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Lack of Food Security Increases Coronary Heart Disease in Low-Income Areas
“In 2019, 89.5 percent of U.S. households were food secure. The remaining 10.5 percent (13.7
million households) were food insecure” (Coleman-Jensen et al., 2020). These households
primarily came from low-income areas where adults were unable to obtain healthy food due to
their limited funds and resources. People living in these areas were more prone to develop
cardiovascular disease, like coronary heart disease (CHD). This problem still exists today as the
number of people with CHD continues to rise. CHD is a type of cardiovascular disease (CVD)
that occurs when the arteries cannot transport the proper nutrients contained in blood plasma to
the heart, resulting in heart attacks (National Heart, Lung, and Blood Institute, 2024). Studies
have shown that “participants with CVD who were categorized as ‘low income’ were 66% less
likely to get their cholesterol checked within the last five years or their blood pressure checked
within the past two years;” furthermore “participants with CVD who were categorized as
‘poor/very low income’ were 67% less likely to have their cholesterol checked within the last
five years and 68% less likely to have had their blood pressure checked within the past two
years” (Shahu, 2020). This begs the question: Why are adults who live in low-income areas more
likely to present a higher risk of cardiovascular disease, like CHD, than those living in
high-income areas?

Food insecurity is a primary reason why people living in low-income areas are more at
risk of developing cardiovascular diseases (like CHD). Food insecurity is defined as a lack of
consistent access to enough food for an active, healthy life (Feeding America, 2025a). According
to the American Heart Association, “those who listed themselves as ‘poor/low-income’ were

nearly five times more likely to experience food insecurity. Among people with five or more



‘high-risk characteristics’ [of coronary heart disease], 44.1% reported food insecurity and had 23
times higher odds of being food insecure compared to those with one or no characteristics”
(Christensen, 2020). Therefore, adults who live in low-income areas are more likely to be
exposed to coronary heart disease due to food insecurity and a lack of healthy food options. This
became a prominent public health issue, where it was estimated that “more than 47 million
people in the US face hunger, including 1 in 5 children” (Feeding America, 2025b).
Those living with CVD are financially weighed down by the disease and are exposed to an
increased risk of lethal complications. CVD, including CHD, can carry a serious mortality risk
among U.S. adults: “About 10.6% of US adults were living with CHD, heart failure, or stroke
between 2013 and 2016” (Liu & Eicher-Miller, 2021). Additionally, CHD imposes a significant
financial burden on adults who live with it: In 2015, the total cost of treating and living with
CVD was estimated to be $555 billion, a number that is expected to double to $1.1 trillion by
2035 in America (Khavjou et al., 2016). Specifically, the cost of treating CHD amounted to an
estimated $188 billion in 2015 and is predicted to increase to $366 billion by 2035 (Khavjou et
al., 2016).
Marginalized Communities are More at Risk for Developing CHD

Coronary heart disease (CHD) is the leading cause of death among older men and women
living in the United States (Coronary Artery Disease, 2025). According to the Centers for
Disease Control and Prevention (CDC), “coronary heart disease is the most common type of
heart disease, killing 365,914 people in 2017 (Know Your Risk of Heart Disease, 2020). There
is a relationship between socioeconomic status and the development of CHD: Studies show that

people who report a lower subjective SES [socioeconomic status] are more exposed to several



physiological risk factors for CHD including a higher heart rate, BMI, and stress than people who
report a higher-income (Phillips & Klein, 2010). With this, it is evident that marginalized
communities, particularly, are more susceptible to this disease due to their low socioeconomic
status. We also start to see that marginalized communities like African Americans are more
likely to be susceptible to CHD (Graham, 2015). Internationally, communities from low-income
areas are experiencing the same issues as marginalized minorities living in the United States.
According to the Working Group, a medical group established by the European Society of
Hypertension in 2011, “80% of all CVD-related deaths occur in underserved communities and in
these communities hypertension is the leading risk factor” (Graham, 2015). People of color who
live in underserved communities are more at risk of contracting health issues like hypertension
and CHD due to the lack of resources that these communities have. Such communities are unable
to afford (or even invest in) care prevention services, which help educate patients about these
high-risk diseases. After analyzing a survey by the CDC, Peter J. Cunningham (2018) found that
“lower-income people — those who earn 200% or less of the federal poverty level (FPL), or
about $24,000 or less a year, and have fewer than three chronic conditions and no functional
limitations — have higher health risks, greater social needs, and worse access to care than
relatively healthy moderate-income (200-400% FPL) and higher-income (>400% FPL) people.”
Poor Diet is Attributable to Food Insecurity

A poor diet is one of the main causes of coronary heart disease (CHD) and can be
associated with food insecurity. CHD can pose serious health risks to the community because of
the lack of access to nutritional food options, creating food deserts, which can be defined as “a

location with both low access to healthy food and low income” (Kelli et al., 2017). Food deserts



can be associated with “decreased fruit and vegetable intake and higher systolic blood pressure”
(Kelli et al., 2017).

Food deserts can be found in small mom-and-pop and convenience stores, both of which
usually have a lower quality of healthy food options. A study that was conducted in New York
shows that African American neighborhoods had fewer healthy items in convenience stores due
to their large stock of foods that had a low nutritional value compared to white and Hispanic
neighborhoods, which usually had foods of high nutritional value (Hilmers et al., 2012).
Additionally, studies show that from 1999 to 2008, food insecurity was associated with a higher
intake of high-fat dairy products, sugar-sweetened beverages, red/processed meat, and salty
snacks (Leung et al., 2014; Morales & Berkowitz, 2016). These studies suggest that low-income
areas that have a higher rate of food insecurity have more access to highly processed food than to
healthier food options. A study of 21,976 US zip codes showed that full-service restaurants are
more concentrated in high-income areas while fast-food restaurants are more highly concentrated
in low- and middle-income areas (Hilmers et al., 2012). For example, the poorer areas in South
Los Angeles (located in Southern California) have more fast-food restaurants and options, which
promote unhealthy eating habits among these marginalized groups (Hilmers et al., 2012).

Racial Disparities in Food Insecurity

Race, in particular, is strongly correlated to the lack of food security in a community.
According to the article, “Food Insecurity”, “In 2020, Black non-Hispanic households were over
2 times more likely to be food insecure than the national average (21.7 percent versus 10.5

percent, respectively)” (Office of Disease Prevention and Health Promotion, n.d.). At the same

time, in Hispanic households, “the prevalence of food insecurity was 17.2 percent compared to



the national average of 10.5 percent” (Office of Disease Prevention and Health Promotion, n.d.).
Furthermore, “predominantly Black and Hispanic neighborhoods may have fewer full-service
supermarkets than predominantly White and non-Hispanic neighborhoods” (Office of Disease
Prevention and Health Promotion, n.d.).
Lack of Transportation Leads to Food Insecurity

Lack of transportation is another cause that contributes to food insecurity. Many
low-income Americans face this issue daily, especially if they live in rural and urban areas.
According to the article, “Transportation and Food: The Importance of Access, “Low-income
households are 6 to 7 times more likely than other U.S. households to not own cars” and thus
rely mostly on public transportation to travel to places (Food Security, 2012). The same source
clarified that “a quarter of low-income households lack access to an automobile” (Food Security,
2012). A study conducted in Detroit, Michigan found that “the most impoverished
neighborhoods in which African Americans resided, on average, were 1.1 miles farther from the
nearest supermarket than were the most impoverished White neighborhoods.” (Zenk et al.,
2005). This poses a problem in rural areas, where individuals are the furthest away from the
supermarket and more “particularly vulnerable, and may rely more on smaller neighborhood
stores that lack healthy foods or offer them at higher prices” (Lenardson et al., 2015). Overall,
lower-income neighborhoods have difficulty accessing supermarkets for healthier food options
due to the lack of convenient transportation available and their low socioeconomic status, which
adds another challenge to achieving a healthy lifestyle. Thus, lower socioeconomic status is
associated with poor diets and, consequently, higher risk of coronary heart disease and other

health issues.



The Link Between Food Insecurity and CHD in Low-Income Areas

Marginalized adult groups who live in low-income areas are more likely to suffer from
coronary heart disease (CHD) due to increased food insecurity. According to the article “Food
insecurity linked to higher risk of cardiovascular death,” U.S. counties that had the most increase
in food insecurity levels had cardiovascular death rates that increased from 82 to 87 per 100,000
population. Counties that had a decrease in food insecurity had a cardiovascular mortality rate
that remained stable at 60 per 100,000 population” (American Heart Association, 2020).
Furthermore, a study showed that“research using comparable risk assessment methods and
nationally representative data have shown that about 45% of cardiometabolic deaths were
attributable to poor dietary habits” (Liu & Eicher-Miller, 2021). Marginalized people living in
low-income areas experience more food insecurity, increasing their risk of developing CHD,
which can shorten one’s lifespan and generate a lot of health problems over time.

Recommended Solutions

Establishing a Community Garden

Establishing a community garden in low-income areas, which would introduce fresh
fruits and vegetables to people and encourage healthy eating in the community, is one way to
decrease the risk of food insecurity and, consequently, the risk of coronary heart disease. In
Michigan, a study among urban adults showed that “individuals in community gardening
households consumed fruits and vegetables 1.4 more times per day than did those in
non-community gardening households and were 3.5 times more likely to consume fruits and
vegetables 5 or more times per day” (Litt et al., 2011). Not only does the garden encourage

healthy eating, but it also promotes more camaraderie among community members and families.



A Government Prevention Program

There is evidence demonstrating that federal campaigns can help lower the risk of
cardiovascular disease. Such campaigns may involve placing fact-oriented advertisements on
street benches about coronary heart disease (CHD), having radio advertisements inform their
audience about CHD statistics and its relationship with food insecurity, posting flyers that talk
about this issue, or having health center representatives talk to the community in town hall
meetings.

An intervention called the North Karelia Project was performed in North Karelia, the
eastern part of Finland, that aimed to reduce high cardiovascular mortality rates by decreasing
several risk factors that contribute to the mortality rates:

The main aim was to reduce the extremely high serum cholesterol, blood pressure, and

smoking levels with lifestyle changes and improved drug treatment, especially for

hypertension. Major declines were seen in serum cholesterol, blood pressure, and
smoking levels. Coronary mortality reduced in the middle-aged population by 84% from

1972 to 2014. About 2/3 of the mortality decline was explained by risk factor changes

and 1/3 by the improvement of new treatments developed since the 1980s (Vartiainen,

2018).

Focusing on communities’ lifestyles and habits can help us prioritize what screenings we need
more of in the future to lessen chronic diseases such as CHD. It will also help us understand the
relationship between people and food, including the way they grow, store, and share food. These

relationships can reveal how a community accesses nutrition and, ultimately, gain insight into



how to advocate for policies that increase access to adequate nutrition in marginalized
communities.
Supermarket on Wheels

Lastly, having a supermarket on wheels that contains healthy fruits and vegetables can
also decrease food insecurity and coronary heart disease rates. Placement of fruits and vegetables
in these mobile markets can further allow individuals to gain access to healthy fruits and
vegetables, and it can bridge the gap in getting adequate nutrition. Studies have shown that the
“placement of fruit/vegetables near the front of corner stores increased purchases of produce by
customers using WIC [Special Supplemental Nutrition Program for Women, Infants, and
Children]. New policies that incentivize stores to stock and prominently display good-quality
produce could promote healthier food choices of low-income families” (Thorndike et al., 2016).

Conclusion

In summary, people living in low-income areas are more at risk for cardiovascular disease
due to multiple factors, such as a poor diet (attributed to food insecurity), prevalent racial
disparities in access to fresh food, and a lack of transportation in rural and urban areas. There are,
however, multiple solutions that can help lower this ongoing health issue. A study performed in
Chicago, Illinois recruited participants to test patients’ knowledge and perception for an
educational program about coronary heart disease (CHD), and it revealed that participants’
knowledge and perceptions about cardiovascular health improved significantly after the CHD
patient education program (Shah et al., 2016). The results of this study teach us that community
members and authorities must collaborate in order to increase awareness and use advocacy to

address these issues. To start, we can apply the proposed solutions to this health problem:



establishing a community garden, a government prevention plan, and putting fresh produce at
eye level. Through a collective effort, we can reduce the risk of coronary heart disease in

low-income communities in our future.
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