongiyoungera it = Overall readmission rate, %
years) between 2008 and 2019.
== |n-hospital mortality, %
Cardlovascular Statistics In the United States, 2026: JACC Stats @JACC




ARTICLE IN PRESS

JACC voL. B, NO. W, 2026 Wadhera et al
MW, 2026:H-0 Cardiovascular Statistics in the United States, 2026

QUALITY OF CARE

Use of guideline-directed medical therapies is improving over

H E A R T time but remains suboptimal. From 2015 to 2017, 1% of eligible
patients with HFrEF received target doses of three classes of
F A I L U R E medications (ACE/ARB/ARNI, beta-blocker, and MRA).

Guideline-directed medical therapy use among chronic
HFrEF patients in US Outpatient Practice, 2023

® Heart failure (HF) affects ACEI/ARB 59.9% |

approximately 6.7 million US adults,

and prevalence varies across ArN R |
demographics and geography. acey/are/arn [T 105 | 1%

B After years of decline, heart
) : ) Beta-blocker 66.8% e o>
failure-related mortality has risen

since 201, with sharp increases v I IO |

during the COVID-19 pandemic.

. . B Treated I No contraindication [ Contraindication
B Among heart failure with and not treated

reduced ejection fraction (HFrEF)

patients, guideline-directed

medical therapy use is improving

but still underused. MORTALITY

Age-adjusted HF mortality rates declined from 1999 to 2011,
but have since reversed in trajectory. Median life expectancy
BURDEN for those with HF is markedly lower than age- and

[ ] sex-matched peers in the general population.

)

. Overall age-adjusted mortality related to HF, 1999-2021
HF affects approximately

6.7 million Americans over 2o L
20 years of age. = 8 100

2o
22 90

s Q

(0]
1999 2005 2010 2015 2021
HF prevalence progressively

rises with each decade of life. Median life expectancy among Medicare beneficiaries

About 1in 11 adults aged hospitalized for HF compared with the general population
65 and older has HF.

=20,
]
.. 5 15
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g 5
HF is nearly 3 times more 3
7 s il 'l B B | B W om
prevalent in younger Black E M E M Sex F M E M
adults (aged 34-64) than in 65-69 70-74 Age 75-79 80-84
vounaspWhiteladults: HFrEF W HFmrEF B HFpEF Median US life expectancy
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PERIPHERAL

ARTERY
DISEASE

m Lower extremity peripheral artery
disease (PAD), defined as an ankle-
brachial index <0.9, is common yet
underdiagnosed.

m PAD is the most common initial
manifestation of CV disease in people
with Type 2 diabetes, and more than 13%
of patients with PAD and Type 2 diabetes
experience adverse limb events.

m Nearly half of patients with PAD
undergoing peripheral vascular
interventions (PVI) were discharged
without full guideline directed medical
therapy (GDMT) (e.g., statin, anti-
platelet, and ACE inhibitor or ARB).

BURDEN

i

PAD affects approximately
1in 14 US adults.

-~

Major amputation above the
ankle occurs in roughly 1in 10
patients with chronic limb-
threatening ischemia (CLTI).

X

PAD prevalence rises
sharply with age.

o
PAD prevalence in Black men is
more than twice that of men in
other racial groups by age 60.
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QUALITY OF CARE

Nearly half of PAD patients undergoing PVI are discharged without
full GDMT—a statin, antiplatelet, and ACE inhibitor or ARB.

While GDMT use for CLTI patients who underwent PVI increased
modestly from 2012 to 2016, only 40% of all patients received all
recommended therapies.

In 2011, more than 1in 10 patients hospitalized with CLTI underwent
major amputation above the ankle.

Major amputation and mortality rates among CLTI patients

17%
15%
13%
1%
9%
7%

5%\

3%
<] H \ o N
O O O ($) O
R o o ) v
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== Major amputation - Death

MORTALITY

In 2022 about 60,000 deaths mentioned PAD in any cause-of-death
field, compared with 11,596 that listed PAD as the underlying cause.
The corresponding age-adjusted mortality was 2.7 per 100,000 in
2022, higher in men than in women, and highest in Black adults.
These figures likely underestimate the true burden.

PAD mortality rates, 2022

National mean 2.7
Black males

Black females

White males

All males

White females

All females

Hispanic males
American Indian/AN*
Hispanic females
Asian males

Asian females m——)
1 2 3 4

Age-adjusted mortality per 100,000

hllum.

*Alaskan native
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STROKE

B Stroke affects nearly 7.8 million
US adults, with prevalence highest
among American Indian, Alaska
Native, and Black adults, as well as
Southeast residents.

B Stroke accounted for nearly 1in
20 deaths in 2023. Age-adjusted
mortality has declined substantially
since 1975 but shows signs of
reversal since 2013, especially among
Black and middle-aged adults.

B Quality of stroke care has
improved markedly over the past
two decades. While some quality
metrics have plateaued,
opportunities remain to reduce
door-to-needle times and address
disparities.

BURDEN

Stroke is the fifth leading
cause of death in the US.

i

Each year about 795,000
people in the US experience
a new or recurrent stroke.

g

Men aged 60-79 years exhibit
a higher prevalence of stroke
than women the same age.
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% of patients

45

QUALITY OF CARE

Stroke quality of care has improved substantially over the past two
decades. Timeliness of acute stroke care remains an area for
improvement. About one-quarter of patients receiving intravenous
thrombolysis experience door-to-needle times >60 minutes, missing
the benchmark.

Rates of stroke treatment, 2003-2022 - Patients with ischemic
stroke and atrial

100%

fibrillation (AF) receiving

90% anticoagulation

80% == Patients with transient
ischemic attack (TIA;

70% ischemic a .af: ( .)
andAF receiving anti-

60% coagulation

50% == Patients with acute

20% ischemic stroke receiving
door-to-needle time

30% <60 min

20% == Patients with door-to-CT
time <25 min for intra-

10% cranial hemorrhage

2003 2009 2015 2022

assessment

MORTALITY

Following a decades long decline in age-adjusted mortality from
stroke, the trend has reversed in recent years. Men experience higher
stroke mortality rates than women, though women account for more
total stroke deaths because of their greater longevity. Black adults
experience higher rates relative to other groups.

Age-adjusted US stroke mortality rates per 100,000 population, 2011-2023
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