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Preface

Health, United States, 2008 is the 32nd report on the health
status of the Nation and is submitted by the Secretary of the
Department of Health and Human Services to the President
and the Congress of the United States in compliance with
Section 308 of the Public Health Service Act. This report was
compiled by the National Center for Health Statistics (NCHS),
Centers for Disease Control and Prevention (CDC). The
National Committee on Vital and Health Statistics served in a
review capacity.

The Health, United States series presents national trends in
health statistics. Each report includes an executive summary,
highlights, a chartbook, trend tables, extensive appendixes,
and an index.

Chartbook

The 2008 Chartbook includes 41 charts and introduces this
year's special feature on young adults, a group making many
life choices including decisions about education, marriage,
childbearing, and health behaviors such as tobacco and
alcohol use, which will affect both their future economic and
health status as well as that of their families. The chartbook
assesses the Nation's health by presenting trends and current
information on selected determinants and measures of health
status and utilization of health care. Many measures are
shown separately for persons of different ages because of the
strong effect of age on health. Selected figures also highlight
differences in determinants and measures of health status
and utilization of health care by such characteristics as sex,
race, Hispanic origin, education, and poverty level.

Trend Tables

The chartbook section is followed by 151 trend tables
organized around four major subject areas: health status and
determinants, health care utilization, health care resources,
and health care expenditures. A major criterion used in
selecting the trend tables is availability of comparable national
data over a period of several years. The tables present data
for selected years to highlight major trends in health statistics.
Earlier editions of Health, United States may present data for
additional years that are not included in the current printed
report. Where possible, these additional years of data are
available in Excel spreadsheet files on the Health, United
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States website. Tables with additional data years are listed in
Appendix I1.

Racial and Ethnic Data

Many tables in Health, United States present data according
to race and Hispanic origin consistent with Department-wide
emphasis on expanding racial and ethnic detail when
presenting health data. Trend data on race and ethnicity are
presented in the greatest detail possible after taking into
account the quality of data, the amount of missing data, and
the number of observations. Standards for classification of
federal data on race and ethnicity are described in detail
by data system in Appendix Il, Race.

Education and Income Data

Many tables in Health, United States present data according
to socioeconomic status, using education and family income
as proxy measures. Education and income data are generally
obtained directly from survey respondents and are not
generally available from records-based data collection
systems. State vital statistics systems currently report
mother’s education on the birth certificate and, based on an
informant, decedent’s education on the death certificate. See
Appendix II, Education; Family income; and Poverty.

Disability Data

Disability is a complex concept and can include presence of
physical or mental impairments that limit a person’s ability to
perform an important activity and affect the use of or need for
supports, accommodations or interventions required to
improve functioning. Information on disability in the U.S.
population is critical to health planning and policy. Although
some information is currently available from federal data
collection systems, the information is limited by lack of
standard definitions and survey questions on disability.
Several current initiatives are underway to coordinate and
standardize measurement of disability across federal data
systems. Until such standardized information is available,
Health, United States includes the following disability-related
information for the civilian noninstitutionalized population:
prevalence of limitations of activity due to chronic conditions
(Table 58), vision and hearing limitations for adults (Table 59),
and limitations in Activities of Daily Living (ADL) and



Instrumental Activities of Daily Living (IADL) for the population
age 65 and over (Table 58). In addition, disability-related
information is provided for Medicare enrollees (Table 144),
Medicaid recipients (Table 145), and veterans with
service-connected disabilities (Table 147).

For more information on disability statistics see: Altman B,
Bernstein A. Disability and health in the United States,
2001-2005. Hyattsville, MD: NCHS. 2008. Available at:
http:/iww.cdc.gov/nchs/data/misc/disability2001-2005.pdf.

Changes in This Edition

Each volume of Health, United States is prepared to
maximize its usefulness as a standard reference source while
maintaining its continuing relevance. Comparability is fostered
by including similar trend tables in each volume. Timeliness is
maintained by (1) adding new tables each year to reflect
emerging topics in public health and (2) improving the content
of ongoing tables. Health, United States, 2008 includes four
new trend tables on the following: incidence and prevalence
of end-stage renal disease, based on data from the United
States Renal Data System (USRDS) (Table 55); international
comparisons of influenza vaccination for the population age
65 and over, based on data from the Organisation for
Economic Co-operation and Development (Table 84); use of
selected dietary supplements, based on data from the
National Health and Nutrition Examination Survey (Table 99);
and state per capita personal health care expenditures, based
on data from the National Health Expenditures Accounts
produced by the Centers for Medicare and Medicaid Services
(Table 148)

The Health, United States, 2008 Chartbook section includes
new charts on children under 18 years of age living with a
single parent (Figure 3); leisure-time physical activity and
strength training (Figure 8); rate of acute viral hepatitis
(Figure 9); current asthma prevalence among adults 18 years
of age and over (Figure 10); per capita personal health care
expenditures by state of residence (Figure 20); visits to
physician offices and hospital outpatient departments for
attention-deficit/hyperactivity disorder (ADHD) among children
(Figure 21); selected leading reasons for emergency
department visits among adults 18 years of age and over
(Figure 22); dental visits for cleaning in the past year among
persons 2 years of age and over (Figure 23); influenza and
pneumococcal vaccination among middle-age and older adults
(Figure 24); any-listed pneumonia discharges from nonfederal

short-stay hospitals among persons 65 years of age and over
(Figure 25); and cesarean delivery rates by maternal age
(Figure 26). The Special Feature includes 15 charts on
sociodemographic characteristics of young adults, their health
behaviors, their access to health care, and their health care
utilization (Figures 27-41).

Appendixes

Appendix | describes each data source used in the report and
provides references for further information about the sources.
Data sources are listed alphabetically within two broad
categories: (1) Government Sources and (2) Private and
Global Sources.

Appendix Il is an alphabetical listing of terms used in the
report. It also presents standard populations used for
age-adjustment (Tables I, I, and IIl); ICD codes for causes of
death shown in Health, United States from the Sixth through
Tenth Revisions and the years when the Revisions were in
effect (Tables IV and V); comparability ratios between ICD-9
and ICD-10 for selected causes (Table VI); ICD-9-CM codes
for external cause-of-injury, diagnostic, and procedure
categories (Tables VII, X, and XI); effects on health insurance
rates of adding probe questions for Medicare and Medicaid
coverage in the National Health Interview Survey (Table VIII);
industry codes according to the 2007 North American Industry
Classification System (Table IX); National Drug Code (NDC)
Therapeutic Class recodes of generic analgesic drugs

(Table XII); and sample tabulations of NHIS data comparing
the 1977 and 1997 Standards for the Classification of Federal
Data on Race and Ethnicity (Tables XIII and XIV).

Appendix 11l lists tables for which additional years of trend
data are available electronically in Excel spreadsheet files on
the Health, United States website and CD-ROM, described
below under Electronic Access.

Index

The Index to Trend Tables and Chartbook Figures is a useful
tool for locating data by topic. Tables are cross-referenced by
such topics as Child and adolescent health; Older population
age 65 years and over; Women's health; Men’s health; State
data; American Indian, Asian, Black, and Hispanic origin
populations; Education; Injury; Disability; and Metropolitan and
nonmetropolitan data.
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Electronic Access

Health, United States may be accessed in its entirety on the
World Wide Web at http://www.cdc.gov/nchs/hus.htm. From
the Health, United States website, one may also register for
the Health, United States electronic mailing list to receive
announcements about release dates and notices of updates
to tables.

Health, United States, 2008, the chartbook, and each of the
trend tables are available as Acrobat PDF files on the
website. Chartbook figures are available as downloadable
PowerPoint® slides. Trend tables and chartbook data tables
are available as downloadable Excel spreadsheet files. Trend
tables listed in Appendix Il include additional years of data
not shown in the printed report or PDF files. Both PDF and
spreadsheet files for selected tables will be updated on the
website if more current data become available near the time
when the printed report is released. Readers who register
with the electronic mailing list will be notified of these table
updates. Previous editions of Health, United States and
chartbooks, starting with the 1993 edition, also may be
accessed from the Health, United States website.

Health, United States is also available on CD-ROM, where it
can be viewed, searched, printed, and saved using Adobe
Acrobat software on the CD-ROM.

Copies of the Report

Copies of Health, United States, 2008, and the CD-ROM can
be purchased from the Government Printing Office (GPO)
http:/bookstore.gpo.gov.

Questions?

For answers to questions about this report, contact:

Office of Information Services

Information Dissemination Staff

National Center for Health Statistics
Centers for Disease Control and Prevention
3311 Toledo Road, Fifth Floor

Hyattsville, MD 20782

Phone: 1-800-232-4636

E-mail: nchsquery@cdc.gov

Internet: http://www.cdc.govinchs
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Executive Summary

Health, United States, 2008, is the 32nd annual report on the
health status of the Nation prepared by the Secretary of the
Department of Health and Human Services for the President
and Congress. In a chartbook and 151 detailed tables, it
provides an annual picture of the health of the entire Nation.
Trends are presented on health status and health care
utilization, resources, and expenditures. This year’s report
includes a special feature on young adults, age 18 to 29
years. As young people in this age group reach legal
adulthood, they make many life choices, including decisions
about education, marriage, childbearing, and health behaviors
such as tobacco and alcohol use, which will affect both their
future economic and health status as well as affect the
well-being of their families.

For those entrusted with safeguarding the Nation's health,
monitoring the health of the American people is an essential
step in making sound health policy and setting research and
program priorities. Health measures provide essential
information for assessing how the Nation's resources should
be directed to improve the population’s health. Examination of
emerging trends identifies diseases, conditions, and risk
factors that warrant study and intervention. Health, United
States presents trends and current information on measures
and determinants of the Nation's health. It also identifies
variation in health, health behaviors, and health care among
people by race and ethnicity, gender, education and income
level, and geographic location. Given the increasing diversity
of the Nation and the continuing changes in the health care
infrastructure, this is a challenging and critically important task.

The Nation and its Health

The Nation is growing more diverse and the related health
and health care needs of its population are changing. The
percentage of the population that is of Hispanic or Asian origin
has more than doubled since 1980 (data table for Figure 2).
Between 1970 and 2004, the percentage of the U.S. population
that was foreign-born also more than doubled (1).

Birth rates have decreased since the 1960s, and have
remained relatively stable since 1995 (Table 4). Between 2005
and 2006 (preliminary data), the birth rate for teenagers
15-19 years rose 3%, from 40.5 live births per 1,000 females
to 41.9 (2). This follows a 14-year downward trend in which
the teen birth rate fell by 34% from its all-time peak of 61.8
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births per 1,000 in 1991 (2). Teenage pregnancy increases
the risk of adverse birth outcomes independently of important
known risk factors (3). The 2006 (preliminary data) birth rate
for unmarried women reached a record high of 50.6 births per
1,000 unmarried women age 15-44 years, up 7% from 2005.
In 2006, 39% of all births were to unmarried women
(preliminary data, 2). Women who have nonmarital births
have, on average, lower educational attainment and lower
income, are less likely to work full-time, and are more likely
to receive public assistance (4,5).

In 2006, American men could expect to live 3.6 years longer,
and women 1.9 years longer, than they did in 1990
(preliminary data, Table 26, and Figure 14). Mortality from
heart disease, stroke, and cancer has continued to decline in
recent years (Figure 16). Infant mortality, one major
component of overall life expectancy, declined (Table 21 and
Figure 15) through 2001 and has changed little since then.

In 2005, however, at least 29 other (selected) countries had
infant mortality rates lower than those in the United States,
compared with only 11 of the same comparison countries in
1960; and life expectancy for both men and women is higher
in many other developed countries than in the United States
(Tables 24 and 25). In 2004, the United States ranked 23rd in
life expectancy at birth for men and 25th for women; the
United States ranked 9th for men and women in life
expectancy at 65 years of age (Table 25).

Longer life spans are generally considered desirable,
particularly when healthy years of life are increased. However,
with an aging population and longer life expectancy comes
increasing total prevalence of chronic diseases and conditions
associated with aging, such as disability and limitation of
activity. The percentage of the population 75 years of age
and over was 6% in 2006 and is projected to double by 2050
(Figure 1). In 2006, 42% of those age 75 years and over
living in the community reported having a limitation in their
usual activity due to a chronic condition, compared with 13%
of people 45-54 years of age (Table 58).

Chronic diseases such as hypertension and diabetes are
associated with aging, as is end-stage renal disease.
Sixty-five percent of men and 80% of women age 75 years
and over either had high blood pressure or were taking
antihypertensive medication in 2003-2006, compared with
about 36% of adults age 45-54 years (Table 71). The
proportion of the population with high serum cholesterol levels
has been dropping, in large part due to increased use of



cholesterol-lowering drugs (Tables 72 and 97). In 2003-2006,
16% of adults had high serum cholesterol. Women age 55
and over were substantially more likely to have high
cholesterol than their male counterparts (Table 72). The
incidence and prevalence of end-stage renal disease has
increased since 1980 (Table 55). Nearly one-quarter of older
adults (age 60 and over) had diabetes (either physician
diagnosed or undiagnosed) in 2003-2006 (Table 54).

The number of new cases of many infectious diseases such
as hepatitis types A, B, and C, childhood diseases such as
measles and rubella, and invasive pneumococcal disease has
been greatly reduced through vaccination and other
prevention initiatives (Table 50 and Figure 9). However,
incidence rates of some communicable diseases including
pertussis (for which an effective vaccination exists) and
Chlamydia have increased in recent years (Table 50). In
addition, newly recognized infectious agents have emerged
and caused substantial public health concern and investment,
including SARS, H5N1 Avian Influenza, and some particularly
virulent or drug-resistant strains such as Methicillin-Resistant
Staphylococcus aureus (MRSA) (6). Pneumonia hospital-
izations have increased, notably among persons 85 years of
age and over (Figure 25). Influenza and pneumonia remain
major causes of death, particularly among persons 65 years
of age and over, and HIV/AIDS continues to spread

(Table 31).

Of concern for all Americans is the high prevalence of people
with risk factors such as obesity and insufficient exercise,
which are associated with chronic diseases such as heart
disease, diabetes, and hypertension. Obesity rates do not
appear to be increasing as rapidly as they did in past
decades, but remain at unacceptable levels with over
one-third of adults age 20 and over considered to be obese
in 2005-2006 (Tables 70, 75, and Figure 7). The percentage
of adults 18 years of age and over who engaged in regular
leisure-time physical activity (about one-third of adults in
2005-2006) and strength training (about one-fifth of adults in
2005-2006) remains low (Figure 8).

Unintentional injuries remain in the top ten leading causes of
death for all age groups, and are the number one cause of
death for persons 1-44 years of age (Tables 30 and 31).
However, deaths from unintentional injuries have declined
since 1970, which is in part associated with increased use of
seat belts, helmets, and other public health injury-prevention
initiatives (7, Table 28). Among young adults 18-29 years of
age, the percentage of motor-vehicle fatalities that were

alcohol related declined from 72% in 1982 to 51% in
2006 (8).

Health Care Resources

Health care technologies, facilities, equipment, and provider
specialties have changed over recent decades. Until the
mid-20th century, general hospitals and primary care
physicians were the major providers of health care. There are
now more specialized health care facilities, including imaging
centers, outpatient surgical centers, and dialysis centers, as
well as physician specialties and subspecialties (Tables 110
and 121). More procedures are being furnished on an
outpatient basis and the average length of inpatient hospital
stays has shortened since 1995, especially among persons
65 years of age and over (Tables 102 and 106). The supply
of assisted living facilities is increasing rapidly, whereas the
number of nursing homes has declined slightly since the year
2000 (9, Table 120). The number of physicians per capita has
been increasing, but they are not distributed equally across
the Nation (Table 109). The supply of allied health
professionals is shifting. The numbers of massage therapists,
dental hygienists and dental assistants, diagnostic medical
sonographers, medical equipment preparers, medical
assistants, pharmacy technicians, and occupational therapist
assistants have increased 5% or more per year, on average,
between 1999 and 2006, whereas the numbers of respiratory
therapy technicians and recreational therapists have declined
by 3% or more per year, on average, over the same period
(Table 112). Projections indicate that there may be a
continuing shortage of nurses, pharmacists, and other health
professionals needed to care for our aging population (10,11).

Expenditures and Health Insurance

The United States spends more on health per capita than any
other country, and health spending continues to increase
(Table 123). In 2006, national health care expenditures in the
United States totaled $2.1 trillion, a 6.7% increase from 2005
(Table 124). Hospital spending, which accounts for 31% of
national health expenditures, increased by 7% in 2006

(Table 127). Spending for prescription drugs accounted for
10% of national health expenditures in 2006. This spending
increased 8.5% in 2006, up from 5.8% in 2005, accelerating
for the first time in 6 years (Table 127).
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Overall, private health insurance paid 36% of total personal
health care expenditures in 2006, the federal government
35%, state and local governments 10%, and out-of-pocket
payments 15% (data table for Figure 19). Personal health
care expenditures differ by state of residence as well as by
age, sex, and other sociodemographic characteristics. In
2004, the latest year for which estimates are available for 50
states and the District of Columbia, the highest per capita
spending was in the District of Columbia ($8,295), followed
by, Massachusetts, Maine, New York, and Alaska. The lowest
per capita spending was in Utah ($3,972), followed by
Arizona, Idaho, New Mexico, and Nevada (Table 148 and
Figure 20). State expenditures per resident are associated
with differences in payer mix, provider supply, demographic
and sociodemographic distributions, and policy factors such
as Medicaid spending and state payment policies (12).

Use of and Access to Health Care
Services

Americans consume vast amounts of health care services, as
indicated by the large amount they spend on personal health
care services. In 2006, there were 1.1 hillion visits to
physician offices, hospital outpatient departments and
emergency departments (Table 94). In 2006, about two-thirds
of people age 2 years and over had a dental visit in the past
year (Table 96) and 83% of all people had at least one visit
to a doctor’s office, emergency department, or a home visit in
the past year (Table 83). About 7% of persons 1 year of age
or over, had at least one hospital stay in the past year, and
21% of persons age 75 and over had a hospitalization in the
past year (Table 101). In 2001-2004, about one-half (47%) of
Americans had at least one drug prescribed in the past
month and one-fifth (20%) had three or more drugs
prescribed (Table 98). Sixty percent of people age 65 and
over had three or more drugs prescribed in the past month.

Although Americans are increasingly using many types of
clinical preventive services, utilization remains below
recommended levels for some services. In 2006, 77% of
children age 19-35 months received a combined vaccination
series protecting them against several childhood infectious
diseases, an increase from 66% in 2002 (Table 85). The
percentage of mothers receiving prenatal care in the first
trimester of pregnancy remained unchanged from 2004 to
2005 at 84% for the 37 states, the District of Columbia, and
New York City for which comparable trend data were
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available (Table 7). In 2003-2004, 61% of the population age
2 years and older reported having a dental cleaning in the
past year (Figure 23). Children 2-17 years of age were more
likely than adults to have their teeth cleaned in the past year
(79% compared with 51%-65%) (Figure 23).

Whereas most Americans have access to the health care
services they need, in 2006, 8% of adults 18-64 years of age
reported that they did not get needed medical care, 10%
reported they received delayed medical care, and 9%
reported they did not get needed prescription drugs during
the past 12 months, due to the cost (Table 80). Access to
health care is strongly associated with health insurance
coverage. People with no health insurance are less likely to
receive some needed health services than people with
insurance (Table 80 and Figure 39). An estimated 44 million
people or 17% of Americans under 65 years of age did not
have health insurance coverage at the time they were
interviewed in 2006 (Table 140).

Disparities in Health and Health Care
by Income and Racial and Ethnic
Group

Health, United States, 2008, identifies major disparities in
health and health care by socioeconomic status, race,
ethnicity, and insurance status. Many aspects of the health of
the Nation have improved, but the health of some income,
and racial and ethnic groups has improved less than others
and for some groups, the gap has widened.

Persons living in poverty are considerably less likely to have
used many types of health care than those with income of
200% of the poverty line or higher (Tables 82, 83, and 96).
People with a family income of at least 200% of poverty were
substantially more likely to have had a dental visit for
cleaning in the past year than people living below 200% of
poverty (68% compared with 47%-50% in 2003-2004) (data
table for Figure 23). Children living below the poverty
threshold remain less likely than children living at or above
poverty to have received the combined vaccination series
(73% compared with 78% in 2006) (Table 85).

Significant racial and ethnic disparities exist across a wide
range of health and utilization measures. The gap in life
expectancy between the black and white populations has
narrowed, but persists (Table 26 and Figure 14). Obesity, a
major risk factor for many chronic diseases, varies by race



and ethnicity—53% of non-Hispanic black women age 20
years and over were obese in 20032006, compared with
42% of women of Mexican origin and 32% of non-Hispanic
white women (Table 75, age-adjusted). Differences in health
status by race and Hispanic origin documented in this report
may be explained by factors including socioeconomic status,
health practices, psychosocial stress and resources,
environmental exposures, discrimination, and access to health
care (13). Socioeconomic and cultural differences among
racial and ethnic groups in the United States will likely also
influence future patterns of disease, disability, and health care
use.

In 2006, among persons under 65 years of age, those of
Hispanic origin and American Indians and Alaska Natives
were more likely to be uninsured at a point in time than were
those in other racial and ethnic groups (Table 140). More than
two-fifths of people of Mexican origin were uninsured for at
least part of the 12 months prior to interview (Figure 18).

Use of preventive care also varies by race and ethnicity.
Since 1998, mammography levels have been lower among
Hispanic and Asian women compared with non-Hispanic white
and black women (Table 89). In 2005, the percentage of
mothers with early prenatal care was lowest among American
Indian or Alaska Native mothers and was highest among
non-Hispanic white mothers (Table 7).

Special Feature: Young Adults Age
18-29 Years

The period starting with age 18 and spanning the 20s is often
considered the transition to adulthood, when young people
obtain legal and emotional independence, invest in education,
begin working to obtain financial independence, and choose
to marry or to have children (14,15). This transition is also
the period when financial and other support services
previously provided by parents, social and government
programs, and school health and education programs are
decreased or terminated, often abruptly. Young adults may
lose their insurance eligibility under their parents’ plan or their
qualification for the State Children’s Health Insurance
Program (SCHIP). As parental and other adult oversight
decreases, young people assume increasing responsibility for
decisions that will directly affect their current and future health
status—e.g., alcohol, cigarette, and illicit drug use or nonuse;
sexual activity; childbearing; exercise; eating habits—as well

as decisions that will indirectly affect their future health such
as investment in education, employment, or other activities
that help determine future income and lifestyle as well as
affect the well-being of their families.

Young adults today have more choices (or more perceived
choices) about the course to pursue after age 17 than in past
generations. They increasingly complete high school and go
to college or other post-high-school educational programs.
Young adults are also likely to work for pay (Figures 27 and
28). Marriage rates are decreasing and age at first marriage
is increasing (16). Birth rates for unmarried black women
ages 18-19 and 20-24 years of age have decreased over
the past decade and a half, while rates have increased
among unmarried non-Hispanic white women age 25-29 over
the same time frame (Figure 30). Educational enrollment and
attainment of young adults is higher than in past years
(Figure 28), which should in theory increase their income.
However, disparities in income by race, gender, and ethnicity
remain (data table for Figure 29).

Even with public and school education campaigns
emphasizing the consequences of smoking and alcohol
abuse, trends in cigarette smoking and alcohol consumption
among young adults 18-29 years of age have changed little
over the past decade. More than one-quarter of young adult
men and one-fifth of young women were current smokers
(2006 data), and nearly one-quarter of young men and 9% of
young women 18-29 years of age reported 5 or more drinks
in a day on at least 12 days in the past year (Figure 31).
More than one-fifth of 18-20 year olds, and 14% of 26-29
year olds, reported using illicit drugs in the past month; and
19% of 18-20 year olds reported using marijuana or hashish
in the past month (Figure 32). Obesity rates of young adults
have tripled between 1971-1974 and 2005-2006 (Figure 7);
in 2005-2006 about one-quarter of young adults were obese.
Participation in regular leisure-time exercise among young
adults, although higher than among older adults, is below
recommended levels (Figure 8), and has been stable since
1999-2000.

Young adults are sometimes called the “young invincibles,”
but they are not immune to death, iliness, or injury. In 2005,
there were more than 47,000 deaths among young adults
18-29 years of age with three-quarters of them occurring
among young men (data table for Figure 37). Unintentional
injuries are by far the leading cause of death in this age
group, with other leading causes including homicide, suicide,
cancer, and heart disease (Figure 37). Young adults also have
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among the highest rate of emergency department visits for all
adult age groups (17,18) and the highest rate of injury-related
emergency department visits (see related Table 93 and
Figure 41). Regardless of the extent of physical injuries,
suicidal behavior and interpersonal violence, including
physical and sexual violence perpetrated by intimate partners,
acquaintances, or strangers, can have substantial immediate
and long-term emotional, social, and financial consequences
for victims and their families (19).

Young adults are also not immune to chronic health problems.

Fifteen percent of young adults in 2004-2006 reported ever
being diagnosed with one of the following chronic health
conditions: arthritis (3.9%), current asthma (7.2%), diabetes
(1.1%), cancer (1.1%), heart disease (0.4%), and
hypertension (3.3%) (data table for Figure 35). In 1999-2004,
almost 9% of young adults 20-29 years of age had major
depression, generalized anxiety disorder, or panic disorder in
the past 12 months. (Figure 36).

In addition to the need for medical care for chronic and acute
conditions, young adults have a need for preventive care
such as routine dental check-ups and cleanings and periodic
eye examinations, and may require other preventive services
or screening tests based on their health status (20-23).
Young adult women often need health services for
reproductive-associated reasons and contraception.

However, young adults, and young men in particular, are
more likely to lack health insurance than any other age group
(Table 140). In 2006, 15% of young adults reported that they
did not receive needed dental care in the past year due to
cost and about 9%-10% did not receive needed medical care
and prescription medicines (data table for Figure 39).

Young adulthood is a critical period in forming adult patterns
relating to health habits and behaviors that can have major
effects later in life. Targeting this age group with health
information is vital. But as young adults undergo transitions
and strive to achieve financial and emotional independence
during this critical period, reaching out to them to provide
education about both the short- and long-term consequences
of the health-related decisions they are making can be
challenging because young adults are diverse and
unpredictable with respect to geographic location, school
enrollment, and workforce patterns. In addition, young adults
use a wide variety of new technologies for receiving health
information and communicating with each other.

Health, United States, 2008

To improve the health of all Americans, it is critical to keep
collecting data about all components of health, documenting
trends in access to and utilization of health care services, and
disseminating reliable and accurate information about the
health of our population. Equally important is gaining an
understanding of the health care needs and utilization
patterns of population subgroups, such as young adults. Such
insight will enable policymakers to monitor future trends,
target resources most effectively, and set program priorities.
The following highlights from Health, United States, 2008
summarize the latest findings gathered from the public and
private health care sectors to help the Department of Health
and Human Services, the President, and the Congress in
carrying out their mission of monitoring and improving the
health of the Nation.
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Highlights

Health, United States, 2008, is the 32nd report on the health
status of the Nation. The report contains a chartbook and 151
trend tables presenting current and historic information on the
health of the U.S. population. The trend tables are organized
around four major subject areas: health status and
determinants, health care utilization, health care resources,
and health care expenditures and payors. The 2008
chartbook focuses on selected determinants and measures of
health and includes a special feature on young adults 18-29
years of age.

Life Expectancy and Mortality

As overall death rates have declined, racial and ethnic
disparities in mortality have persisted, but the gap in life
expectancy between the black and white populations has
narrowed. Life expectancy at birth in the United States lags
behind that in most other industrialized countries. Life
expectancy and infant mortality are often used to gauge the
overall health of a population. Life expectancy shows a
long-term upward trend and infant mortality shows a long-term
downward trend.

In 2006, life expectancy at birth for the total population
reached a record high of 78.1 years, up from 75.4 years in
1990 (preliminary data and Table 26).

Between 1990 and 2006, life expectancy at birth increased
3.6 years for males and 1.9 years for females. The gap in
life expectancy between males and females narrowed from
7.0 years in 1990 to 5.3 years in 2006 (preliminary data and
Table 26).

Between 1990 and 2006, life expectancy at birth increased
more for the black than for the white population, thereby
narrowing the gap in life expectancy between these two racial
groups. In 1990, life expectancy at birth for the white
population was 7.0 years longer than for the black population.
By 2006, the difference had narrowed to 4.9 years
(preliminary data, Figure 14, and Table 26).

Among the 37 countries and territories that submitted data
to the Organisation for Economic Co-operation and
Development (OECD) in 2004, Hong Kong had the highest
life expectancy at birth for men (79.0 years) and Japan for
females (85.6 years). The Russian Federation had the lowest
life expectancy at birth for both males (59.1 years) and
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females (72.4 years). In 2004, the U.S. ranked 23rd in life
expectancy at birth for males and 25th for females (Table 25).

Overall mortality was 28% higher for black Americans than
for white Americans in 2006 compared with 37% higher in
1990 (preliminary data). In 2005, age-adjusted death rates for
the black population exceeded those for the white population
by 46% for stroke (cerebrovascular disease), 31% for heart
disease, 22% for cancer (malignant neoplasms), 108% for
diabetes, and 782% for HIV disease (Table 28).

In 2006, the infant mortality rate was 6.71 infant deaths per
1,000 live births, 27% lower than in 1990 (preliminary data
and Figure 15).

Large disparities in infant mortality rates among racial and
ethnic groups continue to exist. In 2005, infant mortality
rates were highest for infants of non-Hispanic black mothers
(13.6 deaths per 1,000 live hirths), American Indian mothers
(8.1 per 1,000) and Puerto Rican mothers (8.3 per 1,000);
and lowest for infants of Cuban (4.4 per 1,000), Central and
South American (4.7 per 1,000 live births) and Asian or
Pacific Islander mothers (4.9 per 1,000) (Table 18).

The leading cause of death differs by age group. In 2006,
the leading cause of death was congenital malformations for
infants, unintentional injuries for people age 1-44 years,
cancer for adults age 45-64 years, and heart disease for
adults age 65 years and over (preliminary data and Table 31).

Age-adjusted mortality from heart disease, the leading cause
of death overall, declined 38% between 1990 and 2006,
continuing a long-term downward trend (preliminary data,
Figure 16, and Table 35).

Age-adjusted mortality from cancer (malignant neoplasms),
the second leading cause of death overall, decreased 16%
between 1990 and 2006 (preliminary data, Figure 16, and
Table 37).

The age-adjusted death rate for motor vehicle-related
injuries has remained stable since the early 1990s following
a period of decline. Death rates for motor vehicle-related
injuries are higher at age 15-24 years and 75 years and over
than at other ages (Table 43).

The age-adjusted death rate for HIV disease has declined
slowly since 1999, after a sharp decrease during the late
1990s. The death rate for HIV disease is higher at age 35-54
years than at other ages (Table 41).



The homicide rate for black males 15-24 years of age
decreased sharply from the early to the late 1990s and has
remained relatively stable since then. Homicide continues to
be the leading cause of death for young black males 15-34
years of age (Table 44).

The suicide rate for non-Hispanic white men 65 years of
age and over is higher than in other groups. In 2005, the
suicide rate for older non-Hispanic white men was about 2 to
3 times the rate for older men in other race or ethnicity
groups and nearly 8 times the rate for older non-Hispanic
white women (Table 45).

Health Behaviors and Risk Factors

Health behaviors affect health status. Pregnant teenagers are
less likely to receive early prenatal care and more likely to
drop out of school and to live in poverty than are older
pregnant women. Heavy and chronic use of alcohol and use
of illicit drugs increase the risk of disease and injuries.
Cigarette smoking increases the risk of lung cancer, heart
disease, emphysema, and other diseases. Obesity increases
the risk of heart disease, diabetes, and stroke. Regular
physical activity reduces the risk of disease and enhances
mental and physical functioning.

Between 2005 and 2006, the birth rate for teenagers 15-19
years of age rose 3%, from 40.5 to 41.9 live births per 1,000
females age 15-19 years (preliminary data). This follows a
14-year downward trend in which the teen birth rate fell by
34% from its recent peak of 61.8 births per 1,000 in 1991
(Table 4).

In 2006 (preliminary data), the birth rate for unmarried
women reached a record high of 50.6 births per 1,000
unmarried women age 15-44 years, up 7% from 2005. In
2006, 38.5% of all births were to unmarried women. The
increases in 2006 in the rate and proportion of births to
unmarried women were the largest single-year increases
reported in these measures since 1988-1989 (Table 10).

Low birthweight is associated with elevated risk of death
and disability in infants. In 2006 (preliminary data), the low
birthweight rate (less than 2,500 grams, or 5.5 pounds, at
birth) increased slightly to 8.3% from 8.2% in 2005. The 2006
rate is 19% higher than that for 1990 (7%) (Table 12).

Between 1988-1994 and 2005-2006, the prevalence of
overweight among preschool-age children 2-5 years of
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age increased by more than 50%, from about 7% to 11%
(Table 70).

The prevalence of overweight among school-age children
increased between 1988-1994 and 2005-2006. Among
children 6-11 years of age, the prevalence of overweight
increased from 11% to 15% and among adolescents 12-19
years of age grew from 11% to 18% (Tables 70 and 76).

Between 1991 and 2007, the percentage of high school
students who reported attempting suicide (7%-9%) and
whose suicide attempts required medical attention (2%-3%)
remained fairly constant. Girls were more likely than boys to
consider or attempt suicide. However, in 2005 adolescent boys
(15-19 years of age) were four times as likely to die from
suicide as were adolescent girls, in part reflecting their choice of
more lethal methods, such as firearms (Tables 45 and 62).

In 2006, 6% of people age 12 years and over reported
marijuana use in the past month, and 3% reported
nonmedical use of prescription drugs. Use of illicit drugs
was highest among young adults age 18-25 years (Table 66
and Figure 32).

In 2006, 20% of adults age 18 years and over reported
drinking five or more drinks on at least one day in the
past year and 9% reported five or more drinks on at least
12 days in the past year. (Table 69).

Between 2003 and 2007, the percentage of high school
students who reported smoking cigarettes in the past
month remained stable at 20%-23%, after declining from 36%
in 1997 (Figure 6).

In 2006, 21% of U.S. adults were current cigarette smokers,
the same percentage as in the previous two years, suggesting
that the decline in cigarette smoking prevalence is stalling. Men
were more likely to be current cigarette smokers than women
(24% compared with 18%) (Figure 6 and Table 63).

American adults have made no substantial progress toward
achieving recommended levels of physical activity or strength
training. Between 1995-1996 and 2005-2006, the percentage
of adults 18 years of age and over engaged in regular
leisure-time physical activity or strength training activities
remained level (Figure 8 and Table 74).

Among adults 20-74 years of age, obesity rates have more
than doubled since 1960-1962. From 1960-1962 to
2003-2006, the percentage of adults who were obese has
increased from 13% to 34% (age-adjusted) (Table 75).
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Health Status and Health Conditions

Measures of health status presented in this report include
respondent-assessed health status, limitation in activity
caused by chronic conditions, and serious psychological
distress. Measures of morbidity include the incidence and
prevalence of selected specific diseases and conditions.

In 2006, the percentage of noninstitutionalized adults
reporting their health as fair or poor ranged from 6% of
those age 18-44 years to 28% of those age 75 years and
over. The proportion with fair or poor health was higher
among non-Hispanic black and Hispanic persons compared
with non-Hispanic white persons (Table 60).

In 2005-2006, 3% of the noninstitutionalized population 18
years of age and over reported having serious
psychological distress. Adults living below the poverty level
were more than four times as likely to report serious
psychological distress as adults in families with an income at
least twice the poverty level (8% compared with 2%,
age-adjusted) (Table 61).

In 2006, 6% of noninstitutionalized adults 65 years of age
and over reported a limitation in activities of daily living
(ADLs) and 11% reported a limitation in instrumental
activities of daily living (IADLs). Among older adults, those
living in poverty were more than twice as likely to report an
ADL or IADL limitation as those with a family income above
twice the poverty level (age-adjusted estimates) (Table 58).

In 2006, 22% of adults 75 years of age and over had trouble
seeing even with glasses or contacts and 16% had a lot
of trouble hearing or were deaf (Table 59).

In 2006, activity limitation caused by chronic health
conditions was reported for 7% of children under the age of
18 years. Among school-age children (5-17 years of age),
speech problems, learning disabilities, and attention-deficit/
hyperactivity disorder (ADHD or ADD) were the most
frequently reported causes of activity limitation (Figure 11 and
Table 58).

Between 1996-1998 and 2004-2006, physician office and
hospital outpatient department visits for attention-deficit/
hyperactivity disorder among children 4-17 years almost
doubled. Among boys, visits increased from 8 to 14 visits per
100 children. The visit rate among boys was three times the
visit rate among girls in 2004-2006 (Figure 21).
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Arthritis and other musculoskeletal conditions were the
leading causes of activity limitation among working-age
adults 18-64 years of age in 2005-2006. Mental illness was
the second most frequently mentioned condition causing
activity limitation among adults 18-44 years of age and the
third most frequently mentioned among adults 45-54 years of
age (Figure 12).

The prevalence of hypertension, defined as elevated blood
pressure or taking antihypertensive medication, increases with
age. In 2003-2006, 36% of men and women age 45-54
years had hypertension, compared with 65% of men and 80%
of women age 75 years and over (Table 71).

Between 1988-1994 and 2003-2006, the percentage of both
men and women 55 years and over with a high total serum
cholesterol level (greater than or equal to 240 mg/dL)
declined. However, older women were more likely to have
high serum cholesterol than older men. In 2003-2006, 24% of
women age 65-74 years had high serum cholesterol,
compared with 11% of men of the same age (Table 72).

In 2003-2006, the prevalence of diabetes (including both
diagnosed and undiagnosed) among adults increased by
more than 23% from 1988-1994 (8%) to 2003-2006 (10%).
The prevalence increased by slightly more than one-quarter
among men to 11% and almost one-fifth among women to
9% (percents are age-adjusted) (Table 54).

Between 1980 and 2005 the incidence of end-stage renal
disease increased 4.6 fold to 350 new cases per million
people. In 2005, nearly 480 thousand Americans were living
with end-stage renal disease (Table 55).

In 2004-2006, current asthma prevalence was 9% among
women compared with 5% among men. Eleven percent of
adults living below poverty had asthma compared with 6% of
those with a family income of 200% or more of the poverty
level (Figure 10).

From 1990 to 2005, the annual percent change in new cases
of lung and bronchus cancer declined 2% among males
and remained unchanged among females. Cancer of the lung
and bronchus is the second most common site of newly
diagnosed cancer among males and females (age-adjusted
rates; Table 52).

Between 1988-1994 and 2001-2004, approximately
one-quarter of adults 20-64 years of age had untreated
dental caries, down from nearly one-half in 1971-1974
(Table 77).
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In 2006, approximately 2.1 million workplace injuries and
illnesses in the private sector involved days away from work,
job transfer, or restricted duties at work for a rate of 2.3
cases per 100 full-time workers (FTW). The transportation
and warehousing industry reported the highest injury and
illness rate, with 4.3 cases per 100 FTW. The next highest
rates were reported by the manufacturing industry (3.3 per
100 FTW), and the construction industry and the agriculture,
forestry, fishing, and hunting industry (3.2 per 100 FTW)
(Table 49).

In 2006, there were nearly thirty-seven thousand new AIDS
cases reported. Males 13 years of age and older accounted
for 73% of all new cases. Black males made up 31% of all
cases and black females accounted for 17% of all cases
(Table 51).

Incidence rates for some infectious diseases have
increased since 1990. From 1990 to 2006, the incidence rate
for chlamydia increased from 160 to 348 cases per 100,000
population and the incidence rate for pertussis increased from
1.8 to 5.3 cases per 100,000 population. During this time
period, the incidence for most vaccine-preventable diseases
(e.g. measles) as well as other diseases (e.g. gonorrhea and
syphilis) declined (Table 50).

In 2006, incident cases of acute viral hepatitis A and B were
at historically low levels (Figure 9). Hepatitis A incidence rates
declined from 12.0 cases per 100,000 population in 1995,
when hepatitis A vaccine became available, to 1.2 cases per
100,000 population in 2006. Incident cases of acute hepatitis
B declined from 9.6 per 100,000 population in 1982, the year
hepatitis B vaccine was approved, to 1.6 cases per 100,000
in 2006. Incidence of acute hepatitis C declined from 2.4 to
0.3 cases per 100,000 population from 1992 to 2006

(Figure 9).
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Health Care Expenditures and Payors

The United States spends more on health per capita than any
other country, and U.S. health spending continues to
increase. Spending increases are due to increased intensity
and cost of services, and a higher volume of services needed
to treat an aging population. Major payors for health care
include private health insurers and public programs such as
Medicaid and Medicare. Medicaid is jointly funded by the
federal and state governments to provide health care for
certain groups of low-income persons. Medicare is funded by
the federal government and covers the health care of most
persons 65 years of age and over and disabled persons.

The United States spends a larger share of its gross
domestic product (GDP) on health than does any other
major industrialized country. In 2005, the United States
devoted 15% of its GDP to health compared with 12% in
Switzerland, the country with the next highest share
(Table 123).

In 2006, national health care expenditures in the United
States totaled $2.1 trillion, a 6.7% increase from 2005. The
average per capita expenditure on health in the United States
was $7,026 in 2006 (Table 124).

Prescription drug expenditures increased 9% between 2005
and 2006 compared with a 6% increase between 2004 and
2005 (Table 127).

Expenditures for hospital care accounted for 31% of all
national health expenditures in 2006. Physician and clinical
services accounted for 21% of the total in 2006, prescription
drugs for 10%, and nursing home care for 6% (Table 127).

In 2006, 35% of personal health care expenditures were
paid by the federal government and 10% by state and local
government; private health insurance paid 36% and
consumers paid 15% out-of-pocket (Figure 19 and Table 128).

In 2007, the Medicare program had about 44 million
enrollees and expenditures of $432 hillion, up from $408
billion the previous year. Expenditures for the new Medicare
drug program (Part D), introduced in 2006, were $50 billion in
2007 (preliminary data) (Table 142).

Of the 36 million Medicare enrollees in the fee-for-service
program in 2006, 12% were 85 years of age and over and
17% were under 65 years of age (Table 143).
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In 2005, children under 21 years of age accounted for 47% of
Medicaid recipients but only 17% of expenditures. Aged, and
blind and disabled persons accounted for 22% of recipients
and 66% of expenditures (Table 145).

In 2004, per capita personal health care expenditures
varied widely by state of residence. The states with the
highest spending per resident were concentrated in the New
England and Mideast regions and the states with the lowest
spending were concentrated in the Southwest, Rocky
Mountains, and Far West regions of the country (Figure 20
and Table 148).

Health Care System Influences,
Personnel, and Resources

Major changes continue to occur in the delivery of health care
in the United States, driven in part by changes in payment
policies intended to rein in rising costs and by advances in
technology that have allowed more complex treatments to be
performed on an outpatient basis. The ratio of physicians per
population continues to increase slowly, but the supply is not
equally distributed across the country. The supply of other
practitioners, including pharmacists and nurses, may not be
increasing as rapidly as needed to keep pace with our aging
population.

Between 1999 and 2006, the number of massage therapists,
dental hygienists and assistants, diagnostic medical
sonographers, medical equipment preparers, medical
assistants, and pharmacy technicians increased by 5%-10%
annually. During this period, the hourly wages of radiation
therapists, nuclear medicine technologists, pharmacists, and
physician assistants increased more than wages in other
health occupations (Table 112).

In 2006, 63% of surgeries in community hospitals were
performed on an outpatient basis compared with 51% in
1990 and 16% in 1980 (Table 106).

Between 1990 and 2006, the number of community hospital
beds declined 13%, from about 927 to 803 thousand. Since
1990, the community hospital occupancy rate has remained
steady at 63%-67% (Table 116).

Between 1990 and 2004, the overall rate of inpatient mental
health beds per 100,000 civilian population in the United
States declined by 45%. In state and county mental hospitals,
the number of mental health beds per 100,000 population
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declined by 53%, in private psychiatric hospitals the decline
was 48%, and in nonfederal general hospital psychiatric
services the decline was 34% (Table 117).

In 2007, there were about 1.7 million nursing home beds in
about 16,000 certified nursing homes. Between 1995 and
2007, nursing home bed occupancy was relatively stable at
83%-85%. Occupancy rates were 90% or higher in 17
states and the District of Columbia in 2007 (Table 120).

Utilization of Health Care Services

Factors associated with the utilization of health care services
include health behaviors, health status, health insurance
coverage, health care resources, family income and other
demographic variables. Use of inpatient hospital care
remained relatively stable over the past decade, use of
physician services and hospital outpatient care increased
slowly, and use of prescription drugs increased more rapidly.

In 2006, there were about 1.1 billion visits to physicians’
offices, hospital outpatient departments, and hospital
emergency departments. There were 902 million to
physicians’ offices, 102 million visits to hospital outpatient
departments, and 119 million visits to hospital emergency
departments (Table 94).

Between 1995 and 2006 the rate of visits to office-based
physicians increased from 266 to 307 per 100 persons.
During the same period, the hospital outpatient department
visit rate increased from 26 to 35 visits per 100 persons.
Since 2000, the hospital emergency department visit rate
has remained stable at about 40 visits per 100 population
after a slight increase from 37 visits per 100 population in
1995 (Table 94).

In 2006, 43% of doctor visits were to specialty care
physicians, up from 34% in 1980. During this period, the
proportion of office-based doctor visits to general and family
practice physicians decreased from 34% to 23% (Table 95).

In 2005-2006, 6% of children under 6 years of age and 14%
of children 6-17 years of age did not have a health care
visit to a doctor’s office or a clinic in the past year

(Table 82).

In 2006, 21% of children under age 18 years had at least
one emergency department visit in the past year and 8%
had two or more visits. Emergency department utilization was
higher among children under 6 years of age than for older
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children (28% compared with 18% of older children)
(Table 91).

In 2006, 20% of adults 18 years of age and over had at least
one emergency department visit in the past year and 7%
had two or more visits. Emergency department utilization was
higher among persons with family income below 200% of
poverty than for higher income persons (24%-28% compared
with 18%) (Table 92).

In 2006, visit rates to physician offices and hospital
outpatient departments among persons 18-44 years of age
were more than twice as high for women as for men, largely
due to medical care associated with female reproduction
(Table 94).

Between 1997 and 2006, about two-thirds of persons 2 years
of age and over had seen a dentist in the past year. Dental
visit rates were higher among children 2-17 years of age
than among adults, with three-quarters of children having had
a recent dental visit in 2006 (Table 96).

In 2003-2004, 61% of persons 2 years of age and over
reported having a dental visit for teeth cleaning by a dentist
or dental hygienist in the past year. Females were more
likely than males to have had their teeth cleaned by a dental
professional (65% compared with 57%). Children 2-17 years
of age were more likely than adults 18 years and older to
have had their teeth cleaned by a dental professional in the
past year (Figure 23).

Between 1995 and 2006, nonfederal short-stay hospital
discharge rates remained stable after declining sharply
during the 1980s. During this period, average length of stay
declined by about one-half a day to 4.8 days in 2006
(Table 102).

Between 1979-1980 and 2005-2006, rates of
hospitalizations with any-listed pneumonia diagnosis
nearly doubled among persons 65 years and over (Figure 25).

In 2005, the cesarean rate increased to 30.3 per 100 live
births. The rate of cesarean delivery (c-section) has increased
steadily since 1996; and in 2005, the rate reached the
highest level ever recorded in the United States. Cesarean
delivery rates increase with increasing maternal age

(Figure 26).

The percentage of the population with at least one
prescription drug during the previous month increased from
39% in 1988-1994 to 47% in 2001-2004. During the same
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period, the percentage taking three or more prescription drugs
increased from 12% to 20% (Table 98).

In 2001-2004, the percentage of adults who reported using
prescription drugs in the prior month increased from 38% of
those 18-44 years of age to 66% at 45-64 years of age and
87% at 65 years of age and over. In each age group women
were more likely than men to use prescription drugs

(Table 98).

In 2001-2004, 53% of adults 20 years of age and over
reporting taking a dietary supplement in the past month. The
use of dietary supplements is higher among women (59%)
than men (47%) and reported use increases with age
(percents are age-adjusted) (Table 99).

In 1973-1974, the nursing home resident rate for the white
population 65 years of age and over was more than twice
that for the black population (61 compared with 28 per 1,000
population; age-adjusted). By 2004, the resident rate for the
black population (50) exceeded that for the white population
(34) (Table 107).

In 2006, 77% of children 19-35 months of age received the
combined vaccination series of four doses of DTaP
(diphtheria-tetanus-acellular pertussis) vaccine, three doses of
polio vaccine, one dose of measles containing vaccine, three
doses of Hib (Haemophilus influenzae type b) vaccine, three
doses of hepatitis B vaccine, and one dose of varicella
vaccine. Children living below the poverty threshold were less
likely than were children living at or above poverty to have
received the combined vaccination series (73% compared
with 78%) (Table 85).

Between 1987 and 2005, the percentage of women 18-44
years of age who had a Pap smear in the past 3 years
remained level at 83%-87%. In 2005, Pap smear use was
higher among insured women 18-64 years of age than
uninsured women (86% compared with 68%) (Table 90).

The percentage of mothers receiving prenatal care in the
first trimester of pregnancy remained unchanged from 2004 to
2005 at 84% for the 37 states, DC, and New York City for
which comparable trend data were available. In 2005, the
percentage of mothers with early prenatal care varied
substantially by race and ethnicity, from 70% for American
Indian or Alaska Native mothers to 89% for non-Hispanic
white mothers (Table 7).
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Between 1989 and 2006, the percentage of
noninstitutionalized adults 65 years of age and over who
received an influenza vaccination in the past year more
than doubled (30% to 64%). In 2006, 60% of those 65-74
years of age and 69% of those 75 years of age and over had
an influenza vaccination in the past year (Table 87).

Between 1989 and 2006, the percentage of
noninstitutionalized adults 65 years of age and over who ever
received a pneumococcal vaccination quadrupled (14% to
57%). In 2006, 52% of those 65-74 years of age and 63% of
those 75 years of age and over ever had a pneumococcal
vaccination (Figure 24 and Table 88).

The percentage of adults 18-64 years of age who reported
not getting needed medical care due to the cost increased
from 6% to 8% between 1997 and 2006. Similarly, the
percentage not getting needed prescription drugs
increased from 6% to 9%. Ten percent of adults 18-64 years
reported delaying medical care due to cost in 1997 and
2006 (Table 80).

In 2006, 19% of people under age 65 years of age who were
uninsured for all or part of the preceding year did not
receive needed medical care in the past 12 months due to
the cost, compared with 3% of people covered by health
insurance for the full year. Twenty-three percent of people
under age 65 years who were uninsured for the entire
preceding year did not receive needed medical care

(Table 80).

On January 1, 2006, Medicare Part D, which provides
coverage for prescription medications for Medicare
beneficiaries, went into effect. The percentage of adults 65
years and over with income below the poverty level who did
not get the prescription drugs they needed due to cost
declined from 12% in 2005 to 8% in 2006 (Table 80).
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Lack of Health Insurance

Lack of health insurance coverage is a major barrier to
obtaining most health care services. Out-of-pocket health care
expenses may deter people from seeking health care
services. People without health insurance are likely to face
the highest costs, but the insured may also face substantial
copayments, deductibles, and other out-of-pocket health care
expenses.

In 2006, the percentage of the population under 65 years
of age with no health insurance coverage (public or
private) at a point in time was 17%. Between 1995 and
2006, this percentage fluctuated between 16% and 18%
(Figure 17 and Table 140).

Among the under 65 population, those with a family income
less than 200% of the poverty level were more than twice as
likely to be uninsured at a point in time than persons in
higher income families (Table 140).

In 2006, 10% of children under 18 years of age were
uninsured at a point in time. Between 2000 and 2006,
among children in families with income just above the poverty
level (100%-150% of poverty), the percentage uninsured
dropped from 25% to 17%, while the percentage with
Medicaid or State Children’s Health Insurance Program
(SCHIP) coverage increased from 35% to 52% (Tables 139
and 140).

In 2006, among persons under 65 years of age, more than
one-third of Hispanic persons and American Indians and
Alaska Natives persons were uninsured at a point in time
compared with less than one-fifth of those in other racial and
ethnic groups (Table 140).

Many people under 65 years of age, particularly those with a
low family income, do not have health insurance coverage
consistently throughout the year. In 2006, one-fifth of people
under 65 years of age were uninsured for at least part of
the 12 months prior to interview (Figure 18).

In 2006, two-fifths of people of Mexican origin were
uninsured for at least part of the 12 months prior to
interview compared with one-sixth of non-Hispanic white
people (Figure 18).
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Special Feature: Young Adults Age
18-29 Years

Young adults 18-29 years of age are facing a time of
transition in their lives with many educational, occupational,
and personal life style choices to be made that can have
repercussions on their health both in the short and long term.
Although most are healthy, they have the same need for
many preventive services as other age groups, and may have
injuries or conditions that require medical care. Many in this
age group also have low income and lack health insurance
coverage.

Between 1980 and 2005, the percentage of adults 18-24
years of age enrolled in school rose from 46% to 68% among
18-19 year olds, from 31% to 49% among 20-21 year olds,
and from 16% to 27% among 22-24 years olds (Figure 28).

Among young adults 18-29 years of age, obesity rates
have tripled since 1971-1974. In 1971-1974, 8% of young
adults were obese; in 2005-2006, the percentage of young
adults who were obese had grown to 24% (Figure 7).

In 2005-2006, 39% of young men 18-29 years of age and
32% of young women engaged in regular leisure-time
physical activity. One-third of young men and nearly
one-fifth of young women reported strength training
activities at least twice a week (Figure 8).

In 2006, young men were more likely to smoke cigarettes
than young women (29% compared with 21%). Between 1997
and 2006, the percentage of women 18-29 years of age who
currently smoked cigarettes declined nearly 20% but current
smoking did not decline significantly among young men
(Figure 31).

In 2006, about one-quarter of young men 18-29 years of age
reported drinking 5 or more drinks in a day on at least 12
days in the past year, compared with 9% of young women
(Figure 31).

In 2006, almost 40% of young people age 18-20, about
one-third of 21-25 year olds, and one-quarter of 26-29 year
olds reported using an illicit drug in the past year.
Marijuana or hashish were the most commonly reported drugs
(32% of 18-20 year olds), followed by nonmedical use of
prescription drugs (reported by 17% of 18-20 year olds)
(Figure 32).
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In 2002, 21% of women 18-44 years of age reported having
been forced to have sexual intercourse when they were
under 30 years of age. Types of force reported included
being physically held down, physically hurt or physically
threatened, or being forced nonphysically by being given
alcohol or drugs or pressured by words or actions (Figure 34).

In 2003-2004, 45% of women 20-24 years of age and 27%
of women 25-29 years of age were positive for human
papillomavirus (HPV). Women 20-29 years of age with
family income below 100% of the poverty level had a higher
prevalence of HPV (46%) than women with higher family
income (31%) (Figure 33).

In 2004-2006, 18% of young women and 12% of young men
reported being told by a physician that they had at least one
of six specified health conditions and 4%-5% of young
women and men reported overall fair or poor health, or an
activity limitation due to a chronic health condition

(Figure 35).

In 1999-2004, almost 9% of young adults 20-29 years of age
had major depression, generalized anxiety disorder, or
panic disorder in the past 12 months. Almost 7% of young
adults had a diagnosis of major depression in the past year.
Young women (11%) were almost twice as likely as young
men (6%) to have major depression, generalized anxiety
disorder, or a panic disorder in the past 12 months

(Figure 36).

In 2005, unintentional injuries (“accidents”), homicide, and
suicide accounted for 70% of deaths among young adults
18-29 years of age. Three-quarters of the 47 thousand
deaths in this age group occurred among young men
(Figure 37).

Young adults have the highest rate of injury-related
emergency department visits of all age groups (Table 93). The
three most common mechanisms of injury for young adults
age 18-29 years with injury-related emergency department
(ED) visits in 2005-2006 were motor vehicle traffic accidents
(252 ED visits per 10,000 population), being struck by or
against objects or persons (215 ED visits per 10,000
population), and falls (209 ED visits per 10,000 population)
(Figure 41).

In 2006, 84% of young women reported a doctor visit in the
past 12 months, compared with 57% of young men. Young
women were almost four times as likely to report a hospital
stay in the past year (11%) as young men (3%) and twice as
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likely to report taking a prescription drug in the past month
(39% compared with 19% in 1999-2004) (Figure 40).

In 2003-2004, 51% of young adults 18-29 years of age
reported having their teeth cleaned by a dental
professional in the past year, similar to adults 30-64 years
of age. Young adults were less likely to have a dental visit for
teeth cleaning than those 2-17 years of age (79%) or older
adults 65-74 years of age and 75 years and over (63%—65%)
(Figure 23).

In 2006, both young men and women age 18-29 years
were equally likely to be covered by private health
insurance. Young women were more likely to be covered by
Medicaid than young men, and young men were more likely
to be uninsured than young women (34% compared with
25%) (Figure 38).

In 2006, young adults age 20-24 years were more likely to
be uninsured at a point in time (34%) than those age
18-19 and 25-29 years (21% and 29%), and more than twice
as likely to be uninsured as those 45-64 years of age (13%)
(Figure 38 and Table 140).

In 2004-2006, 17% of young adults 18-29 years of age
reported that they needed and did not receive one or more
of the following services in the past year because they
could not afford them: medical care, prescription medicines,
mental health care, or eyeglasses (Figure 39).

In 2004-2006, 15% of young adults 18-29 years of age
reported that they needed and did not receive dental care
in the past year because they could not afford it
(Figure 39).
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Population

Age

The population age 65 and over is increasing at a faster
rate than the total population.

From 1950 to 2006, the total resident population of the
United States increased from 151 to 299 million persons,
representing an average annual growth rate of 1.2%

(Figure 1). During the same period, the population 65-74
years of age grew, on average, 1.5% per year, increasing
from 8 to 19 million persons. The population 75 years of age
and over grew the fastest (on average, 2.8% per year),
increasing from 4 to 18 million persons.

By 2029, all of the baby boomers (those born in the post
World War Il period 1946-1964) will be age 65 years and
over (1). As a result, the population age 65-74 years will
increase from 6% to 10% of the total population between
2006 and 2030 (data table for Figure 1). As the baby
boomers age, the population 75 years of age and over will
rise from 6% in 2006 to 9% of the population by 2030 and
continue to grow to 12% in 2050. By 2040, the population
age 75 years and over will exceed the population 65-74
years of age.

Reference

1. Day JC. National population projections. 2001.
U.S. Census Bureau. Available from:
http://www.census.gov/population/www/pop-profile/natproj.html.
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Figure 1. Total population and older population: United States, 1950-2050
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Race and Ethnicity References

1.
The percentage of Americans who identify themselves as
Hispanic or Asian continues to increase. 2
Changes in the racial and ethnic composition of the 3.

population have important consequences for the United
States’ health because many measures of disease and
disability differ significantly by race and ethnicity. One of the
overarching goals of U.S. public health policy is elimination of
racial and ethnic disparities in health.

Diversity has long been a characteristic of the U.S.
population, but the racial and ethnic composition of the United
States has changed over time. In 2007, about 30% of adults
and over 40% of children were members of racial or ethnic
minority populations (data table for Figure 2). The percentage
of the population that is of Hispanic origin or Asian has more
than doubled in recent decades (data table for Figure 2).

In the 1980 and 1990 decennial censuses, Americans could
choose only one racial category to describe their race (1).
Beginning with the 2000 census, the question on race was
modified to allow the choice of more than one racial category.
Although, overall, a small percentage of persons of
non-Hispanic origin selected two or more races in 2007, the
percentage of children described as being of more than one
race was more than twice as high as the percentage of
adults (Figure 2). The number of American adults identifying
themselves or their children as multiracial is expected to
increase in the future (2).

The percentage of persons reporting two or more races
varies considerably among racial groups. For example, the
percentage of persons reporting a specified race in
combination with one or more additional racial groups was
1.4% for white persons and 38.0% for American Indian or
Alaska Native persons in 2007 (3).

22

Grieco EM, Cassidy RC. Overview of race and Hispanic origin.
Census 2000 brief. U.S. Census Bureau. March 2001.

Waters MC. Immigration, intermarriage, and the challenges of
measuring racial/ethnic identities. Am J Public Health
2000;90(11):1735-7.

U.S. Census Bureau. Monthly postcensal resident population, by
single year of age, sex, race, and Hispanic origin. Available from:
http://www.census.gov/popest/national/asrh/2006_nat_res.html
[data for July 1, 2007]. Unpublished analysis.
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Figure 2. Population in selected race and Hispanic origin groups, by age:
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Children Living with a Single Parent

The percentage of children living with a single parent
more than doubled between 1970 and 2006, increasing
from 12% to 28%.

Children living in single parent households, particularly when
the single parent is the mother, tend to be more financially
disadvantaged and to have poorer physical and mental health
than children living with two biological parents (1). Even when
children are born to married couples, many will spend part of
their childhood living with a single parent because of parental
divorce, separation, or death (2).

In 2006, 28% of children under 18 years of age were living
with a single parent, an increase from 12% in 1970. Mothers
account for the vast majority of single parents. In 2006, there
were 17.2 million children living with their mother only,
compared with 3.5 million children living with their father

only (3).

Increases in the percentage of children under 18 years of age
living with single parents have moderated in recent years.
The percentage of children living with single parents
increased, on average, 5.0% per year in the 1970s and 2.4%
per year during the 1980s. The percentage of children living
with single parents has stayed fairly stable at around
27%-28% from 1992 through 2006 (data table for Figure 3).

The percentage of children living with single parents varies by
race and ethnicity (Figure 3). In 2006, black children (56%)
were more likely than white (23%) or Hispanic children (29%)
to live with a single parent. Between 1970 and 2006, the
percentage of children living with single parents increased
159% among white children and increased 76% among black
children. Among Hispanic children, the percentage living with
single parents increased 38% since 1980 when data on
Hispanic ethnicity became available.

24
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Figure 3. Children under 18 years of age living with a single parent, by race
and Hispanic origin: United States, 1970-2006
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Poverty and Low Income

In 2006, Hispanic and black Americans in all age groups
were more likely to live in poverty than white and Asian
Americans.

Children and adults in families with income below or near the
federal poverty level have worse health than those with
higher income (see Appendix II, Poverty, for a definition of the
federal poverty level). Although in some cases illness can
lead to poverty, more often poverty causes poor health by its
connection with inadequate nutrition, substandard housing,
exposure to environmental hazards, unhealthy lifestyles, and
decreased access to and use of health care services (1).

In 2006, the overall percentage of the U.S. population living
in poverty declined to 12.3%. This was the first decline in the
poverty rate since 2000 (2). The poverty rate decreased for
all age groups from 2005 to 2006 with the largest decline
among people 65 years of age and over (data table for
Figure 4).

Starting in 1974, children have been more likely than either
working-age or older adults to be living in poverty (Figure 4).
In 2006, 13 million children (17.4%) lived in poverty and
another 16 million children (21.6%) were classified as
near-poor with family income of 100% to less than 200% of
the poverty level (data table for Figure 5). In 2006, children
represented 35% of people living in poverty but only 25% of
the total population (2).

Prior to 1974, persons 65 years of age and over were more
likely to live in poverty than people of other ages. With the
increased benefits provided by government social insurance
programs such as Social Security, the poverty rate of older
adults declined rapidly until 1974 and from then continued a
gradual decline through 1999 (3). Between 1999 and 2005,
rates fluctuated but increased overall compared with the
poverty rate in 1999. In 2006, the poverty rate among older
adults was the lowest since 1959, the first year for which
poverty estimates were available, with 9.4% or 3.4 million
persons age 65 years and over living in poverty. An additional
26.2% or 9.4 million older persons were near-poor (data table
for Figure 5).
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Figure 4. Poverty by age: United States, 1966—2006
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persons with family income below the poverty level. Population Survey.

See data table for Figure 4 for data points graphed
and additional notes.
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Poverty and Low Income (Continued)

At all ages, a higher percentage of Hispanic and black
persons than non-Hispanic white persons were poor

(Figure 5). In 2006, 27%-33% of Hispanic and black children
were poor compared with 10%-12% of non-Hispanic white
and Asian children. Similarly, among persons 65 years of age
and over, almost one-fifth of Hispanic and one-quarter of
black persons were poor, compared with 7% of non-Hispanic
white persons and 12% of Asians. In 2004-2006, 27% of
American Indian or Alaska Native persons lived in poverty
(estimate based on 3 years of data) (4).
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Figure 5. Low income by age, race and Hispanic origin: United States, 2006
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Health Risk Factors

Tobacco Use

Nearly one-fifth of women and high school students and
one-quarter of men still are current cigarette smokers, as
are almost 11% of pregnant women.

Smoking is associated with a significantly increased risk of
heart disease, stroke, lung and other types of cancer, and
chronic lung diseases (1). Decreasing cigarette smoking
among adolescents and adults is a major public health
objective for the United States. Preventing smoking among
teenagers and young adults is critical because smoking
usually begins in adolescence (2). Smoking during pregnancy
contributes to elevated risk of miscarriage, premature delivery,
and having a low hirthweight infant (3).

Following the first Surgeon General's Report on smoking in
1964, cigarette smoking declined sharply for men and at a
slower pace for women (Figure 6). The percentage of men
and women who smoke declined more slowly starting in
1990, reaching the lowest level for men in 2004 (23%). The
proportion of men and women who smoke has not changed
significantly since 2004, suggesting a stall in the decline in
cigarette smoking among adults (4). In 2006, 24% of men
and 18% of women were smokers. Cigarette smoking by
adults continues to be strongly associated with educational
attainment. Adults with less than a high school education
were three times as likely to smoke as those with a
bachelor's degree or more education (Table 64).

In 2007, 20% of high school students in grades 9-12 had
smoked cigarettes in the past month. Cigarette smoking rates
among high school students peaked in 1997 and then
decreased and leveled off. In 2007, 14% of high school
students had smoked cigars and 8% had used smokeless
tobacco in the past month (5).

Among mothers with a live birth, the percentage reporting on
the birth certificate that they smoked cigarettes during
pregnancy declined from 20% in 1989 to 11% in 2002. The
rate remained at 11% during the period 2004-2005, when 36
states, D.C., and New York City continued to use the 1989
revision of the U.S. Standard Certificate of Live Birth (see
Appendix II, Cigarette smoking). Maternal smoking has
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declined for all racial and ethnic groups, but differences
among these groups persist (Table 11).
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Figure 6. Cigarette smoking among men, women, high school students, and
mothers during pregnancy: United States, 1965-2007
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See data table for Figure 6 for data points graphed,
standard errors, and additional notes.

Chartbook | Health, United States, 2008

SOURCES: CDC/NCHS, National Health Interview
Survey (data for men and women); National Vital
Statistics System (data for mothers during
pregnancy); National Center for Chronic Disease
Prevention and Health Promotion, Youth Risk
Behavior Survey (data for high school students).

31


ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Publications/Health_US/hus08figures/fig06.xls
http://www.cdc.gov/nchs/ppt/hus/HUS08fig06.ppt

Overweight and Obesity

The proportion of American adults who are obese has
doubled over the past three decades to about one-third
of all American adults.

Excess body weight is associated with excess morbidity and
mortality (1), but the magnitude of excess weight appears to
matter. Obesity is correlated with excess mortality. In addition,
obesity is associated with increased risk of heart disease,
diabetes, osteoarthritis, and disability (2,3,4,5,6). The health
implications of being overweight and not obese, however, are
mixed and complex (7). Research has found that persons
who are overweight but not obese do not have excess
mortality compared with persons of normal weight (8,9). Diet,
physical inactivity, genetic factors, environment, and health
conditions all contribute to overweight and obesity. The
potential health benefits from reducing the prevalence of
obesity are of significant public health importance.

Findings from the National Health and Nutrition Examination
Survey show that the proportion of adults who are obese has
more than doubled from 15% in 1971-1974 to 34% in
2003-2006 for adults 20-74 years (age-adjusted) (Table 75).
In contrast, the proportion of American adults who are
overweight but not obese has been steady during that time
period, at about one-third from 1971-1974 through
2003-2006 (Table 75).

Evidence suggests that the morbidity associated with obesity
may increase with longer duration of obesity (7,8,10).
Therefore overweight and obesity trends among young adults
and children may signal future morbidity. Although young
adults (18-29 years, and the topic of this year’s Special
Feature) have lower prevalence of obesity (24%) compared
with persons 30 years and over (31%-41%), it is noteworthy
that the proportion of young adults who are obese has more
than tripled from 8% in 1971-1974 to 24% in 2005-2006
(Figure 7), while in most other adult age groups the
prevalence doubled during that time period.

The increasing prevalence of obesity among adults has been
accompanied by an increase of overweight among children
(defined as a body mass index (BMI) at or above the sex-
and age-specific 95th percentile BMI cut points from the 2000
CDC Growth Charts). The percentage of children (6-11 years
of age) and adolescents (12-17 years of age) who are
overweight has risen since 1976-1980. The percentage of
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preschool-age children (2-5 years of age) who are overweight
doubled from 1976-1980 (5%) to 2005-2006 (11%) (11;

data table for Figure 7; see related Table 76). In 2005-2006,
15%-18% of children and adolescents were overweight

(data table for Figure 7). Between 1999-2000 and
2005-2006, the percentage of children and adolescents who
were overweight has been steady (12).
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Figure 7. Overweight and obese, by age: United States, 1971-1974 through
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or equal to 25 but less than 30 and obese as a
BMI greater than or equal to 30. See data table for
Figure 7 for estimates for children, data points
graphed, standard errors, and additional notes.

, United States, 2008

33


ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Publications/Health_US/hus08figures/fig07.xls
http://www.cdc.gov/nchs/ppt/hus/HUS08fig07.ppt

Leisure-time Physical Activity and
Strength Training

In recent years, American adults have made no
substantial progress towards achieving recommended
levels of physical activity or strength training.

Benefits of regular physical activity include a reduced risk of
premature mortality and reduced risks of coronary heart
disease, diabetes, colon cancer, hypertension, and
osteoporosis (1). Regular physical activity also improves
symptoms associated with musculoskeletal conditions and
mental health conditions such as depression and anxiety.
Physical activity, along with a healthy diet, plays an important
role in the prevention of overweight and obesity (Figure 7,
Tables 75 and 76). Benefits of strength training include a
lessening of loss of muscle mass, functional decline, and
fall-related injuries (2).

In 1995, the Centers for Disease Control and Prevention
(CDC) and the American College of Sports Medicine (ACSM)
issued a public health recommendation that every U.S. adult
should accumulate 30 minutes or more of moderate-intensity
physical activity on most, preferably all, days of the week. In
2007, the ACSM and the American Heart Association issued
updated recommendations on the types and amounts of
physical activity needed by healthy adults to improve and
maintain health. They recommended moderate-intensity
aerobic physical activity for a minimum of 30 minutes on five
days per week or vigorous-intensity aerobic activity for a
minimum of 20 minutes on three days per week. They also
added a recommendation that adults should perform activities
that maintain or increase muscular strength and endurance a
minimum of two days each week (3). In October 2008, the
U.S. Department of Health and Human Services released
guidance to help Americans age 6 and older improve their
health through appropriate physical activity (4).

Between 1999-2000 and 2005-2006, about one-third of
adults reported regular leisure-time physical activity (see
Technical Notes for definition). During this period, the trend in
the percentage of Americans who engaged in regular
leisure-time physical activity remained relatively stable for
adults in all age groups (Figure 8). In 2005-2006, the
percentage of Americans engaged in regular leisure-time
physical activity declined with increasing age from 36%
among young adults 18-29 years of age to 22% among older
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adults. Regular leisure-time physical activity levels were
higher among men than women in the youngest and oldest
age groups (data table for Figure 8).

The proportion of Americans who engaged in regular
leisure-time physical activity varied by sociodemographic
factors (Table 74). Participation in regular leisure-time physical
activity was more common among those with higher levels of
education and family income.

Between 1999-2000 and 2005-2006, about one-fifth of adults
reported participating in strength training at least twice a
week (see Technical Notes for definition). During this period,
the trend in the percentage of Americans who engaged in
strength training remained fairly constant (Figure 8). The
percentage of Americans who participated in strength training
was even lower than the percentage of Americans who
participated in regular leisure-time physical activity.
Participation in strengthening activities decreased sharply with
increasing age. The level among older adults was less than
half that of adults 18-29 years of age. Men 18-44 years of
age were more likely to participate in strength training than
women of the same age (data table for Figure 8).
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Figure 8. Regular leisure-time physical activity and strength training at least twice
a week among adults 18 years of age and over, by age: United States, 1999-2006
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Morbidity and Limitation of
Activity
Acute Viral Hepatitis

In 2006, incidence of acute viral hepatitis types A, B, and
C was at or near record-low levels.

Acute viral hepatitis, an acute illness characterized by
nausea, abdominal pain, and jaundice, is most frequently
caused by infection with one of three, unrelated viruses:
hepatitis A virus (HAV), hepatitis B virus (HBV), or hepatitis C
virus (HCV) (1). In addition to acute illness, HBV and HCV
can cause chronic infection associated with increased risk of
chronic liver disease and liver cancer. In 2005, viral hepatitis
was listed as the cause of death on approximately 5,500 U.S.
death certificates (2).

HAV is usually spread when a person ingests fecal matter,
even in microscopic amounts, from contact with objects, food,
or drinks contaminated by the feces of an infected person. In
2006, the most commonly identified risk factor for hepatitis A
was international travel (1). HBV is transmitted though
exposure to the blood or body fluids of an infected person.
Transmission occurs through exposures such as sexual
contact with an infected person, injection-drug use, and from
an infected mother to her infant during delivery (1). The most
commonly identified risk factors for HBV infection in 2006
were sexual-risk factors such as sexual contact with an
infected person and having multiple sex partners. HCV is also
transmitted though exposure to the blood or body fluids of an
infected person; the most common risk factor identified for
HCV infection in 2006 was injection drug use (1).

Periodic outbreaks of hepatitis A have occurred in the United
States every decade, with the last outbreak in 1995

(Figure 9). Since 1995, when vaccine to prevent HAV infection
was introduced, the incidence rate of acute hepatitis A has
declined steadily from 12 cases per 100,000 population to 1.2
cases per 100,000 population in 2006 (data table for

Figure 9), the lowest rate since surveillance began in 1966.
The 2006 rate represents about 3,600 acute symptomatic
cases and an estimated 32,000 new infections, because
reported cases represent only a portion of hepatitis virus
infections that occur (1). Historically, hepatitis A rates were
highest among children 5-14 years and were higher in the
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western region of the country, but routine immunization of
children living in the states that have consistently had the
highest rates of hepatitis A has resulted in significant declines
in rates (1).

Vaccine to prevent HBV infection has been available since
1982 and is now part of the routine childhood immunization
schedule (3). Since 1985, the incidence rate of hepatitis B
has declined from 11.5 to 1.6 cases per 100,000 population
in 2006 (Figure 9). This represents about 4,700 reported
cases and an estimated 46,000 new infections in 2006 (1). In
2006, few cases of hepatitis B occurred among dialysis
patients and health-care workers, populations previously
considered at high risk, due to improvements in infection
control and high vaccination rates (1). The greatest decrease
in rates of hepatitis B occurred among the cohort of children
who received routine immunization (1). It is estimated that
about 1.3 million people in the United States were chronically
infected with HBV in 2006 (4).

The incidence rate of acute hepatitis C has been declining
since 1992, even though there is currently no vaccine to
prevent infection (Figure 9). This decline is attributed to risk
reduction practices among injection drug users, such as
reduced needle-sharing (1). In 2006, the incidence rate of
acute hepatitis C was 0.3 cases per 100,000 population
compared with 2.4 per 100,000 population in 1992 (data table
for Figure 9). However, approximately 3.2 million people in the
United States remain chronically infected with HCV in 2006,
making it the most prevalent blood-borne infection in the
United States (1).
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Figure 9. Incidence of acute viral hepatitis, by type and year: United States,
1966-2006
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acute viral hepatitis—United States, 2006.
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2008;57(No.SS-2).
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Asthma Among Adults

Current asthma prevalence is higher for adult women
than for men, and varies by income and race and
ethnicity.

Asthma is a chronic inflammatory disorder of the airways that
is characterized by airway hyperresponsiveness and
reversible episodes of airflow obstruction (1). These acute
episodes or attacks are characterized by wheezing, chest
tightness, and shortness of breath. While some industrial
agents have been shown to cause asthma in adult workers,
there is little definitive information on what causes individuals
to develop asthma (2). In people who have asthma, attacks
can be caused by triggers such as environmental tobacco
smoke, dust, mites, and cold air. Although asthma cannot be
cured, symptoms can be controlled by appropriate medical
care and limiting trigger exposure (1).

People with asthma require frequent interaction with the
health care system to effectively manage their asthma. It is
recommended that patients see their physicians every 1 to 6
months depending on the severity of their disease (3).
Although most emergency department visits and inpatient
hospitalizations resulting from asthma exacerbations are
preventable, these episodes commonly occur. In 2006, among
adults there were about 1 million emergency department visits
and 290,000 hospital discharges with asthma as the
first-listed diagnosis (4).

Although asthma is often thought of as a childhood disease, it
also affects adults. Boys are more likely to have current
asthma than girls; but among adults, women have a higher
prevalence than men (1). In 2004-2006, 9% of women age
18 years and over and 5% of adult men reported having
current asthma (data table for Figure 10). Women have higher
rates than men in all racial and ethnic groups, and regardless
of income level (Figure 10).

Prevalence of asthma varies by poverty status. Almost 11% of
adults with family income below the poverty level reported
having current asthma in 2004-2006 compared with 6% of
adults with an income of 200% or more of the poverty level
(data table for Figure 10).

Current asthma prevalence differs by race and ethnicity,
independent of poverty status and sex. Non-Hispanic black
and white adults report higher asthma prevalence rates
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(7%-8%) than Hispanic and Asian adults (5%) (data table for
Figure 10). When examining specific Hispanic populations,
however, Hispanic persons of Puerto Rican ancestry had the
highest prevalence of any group, with about 18% of women
and 8% of men reporting current asthma (data table for
Figure 10).
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Figure 10. Current asthma prevalence among adults 18 years of age and
over, by sex, race and Hispanic origin, and percent of poverty level:

United States, 2004—2006
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NOTES: Estimates are age-adjusted. Percent of
poverty level is based on family income and family
size and composition using U.S. Census Bureau
poverty thresholds. Missing family income data

were imputed for 35%-36% of adults in 2004—2006.

Current asthma prevalence estimates are based on
the questions “Have you ever been told by a doctor
or other health professional that you had asthma?”
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15 20

and “Do you still have asthma?” See data table
for Figure 10 for data points graphed, standard
errors, and additional notes.

SOURCE: CDC/NCHS, National Health
Interview Survey.
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Limitation of Activity Due to Chronic
Conditions: Children

Conditions associated with learning, emotional,
behavioral, and developmental problems are leading
causes of activity limitation among children.

Limitation of activity due to chronic physical, mental, or
emotional conditions is a broad measure of health and
functioning that gauges a child's ability to engage in major
age-appropriate activities. This measure of health is also
related to a child’s need for special educational and medical
services. The National Health Interview Survey identifies
children with activity limitation through questions about
specific limitations in activities such as play, self-care,
walking, memory, and other activities, and the current use of
special education or early intervention services. Estimates of
the number of children with an activity limitation may differ
depending on the type of limitations included and the
methods used to identify them (1).

Between 1997 and 2006, the percentage of children with
activity limitation was 7% (Table 58). In 2005-2006, the
percentage of school-age children with activity limitation (8%)
was double the percentage of preschoolers with activity
limitation (4%). Most school-age children with activity limitation
were identified as limited solely by their participation in
special education (2).

In 2005-2006, chronic health conditions causing activity
limitation in children varied by age (Figure 11). A speech
problem, mental retardation, and asthma were identified by
parents as the leading causes of activity limitation among
preschool children. Learning disability and attention-
deficit/hyperactivity disorder (ADHD or ADD) were mentioned
as important causes of activity limitation among all school-age
children. Among younger school-age children, a speech
problem was also reported as an important condition causing
activity limitation. Among older school-age children, a mental,
emotional, or behavioral problem (other than ADHD, mental
retardation, or another developmental problem) was reported
as an important condition causing activity limitation.
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Figure 11. Limitation of activity caused by selected chronic health conditions
among children, by age: United States, 2005-2006
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NOTES: Data are for noninstitutionalized children. Interview Survey.

Children with more than one chronic health

condition causing activity limitation were counted in
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Limitation of Activity Due to Chronic
Conditions: Working-age and Older
Adults

Arthritis and other musculoskeletal conditions are the
most frequently reported cause of activity limitation
among both working-age and older adults.

Chronic physical, mental, and emotional conditions can limit
the ability of adults to perform important activities such as
working and doing everyday household chores. With
advancing age, an increasing percentage of adults experience
limitation of activity. Estimates of the number of working-age
and older adults with limitation of activity are important for
determining current and future health care needs and
associated costs (1).

Between 1997 and 2006, the percentage of non-
institutionalized working-age adults 18-64 years of age
reporting an activity limitation caused by a chronic health
condition remained relatively stable (Table 58). In 2005-2006,
the percentage of working-age adults who reported limitations
ranged from 6% at age 18-44 years to 20% at age 55-64
years (2). Arthritis and other musculoskeletal conditions were
the most frequently mentioned conditions causing limitation
among working-age adults of all ages in 2005-2006

(Figure 12). Among adults 18-44 years of age, mental illness
was the second leading cause of activity limitation. Among
adults 45-64 years of age, heart and circulatory conditions
were the second leading cause of limitation. Other frequently
mentioned conditions included mental illness and diabetes.
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Figure 12. Limitation of activity caused by selected chronic health
conditions among working-age adults, by age: United States, 2005-2006
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health condition causing activity limitation were

counted in each category. See data table for

Figure 12 for data points graphed, standard errors,

and additional notes.
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Limitation of Activity Due to Chronic
Conditions: Working-age and Older
Adults (Continued)

Between 1997 and 1999, the percentage of non-
institutionalized adults 65 years and over with limitation of
activity decreased. Between 2000 and 2006, the percentage
was relatively stable (Table 58). In 2005-2006, the percentage
of older adults with limitation of activity ranged from 25% of
65-74 year olds to 60% of adults 85 years old and over (2).
Arthritis and other musculoskeletal conditions were the most
frequently mentioned chronic conditions causing limitation of
activity (Figure 13). Heart and circulatory conditions were the
second leading cause of activity limitation. Among
noninstitutionalized adults 85 years and over, senility or
dementia, vision conditions, and hearing problems were
frequently mentioned causes of activity limitation.

References

1.  Kramarow E, Lubitz J, Lentzner H, Gorina Y. Trends in the
health of older Americans, 1970-2005. Health Affairs
2007;26:1417-25.

2. CDCINCHS, National Health Interview Survey, unpublished
analysis.

44

Chartbook | Health, United States, 2008



Click here for spreadsheet version  Click here for PowerPoint

Figure 13. Limitation of activity caused by selected chronic health conditions
among older adults, by age: United States, 2005-2006
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Mortality

Life Expectancy

The gap in life expectancy at birth between white
persons and black persons persists, but has narrowed
since 1990.

Life expectancy is a measure often used to gauge the overall
health of a population. As a summary measure of mortality,
life expectancy represents the average number of years of life
that could be expected if current death rates were to remain
constant. Shifts in life expectancy are often used to describe
trends in mortality. Life expectancy at birth is strongly
influenced by infant and child mortality. Life expectancy later
in life reflects death rates at or above a given age and is
independent of the effect of mortality at younger ages (1).

From 1900 through 2005, life expectancy at hirth increased
from 46 to 75 years for men and from 48 to 80 years for
women (Table 26). Life expectancy at age 65 also increased
during this period (2). Among men, life expectancy at age 65
rose from 12 to 17 years and among women from 12 to 20
years from 1900 through 2005. In contrast to life expectancy
at birth, which increased sharply early in the 20th century, life
expectancy at age 65 improved primarily after midcentury.
Improved access to health care, advances in medicine,
healthier lifestyles, and better health before age 65 are
factors underlying decreased death rates among older
Americans.

In 2005, life expectancy at birth was 76 years for white males
compared with 70 years for black males and 81 years for
white females compared with 77 years for black females
(data table for Figure 14). Life expectancy at birth increased
more for the black than for the white population between
1990 and 2005 (Figure 14). During this period, the gap in life
expectancy between white males and black males narrowed
from 8 years to 6 years (data table for Figure 14). During the
same period, the gap in life expectancy between white
females and black females decreased from 6 years to 4
years.
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The gap in life expectancy between white and black people at
age 65 is narrower than at birth. Between 1990 and 2005,
the difference in life expectancy at age 65 between white
males and black males remained stable at 2 years. In 2005,
life expectancy at age 65 was 17 years for white males and
15 years for black males. The difference in life expectancy
between white and black females has also been stable in
recent years; in 2005, at age 65, white females and black
females could expect to live an additional 20 and 19 years,
respectively.
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Figure 14. Life expectancy at birth and at 65 years of age, by race and sex:
United States, 1970-2005

100
Life expectancy at birth
90
White female
80
Black female
% 70
o White male
< Black male
>
(8]
8
5 60
(0]
o
X
()
Q
3
50
L~ .
;/ Life expectancy at 65 years
20 Black female White female
Black male
10
White male
0 L] L] L] L] L]
1970 1980 1990 2000 2005
Year
NOTES: Death rates used to calculate life SOURCE: CDC/NCHS, National Vital Statistics
expectancies for 1997-1999 are based on System.

postcensal 1990-based population estimates; life
expectancies for 2000 and beyond are calculated
with death rates based on census 2000. See data
table for Figure 14 for data points graphed and
additional notes.
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Infant Mortality

After declining substantially between 1950 and 2000,
infant, neonatal, and postneonatal mortality rates have
remained constant in recent years .

The infant mortality rate, the risk of death during the first year
of life, is related to the underlying health of the mother, public
health practices, socioeconomic conditions, and availability
and use of appropriate health care for infants and pregnant
women. Disorders related to short gestation and low
birthweight and congenital malformations are the leading
causes of death during the neonatal period (less than 28
days of life). Sudden Infant Death Syndrome (SIDS) and
congenital malformations rank as the leading causes of infant
deaths during the postneonatal period (28 days through 11
months of life) (1). Results from a new analysis of
preterm-related causes of death show that 37% of infant
deaths in 2004 were due to preterm-related causes (2).

There has been little progress in lowering the U.S. infant
mortality rate from 2000-2005. In 2005, the infant mortality
rate was 6.87 infant deaths per 1,000 live births—which is
not statistically different than the rate in 2004 (6.79)

(Figure 15) (3). The 2005 infant mortality rate was 76% lower
than in 1950, due to annual declines in the infant mortality
rate from 1960-2000.

Infant mortality rates have declined for most racial and ethnic
groups, but large disparities among the groups remain. During
1995-2004, the infant mortality rate was consistently highest
for infants of non-Hispanic black mothers. Infant mortality
rates were also high among infants of American Indian or
Alaska Native mothers and Puerto Rican mothers. Infants of
mothers of Cuban origin had the lowest infant mortality

rates (2).
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Figure 15. Infant, neonatal, and postneonatal mortality rates: United States,

1950-2005
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as 28 days through 11 months of life. See data table
for Figure 15 for data points graphed and additional
notes.

Chartbook | Health, United States, 2008


ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Publications/Health_US/hus08figures/fig15.xls
http://www.cdc.gov/nchs/ppt/hus/HUS08fig15.ppt

Leading Causes of Death for All Ages

Mortality from heart disease, stroke, and unintentional
injuries is substantially lower than in 1950.

In 2005, a total of 2.4 million deaths were reported in the
United States (Table 30). The overall age-adjusted death rate
was 45% lower in 2005 than in 1950. The reduction in overall
mortality since 1950 was driven mostly by declines in
mortality for such leading causes of death as heart disease,
stroke, and unintentional injuries (Figure 16).

In 2005, the age-adjusted death rate for heart disease, the
leading cause of death, was 64% lower than the rate in 1950
(Table 35). The age-adjusted death rate for stroke, the third
leading cause of death, declined 74% since 1950 (Table 36).
Heart disease and stroke mortality are associated with risk
factors such as high cholesterol, high blood pressure,
smoking, and dietary factors. Other important factors
include socioeconomic status, obesity, and physical
inactivity. Factors contributing to the decline in heart
disease and stroke mortality include better control of risk
factors, improved access to early detection, and better
treatment and care, including new drugs and expanded
uses for existing drugs (1).

Overall age-adjusted death rates for cancer, the second
leading cause of death, rose between 1960 and 1990 and
then reversed direction (Table 37). Between 1990 and 2005,
overall death rates for cancer declined 15%. The trend in the
overall cancer death rate reflects the trend in the death rate
for lung cancer (Table 38). Since 1970, the death rate for lung
cancer for the total population has been higher than the
death rate for any other cancer site.

Chronic lower respiratory diseases (CLRD) were the fourth
leading cause of death in 2005. The age-adjusted death rate
for CLRD in 2005 was 53% higher than the rate in 1980
(Table 40).

The fifth leading cause of death in 2005 was unintentional
injuries. Age-adjusted death rates for unintentional injuries
declined during the period 1950-1992 (Table 28). Since 1992,
the unintentional injury mortality rate has gradually increased.
Despite recent increases, the death rate for unintentional
injuries in 2005 was still 50% lower than the rate in 1950.

50

CDC. Achievements in public health, 1990-1999: Decline in
deaths from heart disease and stroke—United States,
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Figure 16. Death rates for leading causes of death for all ages: United States,
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for all ages in 2005. Starting with 1999 data,

causes of death were coded according to ICD-10.

See data table for Figure 16 for data points

graphed and additional notes.
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Health Insurance and
Expenditures

Health Insurance Coverage at the
Time of Interview

Between 1999 and 2006, the percentage of people under
age 65 with private health insurance declined while
enrollment in public coverage programs expanded,
leaving the uninsured rate unchanged.

Health insurance coverage is an important determinant of
access to health care (1). Uninsured children and adults
under 65 years of age are substantially less likely to have a
usual source of health care or a recent health care visit than
their insured counterparts (Tables 78, 79 and 83). Uninsured
people are more likely to forego needed health care because
they cannot afford it (Table 80). The major source of coverage
for persons under 65 years of age is private employer-
sponsored group health insurance. Private health insurance
may also be purchased on an individual basis, but is
generally more costly and tends to provide less adequate
coverage than group health insurance. Public programs such
as Medicaid and the State Children’s Health Insurance
Program (SCHIP) provide coverage for many low-income
children and adults. Almost all adults age 65 and over are
covered by the Medicare program, resulting in very few older
adults without health insurance. Medicare enrollees may
obtain additional private or public coverage to supplement
their Medicare benefit package.

Between 1984 and 1994, private coverage declined among
people under 65 years of age while Medicaid enrollment and
the percentage with no health insurance increased (Figure 17,
Appendix II, Health insurance coverage). After rising to 73%
in 1999, the percentage with private health insurance has
declined each year, reaching 66% in 2006. This decrease has
been offset by an increase in the percentage with Medicaid or
SCHIP, resulting in little change in the percentage of persons
under age 65 who were uninsured.
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In recent years, 16%-17% of people under 65 years had no
health insurance at the time of their interview. In 2006, cost
was cited by more than one-half of these uninsured as the
reason for their lack of coverage (2). Other reasons given
were having lost a job or a change in employment (23%),
Medicaid benefits stopped (11%), and ineligibility for family
insurance coverage due to age or leaving school (9%).
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Figure 17. Health insurance coverage at the time of interview among
persons under 65 years of age: United States, 1984-2006
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Length of Time Without Health
Insurance Coverage

People of Mexican origin are more likely than those in
other racial or ethnic groups to be uninsured for more
than 12 months.

Many people under age 65, particularly those with low
income, do not have health insurance coverage consistently
throughout the year. Reasons for discontinuities in coverage
may include loss or change of employment and financial
reversals, divorce, births and other changes in life
circumstances, and migration between states. To estimate the
percentage of people without coverage at a point-in-time,
respondents to the National Health Interview Survey (NHIS)
were asked whether they had health insurance at the time of
their interview (Figure 17) (see Appendix Il, Health insurance
coverage). To estimate the percentage without coverage for
different lengths of time those covered by health insurance at
the time of interview were asked whether there was any time
during the 12 months prior to the interview when they did not
have health insurance and those who were uninsured at the
time of interview were asked how long it had been since they
last had health coverage (Figure 18).

In 2006, 21% of people under 65 years of age reported being
uninsured for at least part of the 12 months prior to interview.
Among those who reported any time without insurance
coverage during the 12 months prior to interview, the majority
reported being uninsured for more than 12 months. About
12% of people under 65 years reported being uninsured for
more than 12 months, 8% reported being uninsured for any
period up to 12 months, and 1% reported being uninsured
and had missing data for the length of time they were
uninsured (data table for Figure 18).

Children under 18 years of age were less likely to be
uninsured than were adults because low income children are
eligible for public programs such as SCHIP designed
specifically for them. The percentage of adults under 65 years
of age without health insurance coverage decreased with age
(Figure 18). In 2006, adults 18-34 years of age were more
likely than adults age 55-64 years to lack coverage for at
least part of the 12 months prior to interview (34%-36%
compared with 13%). About 20% of persons 18-34 years of
age lacked coverage for more than 12 months.
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More than one-third of people with low family income (less
than twice the poverty level) had no health insurance
coverage for at least part of the 12 months prior to interview
compared with 14% of those with higher family income. More
than one-fifth of people in these lower income families were
uninsured for more than 12 months, compared with 7% of
people in higher income families. People of Mexican origin
were more likely than those in any other racial or ethnic
group to be uninsured for at least part of the 12 months prior
to interview. In 2006, 42% of Mexican-origin people lacked
coverage for at least part of the 12 months prior to interview
with 32% lacking coverage for more than 12 months.
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Figure 18. Uninsured for at least part of the 12 months prior to interview among
persons under 65 years of age, by length of time uninsured and selected
characteristics: United States, 2006
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Health Care Expenditures

In 2006, the largest shares of personal health care
expenditures were paid by private health insurance and
the federal government.

In 2006, the United States spent 16% (up from 14% in 2000)
of its Gross Domestic Product (GDP) on health care, a
greater share than any other developed country for which
data are collected by the Organisation for Economic
Co-operation and Development (Tables 123 and 124).

In 2006, the United States spent $2.1 trillion on health care,
an average of $7,026 per person (Table 124). Personal health
care expenditures, a component of national health
expenditures that includes spending for hospital care,
physician services, prescription drugs, nursing home care,
dental care, and other types of medical care, accounted
for 84% of national health expenditures in 2006. The
remaining 16% was spent on administration, government
public health activities, research, and structures and
equipment (Table 127) (1).

Private health insurance paid for 36% of total personal health
expenditures in 2006, the federal government 35%, state and
local government 10%, and out-of-pocket payments 15%
(Figure 19). The share of personal health care expenditures
paid out-of-pocket decreased from 27% in 1980 to 15% in
2006 (Table 128). This decrease resulted from an expansion
of benefits in both private health insurance plans and
government programs. Despite the decrease in the share of
health care expenditures paid out-of-pocket, the growth in
health care costs over recent years means that consumers
may still have significant out-of-pocket expenditures for their
health care.

In 2006, 37% of personal health care expenditures were for
hospital care, 25% for physician services, 12% for prescription
drugs, 7% for nursing home care, and the remaining 18% for
other personal health care, including visits to nonphysician
medical providers, medical supplies, and other health services
(Figure 19). Prescription drug spending increased by 9% in
2006, partly as a result of the implementation of Medicare
Part D, a Medicare expansion that partially finances
prescription drugs for the elderly and disabled. The share of
total personal health care expenditures devoted to hospital
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care decreased from 47% in 1980 to 37% in 2006 and the
prescription drug expenditures share more than doubled from
6% to 12% over the same period, reflecting the shift in health
care from inpatient to ambulatory care settings and the
increasing contribution of prescription drugs to health care
services and spending (calculated from Table 127).
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Figure 19. Personal health care expenditures, by source of funds and type of
expenditures: United States, 2006
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Per Capita Personal Health Care
Expenditures by State of Residence

In 2004, per capita personal health care expenditures
varied by state from a high of $6,700 per Massachusetts
resident to a low of $4,000 per Utah resident.

Personal health care expenditures, a component of national
health expenditures, includes spending for hospital care,
physician services, prescription drugs, nursing home care,
dental care, medical products and devices, and other types of
health care that are used directly by patients (see Appendix
I, Health expenditures, national). State health expenditure
data provide state-specific personal health care spending
trends by service, using consistent definitions and
methodologies that allow for comparisons across time and
across states (1). These expenditures have been assigned to
the state of residence of the patient rather than the state
where the expenditures occurred. Many medical facilities are
used by out-of-state residents attracted by the services
offered and specialist availability, as well as travel
convenience, so significant border-crossing to obtain medical
care exists.

In 2004, per capita personal health care expenditures
averaged $5,300 for each U.S. resident. There was, however,
a wide range of expenditures by state from $4,000 for each
Utah resident to $6,700 for each Massachusetts resident
(data table for Figure 20).The states with the highest spending
per resident were concentrated in the New England region
($6,400 on average) and the Mideast region ($6,200)

(Figure 20). These two regions contained eight of the ten
states and the District of Columbia with the highest per capita
spending on health care. The states with the lowest levels of
spending were concentrated in the Southwest, Rocky
Mountains, and Far West regions of the country. Alaska was
an exception to the low spending prevalent in the Far West
region.

Suggested reasons underlying state per capita differences in
health care expenditures are varied. They include the age,
health, and income distribution of the state population; the
supply of health facilities and health care providers;
differences in utilization patterns; differential prices of health
care services; the distance necessary to travel to obtain
medical care that may reduce access to medical care in rural
states and cause residents to receive less medical care; and
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differences in Medicaid spending (2). Variations in the level of
expenditures in Medicaid publicly-funded health care
programs may contribute to these state differences. Medicaid
is a joint federal and state program for the poor, and within
certain guidelines states determine their own eligibility rules
and services covered for Medicaid as well as their payment
rates to medical care providers. Consequently, Medicaid
expenditures vary widely by state (Table 150). The pattern of
lower expenditures in the Southwest, Rocky Mountains, and
Far West regions of the United States is similar to that
observed for health insurance coverage with lower rates of
health insurance coverage in these regions (Table 140).
People with no health insurance have lower health care
expenditures than those who are covered by insurance
(Table 151), adding to state spending differences.
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Figure 20. Per capita personal health care expenditures, by state of
residence: United States, 2004

Percent of U.S. per capita personal health
care expenditures and amount per capita

Less than 90% (less than $4755)
90%-less than 100% ($4755-less than $5283)
100%-—less than 110% ($5283-less than $5811)

110% or more ($5811 or more)

NOTE: See data table for Figure 20 for data points SOURCE: Centers for Medicare & Medicaid Services.
graphed and notes.
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Utilization of and Access to
Health Care

Attention-Deficit/Hyperactivity
Disorder

Physician office and hospital outpatient department visit
rates for attention-deficit/hyperactivity disorder (ADHD)
were about three times higher for boys than for girls age
4-17, and visit rates for both boys and girls increased
about 70% between 1996-1998 and 2004-2006.

Attention-deficit/hyperactivity disorder (ADHD) is a
neurobehavioral disorder characterized by pervasive
inattention and hyperactivity-impulsivity that is usually
diagnosed in childhood (1). Symptoms often occur with other
conditions, such as learning disabilities, anxiety disorders, and
oppositional defiant disorder (2). Children with ADHD often
have trouble in school and with peer and family

relationships (3). ADHD can persist into adulthood, and
adolescents and adults with ADHD have a higher prevalence
of substance abuse disorders, risky sexual behavior, and a
history of accidents (2). Although the causes of ADHD are not
fully understood, there appears to be a strong genetic
component to development of the disorder (3).

In 2003, one study found that 8% of U.S. children age 4-17
years had ever been diagnosed with ADHD, with boys having
more than twice the rate of girls (11% versus 4%) (1).
Prevalence estimates of ADHD in the United States vary
widely though the pattern of increased prevalence among
boys is consistently found (2).

Management of ADHD includes psychosocial interventions—
such as parent and school-based interventions—and
pharmaceutical management (3). The most commonly used
medications are stimulants (3). About 4% of U.S. children age
4-17 years or 56% of those ever diagnosed with ADHD were
taking medication to treat ADHD in 2003 (1). High prescription
medication use and the need for behavioral interventions
among children with ADHD lead to frequent interaction with
the health care system.

From 1996-1998 to 2004-2006, visits to physician offices and
hospital outpatient departments for which ADHD was the
primary diagnosis at the visit increased from 5.4 visits to 9.2
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visits per 100 children age 4-17 years (data table for

Figure 21). Over this same period, among boys, ADHD visits
increased from 8.0 to 13.9 visits per 100 children and among
girls, from 2.6 to 4.4 visits per 100 children (Figure 21).

The highest rates of ADHD visits were among children 9-12
years of age (Figure 21). Visits in this age group increased
from 8.4 to 13.8 visits per 100 children from 1996-1998 to
2004-2006 (Figure 21). Increases were seen in all children
age 4-17 years over this time period (Figure 21). The
reasons for these increases are not well understood, although
increased availability and acceptability of pharmaceuticals to
treat ADHD, as well as access to special education services
due to coverage of ADHD under the Individual Disability
Education Act of 1990 (ADHD was not included in the list of
covered services until 1991), may have led to heightened
awareness and acceptability of the diagnosis (4).
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Figure 21. Visits to physician offices and hospital outpatient departments
for attention-deficit/hyperactivity disorder (ADHD) among children 4-17
years of age, by sex and age: United States, 1996-2006

13.9
[ 1996-1998
I 2000-2002
I 2004-2006
13.8
0 5 10 15 20
Visits per 100 children
NOTES: ADHD visits were identified by a primary SOURCES: CDC/NCHS, National Ambulatory Medical
diagnosis ICD-9—-CM code of 314.00 or 314.01. See Care Survey and National Hospital Ambulatory Medical

data table for Figure 21 for data points graphed, Care Survey.
standard errors, and additional notes.
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Principal Reasons for Emergency
Department Visits

The most frequently reported principal reasons given by
adults for visiting the emergency department (ED) in 2006
were stomach and abdominal pain, chest pain, headache,
and cough.

Hospital emergency departments (EDs) provide unscheduled
care for a wide variety of reasons that range from
life-threatening conditions to nonurgent problems that could
be treated in a primary care setting. Over the past two
decades, there has been an increasing demand for
emergency services, resulting in ED overcrowding and
ambulance diversions (1,2). In 2006, 119.2 million visits (40.5
visits per 100 persons) were made to emergency
departments, a 24% increase over the 96.5 million visits
made in 1995 (Table 94). Between 1995 and 2006, the overall
ED utilization rate increased by 10%, from 36.9 to 40.5 visits
per 100 persons. During the same period, the number of
hospital emergency departments decreased about 9% (1).

The National Hospital Ambulatory Medical Care Survey
(NHAMCS) collects data on the utilization and provision of
ambulatory care services in hospital emergency departments.
The patient’s main complaint, symptom, or other reason for
visiting the ED was coded according to A Reason for Visit
Classification for Ambulatory Care (RVC) coding typology (3).
In 2006, the most frequently reported principal reasons given
by adults 18 years of age and over for visiting the ED were
stomach and abdominal pain, chest pain, headache, and
cough. Together these four principal reasons for ED visits
accounted for almost one-fifth of all ED visits by adults in
2006 (4).

Among adults, the principal reasons for visiting the ED varied
by age (Figure 22). Chest pain was the most frequently
reported reason by adults 65 years of age and over. For
young adults 18-29 years of age, abdominal pain was the
most frequently reported principal reason for visiting the ED.
Younger adults came into the ED for headaches more
frequently than older adults. In contrast, fever, which was not
a common reason for visit among adults, was the most
common reason among children (data table for Figure 22).
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Figure 22. Selected principal reasons for emergency department visits
among adults 18 years of age and over, by age: United States, 2006

18 years and over . Abdominal pain

18-29 years

30-44 years

45-64 years

65 years and over

0 2 4 6 8 10

Number of visits per 100 persons

NOTE: See data table for Figure 22 for data points SOURCE: CDC/NCHS, National Hospital
graphed, standard errors, and notes. Ambulatory Medical Care Survey.
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Dental Visits for Teeth Cleaning

In 2003-2004, 61% of people 2 years of age and over
reported having their teeth cleaned by a dentist or dental
hygienist within the past year.

Regular dental visits are important for early diagnosis,
prevention, and treatment of oral diseases, as well as
assessment of self-care practices. The American Academy of
Pediatric Dentistry emphasizes the importance of initiating
professional oral health intervention in infancy and continuing
through adolescence and beyond (1,2). People who have
their teeth cleaned by a dental professional at least once a
year are less likely to have plague, gingivitis, and calculus
than people reporting less frequent visits (3). The
recommended frequency of professional teeth cleaning
depends on the health of an individual's teeth and gums.
Healthy children and adults should have their teeth cleaned at
least once every 12-24 months (4).

In the 2003-2004 National Health and Nutrition Examination
Survey (NHANES), respondents were asked how long it has
been since they had their teeth cleaned by a dentist or dental
hygienist. This analysis includes those with at least one
natural tooth.

Sixty-one percent of persons 2 years of age and over
reported having a dental cleaning in the past year (Figure 23).
Females were more likely than males to have had their teeth
cleaned in the past year (65% compared with 57%). Children
2-17 years of age were more likely than adults to have their
teeth cleaned in the past year (79% compared with
51%-65%). Older adults 65 years of age and over were more
likely to have their teeth cleaned than younger adults 18-44
years old. One-third of persons 75 years of age and over and
one-fourth of persons 65-74 years old were edentulous
(without any teeth); they were excluded from the
denominators of percentages.

Professional teeth cleaning varied substantially by family
income and race and ethnicity. Non-Hispanic white people
were more likely to see a dental professional for a cleaning in
the past year than non-Hispanic black or Mexican-origin
people (Figure 23). People with a family income of at least
200% of poverty were more likely to have had a dental visit
for cleaning in the past year than people living below 200%
of poverty (68% compared with 47%-50%). People 2 years of
age and over living in families with family income below
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200% of poverty were more than twice as likely to report
delaying visits to dentists due to cost (16%-17% for people
living in families with family income below 200% of poverty
compared with 7% for family income of 200% of poverty or
more) (5).
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Figure 23. Dental visits for teeth cleaning by a dentist or dental hygienist
in the past year among persons 2 years of age and over, by selected
characteristics: United States, 2003-2004

Total
Sex
Male

Female

Age

2-17 years
18-29 years
30-44 years
45-64 years

65—74 years
75 years and over

Race
White only, not Hispanic

Black only, not Hispanic
Mexican

Percent of poverty level
Below 100%
100%-less than 200%

200% or more

100

Percent

NOTE: See data table for Figure 23 for data points SOURCE: CDC/NCHS, National Health and
graphed, standard errors, and notes. Nutrition Examination Survey.
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Influenza and Pneumococcal
Vaccination Among Middle-age and
Older Adults

Between 1989 and 2006, influenza and pneumococcal
vaccination levels increased substantially but differences
by age remain.

Vaccination of persons at risk for complications from influenza
is a key public health strategy for preventing morbidity and
mortality in the United States. In the United States, annual
epidemics of influenza occur typically during the winter
season (1). It is estimated that during 1990-1999,
approximately 36,000 of the respiratory and circulatory deaths
that occurred each year were associated with influenza (1).
During 1979-2001, an estimated 226,000 of the primary
respiratory and circulatory hospitalizations that occurred each
year on average were associated with influenza (2).

In April 2000, the Advisory Committee on Immunization
Practices (ACIP) recommended that all adults 50 years of
age and over receive an annual influenza vaccination (3). In
response to the unexpected shortfall in the 2000-2001 and
2004-2005 influenza vaccine supply, the ACIP and the
Centers for Disease Control and Prevention modified the
universal recommendation for influenza vaccination among
adults 50 years of age and over, and established vaccine
priority groups. These groups included persons 65 years of
age and over, and children and adults with chronic underlying
health conditions (4,5).

Between 1989 and 1997, influenza vaccine coverage among
persons living in the community tripled for adults 50-64 years
of age and approximately doubled for adults 65 years of age
and over (Figure 24). Between 1997 and 2004, influenza
vaccine coverage remained essentially stable. As a result of
the 2004-2005 influenza vaccine shortage, 2005 estimates of
vaccine coverage decreased among adults 50-64 years,
65-74 years, and 75-84 years of age and were unchanged
among adults 85 years of age and over. In 2006, influenza
vaccine coverage generally returned to the 2004 level.
Influenza vaccine coverage increases with older age; persons
85 years of age and over were twice as likely as those
50-64 years of age to have had a vaccination in the past 12
months in 2006.

66

Pneumococcal infection is a serious disease that kills more
people in the United States each year than any other
vaccine-preventable bacterial disease (6). Each year in the
United States, pneumococcal infection causes an estimated
40,000 deaths with the highest mortality rates among older
persons and those with underlying medical conditions. A
one-time pneumococcal polysaccharide vaccine has been
recommended by the ACIP for all adults 65 years of age and
over since 1997.

Between 1989 and 2002 the percentage of non-
institutionalized adults 65 years of age and over who reported
ever having received a pneumococcal vaccination increased
from 14% to 56% and then remained level through 2006
(Figure 24). Pneumococcal vaccination coverage has
remained consistently below that of influenza vaccination
coverage. Pneumococcal vaccination rates were lower among
adults 65-74 years of age than for older adults, and at a
similar level among adults 75-84 years and 85 years of age
and over.
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Figure 24. Influenza and pneumococcal vaccination among middle-age
and older adults, by age: United States, 1989-2006

100
Influenza vaccination in the past 12 months
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Year
100 —
Pneumococcal vaccination ever
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85 years and over
~ 60
[
§ 75-84 years
& 65—74"years
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Year
NOTES: In 1997, the Advisory Committee on SOURCE: CDC/NCHS, National Health
Immunization Practices recommended universal Interview Survey.

pneumococcal vaccination for adults 65 years of age
and over; and in 2000, they recommended universal
influenza vaccination for adults 50 years of age and
over. See data table for Figure 24 for data points
graphed, standard errors, and additional notes.
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Pneumonia Hospitalizations Among
Older Adults

Between 1979-1980 and 2005-2006, rates of
hospitalizations with any-listed pneumonia diagnosis
nearly doubled among persons 65 years of age and over.

Pneumonia deaths among older adults have declined
markedly in the United States during the 20th century, but
pneumonia remains an important cause of morbidity and
mortality (1). In 2005, there were 54,000 pneumonia deaths
among adults 65 years of age and over (2). Because
pneumonia is one of the serious complications of influenza,
annual influenza vaccination of adults age 50 and over is an
important component of pneumonia prevention efforts (3,
Figure 24, Table 87). Research also suggests that efforts to
prevent pneumonia include controlling preventable comorbid
health conditions such as chronic cardiac or pulmonary
disease and diabetes (4).

Any-listed pneumonia hospitalizations are defined as those for
which pneumonia was listed as any of the seven possible
discharge diagnoses collected in the National Hospital
Discharge Survey (see Appendix Il, Table X for ICD-9-CM
codes). This includes hospitalizations to treat community-
acquired pneumonia in addition to hospitalizations during
which pneumonia developed (nosocomial or hospital-acquired
pneumonia). Any-listed pneumonia discharge rates measure
the overall burden of pneumonia diagnosis and treatment
during hospitalization.

Between 1979-1980 and 2005-2006, any-listed pneumonia
discharge rates per 10,000 population nearly doubled among
persons 65-74 years and increased more than 70% among
persons 75-84 years and 85 years of age and over

(Figure 25). By contrast, hospitalization rates for all causes
among persons 65-84 years of age increased between
1979-1980 and 1983-1984, when Medicare initiated
prospective payment for inpatient hospital services based on
diagnosis-related groups (DRGs), and then declined and
leveled off (data table for Figure 25). Among persons 85
years of age and over, hospitalization rates for all causes
also increased from 1979-1980 until 1983-1984 and then
declined only briefly before increasing to approximately
pre-DRG levels.
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Hospital discharge rates for any-listed pneumonia diagnosis
increase with age among older persons (Figure 25). In
2005-2006, the any-listed pneumonia hospitalization rate
among persons 85 years of age and over was more than
three times that among persons 65-74 years of age.

Between 1979-1980 and 2005-2006, the share of all
hospitalizations among persons age 65 years and over with
an any-listed pneumonia diagnosis doubled (data table for
Figure 25). In 2005-2006, pneumonia was listed as one of
the seven possible discharge diagnoses for 9% of all hospital
discharges among persons 65-74 years, 10% among persons
75-84 years, and 14% among persons 85 years of age and
over.
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Figure 25. Any-listed pneumonia discharges from nonfederal short-stay
hospitals among persons 65 years of age and over, by age: United States,
1979-2006

85 years and over

75-84 years

65 years and over

65—74 years
1979- 1985— 1989— 1995- 1999- 2005-
1980 1986 1990 1996 2000 2006

NOTES: Any-listed pneumonia discharges include
ICD-9-CM codes 480-486, 487.0 as any of up to
seven discharge diagnoses. See data table for
Figure 25 for data points graphed and additional
notes.
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Cesarean Delivery

Cesarean delivery rates increased by 45% between 1996
and 2005 among young women 18-29 years of age, the
age group that accounts for the largest proportion of
births in the United States.

The rate of cesarean delivery (c-section) has reached the
highest point ever recorded in the United States. In 2006, the
(preliminary) cesarean rate increased to 31.1 per 100 live
births (1). After declining somewhat in the early and
mid-1990s among women under 45 years of age, cesarean
delivery rates have increased steadily since 1997. Among
women 45 years of age and over, although c-section rates
were consistently much higher than rates for younger women,
rates fluctuated from 1990-1998, rose sharply from
1998-2002 and again fluctuated slightly during 2002-2005.
By 2005, the c-section rate among women 45 years of age
and over was nearly double the rate in 1990.

Cesarean delivery rates increased with increasing maternal
age. Among women ages 45 years and older, the rate was
more than twice that of women 18-29 years of age in 2005
(Figure 26). The higher cesarean delivery rates for older
mothers in more recent years may be related to increased
rates of multiple births in part due to the use of assisted
reproductive technologies, their higher rates of complications
during labor, and patient or practitioner concerns (2,3).
Researchers have found that cesarean delivery for the
diagnoses of failure to progress and fetal distress was more
frequent in older women (2).

In 2005, 59% of all births and 68% of first births in the United
States occurred among young women 18-29 years of age (4).
With the recent steep rise in the cesarean rate among this
age group (from 18.5 per 100 live hirths in 1996 to 26.8 in
2005), total cesarean rates are likely to rise further, as the
overwhelming majority of women who have a first cesarean
go on to have repeat cesareans with subsequent births (4).

Cesarean section is recommended when vaginal delivery
might pose a risk to the mother or baby. Some cesarean
deliveries are elective (no medical indication). The risks,
benefits, and long-term consequences of cesarean delivery,
especially for cesarean delivery with no medical or obstetrical
indication are the subject of intense debate (5). A National
Institutes of Health expert panel recently acknowledged a lack
of national data or other studies on mothers’ preferences and

70

recommended against cesareans that are not medically
indicated for women desiring several children, and for
pregnancies of less than 39 weeks of gestation (3).
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Figure 26. Cesarean delivery rates by maternal age: United States, 1990-2005
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Special Feature: Young Adults
Age 18-29 Years

Introduction

The period from age 18-29 years is a transitional period
in terms of education, marital status, family structure,
and employment; and a critical time when many
behaviors and risk factors are established that will affect
health status later in life.

The period from age 18-29 years is a period of transitions.
Age 18 is often considered the advent of legal “adulthood.”
Upon reaching age 18, young people can, with a few
exceptions, vote, drive an automobile, marry without parental
consent, be employed for pay, and in almost all but a few
states enter into binding contracts. They can join the military
and obtain credit (and debt) in their own names. They are
tried and sentenced in criminal cases as adults. They can
consent to medical procedures without parental consent or
legal interference. At age 18 young adults can legally have
consensual sex. By age 19 they can buy cigarettes and by
age 21, young adults can legally buy and consume alcohol.

Yet the period starting with age 18 and spanning into the late
twenties is also often considered just the beginning of a
transition to adulthood, when young people seek to obtain
financial and emotional independence (1,2). Financial and
other support services previously provided to children by
government-sponsored social programs, such as food
assistance, Medicaid, State Children’s Health Insurance
Programs (SCHIP), or school programs are reduced or
terminated, often abruptly, as they age out of the programs.
In addition, during this period young adults often transition
from financial and other support, such as health insurance
coverage, previously provided by parents. As parental and
other adult oversight decreases, young people assume
increasing responsibility for their own decisions. This includes
decisions that will either directly affect their current and future
health status—such as alcohol, cigarette, and illicit drug use
or nonuse; sexual activity; childbearing; exercise; and eating
habits—as well as decisions that will indirectly affect their
future health. These decisions include whether to pursue
higher education, which helps to determine future income;
whether to work and type of employment, which is highly
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correlated with having health insurance coverage; whether to
marry and/or to have children; and other decisions that help
determine future income and lifestyle as well as affect the
well-being of their families.

In 2007, the estimated 51 million people age 18-29 years,
defined in this report as young adults, made up about 17% of
the total resident population (3). About 49 million were in the
civilian, noninstitutionalized population with the remainder in
the group quarter population, including those living in college
dormitories, military barracks, and prisons and jails (4,

Table 2).

Like the rest of the United States population, the population
age 18-29 is becoming more racially and ethnically diverse
(5, Figure 2). The racial and ethnic composition of a
population group has important consequences for health
because many risk factors and diseases differ by race and
ethnicity. Almost 19% of young adults are of Hispanic origin,
compared with about 15% of the entire population (data table
for Figure 27; Figure 2). The percentage of young adults who
were not born in the United States is also increasing. A
large number of foreign-born young adults are not
naturalized citizens. Noncitizen foreign-born persons are
disproportionately low income and uninsured (6).
Additionally, noncitizen status affects access to government-
sponsored social and health insurance programs. In 2007,
12% of young adults, 42% of Hispanic young adults, and
39% of Asian young adults were not citizens (7).

Young adults of both sexes are increasingly postponing
marriage. In 1980, the median age at first marriage was 24.7
for men and 22.0 for women; by 2006 the median age had
increased to 27.5 years for men and 25.5 years for

women (8). In 2007, less than 3% of young adults age 18-19
were married and living with their spouse, increasing to 15%
at age 20-24 years (Figure 27). By age 25-29 years, 41%
were married (36% of men and 47% of women) (data table
for Figure 27). This represents a substantial decline from
1980 when 62% of men and 70% of women age 25-29 years
were married (9). Marriage rates also vary by race and
ethnicity. In 2007, 9% of non-Hispanic black men 18-29 years
of age were married compared with 21% of non-Hispanic
white men, and 24% of Hispanic men. Differences by race
and ethnicity are even larger for young adult women—in
2007, 12% of non-Hispanic black women, 30% of non-Hispanic
white women, and 37% of Hispanic women age 18-29 years
were married (data table for Figure 27).
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Figure 27. Selected characteristics of young adults 18-29 years of age, by age:
United States, 2007
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Introduction (Continued)

Investment in postsecondary (past high school) education and
training programs has been shown to be correlated with
increased future income and more stable employment
patterns (10). Decisions about postsecondary education—
particularly college enrollment—are usually made between the
ages of 18-24. Family income, and race and ethnicity can be
influential in decisions about life course, particularly education
and employment. College enrollment for all races, ethnicities,
and income groups has increased over time (Figure 28).
Young women are more likely to be enrolled in college than
young men, and this gender enrollment gap has widened
over time (11). College enroliment rates (immediately following
high school graduation) also vary by family income. High
school graduates from wealthier families are considerably
more likely to be enrolled than poorer graduates, although
college attendance for all income groups has increased over
time (12). Among high school graduates in the bottom 20% of
family income, college enrollment rates increased from 33% in
1980 to 54% in 2005; and for high school graduates in the
highest 20% of family income college enrollment rates
increased from 65% to 81% over the same time period.

In 2005, two-thirds of young adults 18-19 years of age, one-half
of 20-21 year-olds, more than one-quarter of 22-24 year-olds,
and 12% of 25-29 year-olds were enrolled in school (of any
type) (data table for Figure 28). Many more young adults under
age 25 are enrolled in school than in past years, but the
percentage of those 25-29 years of age enrolled in school has
not increased substantially since 1980. Asian young adults are
more likely than young adults in other racial and ethnic
subgroups to be enrolled in school, especially those 20 years of
age and over (data table for Figure 28).

As college enroliment rates have increased, there has been a
corresponding decrease in high school status dropout rates
(the percentage of 16-24 year olds who were not enrolled in
high school and who lack a high school credential), from 14%
in 1980 to 9% in 2005 (13). High school dropouts have lower
earning potential and are more likely to be unemployed, or
incarcerated, than high school graduates. In 2005, 22% of
Hispanic youth age 16-24 years were considered dropouts
compared with 10% of non-Hispanic black youth and 6% of
non-Hispanic white youth.
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Most young adults 18-29 years of age are employed for pay
(about 66%) but only 42% are employed full-time, year round
(data table for Figure 27). Full-time employment is a major
source of private employer-sponsored health insurance
coverage, although health insurance offerings vary widely by
industry and firm size, and firms with a larger share of
younger workers are less likely to offer health insurance than
firms with a smaller share of younger workers (14). Young
adults are less likely to be employed in firms that offer such
insurance than are older adults. Hispanic males are the most
likely young adult group to be employed full-time for a full
year (58%), and young women of all races are less likely
than young men of all races to be employed full-time (data
table for Figure 27).

Young people who are neither working nor in school are
considered to be at risk for future lower earnings and poverty,
because they are neither investing in their education nor
gaining work experience. In 2006, 13% of youth age 18-19
were disengaged (15). Non-Hispanic black and Hispanic youth
age 16-19 are more likely to not be working and not in
school than non-Hispanic white or Asian youth, and youth
from poor and near poor families are more likely to be neither
working nor in school than those from wealthier families.

Residents of prisons or jails are considered part of the civilian
institutionalized population and thus not part of the labor
force. Prisons are disproportionately, and increasingly,
populated by young adults age 18-29 years. Between 1999
and 2006 there was a 15% increase in the number of young
adult men, and a 25% increase in the number of young adult
women in jail or prison (Table 2). Black young adults are
particularly likely to be incarcerated. In 2006, about 5% of
non-Hispanic black men age 18-19 years, 11% age 20-24
years, and 12% age 25-29 years were in prison or jalil,
compared with less than 2% of non-Hispanic white men and
about 4% of Hispanic men in those age groups (Table 2).
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Figure 28. School enrollment of young adults 18-29 years of age, by age:
United States, 1980-2005
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NOTE: See data table for Figure 28 for data points SOURCE: U.S. Census Bureau, Current
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Introduction (Continued)

Young adults take many paths to independence. The paths
they take are strongly influenced both by their environment
and their families’ income. Young adults today have more
choices (or more perceived choices) about what course to
pursue after age 17 than in past generations. They
increasingly postpone marriage, and are more likely to
experience a nonmarital birth. Today, young adults take many
different, and often nonlinear, routes to adulthood and
financial independence, with alternating periods of school and
employment (or both school and employment, or neither), and
moving in and out of their childhood homes and other living
arrangements. As young adults become more independent,
schools and family members become increasingly less
influential in young adults’ decision-making.

The remainder of this Special Feature (Figures 29-41)
focuses on the health of young adults and the factors that
influence it, and on their access to and utilization of health
services. Poverty and nonmarital childbearing can delay
education and delay or precipitate employment, and rates
vary by age and race/ethnicity (Figures 29 and 30). Smoking
and heavy drinking, use of illicit drugs, sexually transmitted
diseases, and forced sexual activity are common risk factors
during this life period and may have lasting effects on health
(Figures 31-34). Although they are healthier than older adults,
young adults are still subject to chronic diseases, activity
limitations, and death, and need health care for various
reasons (Figures 35-37 and 40-41). However, they are the
age group least likely to have health insurance (Figure 38),
and when they do need health care, they experience
problems accessing the health care system (Figure 39). In
addition to the data provided in the Special Feature, data on
young adults age 18-29 are included along with data for
other age groups in the first section of the Health, United
States Chartbook, including data on overweight and obesity
(Figure 7), leisure-time physical activity (Figure 8), principal
reason for emergency department visits (Figure 22), dental
cleanings (Figure 23), and cesarean section hospitalization
rates (Figure 26).

The period between ages 18 and 29 sets the foundation for
future health behaviors and health status, and may be the
time in life when health education and preventive care may
arguably have their greatest impact. Finding ways to target
health education programs among this diverse group,
however, is challenging.
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Poverty and Low Income

One-half of black and Hispanic young adults live below
200% of the poverty line, compared with less than
one-third of white and Asian young adults.

Most 18-year olds are starting on their path to independent
living with few skills and little job experience. They often start
out with low (or no) income, with the hope that their
education—for those who receive postsecondary education—
will enable them to obtain better paying jobs, or that
employment experience will increase their earnings over time.
Young adults age 18-24 years are most likely of all people
age 18 and over to have family income that classifies them
as below the poverty threshold, or to be near poor (defined
as 100%-less than 200% of the poverty

threshold) (1). More than one-third of young adults 18-29
years (36%) were poor or near poor in 2004-2006 (data table
for Figure 29). The group age 18-24 years is more likely to
be poor or near poor (38%) than those age 25-29 years
(33%).

The distribution of family income for young adults by race and
ethnicity mirrors the distribution of income for the whole
population by race and ethnicity (Figure 5). There is also
evidence that children’s subsequent economic position is
heavily influenced by the economic position of their

parents (2). About 12% of all Americans live below the
poverty threshold and 18% are near poor, compared with
16% of young adults who are poor and 20% who are near
poor (data tables for Figures 5 and 29). Even if young adults
are not living with parents, their families often provide
financial assistance, with wealthier families providing more
economic support than less wealthy families (3).

Education is a major path out of poverty and near poverty
status (4). Simulations of lifetime earnings estimate that
people with no high school degree earn an average of
$18,900 per year over their lifespan, $25,900 for those with a
high school diploma, $45,400 for those with bachelor's
degrees, and $99,300 for those with professional degrees
(earnings are in constant 1999 dollars). Men of all ages,
however, earn more than women at each education level.
Average earnings also vary by race and ethnicity, with
non-Hispanic white adults earning more than non-Hispanic
black or Hispanic adults at almost every educational
attainment level (4).
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With the exception of young Asian adults, young adult women
are more likely to live in poverty than are young adult men in
each racial and ethnic group (Figure 29). This relationship
holds even though young women are more likely to graduate
from high school and to attend college (5). Among racial and
ethnic groups examined, non-Hispanic black women (31%)
were the most likely of the young adult groups to be poor,
followed by Hispanic women (25%). Non-Hispanic white and
non-Hispanic Asian women were significantly less likely to be
poor (15%) (Figure 29).

High school dropouts are disproportionately represented in the
prison population and prison stays may also impact future
employment and income opportunities (6-8). Forty percent of
state prison inmates and one-quarter of federal inmates did
not have a high school degree or its equivalent (7).

Differentials in wages by race and ethnicity also contribute to
higher poverty rates among black and Hispanic young adults,
compared with non-Hispanic white and Asian young

adults (9). A gap in earnings by gender across racial and
ethnic group persists, but has been narrowing (10). In
addition, nonmarital childbearing is associated with lower
earnings (11). These three factors combined help to explain
higher poverty rates among non-Hispanic black and Hispanic
young adult women (Figure 30).
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Figure 29. Low income among young adults 18-29 years of age, by sex,
race and Hispanic origin: United States, 2004—2006
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Poverty and Low Income (Continued)
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Births to Unmarried Women

Young adult non-Hispanic white women have
considerably lower nonmarital birth rates than black or
Hispanic young adult women.

Unmarried mothers and their children are more likely to be
disadvantaged and have a generally less favorable health
status than married mothers and children, even when
differences in age and education are taken into account.
Women who have nonmarital births have lower educational
attainment and lower income, are less likely to work full-time,
and are more likely to receive public assistance (1-3). They
are twice as likely to smoke while pregnant and, among
mothers age 20 years and over, about twice as likely to have
a low birthweight baby (3). Low hirthweight is a major
correlate of infant illness and mortality.

Between 1990 and 2005, the proportion of births that are to
unmarried women was highest for women under age 20.
Between 1990 and 2005, the proportion of births to unmarried
women rose from 66% to 84% for women age 18 years, from
58% to 77% for women age 19, from 37% to 56% for women
age 20-24, and from 18% to 29% for women age 25-29.
Proportionally, the increase in the share of births to unmarried
women was greater for women 25-29 (63%) and women
20-24 (52%) than for women age 19 (33%) and women age
18 (26%). The proportion of hirths that are to unmarried
women is a function both of decreasing birth rates among
married women and of increasing birth rates among
unmarried Hispanic women of all age groups and unmarried
non-Hispanic white women in their twenties.

Birth rates for unmarried women varied considerably by age
as well as by race and ethnicity. In 2005, the highest birth
rate for unmarried women was among women 20-24 years of
age (74.9 per 1,000 women) and the second highest was
among women age 25-29 years (71.1 per 1,000 women).
The lowest nonmarital birth rate among young adults was
among teenagers, 18-19 years (58.4 per 1,000 women).
Rates for nonmarital births among all other age groups were
lower (5).

Among young adult women, nonmarital birth rates and
patterns differ markedly by race and Hispanic origin

(Figure 30). Non-Hispanic white women have considerably
lower nonmarital birth rates than black or Hispanic women in
all three age groups (18-19, 20-24, and 25-29 years). In
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2005, Hispanic women had higher nonmarital birth rates than
black or non-Hispanic white young women in all three age
groups, although the difference between black and Hispanic
young women age 18-19 years was relatively small.

Trends in nonmarital birth rates for young non-Hispanic white
women have been relatively stable since 1990. Among
unmarried Hispanic women, birth rates have fluctuated
somewhat but have been increasing since the late 1990s. For
black women, 18-19 years of age, nonmarital birth rates
declined by 29% between 1990 and 2005. They had higher
nonmarital birth rates than their Hispanic counterparts until
2002, when the ongoing decline resulted in the rate dropping
below that of Hispanic women age 18-19 years.

References

1. Driscoll AK, Hearn GK, Evans VJ, Moore KA, Sugland BW,
Call V. Nonmarital childbearing among adult women. Journal of
Marriage and the Family 1999;61(1):178-87.

2. Department of Health and Human Services. Report to
Congress on out-of-wedlock childbearing. Hyattsville, MD:
NCHS. 1995.

3. Ventura, SJ. Births to unmarried mothers: United States,
1980-92. Vital health stat 1995;21(53). Hyattsville, MD: NCHS.

4. Ventura SJ, Bachrach CA. Nonmarital childbearing in the
United States, 1940-99. National vital statistics reports
2000;48(16). Hyattsville, MD: NCHS.

5. Martin JA, Hamilton BE, Sutton PD, Ventura SJ, Menacker F,
Kirmeyer S, et al. Births: Final data for 2005. National vital
statistics reports 2007;56(6). Hyattsville, MD: NCHS.

Chartbook | Health, United States, 2008



Click here for spreadsheet version  Click here for PowerPoint

Figure 30. Live birth rates for unmarried women 18-29 years of age, by
age, race and Hispanic origin: United States, 1990-2005
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Cigarette Smoking and Alcohol Use

Between 1997 and 2006, the prevalence of cigarette
smoking and alcohol consumption among young adults
18-29 years of age remained unchanged.

By age 19, young adults can legally purchase tobacco in all
50 states, and by age 21 they can legally purchase alcohol,
although under-age use of both of these products is apparent
(Tables 66 and 67). Since 1964, the Surgeon General's
reports on smoking and health have concluded that tobacco
use is a major cause of disease, disability, and death (1).
Alcohol use contributes to increased mortality from
alcohol-related unintentional injuries, including motor-vehicle
crashes while under the influence of alcohol (2). Some
drinking patterns—particularly regular heavy alcohol
consumption and drinking 5 or more drinks in one day—can
have both acute and chronic detrimental effects on health (3).

Smoking among young adults continues to be a public health
concern. In 2006, young adult men were 37% more likely to
smoke cigarettes than young adult women (29% compared
with 21%) (Figure 31). Between 1997 and 2006, the current
smoking rate declined nearly 20% among young adult women
but did not decline significantly among young adult men
(Figure 31). Among young adult women, the decline was
primarily among women 18-24 years of age (data table for
Figure 31).

Although recent research has shown a consistently higher
rate of at-risk drinking behaviors, including heavy drinking and
binge drinking, among college students than among their
nonstudent counterparts, the differences in rates between
these two groups are not large (4). Trends in heavy drinking
remained constant for both men and women during the
period, with about 6%-8% of young men and 3%-5% of
young women reporting heavy drinking (Figure 31). Heavy
drinking is defined as more than 14 drinks per week for men
and more than seven drinks per week for women, on
average.

Having 5 or more drinks in a day on at least 12 days in the
past year typically peaks during young adulthood (Table 69).
Between 1997 and 2006, about one-quarter of young men
18-29 years of age reported having 5 or more drinks in a
day on at least 12 days in the past year (Figure 31). During
the period, the percentage of young women reporting this
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level of drinking (7%-9%) was substantially lower than that
reported by young men.
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Figure 31. Cigarette smoking and alcohol use among young adults
18-29 years of age, by sex: United States, 1997-2006
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lllicit Drug Use

Almost 40% of young adults 18-20 years of age, about
one-third of 21-25 year- olds, and one-quarter of 26-29
year-olds reported using an illicit drug in the past year.

Use of illicit drugs, such as heroin, marijuana, cocaine, and
methamphetamine, or nonmedical use of prescription drugs
such as pain relievers, tranquilizers, stimulants, and
sedatives, can be associated with serious consequences.
These include injury, illness