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Abstract Despite overall gains in life expectancy at birth
among Los Angeles County residents, significant disparities
persist across population subgroups. The purpose of this study
was to quantify the potential sex- and race/ethnicity-specific
gains in life expectancy had we been able to fully or partially
eliminate the leading causes of death in Los Angeles County.
Complete annual life tables for local residents were generated
by applying the same method used for the National Center of
Health Statistics US life tables published in 1999. Based on
2010 Los Angeles County mortality records, sex- and race/
ethnicity-specific potential gains in life expectancy were cal-
culated using scenarios of 10, 20, 50, and 100 % elimination
of 12 major causes of death. Coronary heart disease, the lead-
ing cause of death, was found to be most impactful on life
expectancy. Its hypothetical full elimination would result in
life expectancy gains ranging from 2.2 years among white
females to 3.7 years among black males. Gains from complete
elimination of lung cancer and stroke ranked second, with al-
most an additional year of life for each gender. However,
marked disparities across racial/ethnic groups were noted from
the elimination of several other causes of death, such as homi-
cide, from which the gain among black males exceeded 13
times more than their white counterparts. By differentially

targeting specific causes of death in disease prevention, not only
can findings of this study aid in efficiently narrowing racial/
ethnic disparities, they can also provide a quantitative means
to identify and rank priorities in local health policymaking.
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Introduction

Life expectancy has been steadily increasing in the USA, but
large racial and ethnic disparities remain [1]. This pattern is
reflected in local jurisdictions as well. Los Angeles County, a
major metropolitan jurisdiction, has one of the largest and
most racially and ethnically diverse populations in the USA.
With 88 incorporated cities and 53 unincorporated areas, Los
Angeles County is home to over 10 million people, making it
the most populous county in the nation [2, 3]. In 2013, the
demographic composition of Los Angeles County consisted
of approximately 48 % Latino, 28 % white, 15 % Asian/
Native Hawaiian or other Pacific Islander (NHOPI), 9 %
black, and 0.2 % American Indian or Alaska Native [3]. Over-
all life expectancy at birth for county residents has increased
by an average of 0.29 years annually since 1991. More spe-
cifically, gains were observed among both genders, and all
major racial/ethnic groups. However, these gains have not
been equal across groups and substantial disparities in life
expectancy have been reported [4].

To further examine these disparities, we looked at life ex-
pectancy trends by race/ethnicity from 2000 to 2010. We also
generated sex- and race/ethnicity-specific life tables to quantify
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the potential gains in life expectancy resulting from partial to
complete elimination of 12 major causes of death in Los
Angeles County. The primary objective of the study was to
illustrate a practical approach that can be applied to evaluate
the impact that reductions in specific causes of death might
have on (1) potential gains in life expectancy overall and (2)
reducing racial/ethnic disparities in life expectancy. These find-
ings could be used to inform policymakers on the potential
value of interventions targeting specific causes of death.

Methods

Calculating Life Expectancy at Birth

To derive annual life expectancies at birth over the peri-
od of 2000 to 2010 among various subgroups of Los
Angeles County residents, we first acquired via the Los
Angeles County Vital Records Office the death statistical
master files assembled by the California Department of
Public Health [5]. Based on residence geocoding, county
death records were extracted for subsequent generation
of complete annual life tables. Registration completeness
of death records was high, well capturing decedent's
personal details and International Classification of Dis-
eases 10th Revision (ICD-10) coded underlying cause
of death. For the study period of 2000–2010, a total of
648,694 death records (99.9 %) were included in the
overall life expectancy calculations. Among them, 647,
899 records (99.9 %) contained usable race/ethnicity
data for subgroup calculations. Mid-year resident popu-
lation estimates were used as denominators for age-
specific death rate derivations [6–8].

To convert age-specific death rates to probability of
dying used for survivorship calculations in the life tables,
we applied the methodology published by the National
Center for Health Statistics [9]. Considering the substan-
tial increase in survival at older ages in the USA over
the last century, rising from about 6 % survival at age
85 years in 1900 to about 40 % in 2004, this method
extends the open-ended age interval to age 100 years and
over, and derives age-specific mortality rates for those
over age 85 years using Medicare data for improved
accuracy. In our study, the coefficients used for mortality
rate adjustment were based on the most up-to-date in-
sured Medicare data available at the time [10]. All com-
putations were performed using SAS software version
9.3 for Windows.

Classification of Race/Ethnicity

To examine disparities in life expectancy across popula-
tion subgroups, both sex- and race/ethnicity-specific life

expectancy calculations were performed. The following
four mutually exclusive race/ethnicity classifications were
included in the analysis: white, black, and Asian/NHOPI
(all of non‐Hispanic descent) as well as Latino/Hispanic.
American Indians or Alaska Natives (including Eskimos
and Aleuts) were also initially examined, but this relative-
ly small group was subsequently excluded because most
of its age-specific death counts were found to be too small to
provide stable results. This left a total of eight sex- and race/
ethnicity-specific population subgroups in the analysis.

Leading Causes of Death

Twelve major underlying causes of death were selected in the
analysis, including the top 10 leading causes of death in Los
Angeles County in 2010, as well as human immunodeficiency
virus (HIV) infection, a leading cause of premature death
among young black males; and homicide, a leading cause of
death among both Latinos and blacks [11] (Table 1).

Calculating Potential Gains in Life Expectancy at Birth

The impact from each cause of death was quantified by measur-
ing the hypothetical gain in life expectancy at birth if the deaths
from a cause were reduced by 10, 20, 50, and 100 %. In our
analysis, we used 2010 death records, the latest data available, to
produce new life tables for Los Angeles County that would
result from these incremental decreases in mortality (Table 2).
The reduction in cause-specific number of deaths was assumed
to be proportionally distributed across all ages within each
population subgroup. For instance, 10 % homicide deaths were
reduced for every age from 0 to over 100 years among all white
males. Potential gains were then determined by comparing the
projected life expectancy values to the original values for each
sex- and race/ethnicity-specific group. To illustrate relative
gains, inter-racial/ethnic comparisons were made using intra-
cause rankings and by calculating ratios of life expectancy gains
using the white population as the reference group.

Results

Trends in Life Expectancy at Birth

From 2000 to 2010, bothmale and female LosAngeles County
residents enjoyed steady improvements in life expectancy at
birth. In 2010, life expectancy at birth was 78.9 years for males
and 84.0 years for females, representing an increase of 2.9 and
2.7 years, respectively, since 2000. A positive trend was ob-
served among all sex- and racial/ethnic-specific subgroups,
with the largest gain (3.9 years) observed among black
males, and the smallest (1.7 years) among Latinas
(Fig. 1). Males in each racial/ethnic group had greater
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gains in life expectancy than females. In 2010, Asian/
NHOPI females had the longest life expectancy at birth
(87.6 years), while black males had the shortest
(72.0 years), a 15.6-year difference.

The relative rankings of life expectancy among the four
major racial/ethnic groups persisted throughout the time peri-
od for both males and females. Asians/NHOPI had the highest
life expectancy, followed closely by Latinos (−3.2 years for
males, −2.0 years for females), and whites (−5.0 years for
males, −4.5 years for females). Life expectancy among blacks
was much lower compared to all other groups (−11.5 years for
males, −8.6 years in females). Furthermore, babies born in Los
Angeles County in 2010 were expected to live to 81.5 years,
almost 3 years longer than the US average [1].

Potential Gains in Life Expectancies from Reduction
of Specific Causes

Coronary heart disease (CHD) was the leading cause of death
among all racial/ethnic groups in 2010, accounting for 22% of
all deaths in the Los Angeles County [11]. Deaths from CHD
occurred mostly among older individuals (10,189 or 81 % of
CHD deaths were individuals aged 65 years and older), and
therefore would theoretically contribute relatively little to life
expectancy at birth. However, the potential gains among both
male and female residents from the complete elimination of
CHD was greater than for all other causes due to the sheer
number of cases. This resulted in life expectancy gains of 2.89
and 2.38 years for males and females, respectively (see Ap-
pendix: Tables 3 and 4). The potential life expectancy gains
pertaining to elimination of other causes studied were

generally small in absolute terms, ranging from 0.02 years
for HIV among females to 0.72 years for lung cancer among
males (Fig. 2). Overall trends in potential gains roughly
paralleled the mortality trends except for homicide among
males, and Alzheimer’s disease and breast cancer among
females.

Blacks showed the largest potential gains for most conditions
relative to the other groups (Table 2). This was particularly
evident for homicide, from which black males and females
would receive 13.3 and 6.3 times greater gains, respectively,
than their white counterparts (Fig. 3a, b). With the elimination
HIV deaths, black females would have 5.6 times greater poten-
tial gains in life expectancy compared to white females. In con-
trast, there were only a few causes where whites or Asians/
NHOPI had the largest potential gains. With the elimination of
emphysema/COPD and Alzheimer’s disease, both white males
and females would experience greater potential gains compared
to other racial/ethnic groups. For Asian/NHOPI males, eradicat-
ing stroke and pneumonia/influenza deaths would produce
potential gains 2.4 and 1.8 times that of white males, respective-
ly. Latinos showed the greatest potential gains from the removal
of liver disease and diabetes. For liver disease elimination
specifically, Latino males would have more than double the
potential gain of life expectancy compared to white males.

Discussion

Mortality rates and life expectancy are two commonly used
indicators for a population’s health status. They reflect the im-
pact of major illnesses and injuries, and their underlying

Table 1 Major underlying causes of death, Los Angeles County 2010

Rank Underlying cause of death ICD-10 Codes Number of deaths Death ratea

Male Female All

1 Coronary heart disease I11, I20–I25 6651 5984 12,635 137.8

2 Stroke I60–I69 1405 1873 3278 36.2

3 Lung cancer C33–C34 1602 1339 2941 32.8

4 Emphysema/COPD J43–J44 1246 1376 2622 29.6

5 Alzheimer’s disease G30 751 1491 2242 24.7

6 Pneumonia/influenza J09–J18 910 1054 1964 21.8

7 Diabetes mellitus E10–E14 993 901 1894 21.0

8 Colorectal cancer C18–C21 663 622 1285 14.0

9 Liver disease K70, K73–K74 787 384 1171 12.0

10 Breast cancer C50 7 1109 1116 21.1b

17 Homicide *U02–*U02, X85–Y09, Y87.1 545 106 651 6.3

35 Human immunodeficiency virus B20–B24 232 42 274 2.8

Source: [11]
a Age-adjusted rate per 100,000 using 2000 US standard population
b Females only
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Table 2 Rankings of potential gain in life expectancy at birth from 100 % disease elimination; and gain ratio by race/ethnicity-sex, Los Angeles
County 2010

Ranka Cause of death Gain ranking Gain ratiob Inter-cause gain ranking

Male Female Male Female Male Female

1 Coronary heart disease

White 2 4 1.00 1.00

Black 1 1 1.25 1.34

Latino 4 3 0.91 1.15

Asian/NHOPIc 3 2 0.92 1.16

All 1 1

2 Stroke

White 4 4 1.00 1.00

Black 3 1 1.41 1.72

Latino 2 3 1.56 1.19

Asian/NHOPIc 1 2 2.36 1.31

All 3 2

3 Lung cancer

White 3 2 1.00 1.00

Black 2 1 1.08 1.15

Latino 4 4 0.72 0.45

Asian/NHOPIc 1 3 1.21 0.75

All 2 3

4 Emphysema/COPD

White 1 1 1.00 1.00

Black 2 2 0.99 0.63

Latino 4 4 0.53 0.34

Asian/NHOPIc 3 3 0.74 0.41

All 4 5

5 Alzheimer’s disease

White 1 1 1.00 1.00

Black 3 4 0.50 0.73

Latino 2 2 0.87 0.94

Asian/NHOPIc 4 3 0.50 0.78

All 10 7

6 Pneumonia/influenza

White 3 4 1.00 1.00

Black 4 3 0.82 1.18

Latino 2 1 1.01 1.27

Asian/NHOPIc 1 2 1.81 1.19

All 8 8

7 Diabetes mellitus

White 4 4 1.00 1.00

Black 2 2 1.54 2.28

Latino 1 1 2.19 2.53

Asian/NHOPIc 3 3 1.19 1.34

All 5 6

8 Colorectal cancer

White 3 4 1.00 1.00

Black 2 1 1.28 1.55

Latino 4 3 0.92 1.04

Asian/NHOPIc 1 2 1.39 1.09

All 9 9
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causes—including social, economic, and environmental condi-
tions. A thorough understanding of mortality patterns in a

population is essential for formulating sound health policy,
and decreases in cause-specific mortality rates are frequently

Table 2 (continued)

Ranka Cause of death Gain ranking Gain ratiob Inter-cause gain ranking

Male Female Male Female Male Female

9 Liver disease

White 2 2 1.00 1.00

Black 3 3 0.73 0.92

Latino 1 1 2.33 1.18

Asian/NHOPIc 4 4 0.44 0.20

All 7 10

10 Breast cancer

White 4 2 1.00 1.00

Black 1 1 4.57 1.36

Latino 3 4 1.08 0.65

Asian/NHOPIc 2 3 2.01 0.78

All 12 4

17 Homicide

White 3 4 1.00 1.00

Black 1 1 13.29 6.30

Latino 2 2 3.72 1.31

Asian/NHOPIc 4 3 0.91 1.11

All 6 11

35 Human immunodeficiency virus

White 3 3 1.00 1.00

Black 1 1 3.48 5.58

Latino 2 2 1.49 1.52

Asian/NHOPIc 4 4 0.18 0.23

All 11 12

a Ranking according to the leading causes of death of Los Angeles County residents
b Ratio of race/ethnicity-sex specific life expectancy gains, with whites as reference group
cNative Hawaiian or other Pacific Islander

NHOPI = Native Hawaiian or other Pacific Islander
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used for setting population health goals. However, mortality
rates can bemisleading if the underlying demographic structure
of the population is not well understood. Using standardized
mortality rates can only partially correct the problem, since the
selection of a standard population itself significantly affects the
results. On the other hand, life expectancy at birth can be
regarded as a composite index summarizing the mortality pat-
tern that prevails across all age groups. Although the relation-
ship between life expectancy and mortality is mathematically
complex, the relationship is in essence reciprocal. Quantifying
cause-specific impacts on life expectancy may therefore be a
useful alternative for conveying analogous information to
policymakers in a more easily interpretable form.

Our results highlight the disparities in life expectancy be-
tween males and females, and among different racial/ethnic
groups. At its worst, there is an unconscionable 16-year gap in
life expectancy between black males and Asian/NHOPI fe-
males. This study demonstrates the usefulness of life table
analysis in identifying major causes of death which contribute
to these disparities, through examining potential gains in life
expectancy at birth from the reduction or elimination of spe-
cific causes of death. Quantifying potential gains is effective
for illustrating cause-specific impacts on overall life expectan-
cy, as well as their differential impacts on racial/ethnic
disparities.

Our results show that reducing CHD deaths has the greatest
potential for increasing life expectancy across all four racial/
ethnic groups. The elimination of CHD would result in an
additional 2.9 years of life for males and 2.4 years for females.
Results for homicide and HIV reduction, however, highlight

the opportunities that exist for reducing racial/ethnic dispar-
ities in life expectancy. Although these causes of death appear
to have less of an impact on overall life expectancy when
examining absolute gains, the differences in relative gains
among the racial groups are very pronounced. Blacks showed
the largest potential gains for many causes and particularly
striking relative gains for homicide and HIV, which is consis-
tent with previous studies [12–14].

Coronary Heart Disease

CHD continues to be the leading cause of death, and as
expected, its elimination yields the greatest gains in life
expectancy for all races. The racial disparities are less
striking when studying CHD in relation to other causes
of death, but its reduction and elimination still yields
the greatest gains for blacks relative to other races/eth-
nicities. Factors that may explain blacks’ increased
CHD mortality include their high prevalence of risk
factors such as hypertension, obesity, and physical inac-
tivity [12]. Related to these factors are important social
issues, such as differential access to care and socioeco-
nomic status (SES)—which affect one’s health status,
ability to obtain health services, and likelihood of par-
ticipating in health-promoting practices [12, 15].

Homicide

In our study, the most striking disparities in potential
gains in life expectancy were observed for homicide. If
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homicide was completely eliminated, black males would
gain 13 times more and Latino males almost four times
more in life expectancy, in comparison to their white
counterparts. Although homicide was the 17th leading
cause of death in the overall county population, it is the
second leading cause of premature death, or death before
75 years of age. More specifically, among black and La-
tino males, it is the leading cause of premature death [11].
Racial disparities in life expectancy related to homicide
deaths in Los Angeles County have been previously re-
ported [14, 16]. There are a multitude of factors that con-
tribute to high homicide rates, including neighborhood
poverty, availability of firearms, and other social environ-
mental factors—such as high unemployment, presence of
gang activity, limited access to quality education, family
disruption, and low levels of social cohesion [16–19].

Human Immunodeficiency Virus

The disproportionate HIV mortality in blacks is another
major contributor to life expectancy disparities. HIV is an
infectious disease that has transformed into a largely
chronic illness with the advent of highly active antiretro-
viral therapy (HAART) [13]. Due to the high effective-
ness of HAART, HIV mortality has declined significantly

in the overall population [20]. However, there are racial
differences in these declines, which are likely related to
delayed diagnosis, and differential access and adherence
to HAART treatment [21, 22]. Studies have shown that
blacks were less likely to receive HAART and had lower
rates of antiretroviral medication use in comparison to
other races, potentially increasing the risk of HIV mortal-
ity among this population [22].

Policy Implications

Despite recent improvements in life expectancy, our anal-
ysis highlights the striking disparities that persist across
racial/ethnic groups. Understanding the factors that con-
tribute most to life expectancy and the root causes of
disparities can help communities, policymakers, and pub-
lic health officials identify effective strategies and targets
for interventions to reduce these disparities and to pro-
mote longevity for all groups.

One strategy would be to focus resources on preventing
all deaths from CHD, which would result in the largest
potential gains overall. Despite the high prevalence of
CHD across all major racial groups, blacks still stand to
gain the most life-years with its reduction. To achieve
greater reductions in life expectancy disparities, however,
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a more effective strategy might be to focus on the diseases
and injuries that have the greatest influence on these dis-
parities, such as homicide and HIV. In addition to dispro-
portionately impacting blacks, both causes of death tend
to impact younger, working age populations, and have
significant implications for long-term economic costs
and productivity [23]. There are a broad range of strate-
gies that can be applied, and multisectorial approaches are
needed. Strategies to reduce homicides may include de-
creasing the availability of firearms, increased community
policing, providing economic opportunities, increasing
high school graduation rates, increasing social cohesion,
and creating safe physical environments that foster com-
munity interaction [24–26]. Efforts to reduce HIV mortal-
ity could include implementing community-level interven-
tions to build individual skills to reduce HIV risk behav-
ior, changing sexual norms, and increasing condom use
among high-risk populations, and improving access to
HIV testing and treatment [27].

In either case, it is clear that any significant progress in
improving life expectancy and reducing disparities will re-
quire multisectorial approaches that address the underlying
environmental and sociocultural causes that contribute to dis-
proportionately high mortality—including lack of educational
opportunities, poverty, racism, poor access to health care, and
living in communities with unsafe neighborhoods and higher
levels of social disorder [15].

Limitations

As our analysis was solely dependent upon single, under-
lying causes of death, it implicitly assumed that there
were no interdependencies among different causes of
deaths. However, in reality, this is often not the case since
a given disease may render individuals more susceptible
or resistant to some other diseases. Certain diseases, such
as diabetes mellitus and CHD, tend to frequently co-oc-
cur. These interdependencies are complex and have yet to
be accurately quantified. We felt that our assumption of
independence was suitable for the purposes of the study.
Similarly, we made no attempt to take the mortality with
competing risks approach, which might otherwise cause
even more incongruity as we had assumed the increases in
death rates from competing causes were negligible, and
could otherwise further distort the potential gains from
our calculation. In utilizing our findings, it would there-
fore be judicious to focus on relative rankings than abso-
lute values of the gains derived. Further, since many
deaths could be attributed to multiple causes, it has al-
ways been difficult to assign a single specific cause to
each death especially amid diseases known to have com-
mon risk factors [28]. Although at the national level, a
standardized algorithm is applied in deciding on the

underlying cause of death to minimize potential biases,
death certificates are still unduly susceptible to misclassi-
fication. Hence, there exists a high likelihood of underes-
timation of those chronic ailments that frequently lead to
diseases of high fatality, such as diabetes mellitus or hy-
pertension. [13]. This would be of less concern in dealing
with diseases that are pathologically distinct [28].

As compared to other leading causes of death, the life ex-
pectancy gains associated with chronic ailments that generally
occur later in life, such as CHD and cancers, might have also
been underestimated in our calculation. This is due to their
disproportionately higher prevalence among the older popula-
tions, pushing the number of deaths falsely low as many of the
elderly would probably die of other acute causes. Further,
limited exclusively to life expectancy, our study fell short of
making any quantitative assessment of overall disease burden
or years of quality of life lived. Analyses from those perspec-
tives may shed more light on the true burden of disease, spe-
cifically across diverse racial/ethnic groups, and suggest dif-
ferent targets for intervention.

Conclusion

Understanding the mortality patterns in a population, includ-
ing historical trends, underlying determinants, contributing
factors and disparities, is essential to formulating sound health
policy. While eliminating coronary heart disease could result
in the greatest potential gains in life expectancy for all races,
we found striking disparities for homicide and HIV, especially
among blacks. In spite of the known limitations, these results
provide a useful means for identifying and ranking priorities
in public health policy formation.

As occurred in the rest of the nation, residents of Los
Angeles County enjoyed a steady rise in longevity over the
last few decades. However, substantial dipartites in general
health among racial and ethnic subgroups of the population
remained. Through applying multiple hypothetical mortality
eliminations to local vital records, this study quantifies the
differential impacts of major causes of death on life expectan-
cy. While biological and risk behavior differences are likely
playing important roles, underlying factors pertinent to both
physical and social environments have long been recognized
as influential components.

Social determinants, such as income, educational attain-
ment, and access to primary care etc. are tightly correlated
with population health [29, 30]. However, the insufficiency
of reporting on death certificates prohibited stratified analyses
with tolerable levels of statistical confidence. It would be
therefore worth replicating the study using data aggregated
from a longer period of time or larger jurisdictions to strength-
en the validity of the method in future work.
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The quantitative approach presented in this article may
prove valuable in delineating further population health evalu-
ation in terms of life expectancy, a health indicator gaining
popularity in recent years partly due to its intuitiveness. Fo-
cused public health efforts directed at decreasing mortality
from specific causes of death are needed, as well as policy
and system changes that would foster communities and envi-
ronments in which people of all backgrounds can benefit.
Mitigating both individual and environmental risk factors as-
sociated with preventable causes of death should be the prior-
ity for policymakers, communities, and public health officials
if they hope to effectively eliminate life expectancy dispar-
ities, and prolong overall longevity.
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Appendix

Table 3 Male life expectancy at birth (in years) and potential gains (bracketed) from disease elimination, Los Angeles County 2010

Ranka Cause of death Percent elimination of deaths

0 % 10 % 20 % 50 % 100 %

1 Coronary heart disease
White males 78.53 78.79 (0.26) 79.05 (0.52) 79.89 (1.36) 81.46 (2.92)
Black males 72.03 72.34 (0.31) 72.65 (0.62) 73.67 (1.64) 75.68 (3.65)
Latino males 80.30 80.53 (0.24) 80.77 (0.48) 81.53 (1.24) 82.94 (2.65)
Asian/NHOPIb males 83.54 83.78 (0.24) 84.02 (0.48) 84.79 (1.24) 86.23 (2.68)
All males 78.89 79.14 (0.25) 79.40 (0.51) 80.23 (1.34) 81.78 (2.89)

2 Stroke
White males 78.53 78.58 (0.04) 78.62 (0.09) 78.75 (0.22) 78.97 (0.44)
Black males 72.03 72.09 (0.06) 72.15 (0.12) 72.34 (0.30) 72.65 (0.62)
Latino males 80.30 80.36 (0.07) 80.43 (0.13) 80.63 (0.33) 80.98 (0.68)
Asian/NHOPIb males 83.54 83.64 (0.10) 83.74 (0.19) 84.04 (0.50) 84.58 (1.03)
All males 78.89 78.95 (0.06) 79.00 (0.11) 79.18 (0.29) 79.48 (0.59)

3 Lung cancer
White males 78.53 78.61 (0.07) 78.68 (0.15) 78.90 (0.37) 79.29 (0.75)
Black males 72.03 72.11 (0.08) 72.19 (0.16) 72.43 (0.40) 72.84 (0.81)
Latino males 80.30 80.35 (0.05) 80.40 (0.11) 80.56 (0.27) 80.84 (0.54)
Asian/NHOPIb males 83.54 83.63 (0.09) 83.72 (0.18) 83.99 (0.45) 84.46 (0.91)
All males 78.89 78.96 (0.07) 79.03 (0.14) 79.24 (0.35) 79.61 (0.72)

4 Emphysema/COPD
White males 78.53 78.59 (0.06) 78.65 (0.12) 78.83 (0.29) 79.13 (0.60)
Black males 72.03 72.09 (0.06) 72.15 (0.11) 72.32 (0.29) 72.62 (0.59)
Latino males 80.30 80.33 (0.03) 80.36 (0.06) 80.45 (0.16) 80.61 (0.32)
Asian/NHOPIb males 83.54 83.59 (0.04) 83.63 (0.09) 83.76 (0.22) 83.99 (0.44)
All males 78.89 78.94 (0.05) 78.99 (0.10) 79.14 (0.25) 79.41 (0.52)

5 Alzheimer’s disease
White males 78.53 78.56 (0.03) 78.59 (0.05) 78.67 (0.14) 78.82 (0.28)
Black males 72.03 72.05 (0.01) 72.06 (0.03) 72.10 (0.07) 72.17 (0.14)
Latino males 80.30 80.32 (0.02) 80.34 (0.05) 80.42 (0.12) 80.54 (0.25)
Asian/NHOPIb males 83.54 83.56 (0.01) 83.57 (0.03) 83.61 (0.07) 83.69 (0.14)
All males 78.89 78.91 (0.02) 78.94 (0.05) 79.01 (0.12) 79.14 (0.25)
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Table 3 (continued)

Ranka Cause of death Percent elimination of deaths

0 % 10 % 20 % 50 % 100 %

6 Pneumonia/influenza
White males 78.53 78.57 (0.03) 78.60 (0.07) 78.70 (0.16) 78.87 (0.33)
Black males 72.03 72.06 (0.03) 72.09 (0.05) 72.17 (0.14) 72.31 (0.27)
Latino males 80.30 80.33 (0.03) 80.36 (0.07) 80.46 (0.17) 80.63 (0.34)
Asian/NHOPIb males 83.54 83.60 (0.06) 83.66 (0.11) 83.84 (0.29) 84.15 (0.60)
All males 78.89 78.92 (0.03) 78.96 (0.07) 79.07 (0.18) 79.25 (0.36)

7 Diabetes mellitus
White males 78.53 78.57 (0.03) 78.60 (0.06) 78.69 (0.16) 78.86 (0.32)
Black males 72.03 72.08 (0.05) 72.13 (0.10) 72.28 (0.25) 72.53 (0.50)
Latino males 80.30 80.36 (0.07) 80.43 (0.14) 80.64 (0.35) 81.00 (0.71)
Asian/NHOPIb males 83.54 83.58 (0.04) 83.62 (0.08) 83.73 (0.19) 83.93 (0.38)
All males 78.89 78.93 (0.04) 78.98 (0.09) 79.11 (0.22) 79.33 (0.44)

8 Colorectal cancer
White males 78.53 78.56 (0.03) 78.59 (0.05) 78.67 (0.13) 78.80 (0.27)
Black males 72.03 72.07 (0.03) 72.10 (0.07) 72.20 (0.17) 72.38 (0.34)
Latino males 80.30 80.32 (0.02) 80.34 (0.05) 80.42 (0.12) 80.54 (0.25)
Asian/NHOPIb males 83.54 83.58 (0.04) 83.62 (0.07) 83.73 (0.18) 83.92 (0.37)
All males 78.89 78.92 (0.03) 78.95 (0.06) 79.03 (0.14) 79.17 (0.28)

9 Liver disease
White males 78.53 78.56 (0.03) 78.59 (0.06) 78.67 (0.14) 78.81 (0.28)
Black males 72.03 72.05 (0.02) 72.07 (0.04) 72.13 (0.10) 72.24 (0.21)
Latino males 80.30 80.36 (0.06) 80.42 (0.13) 80.62 (0.32) 80.95 (0.65)
Asian/NHOPIb males 83.54 83.56 (0.01) 83.57 (0.02) 83.61 (0.06) 83.67 (0.12)
All males 78.89 78.93 (0.04) 78.96 (0.07) 79.07 (0.18) 79.25 (0.36)

10 Breast cancer
White males 78.53 78.53 (0.00) 78.53 (0.00) 78.54 (0.00) 78.54 (0.00)
Black males 72.03 72.03 (0.00) 72.03 (0.00) 72.04 (0.00) 72.04 (0.01)
Latino males 80.30 80.30 (0.00) 80.30 (0.00) 80.30 (0.00) 80.30 (0.00)
Asian/NHOPIb males 83.54 83.55 (0.00) 83.55 (0.00) 83.55 (0.00) 83.55 (0.00)
All males 78.89 78.89 (0.00) 78.89 (0.00) 78.89 (0.00) 78.89 (0.00)

17 Homicide
White males 78.53 78.54 (0.01) 78.56 (0.02) 78.59 (0.05) 78.64 (0.10)
Black males 72.03 72.17 (0.14) 72.30 (0.27) 72.71 (0.68) 73.40 (1.37)
Latino males 80.30 80.33 (0.04) 80.37 (0.08) 80.49 (0.19) 80.68 (0.38)
Asian/NHOPIb males 83.54 83.55 (0.01) 83.56 (0.02) 83.59 (0.05) 83.64 (0.09)
All males 78.89 78.93 (0.04) 78.96 (0.07) 79.07 (0.18) 79.25 (0.36)

35 Human immunodeficiency virus
White males 78.53 78.54 (0.01) 78.55 (0.02) 78.57 (0.04) 78.61 (0.08)
Black males 72.03 72.06 (0.03) 72.09 (0.06) 72.17 (0.14) 72.31 (0.28)
Latino males 80.30 80.31 (0.01) 80.32 (0.02) 80.35 (0.06) 80.41 (0.12)
Asian/NHOPIb males 83.54 83.55 (0.00) 83.55 (0.00) 83.55 (0.01) 83.56 (0.01)
All males 78.89 78.90 (0.01) 78.91 (0.02) 78.95 (0.06) 79.00 (0.11)

a Ranking according to the leading causes of death of Los Angeles County residents
b Native Hawaiian or other Pacific Islander
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Table 4 Female life expectancy at birth (in years) and potential gains (bracketed) from disease elimination, Los Angeles County 2010

Ranka Cause of death Percent elimination of deaths

0 % 10 % 20 % 50 % 100 %

1 Coronary heart disease

White females 83.09 83.28 (0.19) 83.48 (0.38) 84.10 (1.01) 85.29 (2.20)

Black females 78.91 79.16 (0.26) 79.43 (0.52) 80.27 (1.36) 81.85 (2.94)

Latina females 85.60 85.82 (0.21) 86.04 (0.44) 86.75 (1.15) 88.14 (2.54)

Asian/NHOPIb females 87.55 87.76 (0.21) 87.98 (0.43) 88.69 (1.14) 90.10 (2.55)

All females 83.96 84.16 (0.20) 84.37 (0.41) 85.05 (1.09) 86.34 (2.38)

2 Stroke

White females 83.09 83.15 (0.06) 83.21 (0.11) 83.38 (0.29) 83.68 (0.59)

Black females 78.91 79.00 (0.10) 79.10 (0.19) 79.40 (0.49) 79.92 (1.01)

Latina females 85.60 85.67 (0.07) 85.74 (0.14) 85.94 (0.34) 86.30 (0.70)

Asian/NHOPIb females 87.55 87.63 (0.07) 87.70 (0.15) 87.93 (0.38) 88.32 (0.77)

All females 83.96 84.03 (0.07) 84.09 (0.13) 84.30 (0.34) 84.65 (0.69)

3 Lung cancer

White females 83.09 83.17 (0.08) 83.25 (0.16) 83.49 (0.40) 83.91 (0.81)

Black females 78.91 79.00 (0.09) 79.09 (0.18) 79.37 (0.46) 79.85 (0.94)

Latina females 85.60 85.64 (0.04) 85.67 (0.07) 85.78 (0.18) 85.97 (0.37)

Asian/NHOPIb females 87.55 87.61 (0.06) 87.67 (0.12) 87.85 (0.30) 88.16 (0.61)

All females 83.96 84.03 (0.07) 84.09 (0.13) 84.30 (0.34) 84.65 (0.69)

4 Emphysema/COPD

White females 83.09 83.16 (0.07) 83.23 (0.14) 83.45 (0.36) 83.83 (0.74)

Black females 78.91 78.95 (0.05) 79.00 (0.09) 79.14 (0.23) 79.37 (0.47)

Latina females 85.60 85.63 (0.02) 85.65 (0.05) 85.73 (0.13) 85.85 (0.25)

Asian/NHOPIb females 87.55 87.58 (0.03) 87.61 (0.06) 87.70 (0.15) 87.85 (0.30)

All females 83.96 84.01 (0.05) 84.06 (0.10) 84.22 (0.26) 84.49 (0.53)

5 Alzheimer’s disease

White females 83.09 83.13 (0.04) 83.17 (0.08) 83.29 (0.20) 83.50 (0.41)

Black females 78.91 78.94 (0.03) 78.97 (0.06) 79.06 (0.15) 79.21 (0.30)

Latina females 85.60 85.64 (0.04) 85.68 (0.07) 85.79 (0.19) 85.99 (0.38)

Asian/NHOPIb females 87.55 87.58 (0.03) 87.62 (0.06) 87.71 (0.16) 87.87 (0.32)

All females 83.96 84.00 (0.04) 84.03 (0.07) 84.15 (0.19) 84.34 (0.38)

6 Pneumonia/influenza

White females 83.09 83.12 (0.03) 83.15 (0.06) 83.24 (0.15) 83.39 (0.30)

Black females 78.91 78.94 (0.04) 78.98 (0.07) 79.09 (0.18) 79.27 (0.36)

Latina females 85.60 85.64 (0.04) 85.68 (0.08) 85.79 (0.19) 85.99 (0.38)

Asian/NHOPIb females 87.55 87.59 (0.04) 87.62 (0.07) 87.73 (0.18) 87.91 (0.36)

All females 83.96 83.99 (0.03) 84.03 (0.07) 84.13 (0.17) 84.30 (0.34)

7 Diabetes mellitus

White females 83.09 83.12 (0.03) 83.14 (0.05) 83.22 (0.13) 83.35 (0.26)

Black females 78.91 78.97 (0.06) 79.02 (0.12) 79.20 (0.29) 79.50 (0.60)

Latina females 85.60 85.67 (0.06) 85.73 (0.13) 85.93 (0.33) 86.26 (0.66)

Asian/NHOPIb females 87.55 87.59 (0.03) 87.62 (0.07) 87.73 (0.17) 87.90 (0.35)

All females 83.96 84.00 (0.04) 84.04 (0.08) 84.16 (0.20) 84.36 (0.40)

8 Colorectal cancer

White females 83.09 83.12 (0.03) 83.14 (0.05) 83.22 (0.13) 83.36 (0.27)

Black females 78.91 78.95 (0.04) 78.99 (0.08) 79.11 (0.20) 79.32 (0.41)

Latina females 85.60 85.63 (0.03) 85.66 (0.05) 85.74 (0.14) 85.88 (0.28)

Asian/NHOPIb females 87.55 87.58 (0.03) 87.61 (0.06) 87.70 (0.14) 87.84 (0.29)

All females 83.96 83.99 (0.03) 84.02 (0.06) 84.10 (0.14) 84.24 (0.28)

9 Liver disease

White females 83.09 83.11 (0.02) 83.13 (0.04) 83.19 (0.10) 83.29 (0.20)

Black females 78.91 78.93 (0.02) 78.95 (0.04) 79.00 (0.09) 79.09 (0.19)
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