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Summary
What is already known about this topic?
Chronic conditions are costly and major causes of death and disability.
Addressing conditions earlier in adulthood can slow disease progres-
sion and improve well-being across the lifespan.
What is added by this report?
In 2023, approximately 194 million American adults, and 6 in 10 young
adults, 8 in 10 midlife adults, and 9 in 10 older adults reported 1 or
more conditions. Prevalence of chronic conditions increased by 7.0
percentage points among young adults from 2013 to 2023.
What are the implications for public practice?
The increasing prevalence of chronic conditions earlier in adulthood
can affect medical costs and quality of life. Practitioners may tailor pre-
ventive approaches to the unique roles, transitions, and challenges of
different life stages.

Abstract

Introduction
Chronic conditions are costly and major causes of death and disab-
ility. Addressing conditions earlier in adulthood can slow disease
progression and improve well-being across the lifespan. We estim-
ated, by life stage, 10-year trends among US adults in the preval-
ence of 1 or more chronic conditions, multiple chronic conditions
(MCC; ≥2 conditions), and 12 selected chronic conditions.

Methods
We analyzed data from the 2013–2023 (odd years) Behavioral
Risk Factor Surveillance System (N = 2,673,529). We estimated
the prevalence of 1 or more conditions, MCC, and each of 12 con-
ditions, by life stage: young (18–34 y), midlife (35–64 y), and
older (≥65 y) adults. We used polynomial contrasts to analyze 10-
year trends.

Results
In 2023, 76.4% (representing 194 million) of US adults reported 1
or more chronic conditions, including 59.5%, 78.4%, and 93.0%
of young, midlife, and older adults, respectively. Moreover, 51.4%
(representing 130 million) of US adults reported MCC, including
27.1%, 52.7%, and 78.8% of young, midlife, and older adults, re-
spectively. Among young adults, from 2013 to 2023, prevalence
increased significantly from 52.5% to 59.5% for 1 or more condi-
tions and from 21.8% to 27.1% for MCC.

Conclusion
Approximately 6 in 10 young, 8 in 10 midlife, and 9 in 10 older
US adults report 1 or more chronic conditions. Trends in condi-
tions worsened among young adults during 2013–2023. Recogniz-
ing the burden of chronic disease throughout life stages, espe-
cially earlier in life, practitioners and partners may consider pre-
vention and management approaches critical for addressing costs,
care, and health outcomes. Practitioners may also consider tailor-
ing these approaches to unique roles, transitions, and challenges in
different life stages.

Introduction
Chronic conditions such as heart disease, cancer, stroke, and dia-
betes are costly and major causes of death and disability in the US
(1,2). Over the past 20 years, the prevalence of chronic conditions
has increased steadily, and this trend is expected to continue (3–5).
In 2018, more than half of US adults had at least 1 chronic condi-
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tion, and more than one-quarter had 2 or more chronic conditions
(6). In 2016, the total direct health care costs in the US for the
treatment of chronic health conditions was $1.1 trillion (7). In ad-
dition to financial costs, increased death, and disability, the bur-
den of chronic conditions includes decreased quality of life (8), in-
creased health care utilization (8,9), lost productivity in the work-
force (10), and loss in functioning (eg, social and leisure activities)
(11).

Many chronic conditions are influenced by modifiable lifestyle
risk factors — excessive alcohol use, tobacco use, physical in-
activity, and poor nutrition (10). Chronic conditions typically be-
gin slowly and develop gradually over time (12). Some chronic
conditions, such as high blood pressure, high cholesterol, and
obesity, can lead to more serious conditions such as cardiovascu-
lar disease, chronic respiratory diseases, diabetes, some cancers,
and arthritis (13).

Although age is a well-known nonmodifiable risk factor for the
development of chronic conditions (14), these conditions have be-
come more prevalent in young adults (15). With this rise in preval-
ence, as well as a growing aging population (1), it is increasingly
important to prevent and address chronic conditions and their risk
factors earlier in adulthood to help slow disease progression and
improve well-being across the lifespan. Information about trends
in chronic conditions, particularly across the adult life course, may
help inform decision-making and programmatic efforts for effect-
ive public health actions related to the prevention and manage-
ment of chronic conditions among adults of all ages.

Published information about the prevalence and trends of the num-
ber and types of chronic conditions and comorbidity by stages of
life among adults (ie, young, midlife, and older adults) is outdated
(5,16). Therefore, this study aimed to estimate 10-year trends
(2013 to 2023) among US adults in 3 age groups in the prevalence
of 1) each of 12 selected chronic conditions (asthma, arthritis, can-
cer, chronic kidney disease [CKD], chronic obstructive pulmon-
ary disease [COPD], depression, diabetes, heart disease, high
blood pressure, high cholesterol, obesity, and stroke), 2) 1 or more
chronic conditions, and 3) multiple chronic conditions (MCC; ≥2
chronic conditions).

Methods
We used data from the Behavioral Risk Factor Surveillance Sys-
tem (BRFSS) for the odd years from 2013 to 2023 for all states,
the District of Columbia, and participating US territories (17). Me-
dian combined landline and cellular telephone response rates
across the included years ranged from 44.0% in 2021 to 49.4% in
2019 (median, 46.2%) (18). The following states did not collect
enough data to be included in the public-use data set: New Jersey

(2019), Florida (2021), Kentucky (2023), and Pennsylvania
(2023).  The unweighted sample size across all  years was
2,673,529 and ranged from 418,268 in 2019 to 491,773 in 2013.
The sample sizes weighted to the noninstitutionalized adult popu-
lation residing in the US and participating areas was 246,024,416
million in 2013 (minimum) and 254,139,829 in 2023 (maximum).
The average percentage of missing values across the variables
used in this analysis for all years was 1.3%, with the highest per-
centage missing for high cholesterol (13.4%) followed by obesity
(8.3%).

Chronic disease definition

Classification of chronic conditions was based on the list of condi-
tions developed by the US Department of Health and Human Ser-
vices (HHS) (19) and reported in BRFSS. Some chronic condi-
tions listed by HHS (eg, substance abuse) were not assessed in
BRFSS, so they were excluded from this analysis. Having a chron-
ic condition was defined as responding yes to having ever been
told by a doctor or other health professional that the respondent
had any of the following: arthritis; cancer, excluding skin cancer
(cancer); COPD; depressive disorder (depression); diabetes (ex-
cluding during pregnancy only); heart attack, angina, or coronary
heart disease (heart disease); high blood pressure; high cholester-
ol; CKD; or stroke. Additionally, current asthma and obesity
(body mass index ≥30.0, calculated as weight in kilograms di-
vided by height in meters squared from self-reported weight and
height) were included as chronic conditions.

Statistical analyses

We estimated the prevalence of 1 or more conditions, MCC, and
each selected condition for each adult life stage. We calculated the
number of adults, in millions, in each category as the sample size
weighted to the noninstitutionalized adult population residing in
the US and participating areas (population count; weighted N)
multiplied by the prevalence estimate during the corresponding
year. We calculated the number of additional adults with chronic
conditions as the percentage-point difference multiplied by the
2023 noninstitutionalized civilian population (weighted N). We
used the following common age ranges to represent the adult life
stages: young (aged 18–34 y), midlife (aged 35–64 y), and older
(aged ≥65 y). We used linear and quadratic polynomial contrasts
to analyze trends over time. Given the range of prevalence estim-
ates (>1% to <90%), we defined meaningful changes based on ab-
solute and relative changes from 2013 to 2023. Absolute changes
indicate the magnitude of the change without considering the size
of the starting point (ie, percentage-point change), whereas relat-
ive change indicates the degree of change relative to the starting
point (ie, percentage change). The thresholds for percentage-point
changes were the same thresholds used to set targets for some of
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the Healthy People 2030 objectives, given a relatively moderate
effect size (Cohen h = 0.1) (20). We defined meaningfully signi-
ficant (P < .05) changes as increasing (a prevalence ratio [PR]
>1.15 or an absolute minimum difference threshold of 3 to 5 per-
centage points) or decreasing (a PR <0.85 or an absolute differ-
ence threshold between −3 and −5 percentage points) (20). For
2013 prevalence estimates, the threshold was 1) 5 percentage
points in the range of 25% to 75%, 2) 4 percentage points in the
ranges of 10% to <25% or >75% to 90%, and 3) 3 percentage
points in the ranges of 1% to <10% or >90% to 99%. We used
multiple imputation and the fully conditional specification method
with 5 generated multiple data sets to account for missing values
(1.4%) across years and measures. We used SAS version 9.4 (SAS
Institute Inc) and SUDAAN version 11.0 (RTI International) to
account for the complex sampling design. Survey data were also
weighted to be representative of the US noninstitutionalized adult
population. Institutional review board approval was not applicable
for secondary analyses of publicly available BRFSS data. This
activity was reviewed by the Centers for Disease Control and Pre-
vention (CDC) and was conducted consistent with applicable fed-
eral law and CDC policy.

Results
In 2023, 76.4% (representing more than 194 million) of US adults
had at least 1 of the 12 selected chronic conditions, and 51.4%
(representing 131 million) of US adults reported MCC (Table 1).
By life stage, 59.5% (representing 43.7 million) of young adults,
78.4% (representing 94.8 million) of midlife adults, and 93.0%
(representing 55.7 million) of older adults had 1 or more chronic
conditions and one-quarter (27.1%; representing 19.9 million) of
young adults, 52.7% (representing 63.8 million) of midlife adults,
and 78.8% (representing 47.2 million) of older adults had MCC in
2023 (Table 2, Table 3, Table 4, and Figure 1). In 2023, the most
frequently reported conditions differed across age groups. Among
young adults, the most frequently reported conditions were obesity
(27.3%), depression (25.0%), and high cholesterol (16.3%),
whereas among midlife adults, the most frequently reported condi-
tions were obesity (37.1%), high cholesterol (36.9%), and high
blood pressure (35.0%) (Table 2 and Table 3). Older adults most
frequently reported high blood pressure (61.4%), high cholesterol
(55.1%), and arthritis (51.3%) (Table 4).

Figure 1. Overall and age-specific trends in the prevalence in 1 or more
chronic conditions or multiple (2 or more) chronic conditions of 12 selected
chronic conditions among US adults, Behavioral Risk Factor Surveillance
System, 2013–2023. Linear and linear-plus-quadratic trends are
significant (P < .05) for all groups except for adults aged ≥65 years, in
which only quadratic trends are significant. The solid line indicates a
meaningfully significant increasing or decreasing trend based on at least a
15% relative change or a 3- to 5-percentage–point absolute difference
threshold (defined by the 2013 prevalence estimate). A dashed line
indicates no meaningfully significant trend.

The prevalence of MCC also differed by condition and life course.
For example, among adults with obesity, the likelihood of having
at least 1 other condition increased with age, (Table 2, Table 3,
and Table 4), from 59.7% (16.3%/27.3%) of young adults to
78.4% (29.1%/37.1%) of midlife adults and nearly all (29.0%/
30.3%) older adults. Among adults who had a stroke, 8 in 10
young adults and nearly all midlife and older adults had at least 1
other condition.

Trends in chronic conditions

During 2013–2023, the prevalence of 1 or more chronic condi-
tions increased among young adults (52.5% to 59.5%) and re-
mained stable (no meaningful significant trends) among midlife
and older adults (Table 2, Table 3, Table 4, and Figure 1). The
percentage of BRFSS respondents with MCC followed similar
patterns: we found an increasing trend among young adults
(21.8% to 27.1%) and stable trends for other groups. We calcu-
lated that 5.2 million more young adults had any chronic disease
in 2023 than in 2013 and 3.8 million more young adults had MCC.

Trends differed by condition across the adult life course (Figure 2,
Table 2, Table 3, and Table 4). Among young adults, we observed
meaningfully significant increasing trends for obesity (22.1% to
27.3%) and depression (16.4% to 25.0%), while trends decreased
for COPD (2.6% to 1.9%) and cancer, excluding skin cancer
(1.4% to 1.0%). Among midlife adults, trends increased for dia-
betes (10.9% to 12.5%), CKD (2.5% to 3.1%), and stroke (2.6% to
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3.1%), while trends meaningfully increased for CKD (5.7% to
8.6%) and decreased for heart disease (18.4% to 15.7%) among
older adults. A few conditions among young adults (high choles-
terol, arthritis, heart disease), midlife adults (high blood pressure)
and older adults (depression, COPD) exhibited significant quadrat-
ic trends only, thus indicating no linear change between 2013 and
2023 (Figure 2).

Figure 2. Life stage–specific trends in 12 selected chronic conditions
among US adults aged 18 years or older, by age group, Behavioral Risk
Factor Surveillance System, 2013–2023. Solid lines indicate meaningfully
significant increasing or decreasing linear or linear-plus-quadratic trend
based on at least a 15% relative change and a 3-to-5 percentage-point
absolute difference threshold (defined by the 2013 prevalence estimate).
Dashed lines indicate that trends are not meaningfully significant.
Abbreviations: CKD, chronic kidney disease; COPD, chronic obstructive
pulmonary disease.

Discussion
In 2023, approximately 6 in 10 young adults (59.5%), 8 in 10 mid-
life adults (78.4%), and 9 in 10 older adults (93.0%) reported at
least 1 chronic condition. These percentages translate to 43.7 mil-
lion young adults, 94.8 million midlife adults, 55.7 million older
US adults,  and more than 194 million US adults  overall.
Moreover, 1 in 4 young adults (27.1%; 19.9 million), 2 in 4 mid-
life adults (52.7%; 63.8 million), and 3 in 4 older adults (78.8%;
47.2 million) reported MCC. During 2013–2023, estimates for the
prevalence of young adults with chronic conditions represent a
meaningful increase from 52.5% to 59.5% for at least 1 condition
and from 21.8% to 27.1% for MCC. This meaningful increase in 1
or more or MCC among young adults no longer remained when
the 2 most common conditions (obesity and depression) were ex-
cluded, based on sensitivity analysis using data in Table 2. Al-
though trends increased among midlife adults and increased or re-
mained stable among older adults, these changes were very small.

Regardless, these findings are cause for concern. They demon-
strate the widespread lack of noticeable improvement in reducing
the prevalence of 1 or more chronic conditions or MCC among
adults across the life course, particularly among young adults and
particularly as a result of rises in obesity and depression.

In 2018, a US national survey reported prevalence estimates for 1
or more chronic conditions and MCC among adults aged 18 to 44
years, 45 to 64 years, and 65 years or older (6). In the youngest
group, 27% reported 1 or more conditions and 7% reported MCC.
In the midlife group, 63% reported 1 or more conditions and 33%
reported MCC, and in the oldest age group, 88% reported 1 or
more conditions and 64% reported MCC. Data from 1999–2000 to
2017–2020 also showed a stable trend among US adults without
hypertension; however, MCC increased among adults with hyper-
tension (21).  When limited to  years  (2013–2014 through
2017–2020) that overlapped with our study, trends among both
groups (adults with and without hypertension) remained stable
(21). Although differences exist in the magnitude of the preval-
ence of MCCs between our study and other studies, they can be at
least partially explained by differences in the chronic conditions
included between studies. For example, hepatitis was a condition
included in the estimates from 2018 (6) and 1999–2000 to
2017–2020 (21); high cholesterol, depression, and obesity were in-
cluded only in the estimates from 1999–2000 to 2017–2020 (21)
and our study; and high blood pressure was included only in the
estimates from 2018 (6) and our study. Some of these conditions
(ie, obesity and high cholesterol) are more common and increas-
ing compared with hepatitis (21).

The 3 most common conditions varied somewhat across the life
course. Young adults most frequently reported obesity, depression,
and high cholesterol, while midlife adults reported high blood
pressure, high cholesterol, and obesity. Older adults most fre-
quently reported high blood pressure, high cholesterol, and arthrit-
is. Most chronic conditions at every life stage have common modi-
fiable lifestyle factors (ie, physical inactivity, poor nutrition, to-
bacco use, and excessive alcohol use), for which evidence-based
public health and clinical interventions are available (1,22–24).
The role of medical professionals in supporting lifestyle behavior
changes is an important part of prevention and treatment (1), par-
ticularly as lifestyle medicine has recently been recognized as a
medical specialty (25). The overlaps in most common chronic
conditions by life stage and the increasing prevalence among
younger adults suggest that efforts for prevention, treatment, and
management of chronic conditions may need to be strengthened,
especially for younger adults. However, access to care and healthi-
er lifestyles can vary by life stage. For example, a midlife adult
may be a caregiver to children as well as aging parents (26) and
thus may not have time to be involved in a healthy lifestyle. Envir-
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onmental factors affect chronic disease prevention and manage-
ment by limiting opportunities to make healthy lifestyle choices.
For example, in 2023, compared with their counterparts, a higher
proportion of adults 18 to 44 years reported living in poverty (27).
Low-income individuals are more likely to live in communities
where residents face difficulty accessing recreation opportunities
and healthier foods (28).

Younger adults are more likely than older adults to lack health in-
surance consistently, a factor that makes it challenging to get pre-
ventive screenings or specialist follow-up care (25). Young adults
may also face an adult health care system that may not be as re-
sponsive to their developmental stage or have concerns about con-
fidentiality (15). Health interventions and programs that include a
developmental perspective and incorporate mechanisms tailored to
young adults may help improve the prevalence of chronic condi-
tions at this life stage (15). Regardless of age, avoiding and ad-
dressing these risk behaviors, as well as following screening
guidelines, are critical for reducing the prevalence of chronic con-
ditions across the adult life course and improving the likelihood of
decreased illness and early death (1,23).

Across all age groups, adults with MCC have unique challenges:
some clusters of conditions may interact such that the combined
health outcome of the conditions is greater than the effects of the
conditions individually (29,30). For example, having depression in
conjunction with another chronic condition may present overlap-
ping symptoms or interfere with the treatment of either depression
or the other chronic condition (31). Additionally, some individu-
als with comorbid conditions may receive care for one condition
but not the other (29,32). Problems with coordination of care
between primary care physicians and specialists can result in
delays in diagnosis and health issues unintentionally caused by
medical treatments (33). The 2010 HHS framework for MCC of-
fers goals and strategies to address these issues and optimize the
health and quality of life for people with MCC (29).

Limitations

Although the large sample size and sample design allowed for
generalizability to the noninstitutionalized adult population, the
findings in this study are subject to at least 3 limitations. First,
BRFSS data are self-reported and subject to recall and social de-
sirability biases. For example, the prevalence of physician-
diagnosed chronic conditions ascertained by self-report might be
underestimated; however, at the state-level, the prevalence of
some conditions is consistent with estimates obtained from elec-
tronic health records (34). Second, the median response rate of
46.6% might reduce generalizability; however, BRFSS uses a

sophisticated weighting method (iterative proportional fitting) that
does not require demographic information for small geographic
areas, thereby reducing the potential for certain biases (35). Lastly,
trends by sociodemographic factors and health risk behaviors were
not assessed in this study.

Public health implications

This study updates national data on the prevalence of selected
chronic conditions and MCC among US adults by age group and
contributes to the growing body of evidence demonstrating the in-
crease in chronic conditions earlier in life — among young adults
(aged 18–34 y) (15,36). While the lifespan in the US has been in-
creasing, the health span (the period of life spent in good health)
has lagged (37). As the cohort of young adults ages, worsening
health outcomes will increase the burden of care on communities,
clinicians, and health care delivery systems (15). Programs
tailored to address depression, obesity, and high cholesterol
among young adults may be particularly effective in reducing the
burden of chronic disease as they enter middle age and older adult-
hood; and policies aimed at improving the upstream social determ-
inants of health (built environment, food insecurity, and access to
health care) would drive sustained improvements in the health of
aging populations (10). Future work on the progression of MCC at
the individual and population levels is critical to developing
strategies that mitigate the potential surge in the prevalence of
MCC resulting from younger populations beginning to experience
age-related chronic diseases.

Conclusion

Multiple chronic conditions affect more than half (128 million) of
US adults, and more than three-quarters (191 million) of US adults
have at least 1 of the 12 chronic conditions included in this study.
Trends in the prevalence of 1 or more chronic conditions from
2013 to 2023 worsened among young and midlife adult popula-
tions and showed less than a 1% improvement (percentage-point
difference <1) among older adults. Trends in conditions varied by
condition and life stage. Coordinated efforts by public and private
sectors might help improve the availability of evidence-based in-
terventions, policies, and programs to prevent, treat, and manage
chronic conditions among adults in different situations and stages
of life.
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Tables

Table 1. Prevalence Estimates and 10-Year Changes in Chronic Conditions Among All US Adults, Behavioral Risk Factor Surveillance System, 2013 and
2023

Chronic condition

Prevalence in 2013
(weighted N = 246,024,416)

Prevalence in 2023
(weighted N = 254,139,829) Change between 2023 and 2013a

Trend

Has selected
condition,
% (95% CI)

Has selected
condition and ≥1
other condition,
% (95% CI)

Has selected
condition,
% (95% CI)

Has selected
condition and ≥1
other condition,
% (95% CI)

Prevalence ratio
(95% CI)b

Percentage-point
difference
(95% CI)

Overall
≥1 Chronic condition 72.3 (72.0 to 72.6)  — c 76.4 (76.1 to 76.7)  — c 1.06 (1.05 to 1.06) 4.1 (3.7 to 4.4) LQ
Multiple chronic
conditions (≥2)

47.3 (47.0 to 47.6)  — c 51.4 (51.1 to 51.8)  — c 1.09 (1.08 to 1.10) 4.1 (3.7 to 4.6) LQ

Selected conditions
High cholesterol 35.2 (35.0 to 35.5) 28.9 (28.6 to 29.1) 35.3 (35.0 to 35.6) 29.9 (29.6 to 30.2) 1.00 (0.99 to 1.01) 0 (−0.4 to 0.4) NS
High blood pressure 32.5 (32.3 to 32.8) 29.1 (28.9 to 29.4) 34.5 (34.2 to 34.8) 31.2 (30.9 to 31.5) 1.06 (1.05 to 1.07) 1.9 (1.5 to 2.4) LQ
Obesity 28.3 (28.0 to 28.5) 21.9 (21.7 to 22.2) 32.7 (32.4 to 33.0) 25.8 (25.5 to 26.1) 1.16d (1.15 to 1.17) 4.4 (4.0 to 4.8) LQ
Arthritis 25.0 (24.8 to 25.3) 22.5 (22.3 to 22.7) 25.4 (25.1 to 25.7) 23.2 (23.0 to 23.5) 1.01 (1.00 to 1.03) 0.4 (0 to 0.7) LQ
Depression 17.7 (17.5 to 17.9) 14.8 (14.6 to 15.0) 20.2 (19.9 to 20.4) 16.3 (16.0 to 16.5) 1.14 (1.12 to 1.15) 2.4 (2.1 to 2.8) L
Diabetes 10.3 (10.1 to 10.5) 9.9 (9.7 to 10.1) 12.1 (11.9 to 12.3) 11.6 (11.3 to 11.8) 1.18d (1.15 to 1.20) 1.8 (1.5 to 2.1) LQ
Current asthma 9.0 (8.8 to 9.1) 7.4 (7.3 to 7.6) 9.8 (9.6 to 10.0) 8.5 (8.3 to 8.7) 1.10 (1.07 to 1.12) 0.9 (0.6 to 1.1) LQ
Heart disease 6.7 (6.5 to 6.8) 6.5 (6.3 to 6.6) 6.5 (6.3 to 6.6) 6.3 (6.1 to 6.4) 0.97 (0.94 to 1.00) −0.2 (−0.4 to 0) LQ
Cancere 6.5 (6.4 to 6.6) 5.8 (5.7 to 5.9) 8.0 (7.8 to 8.1) 7.2 (7.1 to 7.4) 1.22d (1.20 to 1.25) 1.5 (1.3 to 1.7) LQ
COPD 6.5 (6.3 to 6.6) 6.1 (6.0 to 6.2) 6.2 (6.1 to 6.4) 5.9 (5.8 to 6.1) 0.96 (0.93 to 0.99) −0.3 (−0.4 to −0.1) Q
Stroke 2.9 (2.8 to 3.0) 2.8 (2.7 to 2.9) 3.4 (3.3 to 3.5) 3.3 (3.2 to 3.4) 1.16d (1.12 to 1.20) 0.5 (0.3 to 0.6) LQ
Chronic kidney
disease

2.6 (2.6 to 2.7) 2.5 (2.4 to 2.6) 3.8 (3.7 to 4.0) 3.7 (3.6 to 3.8) 1.45d (1.42 to 1.48) 1.2 (1.0 to 1.3) LQ

Abbreviations: COPD, chronic obstructive pulmonary disease; L, significant linear trend; NS, no significant linear or quadratic trends; Q, significant quadrat-
ic trend.
a First year of the trend is 2013; last year of trend is 2023.
b Prevalence ratio for the last year (2023) relative to the first year (2013) of the trend.
c Not applicable.
d Meaningfully significant changes: either a significant >15% relative change or exceeds the 3-to-5 percentage-point absolute difference threshold (defined
by the 2013 prevalence estimate).
e Excludes skin cancer.
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Table 2. Prevalence Estimates and 10-Year Changes in Chronic Conditions Among Young Adults (Aged 18 to 34 Years) in US, Behavioral Risk Factor Sur-
veillance System, 2013 and 2023

Chronic condition

Prevalence in 2013
(weighted N = 74,492,810)

Prevalence in 2023
(weighted N = 73,385,020) Change between 2023 and 2013a

Trend

Has selected
condition,
% (95% CI)

Has selected
condition and ≥1
other condition,
% (95% CI)

Has selected
condition,
% (95% CI)

Has selected
condition and ≥1
other condition,
% (95% CI)

Prevalence ratiob

(95% CI)

Percentage- point
difference
(95%CI)

Overall
≥1 Chronic condition 52.5 (51.9 to 53.1)  — c 59.5 (58.8 to 60.1)  — c 1.13 (1.12 to 1.15) 7.0d (6.1 to 7.8) LQ
Multiple chronic
conditions (≥2)

21.8 (21.4 to 22.3)
 — c

27.1 (26.5 to 27.6)  — c 1.24d (1.21 to 1.26) 5.2d (4.5 to 6.0) LQ

Selected conditions
Obesity 22.1 (21.5 to 22.6) 12.0 (11.6 to 12.4) 27.3 (26.7 to 27.8) 16.3 (15.9 to 16.8) 1.24d (1.21 to 1.26) 5.2d (4.5 to 6.0)d L
Depression 16.4 (16.0 to 16.8) 10.7 (10.4 to 11.1) 25.0 (24.4 to 25.6) 15.9 (15.4 to 16.4) 1.53d (1.50 to 1.55) 8.6e (7.9 to 9.3) LQ
High cholesterol 15.9 (15.6 to 16.3) 9.5 (9.2 to 9.8) 16.3 (15.9 to 16.8) 11.0 (10.6 to 11.4) 1.02 (0.99 to 1.06) 0.4 (−0.2 to 0.9) Q
High blood pressure 10.4 (10.1 to 10.8) 7.9 (7.6 to 8.2) 11.5 (11.1 to 12.0) 9.3 (8.9 to 9.7) 1.10 (1.06 to 1.15) 1.1 (0.5 to 1.7) LQ
Asthma 9.2 (8.8 to 9.5) 5.9 (5.7 to 6.2) 10.1 (9.7 to 10.5) 7.4 (7.0 to 7.7) 1.10 (1.05 to 1.15) 0.9 (0.4 to 1.5) L
Arthritis 5.5 (5.3 to 5.8) 4.4 (4.2 to 4.6) 5.0 (4.7 to 5.3) 4.1 (3.9 to 4.4) 0.90 (0.81 to 0.98) −0.6 (−1.0 to −0.2) Q
COPD 2.6 (2.4 to 2.8) 2.1 (2.0 to 2.3) 1.9 (1.7 to 2.1) 1.6 (1.4 to 1.8) 0.73d (0.56 to 0.89) −0.7 (−1.0 to −0.4) L
Diabetes 1.7 (1.6 to 1.9) 1.4 (1.3 to 1.6) 2.0 (1.7 to 2.2) 1.7 (1.5 to 2.0) 1.15d (1.01 to 1.29) 0.3 (0 to 0.5) LQ
Cancere 1.4 (1.3 to 1.5) 1.1 (1.0 to 1.2) 1.0 (0.9 to 1.2) 0.8 (0.6 to 1.0) 0.74d (0.47 to 1.02) −0.4 (−0.6 to −0.1) L
Chronic kidney
disease

1.0 (0.9 to 1.2) 0.8 (0.7 to 0.9) 1.1 (0.9 to 1.3) 0.9 (0.7 to 1.0) 1.08 (0.90 to 1.26) 0.1 (−0.1 to 0.3) NS

Heart disease 1.0 (0.9 to 1.2) 0.8 (0.7 to 1.0) 1.0 (0.9 to 1.1) 0.8 (0.7 to 1.0) 0.98 (0.78 to 1.18) 0 (−0.2 to 0.2) Q
Stroke 0.5 (0.5 to 0.6) 0.5 (0.4 to 0.5) 0.6 (0.5 to 0.7) 0.5 (0.4 to 0.6) 1.08 (0.85 to 1.31) 0 (−0.1 to 0.2) NS

Abbreviations: COPD, chronic obstructive pulmonary disease; L, significant linear trend; NS, no significant linear or quadratic trend; Q, significant quadratic
trend.
a First year of the trend is 2013; last year of trend is 2023.
b Prevalence ratio for the last year (2023) relative to the first year (2013) of the trend.
c Not applicable.
d Meaningfully significant changes: either a significant >15% relative change or exceeds the 3-to-5 percentage-point absolute difference threshold (defined
by the 2013 prevalence estimate).
e Excludes skin cancer.
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Table 3. Prevalence Estimates and 10-Year Changes in Chronic Conditions Among Midlife Adults (Aged 35 to 64 Years) in US, Behavioral Risk Factor Sur-
veillance System, 2013 and 2023

Chronic condition

Prevalence in 2013
(weighted N = 125,814,726)

Prevalence in 2023
(weighted N = 120,921,273) Change between 2023 and 2013a

Trend

Has selected
condition,
% (95% CI)

Has selected
condition and ≥1
other condition,
% (95% CI)

Has selected
condition,
% (95% CI)

Has selected
condition and ≥1
other condition,
% (95% CI)

Prevalence ratio
(95% CI)b

Percentage-point
difference
(95% CI)

Overall
≥1 Chronic
conditions

76.5 (76.2 to 76.9)  — c 78.4 (78.0 to 78.8)  — c 1.02 (1.02 to 1.03) 1.9 (1.3 to 2.4) LQ

Multiple chronic
conditions (≥2)

51.1 (50.7 to 51.5)  — c 52.7 (52.2 to 53.2)  — c 1.03 (1.02 to 1.04) 1.6 (1.0 to 2.3) LQ

Selected conditions
High cholesterol 39.3 (38.9 to 39.6) 31.9 (31.6 to 32.3) 36.9 (36.5 to 37.4) 30.6 (30.2 to 31.1) 0.94 (0.92 to 0.96) −2.3 (−2.9 to −1.7) LQ
High blood pressure 34.5 (34.1 to 34.9) 30.6 (30.3 to 31.0) 35.0 (34.6 to 35.5) 31.1 (30.7 to 31.6) 1.02 (1.00 to 1.03) 0.5 (0 to 1.1) Q
Obesity 32.6 (32.2 to 33.0) 26.6 (26.2 to 26.9) 37.1 (36.7 to 37.6) 29.9 (29.5 to 30.3) 1.14 (1.12 to 1.15) 4.5 (4.0 to 5.1) L
Arthritis 26.5 (26.2 to 26.8) 23.5 (23.2 to 23.8) 24.9 (24.5 to 25.3) 22.4 (22.0 to 22.8) 0.94 (0.92 to 0.96) −1.6 (−2.1 to −1.1) L
Depression 19.6 (19.4 to 19.9) 17.3 (17.0 to 17.6) 19.9 (19.6 to 20.3) 17.4 (17.1 to 17.7) 1.02 (0.99 to 1.04) 0.3 (−0.2 to 0.8) NS
Diabetes 10.9 (10.7 to 11.2) 10.5 (10.3 to 10.8) 12.5 (12.2 to 12.9) 11.9 (11.6 to 12.2) 1.15d (1.12 to 1.18) 1.6 (1.2 to 2.0) L
Asthma 9.1 (8.9 to 9.3) 8.0 (7.8 to 8.3) 9.9 (9.7 to 10.2) 8.9 (8.7 to 9.2) 1.09 (1.06 to 1.12) 0.8 (0.5 to 1.2) LQ
COPD 6.7 (6.5 to 6.9) 6.4 (6.2 to 6.6) 5.8 (5.6 to 6.0) 5.5 (5.3 to 5.7) 0.87 (0.81 to 0.92) −0.9 (−1.2 to −0.6) LQ
Heart disease 5.7 (5.6 to 5.9) 5.6 (5.4 to 5.7) 5.2 (5.0 to 5.5) 5.0 (4.8 to 5.3) 0.91 (0.85 to 0.97) −0.5 (−0.8 to −0.2) L
Cancere 5.5 (5.3 to 5.6) 4.7 (4.6 to 4.9) 6.1 (5.9 to 6.4) 5.3 (5.1 to 5.5) 1.12 (1.08 to 1.16) 0.7 (0.4 to 0.9) L
Stroke 2.6 (2.5 to 2.8) 2.5 (2.4 to 2.7) 3.1 (3.0 to 3.3) 3.0 (2.9 to 3.2) 1.18d (1.12 to 1.24) 0.5 (0.3 to 0.7) LQ
Chronic kidney
disease

2.5 (2.4 to 2.7) 2.4 (2.3 to 2.5) 3.1 (3.0 to 3.3) 3.0 (2.9 to 3.2) 1.25d (1.18 to 1.31) 0.6 (0.4 to 0.8) L

Abbreviations: COPD, chronic obstructive pulmonary disease; L, significant linear trend; NS, no significant linear or quadratic trend; Q, significant quadratic
trend.
a First year of the trend is 2013; last year of trend is 2023.
b Prevalence ratio for the last year (2023) relative to the first year (2013) of the trend.
c Not applicable.
d Meaningfully significant changes: either a significant >15% relative change or exceeds the 3-to-5 percentage-point absolute difference threshold (defined
by the 2013 prevalence estimate).
e Excludes skin cancer.

PREVENTING CHRONIC DISEASE VOLUME 22, E15

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY         APRIL 2025

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,
the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.



www.cdc.gov/pcd/issues/2025/24_0539.htm • Centers for Disease Control and Prevention       11

Table 4. Prevalence Estimates and 10-Year Changes in Chronic Conditions Among Older Adults (Aged ≥65 Years) in US, Behavioral Risk Factor Surveil-
lance System, 2013 and 2023

Chronic condition

Prevalence in 2013
(weighted N = 45,717,829)

Prevalence in 2023
(weighted N = 59,833,536) Change between 2023 and 2013a

Trend

Has selected
condition,
% (95% CI)

Has selected
condition and ≥1
other condition,
% (95% CI)

Has selected
condition,
% (95% CI)

Has selected
condition and ≥1
other condition,
% (95% CI)

Prevalence ratio
(95% CI)b

Percentage-point
difference
(95% CI)

Overall
≥1 Chronic condition 93.1 (92.8 to 93.3)  — c 93.0 (92.8 to 93.3)  — c 1.00 (0.95 to 1.06) 0 (−0.4 to 0.4) Q
Multiple chronic
conditions (≥2)

78.4 (78.0 to 78.8)  — c 78.8 (78.3 to 79.3)  — c 1.00 (1.00 to 1.00) 0 (−0.4 to 0.4) L

Selected conditions
High blood pressure 63.0 (62.6 to 63.5) 59.4 (58.9 to 59.9) 61.4 (60.9 to 62.0) 58.0 (57.4 to 58.6) 0.97 (0.96 to 0.99) −1.6 (−2.4 to −0.9) LQ
High cholesterol 55.6 (55.1 to 56.1) 52.0 (51.5 to 52.5) 55.1 (54.6 to 55.7) 51.7 (51.1 to 52.3) 0.99 (0.98 to 1.00) −0.5 (−1.3 to 0.3) LQ
Arthritis 52.7 (52.2 to 53.2) 49.3 (48.8 to 49.8) 51.3 (50.8 to 51.9) 48.3 (47.8 to 48.9) 0.97 (0.96 to 0.99) −1.4 (−2.1 to −0.6) LQ
Obesity 26.5 (26.0 to 26.9) 25.5 (25.0 to 25.9) 30.3 (29.8 to 30.8) 29.0 (28.5 to 29.5) 1.14 (1.12 to 1.17) 3.8 (3.2 to 4.5) L
Diabetes 22.4 (21.9 to 22.9) 21.9 (21.4 to 22.3) 23.5 (23.0 to 24.1) 22.9 (22.4 to 23.4) 1.05 (1.02 to 1.08) 1.1 (0.4 to 1.8) L
Heart disease 18.4 (18.1 to 18.8) 18.1 (17.7 to 18.5) 15.7 (15.3 to 16.1) 15.4 (15.0 to 15.8) 0.85d (0.81 to 0.89) −2.7 (−3.3 to −2.2) LQ
Cancere 17.7 (17.3 to 18.0) 16.6 (16.2 to 17.0) 20.1 (19.7 to 20.6) 19.0 (18.6 to 19.5) 1.14 (1.11 to 1.17) 2.5 (1.9 to 3.0) LQ
Depression 14.7 (14.3 to 15.0) 14.3 (14.0 to 14.7) 14.7 (14.3 to 15.1) 14.4 (14.0 to 14.8) 1.00 (0.97 to 1.04) 0.1 (−0.5 to 0.6) Q
COPD 12.2 (11.8 to 12.5) 11.8 (11.5 to 12.2) 12.4 (12.0 to 12.7) 12.1 (11.7 to 12.5) 1.02 (0.98 to 1.06) 0.2 (−0.3 to 0.7) Q
Asthma 8.3 (8.0 to 8.6) 8.1 (7.8 to 8.4) 9.3 (9.0 to 9.6) 9.0 (8.7 to 9.3) 1.12 (1.08 to 1.16) 1.0 (0.6 to 1.4) LQ
Stroke 7.6 (7.4 to 7.9) 7.5 (7.2 to 7.7) 7.4 (7.1 to 7.7) 7.2 (7.0 to 7.5) 0.97 (0.92 to 1.03) −0.2 (−0.6 to 0.2) NS
Chronic kidney
disease

5.7 (5.4 to 5.9) 5.6 (5.3 to 5.9) 8.6 (8.3 to 9.0) 8.5 (8.2 to 8.9) 1.52d (1.48 to 1.56) 3.0 (2.5 to 3.4) LQ

Abbreviations: COPD, chronic obstructive pulmonary disease; L, significant linear trend; NS, no significant linear or quadratic trend; Q, significant quadratic
trend.
a First year of the trend is 2013; last year of trend is 2023.
b Prevalence ratio for the last year (2023) relative to the first year (2013) of the trend.
c Not applicable.
d Meaningfully significant changes: either a significant >15% relative change or exceeds the 3-to-5 percentage-point absolute difference threshold (defined
by the 2013 prevalence estimate).
e Excludes skin cancer.
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