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Table B. Deaths and death rates for 2010, and age-adjusted death rates and percent changes from 2009 to 2010, for
the 15 leading causes of death: United States, final 2009 and preliminary 2010
[Data based on a continuous file of records received from the states. Rates are per 100,000 population. Rates are based on populations enumerated in the 2010 U.S. census

as of April 1 for 2010 and estimated as of July 1 for 2009. Age-adjusted rates per 100,000 U.S. standard population are based on the year 2000 standard; see “Technical
Notes." For explanation of asterisks (*) preceding cause-of-death codes, see “Technical Notes." Figures for 2010 are based on weighted data rounded to the nearest individual,

so categories may not add to totals]

Age-adjusted death rate

Cause of death (based on the International Classification of Diseases, Death Percent

Rank’ Tenth Revision, Second Edition, 2004) Number rate 2010 20092 change
e Al CAUSES . . .o v e 2,465,932 798.7 746.2 749.6 -0.5
1 Diseases of heart . . . ... ..o v v (100-109,111,113,120-151) 595,444 192.9 1785 182.8 -24
2 Malignant neoplasms . . .. . ... .o oo (Co0-C97) 573,855 185.9 1726 173.5 -0.6
3 Chronic lower respiratory diseases. . . ... ............. .. J40-J47) 137,789 44.6 421 427 -1.4
4 Cercbrovascular diseases . . ... v v v (160-169) 129,180 41.8 39.0 39.6 -1.5
5 Accidents (unintentional injuries) . .. ... ... oL (V01-X59,Y85-Y86)® 118,043 38.2 3741 37.5 -1.1
6 AIZRGTMEIS diBBaS0. -« « v vie woom & @ ove W s o o B s Boe R e (G30) 83,308 27.0 25.0 24.2 33
7 Diabetesmalitiis .« v = 0w von v v v am v om v am o as e (E10-E14) 68,905 223 20.8 21.0 -1.0
8 Nephritis, nephrotic syndrome and nephrosis . . (NOO-NO7,N17-N19,N25-N27) 50,472 16.3 15.3 15.1 1.3
9 Influenza and PREUMOoNIa « v« v v v v v e oot e (Jog-J18)* 50,003 16.2 15.1 16.5 -8.5
10 Intentional self-harm (suicide) . . . .. ............. . (X60-X84,Y87.0) 37,793 12.2 11.9 1.8 0.8
1 BepticBmia: v vu v s v an v v o v s s e s o @ e B (A40-A41) 34,843 1.3 10.6 1.0 -3.6
12 Chronic liver disease and cirthosis . . . . .. ... ... ... .. (K70,K73-K74) 31,802 10.3 9.4 9.1 3.3
13 Essential hypertension and hypertensive renal disease . . . .. .. (110,112,15) 26,577 8.6 79 7.8 1.3
14 ParldiSon's HISEASE: « ¢ v v oo v os v om 5 s 5 v @ o W e w (G20-G21) 21,963 71 6.8 6.5 4.6
15 Pneumonitis due to solids and liquids . . ... ............... (J69) 17,001 55 5.1 49 41

Allother causes. . ... .o v v e et e i s

(residual)

488,954 158.5

... Category not applicable.
'Based on number of deaths.
2Rates are revised and may differ from rates previously published; see “Technical Notes."

3For unintentional injuries and suicices, preliminary and final data may differ significantly because of the truncated nature of the preliminary file.
“Expanded ICD-10 code J09 (Influenza due to certain identified influenza virus) was added to the category in 2009; see “Technical Notes.”

NOTES: Data are subject fo sampling and random variation. For information regarding the calculalion of standard errors and further discussion of variability of the dala, see “Technical Notes.”

The age-adjusted death rate for drug-induced deaths declined by
4.0 percent from the final rate of 12.6 in 2009 to the preliminary rate
of 12.1 in 2010. However, the final number of drug-induced deaths in
2010 may be substantially higher because information on cause of
death in these cases is often delayed pending investigation. Additional
information based on toxicology or autopsy reports is often not available
inthe preliminary file. The observed decrease in the age-adjusted death
rate for firearm injuries (1.0 percent) and the observed increase in the
age-adjusted death rate for alcohol-induced deaths (1.4 percent) were
not statistically significant. Mortality from injury at work in 2010 was
unchanged from 2009 (Table 2).

Infant mortality

The preliminary infant mortality rate for 2010 was 6.14 infant
deaths per 1,000 live births (see Tables A and 4). This represents a
decrease of 3.9 percent from the final 2009 rate of 6.39. With the
exception of 2002 and 2005, the infant mortality rate has statistically
remained the same or decreased significantly each successive year
from 1958 through 2010 (14,32). The neonatal (i.e., infants aged less
than 28 days) mortality rate decreased 3.3 percent from 4.18 per
1,000 live births in 2009 to 4.04 per 1,000 live births in 2010. The
postneonatal (i.e., infants aged 28 days—11 months) mortality rate
decreased by 5.4 percent from 2009 to 2010.

The 2010 preliminary infant mortality rate for black infants was
11.61 infant deaths per 1,000 live births, compared with the final rate
of 12.64 per 1,000 live hirths in 2009.

The infant mortality rate for white infants decreased in 2010 by
2.1 percent, from 5.30 infant deaths per 1,000 live births in 2009 t0 5.19
in 2010, but the observed decrease was not significant. The mortality
rate for black infants was 2.2 times the rate for white infants (see
Tables A and 4). Because of inconsistencies in the reporting of race
groups on birth and death certificates (especially for races other than
white and black and for Hispanic origin), infant mortality rates for these
groups are likely to be underestimated (27). The linked birth/infant
death data set provides a better source of data for infant deaths and
mortality rates by maternal race and ethnicity (33).

Although the infant mortality rate is the preferred indicator of the
risk of dying during the first year of life, the infant death rate is also
shown in this report. While similar, these two rates vary based on
differences in their denominators. The denominator of the 2010 infant
death rate is the estimated population under age 1 year as of the
reference date, April 1, 2010 (16). This population estimate includes a
combination of infants born in 2009 who had not reached their first
birthday before April 1, 2010, and infants born in 2010 before April 1,
2010. In contrast, the denominator of the 2010 infant mortality rate is
all live hirths occurring during 2010 (34). For example, the preliminary
number of live hirths for 2010 (n=4,000,279) is 1.4 percent higher than
the April 1 infant population in 2010 (n = 3,944,153). Therefore, the
infant mortality rate for 2010 (613.7 deaths per 100,000 live births) is
lower than the infant death rate for 2010 (622.4 deaths per 100,000
population). For 2010, both the infant mortality rate and the infant death
rate decreased significantly from 2009.
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H tast week’s coluimn convinced you that
sugery may nof be the best way to avoid a
heart attack or sudden cardiac death, the
next step is finding out what can work as
well or better to protect your heart.

Many measures are probably familiar: not
smoking, controlling cholesterol and blood
pressure, exercising regalarly and staying at
ahealthy weight. But some newer sugges-
tions may surprise you.

Itis net that the old advice, like eating a
low-fat diet or exercising vigorously, was
bad advice; it was based on the best avail-
able evidence of the time and can stifi be
very helpful. But as researchers unravel the
biochernical reasons for most heart attacks,
the advice for avoiding them is changing.

And, you’ll be happy to know, the new sug-
gestions for both diet and exercise are less
rigid. The food is tasty, easy 10 prepare and
relatively inexpensive, and you don’t have (o
sweat for an hour a day to reap the benefits
of exercise,

The well-established risk factors for heart
disease remain intact: high chelesterol, high
Blood pressure, smoking, diabetes, abdomi-
nal obesity and sedentary living, But behind
themn a relatively new factor has emerged

* . that may be even more important as a cause

of heart attacks than, say, high blood levels of
artery-damaging cholesterol.
* That factor is C-reactive protein, or CRP, a
blood-borne marker of inflamnmation that,
along with coagulation factors, is now in-
creasingly recognized as the driving force
_behind clots that block blood flow to the
hieart. Yet patients ars rarely tested for CRP,
evenif they already have heart problems.
Even in peopie with normai cholesterocl, if
CRP is elevated, the risk of heart attack is
00, said Dy, Michael Ozner, medical director
of the Cardiovascular Prevention Institute of
South Florida. He thinks that when people
have their cholesterol checked, they should
also be tested for high-sensitivity CRP.

Dict Revisited

The new dietary advice is actually based
on & rather old finding that predates the
mantra to eat a low-fat diet. in the Seven
Countries Study started in 1958 snd first pub-
lished in 1970, Dr, Ancel Keys of the Universt-
ty of Minnesota and co-authors found that
heart disease was rare in the Mediterranean
and Asian regions wheve vegetables, grains,
fruits, beans and fish were the dietary main-

. stays. But in countries like Finland and the
United States where plates were typically
filled with red meat, cheese and other foods
rich in saturated fats, heart disease and car-
diac deaths were epidemic.

- The finding resulted in the well-known ad-
vice toreduce dietary fat and especially satu-

_ r'ated fats (these that are firm at room tem-

This is the second of two columns on cardiae
care, Last week: The drawbacks to interven-
tional cardiology.

New Thinking on

I
peraturg), and to replace these harmiul fats
with unsaturated ones like vegetable oils.
What was missed at the time and has now
become increasingly apparent is that the
heart-healthy Mediterranean diet is not real-
1y fow in fat, but its main sources of fat —
olive oil and oily fish as well as nuts, seeds
and certain vegetables — help to prevent

heart disease by improving chelesterol ratios
and reducing inflammation.

AUDE VAN RYX

Virtues Confirmed

It was not until 1999 that the value of a tra-
diticnal Mediterranean diet was confirmed,
when the Lyon Diet Heart Study compared
the effects of a Mediterranean-style diet with
one that the American Heart Association rec-
ommended for patients who had survived a
first heart attack.

The study found that within four years, the
Mediterranean approach reduced the rates
of heart disease recurrence and cardiac
death by 50 to 70 percent when compared
with the heart asseciation diet.

Several subsequent studies have con-
firmed the virtues of the Mediterranean ap-
proach. For example, a study among more
than 3,000 men and women in Greece, pub-
lished in 2004 by Dy, Christina Chryschoou of
the University of Athens, found that adher-
ing to a Mediterranean diet improved six
markers of inflammation and coagulation, in-
cluding CRP, white biocd cell count and fi-
brinogen.

The same year Kim T. B. Knoops, a nutri-
tionisi at Wageningen University in the
Netheriands, and co-authors published a
study showing that among men and women
ages 70 to 80, those who followed a Mediter-

low to Protect the Heart

ranean diet and othier healthful practices,
like not smoeking, had a 50 percent lower rate
of deaths from heart disease and all causes.,

“The Mediterranean diet is one people can
stick to,” said Dr, Ozner, author of “The Mi-
ami Mediterranean Diet” and “The Great
American Heart Hoax” (BenBetla, 2008).
“The food is delicious, and the ingredients
can be found in any grocery store,

“You should make most of the food your-
self” Dr. Ozner added. “When the diet is
stripped of lots of processed foods, you ratch-
et down inflammation. Ameng my patients,
the comphiance rate — those who adopt the
diet and stick with it — is greater than 80
percent.”

Among foods that help te reduce the in-
flammatory marker CRP are cold-water fish
like salmon, tuna and mackerel; flax seed;
walnuts; and ¢anola oil and margarine based
on canola oil, Fish ¢il capsules are aiso effec-
tive, Dr. Ozner recommends cooking with
canola oil and using more expensive and aro-
matic olive oil for salads.

Other aspects of the Mediterranean diet —
vegetables, fruits and red wine (or purple
grape juice) — are kelpful as well. Their and-
oxidant properties help prevent the forma-
tion of artery-damaging LDL cholestercl.

Other Steps

Several recent sfudies have linked peri-
odontal disease to an increased risk of heart
disease, most likely because gum disease
causes low-grade chronic inflammation. So
good dental hygiene, with regular periodon-
tal cleanings, can help profect your heart as
weli as your teeth,

Reducing chronic stress is another impor-
tant factor. The Interheart study, which ex-
amined the effects of stress in more than
27,080 people, found that stress more than
doubled the risk of heart attacks.

Dr. Joel Oknet, a cardiologist in Chicago,
and Jeremy Cloriene, a cardiac psychologist,
the authors of “The No Bull Bock on Heart
Disease” (Sterling, 2009), nofe that getting
enough sieep improves the ability to man-
age stress.

Practicing the relaxation response once or
twice a day by breathing deeply and rhyth-
mically in a quiet place with eyes closed and
muscles relaxed can help coof the hottest
bicod. Other techniques Dr. Ozner recorn-
mends include meditation, prayer, yoga, self-
hypnosis, laughter, taking a midday nap, get-
ting a dog or cat, taking up a hobby and exer-
cising regularly.

Henoted that in a 1896 study, just 15 min-
utes of exercise five days a week decreased
the rigk of cardiac death by 46 percent.

Even very brief bouts of exercise can be
helpful. A British study published in the cur-
rent American Journal of Clinical Nutrition
found that accumutating short bouts — just
three minuies each — of brisk walking fora
totai of 3¢ minutes a day improved several
measures of cardiac risk as effectively as one
continuous 3¢-minute session.




Health 10 assignment for Mr. Brown

Read and Discuss the article, “New Thinking on How to Protect the Heart” by Jane
Brody, with your parents.

Was any of the information new to your parents?

What do vour and vour parents currently do to maintain heart health?

What specific changes in life style could you and vour parents make to be more heart
healthy?

Narne Parents Name

Signature

Comment:




STROKE, AU “BRAIN A
by chhard Burns, M .D

As the population of the United States ages, degeueranve diseases of blood vessels,
espema]ly heart artack and brain attack, as a stroke is now’ somenmes bemg called, have
assumed an increasing importance in the pubhc health. Each year nearly 4 haif-million
people in the U.S, suffer a stroke, making it the third’ Ieadmg gause of death after heart
disease and cancer. But unlike either heart disease or cancer; the seriousness of stroke —
which is fatal in nearly one-third of cases and causes permanent dlsablhty for another
one-third of individuals — is not as well recogmzed by most’ people e

A stroke is being termed a “brain attack” because of its. smnlanty Lo a heart attack in
that prompt medical attention to both can prevent  fatal or dlsablmg situation to occur.
Treatment, cutcome, and effects of a stroke depend upon what pan of the bram has been
damaged. - : :

.Also called atherosclerosis (hardemng of the artenes) a troke causes focal narrow-

ing in arteries where cholesterol-laden plaques are deposited within th -in:mer hmng of
these blood vessels. When the affected arterigs are thhm the yrain or Iead to the brain,
as do the carotid arteries in the neck, the blood flowtoa portlon of the bram can slow,
and then cease altogether when the clot forms at the site of narrowmg ‘In some cases,
a ¢lot forms in the heart, as during a heart attack, or upon a diseased heart valve, and
escapes from the heart and migrates to a brain artery. Blockage of a brain artery deprives
that portion of the brain of oxygen and other nuf:nents causmg mjury to, and eventually
death of, brain cells. .

In recent years, a successful approach to sm-ular events in. the heart 3 coronaly
arteries has made it possible to prevent or reverse some heart attacks. Powerful drugs
called thrombelytics (*“clot busters™), if administered mtravenously within several hours
can dissolve a clot in a coronary artery (coronary thrombos;s,), rescuing injured heart

: t.'ontmued on next page

Sfigure 1

figure 2

Sfigure 3 o - figure 4

A stroke occurs when o blood vessel carrying axygen-!o the bmfn bursts {fig. 1) or becomes clogged
(fig. 2 & 3). This cuts off the supply of oxygen to a part of the brain, causing brain cefls to die (fig. 4).




STROKE, AIJAS ”BRAIN

ATTACK _“connnued fram prewous page

muscle cells froni oxygen lack and

thereby preventing myocardial mfarc— A |

tion, the death of heart muscle. ~ =
It namrally followed that a sumlar
strategy has been applied to stroke as
well. However, physicians in the -
Emergency Room would need to. ™

determine, vxaMRI or CT scan or other §
such stam—of the-art technology, the *

cause and extent of the damage; and all

within a three-hour window from onset
~

of symptoms. Hence, admmlsten_ng
“clot busters” to people with strokes

has been much riskier and more - -

difficult for several reasons

1. Brajn cells are much more sensmve o

to oxygen depnvanon than heart

cells, so that the clot buster must be ‘
administered within three hours of _
onset in order to prevent permansnt '

bralndamage Co

2. A significant mmonty of strokes are

caused not by a blocked brain artery

(thrombotic stroke), but by a burst
artery (hemorrhagic stroke). ‘
Obviously, a clot buster or any
medicine that impedes clotting
would be disastrous in such an

instance. Therefore, within the three- -
hour deadline, a CT scan of the brain_

must be obtained to confirm the
absence of hemorrhage.

3. Even in a thrombotic stroke,
administration of clot busting
medication can occasionally cause
sorne bleeding into the injured brain
tissue, compounding rather than

“BRAIN ATTACK”
SYMPTOMS

® Sudden weakness or numbness
of the face. arm. and leg,
useally on one side of the body:

@ Loss of speech, or trouble
tatking or understanding
speech;

@ Dimness or loss of vision,
particularly in only one eye:

B Unexplained dizziness,
unsteadiness, or sudden falls;

B Sudden, severe headache,

u ;.:r:hevmg the probl" j"-"II'us is. espe- .

‘surglcal procedure wluch 1s not .
T eadﬂy avm}abie in. many hospltals
- -especm]jy in sma]‘l cemmumty

conducted by 'Ihe Natwnal Instltute of
Neurologlc Dlsorders and Stroke itwas

hkely to have an u'nproved chmcal resulf.
when treated with'a fhrombolync drug
-than with convennona] care and placebo.

_However, there aiso was a tenfold

increase in a. cerebral hemorrhage
mcldence in the treated versus the
placebo group (6.4 percent versus 0.6
percent) Desplte ﬁns sobenng1 complica-
tion, the treaied ‘group. 0veral]1 did better,

. Efforts. are bemg, ‘made, especzally
through the use of brain i imaging
techniques mcludmg some specialized
MRI’s, to better categorize patients into
those who are most likely to benefit and
least likely to 'be harmed by this promis-
ing approach. Hopefully, in the not 160
distant future, most hospitals, even
smaller rural ones like BMH, will be able
to administer brain t1ssue-sparmg
thrombolytics to stroke patients as
confidently and safely-as it.is now done
for heart attack vxcums

Dr. Burtis is an zmemlst on the BMH
Medical Staff.

PREVENTING A
STROKE

Eat a low-fat, low-salt diet;
Exercise in moderation;

Don't smoke;

Keep your blood pressure in
check. (BMH offers free
blood pressure checks at its
Emergency Department.)




Risk Factors You Gan & Can’t Control

ome risk factors for stroke you simply can’t
do anything about. These include:

» Your age-The chance of suffering a
stroke roughly doubles for each decade of life
after age b5.

o Family history-Your risk is greater
if a parent, grandparent or sibling has had a
stroke.

* Race-African-Americans have a much
higher risk of death from stroke.

» [iender-Stroke is more common in
men than in women. But women are more likely
to die of strake.

* Prior stroke, TIA or heart at-
tack-People who've previously suffered a stroke
or a “mini-stroke” (Transient Ischemic Attack, or
TIA) or a heart attack are at higher risk.

ut plenty of risk factors for stroke are

things you can change, treat or control.
These include:

* High blood pressure-Effective

treatment of hypertension is key to reducing
stroke risk.

» Smoking-Research has shown that
cigarette smoking is an important risk factor.

o Other health conditions-Diabetes,
carotid or other artery disease, atrial fibrillation,
other heart disease and sickle cell anemia are
all risk factors for stroke.

» Blood chalesterol-High LDL
(“bad”) cholesterol levels increase your risk
of stroke. At least in men, low HOL (“good”)
cholesterol appears to also be a risk factor.

* Poor diet-High intakes of saturated

~ fat, trans fat and dietary cholesterol, too much

sodium and simply too many calories can boost
your stroke risk. But eating five or more serv-
ings daily of fruits and vegetables may reduce
your risk.

 Physical inactivity and obe-
sity-Being inactive, obese or hoth increases
your risk for high blood pressure and other
conditions linked to stroke.
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By JANE E. BRCDY

't 1can’t understand why we still
‘don’t have a national initiative to
:control what is fast emerging as the

; most seriocus and costly health prob-
‘jem in America: excess weight. Are
“our schools, our parents, our national
‘leaders blind to what is happening —
! ahealth crisis that looms even larger
‘than our former and current smok-

| ing habits? _

' = Just look at the numbers, so graph-
' jeally described in an eye-opening
;niew book, “Diabesity: The Obesity-

' Diabetes Epidemic That Threatens

' America— and What We Must Do to
,Stop It” (Bantam), by Dr. Francine
:R. Kaufman, a pediatric endocrinolo-
' gist, the director of the diabetes clin-

.ic at Children’s Hospital Los Angeles -

“and a past president of the American
‘Diabetes Association,
. In just over a decade, she noted,
.the prevalence of diabetes nearly
doubted in the American adult popu-
“lation; t0 8,7 percent in 2002, from 4.9
'percent in 1930, Furthermore, an es-
‘timated one-third of Americans with
- Type 2 diabetes don’t even know they
‘have it because the disease is hard to
-spot until it causes a medical crisis.
;. Anestimated 18.2 million Ameri-
cans now have diabetes, 90 percent of
_them the environmentaily influenced
type that used to be called adult-on-
‘set Giabetes, But adults are no longer
the cnly victims — a trend that
prompted an official change in name
|in 1997 to Type 2 diabetes.
* _ More and more children are devel-
-oping this health-robbing disease or
'its precursor, prediabetes. Counting
children and aduits together, some 41
million Americans have a higher-
than-normal blood sugar level that
‘typically precedes the development
iof full-blown diabetes.

‘Then Everything Changed’

. And what is the reason for this run-
_away epidemic? Being overweight or
.obese, especially with the accumula-
‘tion of large amounts of body fat
~around the abdomen. In Dr, Kaui-
:man’s first 15 years as a pediatric
endcerinclogist, 1978 to 1993, she
“wrote, “I never saw a young patient
with Type 2 diabetes, But then every-
.thing changed.”
Teenagers now come into her clin-

ic weighing 200, 300, even nearly 400
.pounds with blood sugar levels that

‘Next week: Helping an overweight
child.

PERSONAL HEALTH

‘Diabesity; a Crisis in an Expanding Country

are off the charts, But, she adds, we
cannot simply blame this problem on
gluttony and laziness and “assume
that the sole solution is individual
change.”

The major causes, Dr. Kaufman
says, are “an economic structure
that makes it cheaper to eat fries
than fruit” and a food industry and
mass media that lure children to eat
the wrong foods and too much of
them. “We haveé defined progress in
terms of the quantity rather than the
quality of our food,” she wrote.

Her views are supported by a 15«
year study published in January in
The Lancet. A team headed by Dr.
Mark A. Pereira of the University of
Minnesota analyzed the eating habits
of 3,031 young adults and found that
weight gain and the development of
prediabetes were directly related to
unhealithful fast food.

Taking other factiors infe consider-
atton, consuming fast food two or
more times a week resulted, on aver-
age, in an extra weight gain of 10
pounds and doubled the risk of predi-
abetes over the 15-year period.

Other important factors in the dia-
besity epidemic, Dr. Kaufman ex-
plained, are the failure of schools to
set good examples by providing only
healthful {are, a loss of required
physical activity in schools and the
inability of many children these days
to walk or bike safely to school or to
play cutside later.

Genes play a role as well. Some
people are more prone to developing
Type 2 diabetes than others., The risk
is 1.6 times as great for blacks as for

Aleg Nabaum

whites of similar age. It is 1.5 times
as great for Hispanic-Americans,
and 2 times as great for Mexican-
Americans and Native Americans.

Unless we change our eating and
exercise habits and pay greater at-
tention to this disease, more than
one-third of whites, two-fifths of
blacks and half of Hispanic people in
this country will develop diabetes.

1t is also obvious from the disas-
trous patient histories recounted in
Dr. Kaufman's book that the nation’s
medical structure is a factor as well,
Many people do not have readily ac-
cessible medical care, and still many
others have no coverage for preven-
tive medicine. As a result, millions
fall between the cracks until they are
felled by heart astacks or strokes.

A Devastating Disease

There is a tendency in some older
people to think of diabetes as “just a
little sugar,” a common family prob-
lem. They fail to take it seriously and
make the connection between it and
the costly, crippling and often fatal
diseases that can ensue,

Diabetes, with its consequences of
heart attack, stroke, kidney failure,

_amputations and blindress, among

others, already ranks No. 1 in direct
health care costs, consuming $1 of
every $7 spent on heatth care,

Nor is this epidemic confined to
American borders. Internationally,
‘we are witnessing an epidemic that
is the scourge of the 21st century,”
Dr. Kaufman wrote,

Unlike some other killer diseases,

Type 2 diabetes issues an easily de-

- tected wake-up call; the accumula-

tion of excess weight, especially
around the abdomen. When the aver-
age fasting level of blood sugar (glu-
cose) rises above 100 milligrams per
deciliter, diabetes is looming.

Abdominal fat is highly active. The
chemical output of its cells increases
blood levels of hormones like estro-
gen, providing the link between obes-
ity and breast cancer, and decreases
androgens, which can cause a de-
cline in libido. As the cells in abdomi-
nal fat expand, they also release
chemicals that increase fat accumu-
lation, ensuring their own existence.

The result is an increasing cellular
resistance to the effects of the hor-
mone insulin, which enables cells to
burn blood sugar for energy. As
blood sugar rises with increasing in-
sulin resistance, thie pancreas puts
out more and more insulin (promot-
ing further fat storage) until this
gland is exhausted. Then when your
fasting blood sugar level reaches 125
milligrams, you have diabetes,

Two recent clinical trials showed
that Type 2 diabetes could be pre-
venied by changes in diet and exer-
cise. The Diabetes Prevention Pro-
gram Research Group involving
3,234 overweight adults showed that
“intensive lifestyle intervention” was
more effective than a drug that in-
creases insulin sensitivity in pre-
venting diabetes over three years.

The intervention, lasting 24 weeks,
trains people to choose low-calorie,
low-fat diets; increase activity; and
change their habits. Likewise, the
randomized, controlled Finnish Dia-
betes Prevention Study of 522 obese
patients showed that introducing a
moderate exercise program of at
least 150 minutes a week and weight
loss of at least 5 percent reduced the
incidence of diabetes by 58 percent.

Many changes are needed to com-
bat this epidemic, starting with
schools and parents. Perhaps the
quickest changes can be made in the
workplace, where people can been- -
couraged to use stairs instead of ele-
vators; vending machines can be re-
moved or dispense only healthful
snacks; and cafeterias can offer at-
tractive healthful fare. Lunchrooms
equipped with refrigerators and mi-
crowaves will allow workers to bring
healthful meals to work.

Dr. Kaufman teils of a challenge to
get fit and lose weight by Caesars
Entertainment in which 4,600 work-
ers who completed the program lost
a total of 45,000 pounds in 90 days.
Others could follow this example.
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Too Much Salt Takes a Blood-Pressure Toll

Perhaps nothing in medicine more aptly
depicts the paradoxical statement “doing bet-
ter, feeling worse” than high blood pressure.
Despite an extraordinarily easy way to detect
it, strong evidence for how to preventitand
proven remedies to treat it, more Americans
today have undetected or poorly controlled
hypertension than ever before.

The aging of the population is a reason but
not the only one, said Dr. Aram V. Chobanian,
a hypertension expert at Boston University
Medical Center. As he summarized the prob-
lem in an interview and in The New England
Journal of Medicine in August, Americans are
too sedentary and fat. They eat too much, es-
pecially salt, but too few potassium-rich fruits
and vegetables.

The makers of processed and fast foods
created and persistently promote a craving
for high-salt foods, even in school lunch pro-
grams. And Americans without health insur-
ance often don’t know that their bloed pres-
sure is too high because they wait for a ca-
lamity to strike before seeking medical care,

Solutions to the blood pressure problem re-
quire broad-scale approaches — by the pub-
lic, by government, by industry and by health
care professionals. Several measures are sim-
ilar to those that have been so effective in
curbing cigarette smoking; others require
better, affordable access to medical care for
everyone at risk, including children and the
unemployed. Still others need the cooperation
of government, industry and the public to im-
prove the American diet and enhance oppor-
tunities for health-promoting exercise.

No one claims that the solutions are cheap.
But failure to fix this problem portends even
greater costs down the line, because uncon-
trolled hypertension sets the stage for astro-
nomically expensive heart and kidney dis-
ease and stroke — diseases that will become
only more common as the population ages.

Doing the Numbers

Once, the prevailing medical opinion was
that lowering an elevated blood pressure was
hazardous because it would deprive a per-
son’s vital organs of an adequate blood sup-
ply. But a few pioneering medical researchers
thought otherwise and eventually showed
that lowering high blood pressure could pre-
vent heart attacks, heart failure, strokes and
kidney disease — and save lives.

Even then, it was long thought that the only
important indicator was diastolic pressure —
the bottom number, representing the pres-
sure in arteries between heartbeats. Further
studies showed that the larger top number,
systolic pressure, representing arterial pres-
sure when the heart beats, was also medically
important.

And as the various studies reached fruition,
it became apparent that the long-accepted
numbers for desirable blood pressure were
to0 high to protect long-terim health.

Now the upper limit of normal blood pres-
sure is listed as 120 over 80; anyone with a

=

pressure of 140 over 90 or higher is consid-
ered hypertensive. Those with pressures in
between are considered prehypertensive and
should take steps to bring blood pressure
down or, at least, prevent it from rising more.

The change mirrors what happened with
serum cholesterol, for which “normal” was
once listed as 240 milligrams per deciliter of
blood and is now less than 200 to prevent
heart disease caused by clogged arteries.

It was also long thought that blood pres-
sure naturally rises with age. Indeed, the Fra-
mingham Heart Study showed that when 65-
year-old people whose blood pressure was be-
low 140 over 90 were followed for 20 years,
about 90 percent of them became hyperten-
sive because their arteries narrowed and
stiffened with age, causing blood to push
harder against artery walls.

But in many societies where obesity is rare,
activity levels are high and salt intake is low,
blood pressure remains low throughout life.
This is the best clue we have for the lifestyle
changes needed to prevent illness and prema-
ture death caused by hypertension.

Dr. Claude Lenfant, who served as director
of the National Heart, Lung and Blood Insti-
tute, is now 81 and has a blood pressure of 115
over 60, a level rarely found among older
Americans not taking medication for hyper-
tension. His secret: a normal body weight,
four or more miles of walking daily, and no
salt used to prepare his meals, most of which
are made from scratch at home.

In an interview, Dr. Lenfant, who now lives
in Vancouver, Wash., said the problem of hy-
pertension was rising all around the world
and added that by 2020 the number of people
with uncontrolled hypertension was project-
ed to rise 65 percent. One reason is that doc-
tors today are more likely to diagnose the
problem, so it is reported more often in popu-
lation surveys. “But I'm much more con-
cerned about the fact that so much high blood
pressure is not controlled,” he said, and called
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“therapeutic inertia” animportant reason.
It is not enough for doctors to write a pre-
scription and tell patients to return for a
check-up in six months, he said. Rather, a
working partnership between health care
professionals and patients is needed to en-
courage people to monitor their pressure,
adopt protective habits and continue to take
medication that effectively lowers pressure.

Treatment and Prevention

Dinretics are a first-line and inexpensive
remedy, but many patients with hypertension
also need other drugs to lower pressures to a
desirable level.

Dr. Chobanian, whose New England Jour-
nal report was titled “The Hypertension Par-
adox: More Uncontrolled Disease Despite
Improved Therapy,” noted that “in the major-
ity of patients, two or more antihypertensive
drugs are required to achieve target blood-
pressure levels.” In the interview, he empha-
sized the detrimental role played by diets
high in salt and calories and low in protective
fruits and vegetables — a result of portions
that are too large, and of too many fast and
processed foods that rely on salt to enhance
flavor. “Generally, the average person in our
society consumes more than 10 grams of salt
aday,” Dr. Chobanian said, “but the Institute
of Medicine recommends a third of this
amount as optimal.”

A new RAND Corporation study finds that
a one-third reduction in salt consumption
could save §18 billion a year in direct medical
costs. Dr. Chobanian called for better food la-
beling; changes in foods served in cafeterias,
restaurants and schools; and less advertising
on children’s television of unhealthy foods
high in fat, salt and sugar. Also needed are
better opportunities for all people to get regu-
lar exercise. “We have to focus more on chil-
dren,” he said, “They’re the ones who will be
getting cardiovascular diseases in the future.”
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BOSTON - A landmark study
offers the strongest evidence yet
that simmering, painless inflam-
mation deep within the body is the
single most powerful trigger of
heart attacks, even worse than
high cholesterol.

The latest research is likely to
encourage many doctors to make
blood tests for inflammation part
of standard physical exams for
middle-age people, especially
those with other conditions that
increase their risk of heart trouble.

The study, based on nearly
28,000 women, is by far the largest
to examine inflammation’s role,

risk than ch
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and it shows that people with high
levels of inflammation are twice as
likely as those with high choles-
terol to die from heart attacks and
strokes. ;

Over the past five years, re-
search by Dr, Paul Ridker of
Boston'’s Brigham and Women’s
Hospital has built the case for the
“inflammation hypothesis.” With
his latest study, many believe the
evidence is overwhelming that in-
flammation is a central factor in
cardiovascular disease, by far the
world’s No. 1 killer.

“I don't think it’s a hypothesis
anymore. It's proven,” said Dr.
Eric Topol, chief of cardiology at
the Cleveland Clinic.

See INFLAMMATION Page A-16
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Inflammation can be measured
with a test that checks for C-reac-
tive protein, or CRP, a chemical
necessary for fighting injury and
infection. The test typically costs
between $25 and $50.

Diet and exercise can lower

 CRP dramatically. Cholesterol-

lowering drugs called statins also
reduce CRP, as do aspirin and

" some other medicines.

Doctors believe inflammation

- has many gossible sources. Often,

the fatty buildups that line the
blood vessels become inflamed as
white blood cells invade in a mis-
guided defense attempt. Fat cells
also are known to turn out these
inflammatory proteins. Other pos-
sible triggers include high blood

ressure, smoking, and lingering
ow-leve]l infections, such as

. chronic gum disease.

Doctors theorize that a chron-
ic infection anywhere in the body
can produce these inflammatory
proteins, which then make their
way into the bloodstream and do
their damage in the blood vessels.

The proteins are thought to
weaken the fatty buildups, or
plaques, making them more likely
to burst. A piece of plaque can lead
to a clot that can choke off the
biood flow and cause a heart attack.

For the first time, Ridker’s study
establishes what level of CRP
should be considered worrisome,
so doctors can make sense of pa-
tients’ readings. However, experts
are still divided over which pa-
tients to test and how to treat them
if their CRP readings are high. -

Some experts, such as Dr.
Richard Milani of the Ochsner Clin-
ic in New Orleans, wge a CRP
check for virtually anyone getting a
cholesterol test. “If I have enough
concern to check a patient's choles-
terol, it seems naive not to include
an inexpensive test that would give
me even more information,” he said.

Others are reluctant to test peo-
ple at low outward risk. Dr. Sidney
Smith, research director of the
American Heart Association, said

1ation

CRP testing is likely to be most
helpful in guiding the care of the
40 percent of U.S, adults already
considered at intermediate risk of
heart attacks because of other con-
ditions, such as age, obesity, and
high blood pressure. '

In March, the American Heart
association and the federal Centers
for Disease Control and Preven-
tion held a meeting of 50 experts to
review the evidence and make rec-
ommendations on CRP testing, Al-
though it hoped to be finished this
month, the committee went back
to the drawing board after learning
last week of Ridker’s latest results,
which appear in today’s New Eng-
land Journal of Medicine.

Although the study involved
only women, Ridker was conii-
dent the findings apply to men be-
cause earlier, smali studies in men
reached similar conclusions,

A skeptical editorial in the jour-
nal by Dr. Lori Mosca of Colum-
bia University questioned the need
for widespread testing, at least un-
til more studies are done to show
that lowering CRP saves lives.

Such studies are planned. Until
then, Ridker believes a high CRP
reading can help doctors convince
people with low cholesterof that
they still need to diet and exercise.

“The CRP test can predict risk 15
to 25 years in the future,” Ridker
said. “We have a long time to get our
patients to change their lifestyles....”

However, Mosca said telling

eople they have low CRP may
ely reassure them they can con-
tinue their slothful habits. “Why
do we need a test to help us moti-
vate patients to improve their
lifestyles?” she said.

She also worried that doctors
will immediately put patients on
drugs to lower CRP before there is
proof this saves lives.

Ridker’s latest study is based on
an eight-year follow-up of 27,939
volunieers in the Women's Health
Study. About half of heart attacks
and strokes occurred in those with
seemingly safe levels of 1.DL, the
bad cholesterol.




