
Heakh4Jnited States 
1981 

DHHS Publication No. (PHS) 82-1232


U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Public Health Service

Office of Health Research, Statistics, and Technology

National Center for Health Statistics

National Center for Health Services Research


Hyattsville, Maryland

December 1981


http://www.cdc.gov/nchs/hus.htm


U.S. DEPARTMENT OF HEALTH AN 19 
HUMAN SIERVICES 
Richard S. Schweiker, Secretary 

PUBLIC HEALTH SERVICE 
Edward N. Brandt, Jr., M.D., Assistant Secretary 
for Health 

OFFICE OF HEALTH RESEARCH, 
STATISTICS, AND TECHNOLOGY 
Harold Margulies, M.D., Acting Deputy 
Assistant !~ecretary 

NATIONAL CENTER FOR IHEALTH STATISTICS 
Dorothy P. Rice, Director 

NATIONAL CENTER FOR 
HEALTH SERVICES RESEARCH 
Donald E. Goldstone, M. D., Acting Director 

For stile by tl]e Superintendent of Documents, U.S. Government Printing Otlice 
Washington, D.C. 20402 



Foreword 

Health, United States, 1981 is the sixth amual report on 
the health status of the Nation submitted by the Secretary 
of Health and Human Services to the President and Con­
gress of the United States in compliance with Section 308 
of the Public Health Service Act. It presents, in a single 
volume, statistics concerning recent trends in the health 
care sector and detailed discussion of selected current 
health issues. 

This report was compiled by the National Center for 
Health Statistics with the assistance of the National Center 
for Health Services Research, Office of Health Research, 
Statistics, and Technology. 

This report is divided into two parts. Part A consists of 
several analytic articles on selected topics of current in­
terest in the health field. These articles are not intended to 
cover all the important health issues. Many significant 
topics are not addressed because of constraints in report 

size and data availability. Part B consists of 79 detailed 
statistical tables that are organized around four major sub­
ject areas-health status and determinants, utilization of 
health resources, health care resources, and health care ex­
penditures-and includes a guide to the detailed tables. 
There are also two appendixes that provide descriptions of 
the data sources and a glossary of terms. 

This edition of Health, United States continues the ap­
proach used during the previous 2 years by emphasizing 
trends and comparisons over time. Once again, the detail­
ed tables emphasize age-adjusted data. This was necessary 
for two reasons. First, the elderly constitute a growing pro-
portion of the U.S. population and second, several 
demographic subgroups of the population have different 
age structures. By adjusting for age, data can be compared 
more easily over time and for different groups. 

... 
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Quantity zero 
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Highlights 

Health Status and Determinants 

�	 After a rapid decline from 1960 to 1976, fertility rates in 
the United States have leveled off, reaching 67 births per 
1,000 women 15-44 years of age in 1978. Provisional 
data for 1979 show a slight increase to 68 births per 
1,000 women 15-44 years of age. 

�	 Since 1973, birth rates for black teenagers have been 
decreasing more rapidly than those for white teenagers. 
However, in 1978, birth rates remained three times 
higher for black teenagers than for white teenagers—77 
and 25 live births per 1,000 women 15-17 years of age, 
respectively. 

�	 Life expectancy at birth continued to increase, reaching 
69.5 years for men and 77.2 years for women in 1978. 
For the total population, provisional data for 1979 show 
a continued increase from 73.3 years in 1978 to 73.8 
years in 1979. 

c	 Age-adjusted mortality rates continue to decline. 
However, in 1978, they remained 80 percent higher for 
men than for women and 48 percent higher for black 
people than for white people. 

�	 The infant mortality rate has continued to decline, 
reaching 13.8 deaths per 1,000 births in 1978 and a pro-
visional rate of 13.0 in 1979. The mortality rate for 
black infants, however, is still almost twice as high as 
for white infants. 

�	 Heart disease and stroke mortality have continued to 
decline for all ages. Cancer mortality has declined for 
people under 50 years of age, but has been increasing 
for those over 50 years of age. 

�	 Following a substantial decrease in motor vehicle acci­
dent mortality, the age-adjusted rate for motor vehicle 
accidents increased by about 10 percent between 1975 
and 1978. Motor vehicle accident mortality is particu­
larly high for white men 15-24 years of age—75 deaths 
per 100,000 population. 

�	 Although age-adjusted death rates for homicide for 
black men have been decreasing during the 1970’s while 
increasing for white men, these rates remained substan­
tially higher for black men in 1978—66 deaths per 
100,000 population, compared with 9 for white men. 

�	 After a period of essentially no change between the 
mid-1950’s to the late 1960’s, mortality rates among the 
elderly decreased at an average annual rate of 2 percent 
between 1968 and 1978. Rates for women decliied more 
rapidly than those for men—2.3 percent versus 1.5 
percent. 

�	 Increases in lung cancer mortality rates have been ac­
celerating for women while they have been decelerating 
for men. The average annual rate of increase for women 
65-74 years of age rose from 0.2 percent for 1950-54 to 8 
percent for 1968-78. For men of the same age group, it 
dropped from 8.9 percent to 2.4 percent per year. This 
rapid increase for women is associated with increases in 
cigarette smoking which peaked during the 1950’s. 

�	 The proportion of live births weighing 2,500 grams or 
less has declined very slowly during the 1970’s and at a 
slightly greater rate among white infants than among 
black infants. The proportion of births at greatest risk 
(1,500 grams or less) declined even more slowly among 
white infants and increased slightly among black 
infants. 

�	 Black infants are about two and one-half times as likely 
as white infants to weigh 1,500 grams or less at birth and 
twice as likely to weigh 2,500 grams or less. 

�	 For each race, a marked decrease occurred in the pro-
portion of low and very low birth weight infants as the 
educational attainment of the mother increased. The 
proportion of births weighing 1,500 grams or less was 
about 35 percent higher among mothers who had less 
than 12 years of education than among mothers who 
had 16 years or more. There was no reduction in this 
socioeconomic difference between 1972 and 1977. 

�	 h 1979, an estimated 2.4 percent of the civilian 
noninstitutionalized population of the United States 
reported having diabetes. This represents a sixfold in-
crease since 1935. 

�	 Within age, sex, and race categories of the population, 
those with less education have a greater prevalence of 
known diabetes. About 58 percent of all diabetic adults 
have less than 12 years of education, compared with 
only 30 percent of nondiabetic adults. 

. “Good” health practices, i.e., sleeping 7-8 hours a 
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night, limiting alcohol consumption, not smoking, be­
ing physically active, and controlling weight are related 
to physical health status and longevity. 

Although the majority of American adults 20-64 years 
of age are engaging in positive health practices, m&ked 
differences exist between population subgroups. While 
about 40 percent of adults with 13 years or more of 
education had at least four of five goocl health practices, 
only about 30 percent of those with less than 12 years of 
education had as many. 

Utilization of Health Resources 

Although there has been a marked trend toward equal­
ity in the use of physician services by income groups, 
people in lower income groups use considerably fewer 
dental services than those in higher income groups. Fur­
thermore, even among the higher income group, use of 
dental services vary-blaclk people use less than white 
people and residents of nalnmetropolitan areas use less 
than metropolitan residents. 

Ambulatory medical care utilization is considerably 
lower in nonmetropolitan areas than in metropolitan 
areas. Furthermore, residents of counties that did not 
have a city with a population of 10,000 or more gener­
ally had lower utilization rates than other nonmetropoli­
tan areas. 

The use of Pap tests and breast examinations increased 
between 1973 and 1979. The increases were greater for 
black women than for white women and greater for 
middle-aged women than for younger women. 

The percent of persons screened for hypertension in-
creased substantially between 1974 and 1979, with the 
largest increases occurring among middle-aged low-
income men. 

Hospital discharge rates have been increasing during the 
1970’s, but the average length of stay h,as been decreasing 
at a faster pace. As a result, days of care have declined 
slightly. 

Rates for tonsillectomy among children have continued 
their lon,g-term decrease, Between 1974 and 1979, these 
rates decreased by about 4,0 percent for children under 
15 years of age. 

Cesarean section rates continued to increase. Between 
1974 and 1979, the rate jumlped by 78 percent to 16.4 per 
100 deliveries. 

Continuing a long-term trend, rates for tubal ligation 
for women 15-44 years of age increased by 69 percent 
between 1974 and 1979. 

Rates for lens extraction (i.e., cataract removal) have in-
creased substantially among the elderly. Between 1974 
and 1979, these rates increased by about 30 percent for 
people 65 years of age and over. 

Health Care Resources 

�	 During the 1970’s, the number of professionally active 
physicians per 10,000 population increased 30 percent. 
The number of professionally active physicians per 
10,000 population is projected to increase another 34 
percent between 1980 and 2000. 

Between 1965 and 1980, the number of active civilian 
dentists per 100,000 population increased by 18 percent. 

In 1979, the ratio of active dentists per 100,000 popula­
tion in the Northeast was 50 percent higher than in the 
South. Dentist-to-population ratios were 62 percent 
higher in metropolitan areas than in nonmetropolitan 
areas. Metropolitan areas with a population exceeding 
one million had 22 percent more dentists per 100,000 
population than smaller metropolitan areas. Likewise, 
the dentist-to-population ratio was 42 percent higher for 
nonmetropolitan counties with cities of 10,000 popula­
tion or more than for nonmetropolitan counties not 
having a population center that large. 

�	 The use of auxiliary dental manpower has been increas­
ing. In 1955, about three-fourths of all dentists 
employed at least one auxiliary. By 1978, nearly all den­
tists employed at least one auxiliary. 

�	 Between 1974 and 1979, the number of community 
hospitals decreased by about 3 percent. Occupancy rates 
in these hospitals have also decreased. However, their 
numbers of beds, full-time equivalent employees, and 
outpatient services have increased. 

�	 While the number of nursing homes decreased by 14 
percent between 1973 and 1978, their average size in-
creased, resulting in an increase in the number of nurs­
ing home beds, However, the population 65 years of age 
and over increased more rapidly, resulting in a smaller 
number of beds per 1,000 population 65 years of age 
and over. 

�	 The number of people enrolled in health maintenance 
organizations (HMO’s) increased threefold since 1970, 
to 9.5 million in 1980. 

Health Care Expenditures 

�	 In 1980, health care expenditures in the United States 
totaled $247.2 billion, an average of $1,067 per person, 
and comprised 9.4 percent of the gross national 
product. 

�	 Between 1970 and 1980, personal health care expend­
itures more than tripled, increasing at an average an­
nual rate of 13 percent. Almost two-thirds of this in-
crease was the result of price inflation in the health care 
sector. 

�	 Rising health care expenditures are not unique to the 
United States. Other western industrialized countries 
have experienced similar or greater increases in recent 
years. 
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�	 In 1980, one-third of personal health care payments 
were made out-of-pocket, compared with two-thirds in 
1950. 

.	 Public programs paid 40 percent and private health in­
surance paid an additional 27 percent of the Nation’s 
personal health care bill in 1980. 

Q	 In 1977, 88 percent of employees in the United States 
worked in firms that offered a health insurance plan. 
Workers in very small firms were less likely to have 
employment-related health insurance than others; 45 
percent of this group (approximately nine million peo­
ple) worked for firms in which group insurance was not 
available. 

�	 Mean health insurance premiums in 1977 were approx­
imately $600 per eligible employee. On the average, 
employers paid 80 percent of these premiums. 

�	 Hospital care expenditures continue to claim the largest 
share of the health care dollar, accounting for 40 per-
cent of total health care expenditures in 1980. Physician 
services and nursing home care accounted for 19 percent 
and 8.4 percent, respectively. 

�	 The major portion of Government health cue expend­
itures is for institutional care. For Medicare, hospital 
care accounted for 74 percent of expenditures in 1980. 
For Medicaid, the bulk of expenditures was ahnost 
evenly split between nursing home care and hospital 
care (41 percent and 38 percent, respectively). 
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Selected 
Health 
Topics 



Trends and Variations in 
Birth Weight 

by Joel C. IUeinman, Ph. D., National Center for 
Health Statistics 

Introduction 

Duration of pregnancy and intrauterine growth are the 
major determinants of infant mortality and morbidity. 
Both these factors are reflected in an infant’s birth weight. 
The lower the birth weight, the greater are the chances of 
death, serious congenital anomalies, or other severe im­
pairments (figure 1). Although infant mortality has been 
decreasing rapidly during the past 15 years, there has been 
relatively little change in birth weight. The reduction in 
mortality has been attributed in large part to major ad­
vances in neonatal intensive care that have resulted in 
much lower mortality among infants with low birth 
weights (National Center for Health Statistics, 1980b). 

Yet, further progress in reducing infant mortality and 
morbMity will require a reduction in the incidence of low-
birth-weight infants (Shapiro, 1981). The Federal objectives 
for health promotion and disease prevention include reducing 
the overall incidence of low birth weight and narrowing the 
differences in low birth weight among popr.dation subgroups 
(public Health Service, 1980). Many interrelated factors in­
fluence birth weight including the following: maternal age, 
birth order, smoking, drinking (alcohol, caffeine), educa­
tional attainment, nutrition, weight gain during pregnancy, 
prenatal care, and occupational and environmental 
characteristics (Reed and Stanley, 1977). Information on cer­
tain of these variables is available from the birth certificate. 

Two measures of the birth weight distribution will be 
used in this article: the low-birth-weight ratio (percent of 
live births weighing 2,500 grams or less), because this is the 
traditional indicator; and the very low-birth-weight ratio 
(percent of live births weighing 1,500 grams or less), 
because infants in this weight group are at much higher 
risk of death and serious morbidity. This article focuses on 
the relationships between these two birth-weight measures 
and maternal age, birth order, and educational attainment, 
and whether these relationships have changed during the 5 
years from 1972 through 1977. Before turning to these 
detailed relationships, international comparisons and 
overall trends during 1970-78 will be presented. 

International Comparisons 

Table A shows very low-birth-weight (VLBW) and low-
birth-weight (LBW) ratios and infant mortality rates for 
selected countries in 1973. International data must be in­
terpreted with caution, because practices differ regarding 
definition of live birth versus fetal death and under-
registration of infants who die soon after birth (most of 
whom are LBW). The countries listed in table A were 
selected to minimize these differences. 

The United States has the second highest (after 
Hungary) VLBW and LBW ratios among the 10 countries 
shown. The United States also ranks fourth highest in in­
fant mortality. When black infants only are considered, 
the VLBW and LBW ratios in the United States are about 
15 percent higher than in Hungary, which has the highest 

Table A. Percent of live births with very low birth weight (1,500 
grams or less) or low birth weight (2,500 grams or less) and 
infant mortaiit y rates: Selected developed countries, 1973 

Very low Low birth
Country 

birth weight weight 

Austria . . . . . . . . . . . . . . . . . . 
Canada . . . . . . . . . . . . . . . . . 
Denmark . . . . . . . . . . . . . . . . 
German Federal Republic . . 
Hungary’ . . . . . . . . . . . . . . . . 
Japan . . . . . . . . . . . . . . . . . . 
New Zealand . . . . . . . . . . . . . 
Norway . . . . . . . . . . . . . . . . 
Sweden . . . . . . . . . . . . . . . . . 
United States . . . . . . . . . . . . 

White . . . . . . . . . . . . . . . . . 
Black . . . . . . . . . . . . . . . . . 

‘Data for 1974. 

Percent of live births 

0.89 5.37 
0.86 6.98 
0.67 6.42 
0.90 6.67 
1.98 11.69 
0.30 4.74 
0.50 4.69 
0.55 4.16 
0.52 3.56 
1.16 7.55 
0.94 6.41 
2.28 13.25 

Infant 
mortality 

Rate per 
1,000 live 

births 

23.8 
15.6 
11.5 
22.9 
34.3 
11.3 
16.2 
11.8 
9.9 

17.7 
15.8 
28.1 

2Ex~ludes infants weighing less than 500 9rams. 
3Data for 1972. 

SOURCES (United Nations, 197& World Health Organization, 1978.) 
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overall ratios, but the infant mortality rate is about 18 per-
cent lower. When white infants only are considered, the 
United States ranks fifth in LBW but second in VLBW. 
(Some of the latter difference may be explained by more 
complete birth registration of the very small infants in the 
United States.) 

It has been suggested that the definition of LBW as 
2,500 grams or less for all countries is inappropriate 
(Rooth, 1980). Birth weight is influenced by factors that 
differ among countries and do not necessarily reflect poor 
health. For example, altitude above sea level is directly 
related to birth weight. Colorado has a higher LBW ratio 
than most other States because its population lives at 
relatively high altitudes. Yet, the infant mortality rate for 
Colorado is not unusually high. Apparently, the “norm” 
for birth weight in Colorado is lower than in most other 
States. 

Rooth (1980) used the data from a study by the World 
Health Organization (WHO) of seven countries] to develop 
cutoff points other than the usual 2,500 grams for defining 
LBW ratios in each country. This redefinition changes the 
U.S. rank from third highest to sixth highest among the 
seven countries in the WHO study. 

Despite the country’s relatively poor standing in terms 
of birth weight and infant mortality, the United States has 
very low weight-specific perinatal and neonatal mortality 
rates. In the previously mentioned WHO study (1978) that 
compared weight-specific perinatal mortality among seven 
countries, the United Statesl had the lowest rates at all 
birth weights less than 3,500 grams. As noted before, part 
of this difference may result from the fact that birth-
weight norms differ between the United States and other 
countries, but it is likely that part results from the effec­
tiveness of intensive neonatal care in the United States. 

Overall Trends 

The data in figure 2 show the trend in LBW and VLBW 
ratios during the 1970’s. Declines in the LBW ratios have 
been modest, although the decline for white infants (1.7 
percent per year) was greater than that for black infants 
(0.9 percent per year). The VLBW ratio showed a slight 
decline (0.6 percent per year) for white infants but a slight 
increase (0.4 percent per year) for black infants. By 1978, 
the black-to-white ratio was 2,2 for LBW and 2.7 for 
VLBW. 

One possible explanation for the lack of decline in the 
VLBW ratio is the rapid decline in fetal mortality at 
weights 1,500 grams or less, resulting in more very small 
fetuses being born alive. This possibility was investigated 
by tabulating fetal deaths from 1973 through 1977. The 
decline in fetal death rates at weights 1,500 grams or less 
during this period has in fact had an effect on the trends. 
For example, the VLBW ratio among white live-born infants 

lJ)a~ from SiXsates were combined to represent the Ufited s~tes. 

declined by 1.2 percent per year while the corresponding ratio 
declined 1.9 percent per yew for total births (i.e., live births 

““’P 
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SOURCE: National Cantar for Health Statistics: Computed by 

Oivision Of Analysis from data compiled by Division of Vital 
Statistics. 

Figure 2. Percent of live births with very low birth weight and low 
birth weight, according to racm United States, 1970-78 
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plus fetal deaths). For black infants, the VLBW ratio in-
creased by 1.4 percent per year for live births and 0.2 percent 
per year for total births. Thus, the inclusion of fetal deaths 
shows more favorable trends than are evident for live births. 
However, the black-white differential in the trends remains 
when total b!hlhs are considerecl. 

Sociodemographic Differences 

Sociodemographic differences in pref;nancy outcome 
have been observed for several. decades and in several dif­
ferent countries (Shapiro, Schlesinger, and Nesbitt, 1968; 
World Health Organization, 1978; Reed and Stanley, 
1977; National Center for Health Statistics, 1980a). The 
birth certificates of many States record information on 
some relevant sociodemograph[ic factors. This section will 
focus on three of these factors—maternal age, total birth 
order (number of children ever born to the mother, in­
cluding stillbirths), and educational attain[ment—for 1972 
and 1977. Multiple births are excluded because they are at 
much greater risk of LBW ancl VLBW. 

Age and Birth”Order 

The relationship between birth weight and maternal age 
and birth order is complex and is influenced by other 
sociodemographic factors. In general, women younger or 
older than 20-34 years of age have a greater incidence of 
LBW and VLBW infants. The factors responsible for the 
higher risk in younger versus older mothers are probably 
different. OIder mothers with low birth order are more 
likely to have a history of problems with prior pregnancies. 
Mothers of all ages with high birth order are more likely to 
have lower socioeconomic status. Yet, merely being older 
or of high birth order does not lead to poor pregnancy out-
come. For example, mothers 40 years of age and over with 
birth order three or more who are college graduates have a 
very low incidence of LBW and VLBW infants. 

The high incidence of L13W infants among teenage 
mothers may be explained by both biological and 
socioeconomic factors. In general, very young teenage 
mothers have the double disadvantage of being 
physiologically immature for pregnancy and having low 
socioeconomic status. Furthermore, in 1978, 59 percent of 
white infants and 91 percent of black infants born to 
mothers under 18 years of age were out-of-wedlock. In­
fants born to unmarried women have a higl~er incidence of 
LBW than those born to married women (National Center 
for Health Statistics, 1980a). 

From 1972 through 1977, there was a 9-percent reduc­
tion in LBW ratio for white infants and a 6-percent reduc­
tion for black infants. The declines in the VLBW ratios 
were smaller-a 6-percent reduction among white infants 
and no reduction among black infants. Some of these 
reductions can be attributed to a more favorable age-birth-
order distribution of live births. For example, assuming no 

change for 1972-77 in the incidence of LBW or VLBW in­
fants within each age-birth-order combination, the change 
in age-birth-order distribution itself would have resulted in 
a decrease of 2 percent in the LBW and 1 percent in the 
VLBW ratios for both white and black infants. 

The expected decrease in VLBW ratios, compared with 
no change in the ratio for black infants, indicates that cer­
tain age-birth-order groups experienced an increase in 
VLBW ratios. In fact, the changes in VLBW and LBW 
ratios for both white and black infants have not been 
uniform across all age-birth-order groups. 

White infants born to mothers 30-39 years of age with 
one previous birth experienced the largest declines in LBW 
ratios. The smallest decreases were observed for infants 
born to mothers 18-24 years of age and 40 years of age and 
over and to those with no previous births. In particular, 
first births to mothers 20-24 years of age, which account 
for the largest number of all births, showed no decline in 
LBW ratio. With respect to VLBW, infants born to 
mothers under 18 years of age and 30-34 years of age and 
to those with one or more previous births showed the 
greatest declines. The VLBW ratio among first births to 
women 20-24 years of age increased by about 2 percent. 

Black infants born to mothers 30-34 years of age and to 
mothers with two previous births had the greatest declines 
in LBW ratios. However, the smallest declines were 
observed for infants born to mothers 20-24 years of age 
and to mothers with three or more previous births. There 
was only a 1-percent decline in LBW among first births to 
women 20-24 years of age. With respect to VLBW, 
changes were different for infants born to mothers with no 
previous births, compared with those born to mothers with 
one or more, but there were no significant differences by 
maternal age. Infants born to women with no previous 
births showed an increase of about 5 percent, compared 
with essentially no change for those born to women with 
one or more previous births. 

Educational Attainment 

Socioeconomic factors affect infant mortality as well as 
birth weight (Shapiro, Schlesinger, and Nesbitt, 1968; 
Reed and Stanley, 1977). The most useful measure of 
socioeconomic status available from the birth certificate is 
the mother’s educational attainment. Comparative data 
will be presented for the 39 States that reported this item in 
both 1972 and 1977. 

Although the magnitude of the relationship between 
education and birth weight varies with age and birth order, 
the general trends are similar. Thus, LBW and VLBW 
ratios will be examined according to education of mother 
after adjusting for age and birth order.z Since almost no 
teenage mothers have more than high school education, 
differentials by education will be presented only for 
mothers 20 years of age and over. 

2The adjustment wss made using direct standardization with the age-
birth-order distribution of all 1972 live births as the standard. 
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Table B shows VLBW ratios for 1972 and 1977 accord­
ing to race and years of education completed by mother. 
Birth weights of both black and white infants followed a 
similar pattern in each year, with averages differences of 14 
and 24 percent, respectively, in VLBW ratios between 
those born to mothers with less than 12 years of education 
and those to mothers with 12 years. Neither black nor 
white infants show an appreciable difference in VLBW 
ratios between high school and college graduates. There 
was no significant change in VLBW ratios between the 2 
years. For each educational level, black infants were about 
two and one-half times more likely to be of VLBW than 
white infants. 

Table B. Percenti of single live births with very low birth weight 
(1,500 grams or less) or low birth weight (2,500 grams or less), 
eccording to educational attainment of mother and racm United 
States,2 1972 and 1977 

Education of mother 
Birth weight, race, 

and year Less than 12 13-15 16 years 
12 years years years or more 

VERY LOW BIRTH 
WEIGHT 

Percent of live births 
White 

1972 . . . . . . . . . . . . . . 0.85 0.65 0.66 0.65 
1977 . . . . . . . . . . . . . . 0.88 0.66 0.64 0.63 

Black 

1972 . . . . . . . . . . . . . . 1.97 1.70 1.73 1.61 
1977 . . . . . . . . . . . . . . 2.12 1.81 1.83 1.79 

LOW BIRTH 
WEIGHT 

White 

1972 . . . . . . . . . . . . . . 7.29 5.16 4.43 3.97 
1977 . . . . . . . . . . . . . . 6.99 4.74 4.09 3.63 

Black 

1972 . . . . . . . . . . . . . . 13.59 10.85 9.76 8.92 
1977 . . . . . . . . . . . . . . 13.04 10.31 9.41 8.15 

lAd]usted by the direct method for maternal age and total birthorder.EJrths

to women under 20 years of age excluded.

2Refers only to bitihs to residents of areas EpOIting educationalattainment

of motherin 1972. 

SOURCE National Center for Health Statistics Computed by Division of 
Analysis from data compiled by Division of Vital Statistics. 

When examining LBW ratios, a somewhat different pic­
ture emerges. Both black infants and white infants at each 
educational level experienced about the same decrease (an 
average of 6 percent) in LBW ratios between 1972 and 
1977. In both years, white infants exhibited a slightly 
larger differential between those born to high school 
graduates and those to nongraduates than black infants 
did (averages of31 percent versus 21 percent). The remain­
ing educational differentials were similar for black infants 
and white infants. The difference in LBW between black 

3The tem ~tavemge$>in this article refers to a weighted average that c~­
not be directly computed from the tables. The weighted averages are 
based on a statistical technique that takes into account the variances of 
the VLBW and LBW ratios. 

infants and white infants was somewhat smaller than that 
for VLBW. Black infants were almost twice as likely as 
white infants to be of LBW. 

As noted earlier in the section on international com­
parisons, it” has been suggested that the cutoff used to 
define LBW should be different for different populations. 
If the method presented by Rooth (1980) is applied to U.S. 
live births, the LBW cutoff remains 2,500 grams for white 
infants and becomes 2,250 grams for black infants. Table 
C shows the proportion of black infants 2,250 grams or 
less according to mother’s educational attainment for 1972 
and 1977. If this proportion for black infants is compared 
with the proportion 2,500 grams or less for white infants, 
the black-white differential is reduced, especially for the 
lowest educational group. In 1977, the black-to-white 
LBW ratio was 1.02 for births to women who did not 
graduate from high school and 1.28 for births to women 
who graduated from college. 

Table C. Percentl of single live-born black infants weighing 2,250 
grams or less at birth, according to educational attainment of 
mother United States,2 1972 and 1977 

Education of mother 
Year 

Less than 12 13-15 16 years 
12 years years years or more 

1972 . . . . . . . . . . . . . . 7.52 5.90 5.15 5.05 
1977 . . . . . . . . . . . . . . 7.12 5.71 5.31 4.66 

lAdju~ted by the direct method for maternal age andtotalbirthorder.Bifihs

to women under 20 years of age exciuded.

2Refers only to births to residents of areas reporting educationalattainment

of motherin 1972. 

SOURCE National Center for Health Statistic% Computed by Division of 
Analysis from data compiled by Division of Vital Statistics. 

In the previous section, it was noted that some of the 
smallest declines in the VLBW and LBW ratios were ex­
perienced by the largest group of births, namely, those to 
mothers 20-24 years of age with no previous births. Educa­
tional differentials for this group were examined in more 
detail to determine whether the small change was concen­
trated in a particular educational level. However, this was 
not the case. Both white infants and black infants at all 
educational levels showed an average increase of 9 percent 
in VLBW and no change & LBW ratios. 

Conclusion 

The proportion of live births weighing 2,500 grams or 
less has declined very slowly during the 1970’s and at a 
slightly greater rate among white infants than among black 
infants. The proportion of births at greatest risk (i.e., 
1,500 grams or less) declined even more slowly for white 
infants and increased slightly for black infants. Further-
more, the differences in birth weight by mother’s educa­
tional attainment did not diminish between 1972 and 1977. 
The proportion of high-risk births (i.e., birth weight less 
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than either 1,501 grams or 2,501 grams) decreased steadily 
with increasing education,rd level of mother. 

The most striking difference in birth weight is that be-
tween black and white infamts. Black infants are about two 
and one-half times as likely as white infants to be of 
VLBW and two times as likely to be of LBW. Even births 
to black mothers with colkge education had a higher LBW 
ratio than births to white mothers with less than high 
school education (8. 1 percent versus 7.0 percent in 1977). 
When the data are adjustecl for different norms (i.e., LBW 
for black infants redefined as 2,250 grams or less), the 
black-white ratio ranges from about 1.0 to 1.3. 

Undoubtedly, many factors contribute to the racial and 
educational differences in birth weight. One set of factors 
involves personal health habits that influence pregnancy 
outcome including LBW. Maternal smoking and alcohol 
consumption have been associated with reduced birth 
weight (Reed and Stanley, 1977; Little, 1977). These prac­
tices are more common among women with less than 12 
years education. For example, data from a 1979 survey in­
dicate that among women 20-34 years of age 64 percent of 
those with less than 12 years education had been smokers, 
compared. with 42 percent of those with some college 
education (Wilson and Elinson, 1981). Similarly, 14 per-
cent of those with less than 12 years education had five or 
more alcoholic drinks per day, compared with only 3 per-
cent of those with some college (Wilson and Elinson, 
1981). Although these practices could change during 
pregnancy, it is likely that more favorable changes would 
occur among the more educated. 

More definitive analysis of the factors involved in LBW 
will become possible when the National Natality and Fetal 
Mortality Survey of 1981 is completed. Through this 
survey, detailed data for a sample of live births and fetal 
deaths are collected by means of questionnaires mailed to 
mothers, physicians, and hospitals. 

Unfortunately, current knowledge of the risk factors af­
fecting birth weight has not been translated easily into 
strategies for prevention of low birth weight. For example, 
Hemminki and Starfield (1978) reviewed 37 controlled 
studies that attempted to evaluate the effectiveness of cer­
tain specific interventions to prevent IIow birth weight. 
Only three of these showed that intervention was 
beneficial. They indicated, however, the paucity of 
research on the effect of interventions to modify behavior. 
For example, there are few studies reported in the 
literature that evaluate the benefits of interventions design­
ed to motivate pregnant women to stop smoking, avoid or 
minimize the use of alcohol, and maintain an adequate 
diet. 

The major modality for intervention is prenatal care. 
Rather than one specific intervention, prenatal care con­
sists of a myriad of interventions that are (or should be) 
tailored to the. individual woman and her pregnancy. 
Counseling about the effects m the fetus of diet, smoking, 
and alcohol consumption is a cruciaI component of 
prenatal care. Thus, the content and quality of prenatal 
care can vary depending upon the provider as well as the 

patient. Because of these and other technical difficulties, 
the evidence on the effectiveness of prenatal care in reduc­
ing the incidence of low birth weight is not conclusive. 
However, several studies have suggested such an effect 
(Gortmaker, 1979; Quick, Greenlick, and Roghmann, 
1981). 

Given current medical knowledge, high quality prenatal 
care beginning early in pregnancy holds the greatest 
promise for reducing the racial and socioeconomic 
disparities in birth weight. Yet, in 1978, nearly 80 percent 
of white mothers began prenatal care in the first trimester 
of pregnancy, compared with 60 percent of black mothers 
(detailed table 24). Within both race groups, teenage 
mothers and mothers with low educational attainment 
were much less likely to receive early prenatal care. Thus, 
mothers at highest risk of having a LBW infant are least 
likely to begin prenatal care early. The reasons for these 
differences in use of prenatal care are many. Availability 
or convenience of prenatal care services may need im­
provement. Adequate health education to promote 
awareness of and motivation for the need to seek early care 
is another area that may improve the level of care. 
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Mortality Among the Elderly 
by Lois A. Fingerhut, Division of Analysis, and Harry M. 
Rosenberg, Ph. D., Division of Vital Statistics, National 
Center for Health Statistics 

Introduction 

Mortality among the elderly has become an area of 
growing interest and public health concern. Increasing 
longevity of the population as a result of declining death 
rates has made the population 65 years of age and over 
more numerous in both absolute and relative terms and has 
altered the nature and demand for a variety of social and 
health services. 

Growth in the size of the elderly population in the 
United States, especially during recent years, has resulted 
mainly from decreases in mortality among the elderly. 
These reductions are virtually without precedent. Con­
tinued reductions in death rates among the older popula­
tion would contribute to higher life expectancy as well as to 
more elderly in the population. 

This article examines mortality trends among the older 
population, the principal causes of death contributing to 
the mortality changes, and the changing patterns of mor­
tality in the United States compared with those in other 
countries. 

Demographic Background 

Men and women in the United States are reaching 65 
years of age in greater numbers and proportions than ever 
before. In 1940, the elderly in the United States numbered 
9 million. By 1979, their number had increased to 24.7 
million. The proportion of elderly in the total population 
has increased from 7 percent in 1940 to an estimated 11 

percent in 1979. Further, the ratio of persons 65 years of 
age and over to those 20-64 years of age, often cited as a 
measure of dependency of the elderly population to the 
work force, has grown from 12 per 100 in 1940 to 20 per 
100 in 1979 (U.S. Bureau of the Census, 1965 and 1980). 

Within the elderly population, a growing proportion has 
been at the higher ages. In 1940,42 percent of the elderly 
were 65-69 years of age and 13 percent were 80 years of age 
and over; by 1979, 35 percent were 65-69 years of age and 
21 percent were 80 years of age and over (U.S. Bureau of 
the Census, 1965 and 1980). 

In addition to changes in the age distribution, an in-
creasing proportion of the elderly are female. In 1940, 

there were 95 males for every 100 females; by 1979, there 
were only 70 males for every 100 females (U.S. Bureau of 
the Census, 1965 and 1980). 

The aging of the U.S. population in the 20th century has 
been a consequence of two factors—declining fertility and 
declining mortality. Declining fertility reduces the propor­
tion of young persons relative to the older population, 
while declining mortality results in more persons surviving. 
During the first half of this century, the major factor was 
declining fertility (Hermalin, 1966). The cohort of women 
born during 1865-75 completed their childbearing years 
with an average of about four children each, whereas 
women born at the turn of the century had an average of 
two to three children each (National Center for Health 
Statistics, 1976). 

During the same period, however, declining mortality 
operated in an opposing fashion. Mortality decline was 
concentrated at the younger ages, resulting in a relative in-
crease in the number of younger people in the population. 
On the other hand, decreases in mortality occurred across 
the age spectrum during the second half of this century. 
This has resulted in a larger elderly population than would 
have occurred had declines in mortality remained solely at 
the younger ages. 

In terms of the future, the size of the elderly population 
from now until about 2040 already has been determined 
largely by past trends in fertility. The “baby boom” in­
fants of the mid-1940’s through the late 1950’s will reach 
65 years of age during 2010-2025. The decrease in the 
number of births after the early 1960’s will affect the 
number of elderly individuals in the population after 2025. 
Further changes in the size of the elderly population during 
the next half century will result mainly from changes in 
mortality patterns for this population. Immigration, 
historically a significant component of population change 
in this age group, is not expected to play a major role in the 
future. 

Mortality Trends 

From 1940 to 1978, the death rate for the elderly 
decreased by 26.7 percent to 52.9 deaths per 1,000 popula­
tion 65 years of age and over. The decline was twice as 
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great for females as for males, 33.0 percent versus 16.7 
percent. 

Some of the change in mortality for the elderly is 
obscurecl by the aging of the elderly population. An 
analysis of time trends in mortality is enhanced by examin­
ing age-specific death rates and age-adjusted death rates, 1 
which are relatively free from the distortions associated 
with a changing age composition. The age-adjusted rate 
shows what the level of mortality would be if no changes 
occurred in the age composition of the population—in this 

lAge adjusted by the direct method to the popuhth 65 Years of age and 
over in 1940, using the 5 age groups 65-69years, 70-74years, 75-79years, 
80-84years, and 85 years of age and over. 
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case the population 65 years of age and over—from year to 
year. 

From 1940 to 1978, the age-adjusted death rate for the 
elderly decreased by 37.7 percent, 11 percentage points more 
than the decline in the unadjusted death rate during this 
period. Similarly, the age-adjusted rate decreased by 24.5 per-
cent for males and 46.7 percent for females, far more than 
indicated by the change in the unadjusted death rate. Because 
of the very large differences in levels and trends in mortality 
between males and females, the discussion below is largely in 
terms of males and females discussed separately. 

Mortality trends are fairly well delineated into three time 
periods characterized by their varying pace of mortality 
change— 1940-54, 1955-67, and 1968-78 (figure 1). The 
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SOURCE: National Center for Health Statktics: Computed by the Division of Analysis from data compiled by tha Division of Vital 
Statistics. 

Figure 1. Aga-adjustatl death rates for parsons 65 years of age and over, according to sax United States, 1940.78 
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earliest period, 1940-54, was a time of moderately rapid 
decline, when age-adjusted death rates among those 65 
years of age and over decreased by an average annual rate2 
of 1.1 percent for males and 2.0 percent for females (table 
A). The 1955-67 period was a time of leveling off with 
relatively little change in mortality among the elderly. The 
age-adjusted death rate increased 0.2 percent annually for 
males but decreased by 1.0 percent annually for females. 
The most recent years, 1968-78, have once again been a 
time of relatively sharp reductions in mortality, with age-
adjusted rates showing average annual reductions of 1.5 
percent for males and 2.3 percent for females. These 
reductions are even greater than those of the first period. 

Trends in Death Rates by Age 

In each of the five age groups 65-69 years, 70-74 years, 
75-79 years, 80-84 years, and 85 years of age and over, 
death rates decreased for both males and females during 
1940-78. Age-specific death rates for males 65 years of age 
and over showed decreases ranging from 22 percent to 30 
percent, while the rates for females decreased even more, 
from 40 percent to 50 percent. 

During 1940-54, death rates for these age groups de­
clined annually by about 1 percent for males and 2 percent 
for females (table A). For males, the annual decreases were 
slightly greater at older ages, while the reverse was true for 
females. Mortality rates during 1955-67 were characterized 
by little change for males but by 1-percent average annual 
declines for females in each age group under 85 years of 
age. Declines in mortality rates for the most recent period, 
1968-78, were greater than those for 1940-54 among most 
age groups, with the most improvement occurring among 
males 65-69 years of age and among those 85 years of age 
and over regardless of sex.a 

Sex Differences in Mortality 

Mortality differences between males and females 65 
years of age and over have been increasing steadily over 
time. In 1940, the age-adjusted death rate for males was 22 
percent higher than that for females; but by 1978, the 
relative difference had increased to 73 percent. One way of 
readily summarizing the sex differences in mortality is by 
the mortality sex ratio (hereinafter referred to as the sex 
ratio), which is the ratio of the male death rate to female 
death rate (table B). 

The sex ratio increased annually from 1940 through 1978 
by about 2 percent for those 65-69 and 70-74 years of age, 

z~oughout this article, annuaf rates of change are calculatedby fitting a 
regression line to the logarithm of the death rates for every year. The 
slope of the line is the estimate of the annual rate of change of the death 
rates.

aThroughout this article, death rates for the population 85 Y~s of age

and over in 1970 are based on population revised by the U.S. Bureau of 
the Census to correct for overestimates of the population 85 years of age 
and over, specifically, the population 100 years of age and over. The 
enumerated count of the group 85 years of age and over was 542,379 for 
males and 968,522 for females; the revised figures were 489,000 and 
919,000, respectively (U.S. Bureau of the Census, 1972, 1973, and 1974). 

Table A. Average annual percent change in death rates for 
persons 65 years of age and over, according to sex and ag% 
United States, 1940-54,1955-67,1968-78 

Years 
Sex and age 

1940-54 1955-67 1968-78 

Male Average annual percent change 

65 years of age and over’. . 

65-69 years of age . . . . . . . . 
70-74 years of age . . . . . . . . 
75-79 years of age . . . . . . . . 
80-84 years of age . . . . . . . . 
85 years of age and over. . . 

Female 

65 years of age and overl. . 

65-69 years of age . . . . . . . . 
70-74 years of age . . . . . . . . 
75-79 years of age. . . . . . . . 
80-84 years of age . . . . . . . . 
85 years of age and over. . . 

-1.1 0.2 -1.5 

-0.7 0.1 -2.2 
–1.0 0.2 –1.5 
–1.1 0.2 – 0.9 
–1.3 – 0.4 –1.2 
–1.5 0.9 – 2.2 

-2.0 -1.0 – 2.3


– 2.3 –1.1 -2.6

– 2.2 -1.3 – 2.0

–1.9 –1.2 –1.7

–1.9 –1.1 – 2.3

–1.3 0.0 – 3.0


lAge adjusted by the direct method to the population 65 Years of age and 

over in the United States as enumerated in 1940, using 5 age groups. 

NOTES: The average annual percent change was calculated by fitting a 
regression line to the logarithm of the death rates for every year. The slope 
of the line is the estimate of the annual rate of change. Death rates for the 
population 85 years of age and over (used in the calculation of the age-
adjusted rates) in 1970 are based on populations revised by the U.S. Bureau 
of the Census to correct for overestimates of the population 100 years of 
age and over. See footnote 3 in text for more complete discussion. 

SOURCE National Center for Health Statistics Computed by the Division 
of Analysis from data compiled by the Division of Vital Statistics. 

while increasing more slowly at older ages. During the 
earliest of the three periods, 1940-54, the sex ratio in-
creased rapidly at 65-69 years of age, 2.5 percent annually 
(table B), but tapered off gradually with advancing age to 
almost no change at the oldest ages. 

Mortality change was relatively slow for 1955-67, but 
annual increases in the sex ratio were greater than those for 
the earlier period and generally greater than those for the 
later period, 1968-78. For the age groups 65-69 years, 
70-74 years, and 75-79 years, the sex ratio increased an­
nually by an average of 2 percent, while at 80-84 and 85 
years of age and over the annual increase was 1 percent. 

The annual increase in the sex ratio slowed during 
1968-78 for those 65-69 years, 70-74 years, and 75-79 .years 
of age as a result of the accelerating decline of male mor­
tality. For those 80-84 years of age, the ratio continued to 
increase; and for the oldest group, the annual increase re­
mained at 1 percent. 

Cause of Death 

Heart disease, cancer, and stroke accounted for 3 out of 
every 4 deaths among the population 65 years of age and 
over in 1978 as well as in 1950.4 Trends in mortality among 

4Became of problems of compmabfity among specificCausesof death 

between the F[~th and Sixth Revisions of the International Classification 
of Diseases, 1950 was chosen as the starting point of this analysis (Na­
tional Center for Health Statistics, 1963). 

17 



.

.

Table B. Mortality aex ratio and annual percent changa, according to agw United States, selected years 1940-78 

Age 

Year Age 
adjusted’ 65-69 70-74 75-79 80-84 85 years 

years years years years and over 

1940 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1945 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

1940-54 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1955-67 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1968-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

1.22 1.34 
1.26 1.42 
1.34 1.58 
1.39 1.66 
1.47 1.83 
1.57 1.93 
1.64 2.02 

1.72 2.10 
1,72 2.10 
1.73 2.05 
1.73 2.04 

1.2 2.5 
1.7 2.3 
1.3 0.9 

Male death rate/female death rate 

1.25 1.20 
1.30 1.23 
1.40 1.29 
1.53 1.34 
1.62 1.42 
1.76 1.53 
1.82 1.61 

1.88 1.69 
1.90 1.70 
1.92 1.72 
1.93 1.71 

Average annuai percent change 

;:: ;:: 
1.1 1.4 

1.15 1.08 
1.17 1.10 
1.21 1.13 
1.27 1.06 
1.27 1.11 
1.35 1.17 
1.41 1.21 

1.51 1.25 
1.51 1.26 
1.54 1.28 
1.54 1.27 

0.7 -0.2 
1.0 1.0 
1.7 1.0 

bythedi~@rneth~d 65years of age and over in the United States as enumerated in 1940~usin9 5 age groups.iA~e~d]u~t~d tothepopulation 

SOURCE: National Center for Health Statistics: Computed by the Division of Analysis from data compiled by the Division of Vital Statistics. 

the elderly since 1950 are examined for each of these 
leading causes of death. 

Diseases of the Heart 

Trends and patterns in heart disease mortality largely 
determine the salient features of general mortality in the 
United States. Heart disease was the leading cause of death 
among the total population and among the elderly in 1978 
as well as in 1950. Among those 65 years of age and over, 
44 out of every 100 deaths in 1978 resulted from heart 
disease, 

From 1!350 through 1954, heart disease mortality 
decreased for males and fema,les 65-74 years of age, 75-84 
years of age, and 85 years of age and over (figure 2). The 
decrease was greatest for males 85 years of age and over 
and for females 65-74 years of age. Heart disease mortality 
remained unchanged during the next 12 years for males 
65-84 years of age and for females 85 years of age and 
over. Characteristic of female mortality trends for this 
period, average annual declines of about 1 percent were 
observed for females 65-84 years of age. The period 
1968-78 has been one of relatively rapid decline, with an­
nual decreases averaging more than 2 percent and parallel­
ing those reported for all causes of death combined. 
Among females 65-74 years of age, heart disease mortality 
was reduced an average of 3.!i percent annually. 

The sex ratio increased from 1950 through 1978 for these 
10-year age groups. By 1978, the ratio was 2.14 at 65-74 
years of age, a 33-percent increase since 1950. From 1950 
through 1978, the sex ratios for those over 75 years of age 
also increased but not as much, 
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Cancer 

Malignant neoplasms is the only major cause of death 
for which the death rates among the elderly have continued 
to rise since 1900. In 1978, cancer was the second leading 
cause of death among the elderly under 85 years of age and 
the third leading cause of death among those 85 years of 
age and over. Cancer accounted for 26 percent of all 
deaths among those 65-74 years of age, 18 percent among 
those 75-84 years of age, and 10 percent among those 85 
years of age and over. 

The term cancer collectively describes many types of 
malignant neoplasms. Lung cancer (trachea, bronchus, r 

and lung), colon cancer (large intestine except rectum), 
genital organ cancer, and breast cancer (among females)5 
combined accounted for more than half of all cancer 
deaths among the elderly in 1978. 

Lung cancer is the leading cause of cancer deaths among 
males 65-84 years of age, while cancer of the genital organs 
(predominantly prostate) is the leading cause of cancer 
deaths among males 85 years of age and over. Among 
females 65-74 years of age, breast cancer accounts for the 
most cancer deaths. Among those 75 years of age and over, 
colon cancer has the highest cancer death rate. 

The total cancer death rate has risen ahnost uninter­
ruptedly among elderly males since 1950, while annual 

‘Codes for these cancer sites from the International CIass#ication of 
Diseases, Adapted for Use in the United States are as follows: trachea, 
bronchus, and lung-for 1950through 1967, codes 162, 163; for 1968-78, 
162; colon—for 1950-67, codes 152, 153; for 1968-78, 153; genital 
organs—for 1950-67, codes 171-179; for 1968-78, 180-187; and 
breast-for 1950-67, 17Q for 1968-78, 174. 
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Figure 2. Death rates for diseases of heart among persons 65 years of age and over, according to sex and agm United Statee, 1950-78 

decreases were observed among elderly females before the 
mid-1960’s. Since then, the cancer death rate for females 
has been increasing. 

From 1950 through 1967, cancer mortality among all 
elderly males increased an average of about 1 percent per 
year (figure 3), with increases generally slower from 1955 
on. Most of the increase is attributable to the rapid rise in 
lung cancer mortality. 

During 1968-78, cancer mortality increased rapidly for 
males 75-84 years of age. The average annual increase of 2 
percent per year was largely the result of rapid annual in-
creases in lung cancer mortality. On the other hand, 
increases in lung cancer mortality decelerated among males 

65-74 years of age. As a result, the total cancer rate for 
them slowed to less than 1 percent per year. 

Among elderly females, decreases of less than 1 percent 
per year were observed during 1950-67. Annual reductions 
were observed for each leading site except the lung. After 
1967, the slow decline reversed among women 65-74 and 
75-84 years of age, and mortality rates increased annually 
about 1 percent. At 85 years of age and over, the slow rate 
of decline continued. 

From 1950-54 to 1968-78, the average annual increases 
in lung cancer death rates among females 65-74 years of 
age rose from 0.2 percent to 8.0 percent. For males of the 
same age group, lung cancer mortality increases 
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Figure 3. C9eathrates for malignant neoplasms among persons 65 yesrs of age and over, according to sex and agw United States, 1950-78 

decelerated from 8.9 percent per year to 2.4 percent per 
year. The extremely rapid mortality increases noted for 
females are associated with their increasing prevalence of 
cigarette smoking, which peaked during the 1950’s for the 
1901-191OIbirth cohort. Smoking prevalence peaked for 
the 1901-1910 cohort of males some 20-:25years earlier and 
has been dropping more rapidly than for females (Office 
of Smoking and Health, 1980). 

The mortality sex ratio fc~rall cancers increased greatly 
from 1950 through 1967 among the elderly, because cancer 
mortality increased among males and decreased among 
females. Since 1968, increases in the ratio have slowed 
because of the upturn in lung cancer death rates for 
females. 

Cerebrovascular Diseases 

Stroke is the third leading cause of death among those 
65-74 years of age and 75-841years of age and the second 
leading cause among those 85 years of age and over. In 
1978, stroke was responsible for 8 percent of all deaths of 
those 65-74 years of age. The risk of death from stroke in-
creases markedly at older ages, claiming 13 percent of all 
deaths at 75-84 years of age and 16 percent at 85 years of 
age and over. 

Death rates for stroke have been decreasing even more 
rapidly than rates for heart disease. The most striking 
trends in stroke mortality have been the most recent, those 
since 1968. For both males and females in the three 10-year 
age groups, death rates for this cause have decreased by 3-5 
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percent annually, compared with earlier (1950-54 and 
1955-67) annual declines of 1-2 percent among males and 
1-3 percent among females (figure 4). 

From 1950 through 1967, annual mortality decreases 
among the elderly under 85 years of age were greater for 
females than for males. Since 1968, mortality reductions 
have become similar for males and females because of the 
accelerated reduction in mortality among males. While 
decreases in mortality from heart disease have slowed since 
1975, stroke mortality decreases among the elderly have 
accelerated to 5-7 percent annually. 

The sex ratio in stroke mortality has been increasing 
slowly among the elderly under 85 years of age. Most of 
the increase occurred during 1950-67. At the oldest ages, 
female stroke morttilty rates have been similar to the male 
rates. Since the 1960’s, the sex ratio at 85 years of age and 
over has been very near 1.00. 

Cross-National Comparisons 

Current Situation—1977 

Comparison of age-adjusted death rates for males and 
females 65 years of age and over places the United States in 
a favorable position relative to other selected indus­
trialized countries. Eight countries were selected for com­
parison with the United States as illustrative of 
economically advanced, industrialized countries with 
reasonably complete vital statistics. 
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Figure 4. Death rates for cerebrovascular diseases among persons 65 years of age and over, according to sex and age United States, 

In 1977, the most recent year of comparable data, the 
age-adjusted death rate for elderly males was 60.3 deaths 
per 1,000 persons in the United States (table C). Higher 
age-adjusted death rates are noted in England and Wales, 
the German Federal Republic, Australia, and France. 
Rates in the remaining countries, Netherlands, Sweden, 
Japan, and Canada, were only slightly lower than in the 
United States. 

For females, only Canada’s age-adjusted rate was lower 
than the U.S. rate, and the rate in the Netherlands was 
practically the same as that in the United States (table C). 
The age-adjusted death rate for females in England and 
Wales was 22 percent higher than in the United States; in 
the German Federal Republic, it was 25 percent higher 
than in the United States. 

For the most part, U.S. death rates for males and 

females 65-79 years of age were lower than the rates in 
Australia, England and Wales, and the German Federal 
Republic, but they were higher than the rates in Japan, 
Sweden, the Netherlands, France, and Canada. I?or those 
80-84 and 85 years of age and over, the U.S. rates were 
lower than those of any of the comparison countries, with 
the exception of Canada where the rate for those 80-84 
years of age was about the same. Overall, male and female 
death rates in England and Wales and the German Federal 
Republic were higher than in most countries, while male 
death rates in Japan and female death rates in France were 
lower for those under 80 years of age than in most other 
countries. 

In each country, the sex ratio decreased with increasing 
age. At 65-69 years of age, the ratio was highest in France, 
with mortality being 2.4 times higher for males than for 
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Table C. Age-adjusted death rates for 1977 and average annual percent change in death rates for 1950-54,1955-67, 1968-77 for 
persons 65 years of age and over, according to sex Selected countries 

Age-:adje~ated Period 
Sex and country 

for 1977 1950-77 1950-54 1955-67 1968-77 

Male 

Australia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Canada . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
England and Wales . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
France . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
German Federal Republic . . . . . . . . . . . . . . . . . . . . . . . . 
Japan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Netherlands . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Sweden . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
United States . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Female 

Australia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Canada . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
England and Wales . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
France . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
German Federal Republic . . . . . . . . . . . . . . . . . . . . . . . . 
Japan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Netherlands . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Sweden . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
United States . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Number per 
1,000 

population 

65.4 – 0.2 
58.5 -0.3 
72.1 -0.3 
63.7 -0.6 
70.9 
56.6 - !: 
60.1 
58.5 - :; 
60.3 -0.3 

38.7 -1.0 
33.8 –1.6 
42.5 –1.0 
35.4 –1.5 
43.7 -1.2 
38.0 – 2.0 
35.0 -1.5 
35.7 –1.7 
34.9 –1.3 

Average annual percent change 

-0.8 0.1 
–1.2 – 0.4 
-1.1 – 0.3 
– 0.7 –1.0 

-0.1 
- ;; -1.0 
– 0.3 
-1.2 –:; 
-1.5 0.2 

-1.6 -0.8 
-2.6 -1.6 
-3.1 -0.9 
-1.4 -1.8 
-0.3 -1.7 
– 2.8 -1.4 
–1.6 –1.7 
–1.7 -1.6 
-2.3 -1.0 

–1.6 
-0.8 
-1.0 
-0.3 
–1.2 
– 2.6 
– 0.2 
– 0.1 
–1.5 

– 2.1 
–1.9 
-1.0 
-1.2 
– 2.1 
-2.7 
-2.3 
-1.9 
– 2.3 

lAge adjusted by the direct metho~l to the population 65 years of age and over in the United States as enumerated in 19401usin9 5 a9e groups. 

NOTE Theaverage annual percent change wascalculated by fitting aregression linetothe logarithm of thedeath rates forevewyear. Theslopeof thellneis 
the estimate of the annual rate of change. Death rates for the population 85 years of age and over (used in the calculation of the United States age adjusted 
death rate) in 1970 are based on populations revisad by the U.S. Bureau of the Census to correct for overesti mates of the population 100 years of age and over. 
See footnote three in text for more complete discussion. 

SOURCES: UnitedNationxDerrrographicYearboo/r 7966, 7974, 7978. Pub. Nos.67-Xlll-1, ST/ESAfSTAT/R/3,ST/ESA/STAT/SER.R/8. NewYork.United Nations, 
1967,1975, and 197% personal communication; National Center for Health Statistics Computed by the Division of Analysis from data compiled by the Division 
of vital Statistics. 

females. The U.S. ratio was 2.05. France retained the 
highest ratio through 75-79years ofage ,,Ratios in Canada 
and the United States at80-84 years ofage and 85 yearsof 
age and over and in Sweden at 85 years of age and over 
were ashighas inFrance. The lowest ratio was observedin 
Japan for each age group. Mortality sex ratios in Canada 
and England and Wales mast nearly paralleled the U.S. 
ratios, age for age. 

Recent Trends 

From 1968 to 1977, the decline in the a~ge-adjusted death 
rate among theelderly in the United States was faster than 
in most other countries considered for comparison (table 
C). For most countries, mortality decline during this 
period was much more rapid than during the years 
1955-67, and, for the most part, the declines for females 
outpaced the declines for males. Regardless of sex, Japan 
showed faster rates of mortality decline than the other 
countries, including the United States. At 85 years of age 
and over, the rate of mortality decline in the United States 
exceeded that of all other countries. 

Conclusion 

After a period of rapid mortality decline in the 1940’s 
and early 1950’s, death rates among the elderly U.S. 
population began to stabilize. Around 1968, mortality for 
the older population began to decline even more sharply 
than before. The result of declining mortality is higher life 
expectancy. In 1940; life expectancy at birth had not yet 
reached 65 years of age, but by 1978, it was just beyond 73 
years of age. During these 38 years, life expectancy at 65 
years of age increased by 3 % years to 16.3 years. In 1978, 
73 percent of those reaching 65 years of age could expect to 
celebrate a 75th birthday, compared with 61 percent in 
1940. 

Inasmuch as heart disease is the leading cause of death 
among the elderly, mortality trends from this cause 
parallel the decline for all causes combined. Since 1968, 
death rates from stroke have been falling even more rapidly 
than those from heart disease. Cancer has been the only 
major cause of death among the elderly that has continued 
to show increasing death rates, with the rapid increases 
since 1968 primarily associated with lung cancer. 
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The decline in mortality among the elderly population is 
not unique. While trends in mortality differ across age 
groups and over time, the mortality experience of people 
25-64 years of age has been similar to that of those 65 years 
of age and over, decreasing by 2-3 percent per year since 
1968. Before the late 1960’s, mortality decline in the group 
25-64 years of age was also slow, averaging less than 1 per-
cent per year. 

The recent, sustained accelerations in total mortality 
decline were not foreseen during the early 1960’s. At that 
time, it was generally believed that further decreases in the 
death rate for the United States “as experienced in the past 
cannot be anticipated” (National Center for Health 
Statistics, 1964). For the elderly, only among white females 
could the death rate be expected to show further decreases 
(National Center for Health Statistics, 1964). 

However, the death rate did decrease and even faster 
than before. But, can the decline continue in the future at 
the same pace as in the past decade? Will it taper off 
gradually, or will it continue to accelerate before it slows? 
These uncertainties have led those responsible for national 
population projections to consider more than one assump­
tion about the future course of mortality decline. Popula­
tion projections based on single assumptions of regular, 
small declines in mortality rates at older ages are no longer 
considered “a safe course to follow” (U.S. Bureau of the 
Census, 1979). Thus, alternative mortality assumptions 
result in projected increases in the size of the elderly 
population that range from 32 million, 29 percent more 
than in 1979, to as high as 37 million in the year 2000, a 
49-percent increase since 1979 (U.S. Bureau of the Census, 
1977; Rice, 1978). 

In either case, there are major implications for health 
care utilization, for the Social Security system, and for 
almost all social and health-related services that reach the 
elderly. For example, while only 5 percent of today’s el­
derly live in nursing homes, some 22 percent of the oldest 
group—those 85 years of age and over—reside in such in­
stitutions (National Center for Health Statistics, 1979). 
With the elderly population and particularly the oldest 
group projected to increase dramatically in the coming 
decades, nursing homes are likely to face large increases in 
their resident population. Projected increases that assume 
constant utilization rates are as high as 2.4 million elderly 
residents in the year 2000,6 more than twice as many as in 
1977. 

The Social Security system is deeply enmeshed in the im­
pact of the aging population. For example, the system will 
soon be faced with the aging of the’ ‘baby-boom” genera­
tion. The number of beneficiaries per 100 covered workers 
is projected, under an intermediate series, to increase from 
30 in 1979 to 40 in 2015 to 52 in 2030 (Social Security Ad-
ministration, 1980). To accommodate this rapid increase in 
the elderly population, the Social Security system will have 
to make certain adjustments. 

cAssumes declining mortality through the year 2000 at the s~e rate 

observed during 1966-76. 

The societal impact of the large increase in the elderly 
population is highly dependent upon their health. The 
elderly population in the years to come may not be a sicker 
one. Factors leading to the declines in mortality may lead 
to changes in both morbidity and the patterns of health 
care (Rice, 1978; National Center for Health Statistics, 
1978; U.S. Bureau of the Census, 1979). Fries, in his model 
for national health (1980), “foresees continued decline in 
premature death and emergence of a pattern of natural 
death at the end of a natural life span.” Morbidity would 
be compressed until near the end of the life span when 
“everything comes apart at once” (Fries, 1980). To reach 
this target, the abiMy to postpone chronic illness by 
changes in lifestyle is crucial. Whether we will face, on the 
one hand, a sicker and more expensive to care for society 
or, on the other hand as Fries suggests, one with an 
average life span of approximately 85 years is still open to 
speculation. 
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Prevalence and Management of 
Diabetes 
by Thomas F. Drury, Ph. D., National Center for Health 
Statistics, Maureen Harris, Ph. D., and Lois F. Lipsett, 
National Institute of Arthritis, Diabetes, and Digestive 
and Kidney Diseases, National Institutes of Health 

Introduction 

Diabetes mellitus is a diagnostic term used to refer to “a 
genetically and clinically heterogeneous group of disorders 
that share glucose intolerance in common” (National 
Diabetes Data Group, 1979). In the past, different types of 
diabetes were classified according to their time of onset 
(i.e., juvenile-onset as opposed to adult-onset diabetes), 
and levels of glucose intolerance were taken as indications 
of different stages of the disease (e.g., pre-diabetes, latent 
diabetes, borderline diabetes, and overt diabetes). Recent 
research related to different types of diabetes has shown 
that diabetes requiring insulin for survival can occur at any 
age and that borderline and other less severe clinical states 
do not necessarily develop into diagnosable diabetes. 
Therefore, international experts on diabetes presently find 
it useful to (1) distinguish diabetes per se from all other 
forms of impaired glucose intolerance, and (2) distinguish 
insulin-dependent diabetes from noninsulin-dependent 
diabetes. However, these newer distinctions are not yet 
reflected in available national statistics on diabetes. For 
this and other reasons, the magnitude, heterogeneity, and 
scope of this important public health problem are only par­
tially indicated by existing prevalence and mortality 
statistics. 

In 1979, an estimated 5.2 million people in the civilian 
noninstitutionalized population of the United States were 
known to have diabetes. In 1977, about 189,000 nursing 
home residents (14.6 percent) were reported to have 
diabetes (National Center for Health Statistics, 1979). 
Diabetes experts have long suspected, however, that in ad­
dition to the number of persons with diagnosed diabetes a 
comparable number may have undiagnosed diabetes. 

In 1978, nearly 34,000 people were reported to have died 
from diabetes, making diabetes the sixth leading cause of 
death in the United States (National Center for Health 
Statistics, 1980). This ranking is generally considered to be 
an underestimate of the impact of diabetes on mortality, 
since this statistic does not reflect the contribution of 
diabetes to other immediate causes of death (Tokuhata, 
1975). An adequate assessment of the magnitude of the 
problem must also take into account the long-term com­
plications of diabetes, particularly coronary heart disease, 
peripheral vascular disease, and diseases of the eyes and 
kidney (National Diabetes Data Group, 1978). 

As a result of the activities of the U.S. National Com­
mission on Diabetes and its successor the National 
Diabetes Advisory Board, interest in diabetes mellitus and 
its complications has increased among lay, medical, and 
scientific communities in the United States. Activities 
within the Federal Government reflect this increased in­
terest. Biomedical research funding has been increased; an 
interagency Diabetes MelMus Coordinating Committee 
has been established; and the Center for Disease Control 
has initiated diabetes control activities in 20 States. In ad­
dition, the National Diabetes Data Group (NDDG) and the 
National Diabetes Information Clearinghouse (NDIC) 
have been formed as new programs within the National In­
stitute of Arthritis, Diabetes, and Digestive and Kidney 
Diseases of the National Institutes of Health (NH). 

Since its inception in 1977, NDDG has collaborated 
closely with the National Center for Health Statistics 
(NCHS) to develop accurate and complete epidemiologic 
data on the scope and impact of diabetes mellitus in the 
United States. More recently, NCHS has collaborated with 
NDIC in analyzing available NCHS data bearing on the 
educational implications of the health care practices of 
adults with known diabetes. This article highlights impor­
tant results of the collaborative analyses thus far under-
taken. After a discussion of the prevalence of diabetes, the 
article summarizes the current data on the management of 
known diabetes among adults. 

Prevalence of Diabetes 

In 1979, about 2.4 percent of all U.S. civilians living out-
side institutions had known diabetes. This represents a six-
fold increase in the relative frequency of known diabetes 
during the past 45 years. Known diabetes is relatively more 
common among older persons (figure 1). Moreover, 
among persons with diagnosed diabetes, more than 1 out 
of 3 people are 65 years of age and over. 

Even after taking this age differential into account, 
known diabetes is more common among women, black 
people, the less educated, and those with low family in-
come (figure 1). More detailed data from 1976 indicate 
that, among age-sex-race categories of the population, 
black women in their middle and later years have the 
highest rates of known diabetes. Within each age-sex-race 
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Total . . . . . . . . . . . . . . . . . . . . . F“”’
Aae I-

Under 20years . . . . . . . . . . . . . .


20-44 years . . . . . . . . . . . . . . . . .


45-64 years . . . . . . . . . . . . . . . . .


65 yearsand over . . . . . . . . . . . . 79.7


Sex2 I— 

Male . . . . . . . . . . . . . . . . . . . . . . 23.I3 
. . . . . . . . . . . . . . . . . . . . 

Female . . . . . . . . . . . . . . . . . . . . 
........................................................ 
....................................................................................... 25.2 

F 

@c& I 

White . . . . . . . . . . . . . . . . . . . . . 

Black . . . . . . . . . . . . . . . . . . . . 

Educational attain ment 2’3 I— 

Less than 12 years . . . . . . . . . . . . I 51.2


12 years . . . . . . . . . . . . . . . . . . . ........................................................ . . . . . .


More than 12years . . . . . . . . . . .


Educationof 
head of househollQ2 I 

Less than 12 years . . . . . . . . . . . .


12years . . . . . . . . . . . . . . . . . . . +340


More than 12years . . . . . . . . . . . 7.9


Family income2 I 

Lessthan $5,000 . . . . . . . . . . . . . 40.4 

$5,000-$9,999 . . . . . . . . . . . . . 

$10,000-$14,999 . . . . . . . . . . . 

$15,0000r more . . . . . . . . . . . . . 

1 I [~~ 

o 10 20 30 40 50 60 70 80 90 

Rate per 1,000 population 

llnclude~all other race~n O,tshown separately andthose forwhom education and familVincOme were unknown. 
2A~e adjusted ~v~he dire~tmethod t0t~je1979civiiian noninetitutionalized pOpuletion, usin94a9eintervak 
3 Data for persons 20 years of age and ovm’. 

SOURCE: Division of Healuh interview Statistics, Netional Center for Health Statistics: Unpublished data from the1979 National Haalth 

Interview Survey. 
—— 

Figure I. Persons with known diabetes, according toselected characteristics llnited States, 1979 

category, those with less education have a greater diabetes among these segments of the population (West, 

prevalence of known diabetes (table A). The greater 1978). 

prevalence ofobesity runongth elesseducated and among During thepast45 years, there has been a marked in-

black women may partly explain the higher rates of crease in the prevalence of known diabetes as ascertained 
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Table A. Persons 20 years of age” and over diabetes, 
according to educational attainment, age, sex, and racw United 
States, 1976 

Educational attainment 

Age, sex, and race 
Al I Less than 12 years 

levels 12 years and more 

20 years and overl Rate per 1,000 persons 

Male . . . . . . . . . . . . . . . . . . . . 33.3 40.3 28.7 
White . . . . . . . . . . . . . . . . . 31.8 38.4 27.8 
Black . . . . . . . . . . . . . . . . . 44.3 49.8 41.0 

Female . . . . . . . . . . . . . . . . . 36.6 50.5 26.7 
White . . . . . . . . . . . . . . . . . 34.2 47.6 25.7 
Black . . . . . . . . . . . . . . . . . 58.8 67.0 42.3 

20-44 years 

Male . . . . . . . . . . . . . . . . . . . . 8.5 13.6 7.1 
White . . . . . . . . . . . . . . . . . 8.4 13.2 
Black . . . . . . . . . . . . . . . . . 8.4 “15.0 “;; 

Female . . . . . . . . . . . . . . . . . 13.8 21.7 11.5 
White . . . . . . . . . . . . . . . . . 12.8 21.0 10.8 
Black . . . . . . . . . . . . . . . . . 20.8 25.4 17.3 

45-64 years 

Male . . . . . . . . . . . . . . . . . . . . 49.8 60.8 42.7 
White . . . . . . . . . . . . . . . . . 47.3 57.8 41.1 
Black . . . . . . . . . . . . . . . . . 71.8 76.9 67.7 

Female . . . . . . . . . . . . . . . . . 49.3 73.0 34.3 
White . . . . . . . . . . . . . . . . . 44.9 67.1 32.3 
Black . . . . . . . . . . . . . . . . . 92.5 105.1 74.5 

85 years and over 

Male . . . . . . . . . . . . . . . . . . . . 82.7 88.4 72.6 
White . . . . . . . . . . . . . . . . . 79.1 70.0 
Black . . . . . . . . . . . . . . . . . 103.3 1:: �97.2 

Female . . . . . . . . . . . . . . . . . 87.1 101.4 61.9 
White . . . . . . . . . . . . . . . . . 84.1 97.4 62.3 
Black . . . . . . . . . . . . . . . . . 118.3 129.7 *61.6 

lAge Sdjusted by the direct method to the 1976 Civilian noninstituticmalized 
population, using 3 age intervals. 

SOURCE Division of Health Interview Statistics, National Oanter for 
Health Statistics: Unpublished data from the 1976 National Health inter-
view Survey. 

through national household health interview surveys (Har­
ris, 1980). The relative frequency of known diabetes has 
increased sixfold, from approximately 0.4 percent in 1935-36 
(the period immediately after the discovery of insulin in 
1929) to 2.4 percent in 1979. 

The major increase in the prevalence of known diabetes 
has occurred during the last 20 years. Between 1960 and 
1979, the relative frequency of known diabetes increased 
an average of about 7.7 per 10,000 persons per year. Dur­
ing the 25 years earlier, the average annual increase in the 
rate of known diabetes was only about 2.2 per 10,000 per-
sons. 

While the aging of the population may account for part 
of the change in prevalence, all ages and both sexes have 
experienced increases in the rate of diabetes. In the last two 
decades, however, the relative increases have been greater 
for younger persons than for older persons. For example, 
between 1958-60 and 1978, the rate of diabetes tripled for 
persons 44 years of age and under, increased two and one-

half times for persons 45-64 years, and doubled for per-
sons 65 years of age and over. 

Preliminary evaluation of these trends suggests that the 
change in the prevalence of known diabetes has resulted 
from improvements both in detection of diabetes among 
high-risk groups and in survivorship among persons with 
diabetes. But whether a reservoir of undetected diabetes 
exists, as many experts within the field have long 
suspected, remains to be answered (Remein, 1959). NDDG 
and the Division of Health Examination Statistics of 
NCHS are collaborating on a study that will shed some 
light on this issue. 

In this study, data from the 1976-80 National Health 
and Nutrition Examination Survey (NHANES II) will be 
analyzed to accurately ascertain the magnitude of un­
diagnosed diabetes. In NHANES II, more than 4,000 
persons 20-74 years of age were tested for diabetes by 
measuring their fasting plasma glucose and by performing 
a 2-hour 75 grams oral glucose tolerance test. Specific 
criteria applied to these data will permit estimation of un­
diagnosed diabetes in the United States. 

Management of Known Diabetes 
Among Adults 

Proper care and management of diabetes are essential 
for two reasons. No known cure for diabetes exists, and 
many of the acute and long-term complications of diabetes 
may be checked in varying degrees by appropriate treat­
ment. Prescriptions for such care generally include an 
ongoing relationship with the health care system. De-
pending on the type and severity of diabetes and other 
patient characteristics, selective use or an optimal mix of 
diet, exercise, and administration of insulin or oral 
hypoglycemic agents constitute the essentials of treatment. 
A high premium is also placed on good health practices, 
the use of preventive health services, and patient and fami­
ly knowledge of the contribution of treatment modes to 
successful management of diabetes. Patient knowledge is 
important because, aside from regular contacts with a 
physician or other health care practitioners, health care of 
diabetes is primarily self-care. 

Data relating to these management aspects of known 
diabetes are obtained through the National Health Inter-
view Survey (NHIS) and are presented herein for selected 
years between 1973 and 1978. After a description of the 
utilization of health services (including the use of preven­
tive services) by persons with known diabetes, the 
remainder of this article highlights diabetics’ uses of diet, 
medication, and exercise and their compliance with other 
good health practices. The analysis is limited to diabetics 
20 years of age and over for two reasons. In some in-
stances, sample cases for those under 20 years of age were 
too few to be included in the analysis; in other instances, 
the particular information had been collected only for per-
sons 20 years of age and over. The intent of the discussion 
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is to describe important aspects of diabetes among adults 
and thereby complement the current reviews of manage­
ment aspects of diabetes among children and youths 
(Drash, 1979). 

Utilization of Health Services 

Treatment of diabetes requires a careful balancing of 
diet, insulin levels, and exercise in the dynamic context of a 
diabetic’s personal, sociall, and medical situation (Krall, 
1978). Thus, an ongoing relationship with the health care 
system is essential. Diabetics are generally in accord with 
this requirement. 

Regular Sources of Healthl Care 

Virtually all adult diabetics have well-defined points of 
entry into the health care .yystem. In 1978, more than 9 out 
of 10 persons with known diabetes reported having a par­
ticular place to which they could go, when they needecl 
medical help or advice. Moreover, about half of the small 
proportion (6 percent) of adult diabetics without one 
regular source of care reported the main reason for not 
having one regular source of care was that they routinely 
saw different physicians clepending upon the nature of 
their problem at the time. 

Among diabetics with a regular source of care, private 
doctors’ offices and doctors’ clinics, including health 
maintenance organizations and other prepaid group prac­
tices, predominated as the usual places of care. In 1978, 
about 87 percent of all adult, diabetics with a regular source 
of care identified a private doctor’s office or a doctors’ 
clinic as the place to which they usually went when they 
needed medical help or advice. 

Overall, in 1978, only about 1 out of 10 adult diabetics 
with a regular source of care routinely received medical 
care from hospital outpatient departments. Moreover, 
more than 4 out of 5 diabetics with a regular source of care 
also had a particular doctor at the usual source of care. 
However, important variations existecl in each of these 
characteristics according to race and income. For example, 
while only about 5 percent of white diabetics and black 
nonpoor (family income $7,000 or more) diabetics with a 
regular source of care used a hospital outpatient clinic or 
emergency room as the usual source of care, 39 percent of 
all poor (family income less than $7,000) black diabetics 
reported hospital outpatient departments as the regular 
source of care. 

Use of Physicians 

In 1976, about 9 out of 10 adult diabetics had contacted a 
physician one time or more cluring the past year. This was 
true for poor and nonpoor diabetics alike, irrespective of age, 
race, or sex. Moreover, about 8 out of 10 indicated that dur­
ing that same period of time they had seen a physician 
specifically about their diabetes. During that same year, adult 
diabetics collectively averaged about 11 physician visits (in­

cluding telephone contacts) per person per year. Except for 
those 65 years of age and over, diabetics with 13 years or 
more education had higher rates of physician contact than 
persons with less education. 

Use of Preventive Health Services 

Adequate evaluation of the utilization of health services 
must take into account the need for the service. A striking 
example of this injunction is found in the data of table B. 
Persons with diabetes tend to make slightly greater use of 
eye exams, glaucoma tests, electrocardiograms, and chest 
X-rays than similarly aged nondiabetics do. It is surprising 
that the differential is not larger; diabetics have a much 
greater need for these preventive services because of com­
plications resulting from the disease. For example, 
diabetics are at greater relative risk of eye and heart com­
plications (Bradley and Ramos, 1971; Bradley, 1971). Yet, 
in 1973, only 55 percent of adult diabetics were estimated 
to have had an eye exam during the past 2 years; only 41 
percent, to have had a glaucoma test during the past 2 
years; and only 53 percent, to have had an electrocar­
diogram during the past 2 years. 

Detailed analysis of the use of these preventive health 
services among adult diabetics is constrained by the size of 
the NHIS diabetic subsample. Nonetheless, limited 
analyses indicate important income and educational dif­
ferentials in the use of some of these preventive services, 
and these differentials parallel those in the general popula­
tion. For example, in 1973, poor female diabetics were 
relatively less likely than their nonpoor counterparts to 
have had a Pap test in the past year, a tendency that was 
noted for various age and educational categories of female 
diabetics. 

The percent of persons having one dental visitor more in 
the past year is not generally considered a measure of the 
use of preventive health services. Nonetheless, given higher 
levels of periodontal disease among diabetics, regular den­
tal visits should be a preventive health practice among 
diabetics (Gottsegen, 1970). However, data for this 
preventive health service indicate reason for concern. 
Although almost half of the nondiabetic adult population 
contacts a dentist in the course of a year, only about a third 
of all diabetics 20 years of age and over do. Certain aspects 
of this finding require further study to determine whether 
it reflects: (1) a greater proportion of endentulous persons 
associated with the older age composition of diabetics as a 
group; (2) differences in socioeconomic characteristics 
known to be associated with the use of dentists, such as 
educational attainment; and (3) a greater impact on 
diabetics than on nondiabetics of economic barriers in ob­
taining dental services. 

Inpatient Use of Short-Stay Hospitals 

Based on data collected in the 1976 NHIS, about 3 out 
of 10 diabetics were in a hospital at the time of their 
diagnosis; and of these, about 1 out of 3 had been 
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Table B. Use of selected preventive health services, according to 
diabetes status and ag= United States, 1973 

Diabetes status
Preventive health 
service and age Total 

Diabetic Nondiabetic 

Eye examl Percent of persons 

Total . . . . . . . . . . . . . . . 50.3 %7.0 *50.1 

20-44 years . . . . . . . . . . . . . . 48.1 56.6 48.0 
45-64 years . . . . . . . . . . . . . . 54.5 56.8 54.4 
65yearsandover . . . . . . . . . 48.4 52.4 48.1 

Glaucomatestl 

Total . . . . . . . . . . . . . . . 33.3 *40.5 *33.O 

40-44years . . . . . . . . . . . . . . 26.4 42.7 26.1 
45-64years . . . . . . . . . . . . . . 34.8 39.5 34.6 
65yearsandover . . . . . . . . . 34.0 41.3 33.3 

ChestX-ray’ 

Total . . . . . . . . . . . . . . . 44.6 *59.3 244.1 

20-44years . . . . . . . . . . . . . . 43.9 59.2 43.7 
45-64years . . . . . . . . . . . . . . 47.2 63.3 46.4 
65yearsandover . . . . . . . . . 41.5 51.2 40.7 

Electrocardiogram 

Total . . . . . . . . . . . . . . . 33.0 251.8 232.0 

40-44years . . . . . . . . . . . . . . 26.1 41.2 25.8 
45-64years . . . . . . . . . . . . . . 32.7 54.3 31.7 
65yearsandover . . . . . . . . . 37.3 52.4 36.0 

Pap test3i4 

Total . . . . . . . . . . . . . . . 47.2 246.5 247.2 

20-44 years . . . . . . . . . . . . . . 60.7 59.2 60.7 
45-64 years . . . . . . . . . . . . . . 39.3 38.4 39.4 
65yearsandover . . . . . . . . . 22.0 24.0 21.8 

Breastexam3J4 

Total . . . . . . . . . . . . . . . 49.1 %3.6 249.0 

20-44 years . . . . . . . . . . . . . . 60.4 64.9 60.3 
45-64 years . . . . . . . . . . . . . . 42.5 46.5 42.3 
65years Andover . . . . . . . . . 28.5 33.5 28.0 

1 dental visit ormore3;5 

Total . . . . . . . . . . . . . . . 47.3 239.2 247.6 

20-44 years . . . . . . . . . . . . . . 53.1 46.3 53.1 
45-64 years . . . . . . . . . . . . . . 46.5 34.6 47.1 
65years Andover . . . . . . . . . 29.7 24.5 30.2 

‘During paat 2 yeara.

2Age adjusted by the direct method to the 1973 or 1976 chfikn nOn~nStitu­


~~~~~#on, using 3 age intervals.


4Percentofwomen.

5Data for 1976.


SOURCE Division of Health Interview Statistlca, National Center for

Health Statistics Unpublished data from the 1973 and 1976 National Health

Interview Surveys.


hospitalized because of suspected diabetes .Also, aboutl 
outof50faU adult diabetics had been hospitalized atsome 
time for their diabetes; but this proportion varied widely 
depending on how long the person had been a diabetic. 
The likelihood of being hospitalized for diabetes also 
varies bythe severity ofthe disease asindicatedby thema­
jortype of therapy. In 1976, among those for whom in­
sulinwas themajor formof therapy, 57 percent had been 

hospitalized at some time for their diabetes; among those 
being treated primarily with oral agents, 14 percent had 
been; and among those treated primarily with awritten 
diet, about lOpercent hadbeen. Given thevarietyofacute 
and chronic complications that accompany diabetes, itis 
not surprising thatadult diabetics collectively make greater 
useofshort-stay hospitals than similarly aged nondlabetics 
do. In 1976, adult diabetics were about twice as likely as 
nondiabetics to have had one or more short-stay hospital 
episodes in the past year. 

Problems Obtainiig Health Care 

Despite the fact that diabetics use both short-stay 
hospitals and physicians more than nondiabetics do, ob­
taining health care is not without its problems. In 1977, 
about 15 percent reported that they had one problem or 
more getting medical care in the past 12 months. That 
same year, 8 percent indicated that they had been 
prevented from getting medical care by one problem or 
more. In 1974, about 1 out of 10 diabetics reported that 
they were not getting all the health care that they felt they 
needed. 

Treatment 

While individual treatment regimens vary, the essentials 
of treatment for diabetes are diet, insulin, oral 
hypoglycemic agents, and exercise (Krall, 1978). 

Diet 

Manipulation of diet traditionally has been a key feature 
in the treatment of a person with diabetes (American 
Diabetes Association, 1979b). Based on the 1976 NHIS, 
about 4 out of 5 diabetics have received a written diet at 
some time, and about two-thirds of this group follow the 
diet they have been given. 

Diet is important in the prevention and treatment of 
diabetes because obesity is a major risk factor in the 
etiology of noninsulin-dependent diabetes and because 
persistent obesity after the onset of diabetes impedes the 
achievement and maintenance of normal blood glucose 
levels. Nonetheless, data from the 1977 NHIS indicate that 
about 50 percent of all diabetics 20 years of age and over 
are obese and that the relative likelihood of such obesity 
among diabetics is inversely associated with educational 
attainment. 

Insdin 

Although some types of diabetes can be controlled with 
diet alone, other types require insulin therapy either 
because the pancreas does not produce any insulin or 
because available body insulin is inadequate to regulate the 
level of glucose in the blood. About 1 out of 5 adult 
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diabetics were current insulin users in 1976. Optimal care 
for these diabetics involves their understanding the effects 
of insulin in lowering the level of blood sugar. In 1976, just 
more than 4 out of 5 diabetics using insulin generally knew 
what an insulin reaction was. But only 60 percent of this 
“knowledgeable” group correctly knew that too much 
food would not cause an insulin reaction; only 60 percent, 
that too much exercise could cause one; and only 70 per-
cent, that an insulin reaction was not the same as a diabetic 
coma. In sum, only 3 out of 10 of these “insulin 
knowledgeables” answered all three of these specific ques­
tions about insulin correctly; and only about 55 percent 
answered at least two specific questions correctly. On each 
of these indicators, insulin users with less than 12 years of 
education were the least knowledgeable. 

Since persons having an insulin reaction may behave as 
if intoxicated, all diabetics and particularly those using in­
sulin should carry or wear something that identifies them 
as diabetics. In 1976, about two-thirds of those currently 
using insulin carried or wore diabetic identification. 
However, only about a third of all diabetics were estimated 
to carry or wear diabetic identification, a practice that 
varied little according to age, sex, or race. 

Oral Hypoglycemic Agents 

For more than two decades, a diabetic whose pancreas 
was able to produce some insulin has been considered 
treatable with various kinds of pills, tablets, or capsules 
known as oral hypoglycemic agents-hypoglycemic, 
because they act to lower the level of sugar in the blood. 
Considerable controversy exists in the use of certain oral 
agents, primarily as a result of the University Group 
Diabetes Program study (Food and Drug Administration, 
1975; American Diabetes Associationl 1979a; American 
Medical Association, 1980). As a result of this study, some 
diabetologists (Steinke and Thorn, 1974) suggested that 
oral agents be used without reservation only under the 
following conditions: when dietary treatment is no longer 
sufficient, insulin use is not acceptable to the person, or 
only short-term use of such drugs is being considered. 
Nevertheless, in 1976, 2 out of 5 adult diabetics were cur­
rently using diabetic pills. 

Exercise 

Compared with the amount of attention given to 
medical care, diet, and medication, the role of exercise in 
the care and treatment of diabetes has been slighted until 
recently. Currently, exercise is viewed as an important 
complement to diet and medication in the treatment of 
diabetes (Kovisto and Sherwin, 1979). Diabetics apparent­
ly have also become more cognizant of the role of exercise. 
In 1976, 51 percent of diabetics felt that diabetics could ex­
ercise as much as other people, whereas in 1965, only 40 
percent had expressed this belief. 

With respect to differentials in amounts of physical 
fitness activities, data available from the 1977 NHIS in­

dicate that educational attainment is positively associated 
with perceived physical activeness. Among diabetics 20-64 
years of age, those with less than 12 years of education 
were less likely than those with 12 years or more of educa­
tion to perceive themselves as being “as active” or “more 
active” than others their age. 

Other Health Practices 

Diet, insulin, oral agents, and exercise are essential tools 
used by physicians in developing individualized treatment 
plans for diabetics. These plans are prescribed with the in-
tent of restoring the physiology of the diabetic patient to as 
near normal a state as possible so that the person may lead 
as normal a life as possible. However, other good health 
practices are important to the health and well being of the 
diabetic. Of particular importance are moderation in 
alcohol consumption and abstention from smoking. 

With respect to alcohol consumption, data available 
from NHIS indicate that the vast majority of diabetics 
either abstain from alcohol or use alcohol with modera­
tion. For example, in 1977, about 25 percent of all adult 
diabetics used beer, about the same proportion used wine, 
and only about 30 percent used liquor. In total, ahnost 43 
percent used either beer or wine or liquor. Moreover, those 
diabetics who used these types of alcoholic beverages 
tended to do so infrequently and in small amounts. Con­
trary to other health practices, diabetics with less than 12 
years of education were less likely to make any use of 
alcoholic beverages than those with more education were. 
Among alcohol users, those with less than 12 years of 
education were also more likely to be occasional users than 
those with more education were. These educational pat-
terns in the use of alcohol were evident for both men and 
women. 

Since smoking increases the chances of coronary heart 
disease to which diabetics are already at risk, it is impor­
tant that diabetics refrain from smoking. Data from the 
1977 NHIS indicate that about 31 percent of diabetic men 
and 23 percent of diabetic women were current smokers, 
compared with 40 percent of nondiabetic men and 32 per-
cent of nondiabetic women. Among diabetic men but not 
among diabetic women, those with less than 12 years of 
education were more likely than those with more education 
to be current smokers. 

Conclusion 

This article has highlighted important aspects of the 
prevalence of known diabetes in the United States. It has 
also described major characteristics of the management of 
known diabetes among adults. One underlying theme has 
been the importance of education both as a correlate of the 
relative occurrence of diabetes and as a major dimension 
to be confronted in the treatment of diabetes. The inverse 
relationship between educational attainment and the rate 

30 



of diabetes is illustrated by the following: About 58 per-
cent of all adult diabetics have less than 12 years of school­
ing, and only 30 percent of nondiabetics have that amount 
of formal schooling. Moreover, the percent of persons 
with less than 12 years of education is even higher among 
certain subgroups that have the highest rates of known 
diabetes among age-sex-race categories of the population. 

These findings have important implications for the plan­
ning, design, and evaluation of educational programs for 
persons with diabetes (Green, Lewis, and Levine, 1980). 
While notable exceptions exist, more educational materials 
are needed that can be understood by people with little for­
mal schooling. In the management of diabetes, it is usually 
people with less than 12 years of education who either lack 
needed knowledge or who, because of that lack or other 
related reasons (Jenkins, 1980), do not comply with what is 
currently considered to be good health practices. 
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Educational Differentials in 
Health Practices 

by Charlotte A. Schoenborn and Kathleen M. Danchik, 
National Center for Health Statistics 

Introduction 

Mounting evidence suggests that personal health prac­
tices contribute to physical health status and longevity, 
although this concept is far from new. The association be-
tween disease and lifestyles originated with Hippocrates 
(Brock, 1929). In his essay “On Airs, Waters, and 
Places,” Hippocrates described the influence of the en­
vironment on the organism—not only physical factors 
such as climate and the character of the terrain, but also 
factors such as the habits and practices of various peoples 
as they relate to health and disease. 

Alameda County Study 

During the mid-1 960’s, the Human Population 
Laboratory in Alameda County, California, found a 
positive association between seven favorable health prac­
tices and good physical health status (Belloc and Breslow, 
1972). The favorable health practices were as follows: 
(1) never having smoked, (2) liiiting alcohol consump­
tion, (3) controlling one’s weight, (4) sleeping an average 
of 7-8 hours a night, (5) engaging in physical activities, 
(6) eating breakfast ahnost every day, and (7) not eating 
between meals. Each practice was found to have an in-
dependent relationship to health status, measured in terms 
of a seven-point scale ranging from severe limitation 
resulting from chronic conditions to healthy with no 
physical complaints and a high level of energy (Belloc, 
Breslow, and Hochstim, 1971). Furthermore, a consistent 
positive association was found between health practice 
score (number of favorable health practices) and physical 
health status. 

Persons with favorable health practices in 1965 also had 
an advantage over persons with unfavorable practices in 
terms of mortality risk. Table A shows age-adjusted mor­
tality rates as of 1974 among the 1965 Alameda cohort for 
each of the seven health practices. 

One concern in this area of research is the possible cir­
cularity of the relationships observed. That is, poor health 
practices may be a consequence rather than a cause of poor 
health, because people who are ill may not be able to 
engage in certain health practices. For example, they may 
not sleep well, they may be underweight, or they may not 

be able to exercise. However, longitudinal data from 
Alameda County indicate that the observed relationships 
between health practices and subsequent health status and 
mortality were not attributable to poor health at the time 
of the 1965 survey. 

Using data from the 1974 mortality followup, Breslow 
and Enstrom (1980) analyzed the relationship between 
number of health practices and mortality for the 1965 
cohort according to the year in which death occurred. 
Although the relationship was strongest in the first 2% 
years, it remained significant throughout the period (table 
B). If the association between health practices and mortali­
ty had resulted from initial poor health, the relationship 
should have largely disappeared by the end of the decade, 
as those who were ill at the time of the survey would be ex­
pected to die early in the followup period. Since this was 
not the case, the data indicate a positive relationship be-
tween favorable health practices and survivorship. 

Other findings from the 1974 data show that survivor-
ship was also associated with strong social and 
community ties reported at the time of the 1965 survey 
(Berkman and Syme, 1979). This relationship was found to 
be independent of self-reported physical health status, year 
of death, socioeconomic status, personal health practices, 
number of favorable health practices, and utilization of 
preventive health services. 

Longitudinal analysis of the health status of survivors 
9% years after the 1965 survey revealed a consistent 
positive association between five of the health practices 
(never having smoked cigarettes, limiting alcohol con­
sumption, controlling one’s weight, sleeping an average of 
7-8 hours a night, and engaging in physical activities) and 
physical health status (Wiley and Camacho, 1980). The 
health status score employed as the outcome variable in 
this analysis was adjusted for sex, age, and level of health 
in 1965. By adjusting for baseline health status, the prob­
lem of possible circularity in the relationship between 
health practices and health status was largely eliminated. 

While other investigators had demonstrated a link be-
tween health practices and health outcomes in specific 
subgroups (Pratt, 1971; Pahnore, 1970), the Alameda 
study was the first to examine the relationship between 
routine daily activities and health status in a general com­
munity population. The findings from this study have 
drawn attention to the potential importance of personal 
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lifestyle for health and well being and have stimulated ad­
ditional research to assess their generalizability for the 
U.S. population. 

National Goals 

In 1977-78, a “prevention initiative” was undertaken by 

Table A. Age.adjuated death nateal for the 1965 Alameda County 
cohort, according to aex and health practices: July 1965-
December 1974 

Health practice 

Total cohort . . . . . . . . . . . . . . . . . . . . 

Hours of sleep 

6hoursor0ess . . . . . . . . . . . . . . . . . . . . . . 
7hours . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
8hours . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
9hoursormore . . . . . . . . . . . . . . . . . . . . . 

Desirable weight for height 

Underweight: 
10percent ormore . . . . . . . . . . . . . . . . . 
5-10percent . . . . . .. m. . . . . . . . . . . . . . 

Between 5 percent underweight and 
5percent overweight . . . . . . . . . . . . . . . . 

Overweight: 
5-10percent . . . . . . . . . . . . . . . . . . . . . . 
10-20 percent . . . . . . . . . . . . . . . . . . . . . 
20-30 percent . . . . . . . . . . . . . . . . . . . . . 
30percent ormore . . . . . . . . . . . . . . . . . 

Smoking status 

Never . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Formerly . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Currently . . . . . . . . . . . . . . . . . . . . . . . . . . . 

lpackperday . . . . . . . . . . . . . . . . . . . . 
l-l Vzpacks perday . . . . . . . . . . . . . . . 
2packsormore perday . . . . . . . . . . . . 

Physical act ivit y 

Often engages in active sports . . . . . . . . 
Often swims, gardens, or exercises . . . . 
Sometimes engages in sports or 
swims . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Sometimes gardens or exercise%. . . . . . 
Noneoftheabove . . . . . . . . . . . . . . . . . . . 

Alcohol consumption 

None . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
l-2drinks at a time . . . . . . . . . . . . . . . . . . 
3-4drinks at a time . . . . . . . . . . . . . . . . . . 
5drinks ormoreat a time . . . . . . . . . . . . . 

Breakfast eat ing 

Almost every day . . . . . . . . . . . . . . . . . . . . 
Rarely orsometimes . . . . . . . . . . . . . . . . . 

Snacking 

Rarely oroccasionally. . . . . . . . . . . . . . . . 
Almost every day . . . . . . . . . . . . . . . . . . . . 

sex 

Male Female 

Number per 100 persons 

12.7 8.6 

15.6 9.7 
11.5 6.6 
11.1 8.1 
13.9 10.4 

21.8 11.7 
15.6 6.3 

13.4 7.9 

9.0 6.8 
10.3 7.7 
10.8 7.7 
15.5 1.0 

9.1 7.0 
10.4 12.0 
15.4 10.6 

12.6 10.6 
16.2 10.4

* 20.0 

* 6.8 
11.8 6.5 

12.4 7.6 
15.0 8.2 
18.6 16.1 

11.9 9.4 
11.1 7.4 
12.2 7.4

* 16.2 

11.6 7.8 
16.3 10.0 

11.9 
14.3 :; 

'91/z-year death rates, ageadjusted l~ythedirect mlethodto the total 1965 
survey sample. 

SOURCE (Breslow, L., and Enstrom, J. E., 1980.) 
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Table B. Standardized mortality ratios’ for the 1965 Alameda 
County cohort, according to followup interval, 1965 health 
practice score? and sex July 1965-December 1974 

Followup interval 
1965 health practice Total 

score and sex 9V2 years First Next Last 
2~2 years 3 years 4 years 

Both sexes 

o-3 . . . . . . . . . . . . . . . 178 252 169 142 
4-5 . . . . . . . . . . . . . . . 109 101 108 114 
6-7 . . . . . . . . . . . . . . . 75 67 79 77 

Male 

o-3 . . . . . . . . . . . . . . . 193 253 189 155 
4-5 . . . . . . . . . . . . . . . 109 104 111 111 
6-7 . . . . . . . . . . . . . . . 71 57 69 78 

Female 

o-3 . . . . . . . . . . . . . . . 160 250 143 126 
4-5 . . . . . . . . . . . . . . . 109 98 105 117 
6-7 . . . . . . . . . . . . . . . 80 78 89 75 

lThe standardized mortality ratio is the ratio of the observed number of 
deaths to the expected number of deaths using a base population of 100. Ex­
pected deaths were based on age-specific proportions dying in the total 
male and female samples. 
2Health practicescoreisnumber of pOSitiVe reSpOnSeSto the f01kJwin9 
items never smoked cigarette drink not more than 4 drinks at a timq often 
or sometimes engage in active sports, swim or take long walks, or often 
garden or do physical exercises weight for men between 5 percent under 
and 20 percent over desirable weight for height, and for women not more 
than 10 percent over desirable weight for height usually sleep 7 or 8 hours; 
eat breakfast almost every dafi eat between meals once in a while, rarely, or 
never. 

SOURCE (Brealow, L., and Enstrom, J. E., 1980.) 

the U.S. Department of Health and Human Services. The 
prevention initiative had two purposes: to set forth specific 
actions that people could undertake to prevent disease and 
improve their health and to describe the role of Federal 
and State agencies and the private sector in helping people 
achieve these objectives. Activities of this initiative includ­
ed identifying types of data needed to make policy deci­
sions concerning the direction and scope of health promo­
tion efforts at the national level. 

As an outgrowth of the prevention initiative, broad na­
tional goals were presented in the volume Healthy 
People, issued by the Surgeon General in 1979 (Office of 
the Assistant Secretary for Health and the Surgeon 
General, 1979a and 1979b). In this volume, past ac­
complishments in prevention were noted, major health 
problems were identified, and broad national goals for 
reducing death and disability were set. In a second volume, 
Promoting Health/Preventing Disease: Objectives for the 
Nation, specific and quantifiable objectives were 
delineated for 15 priority areas that are key to the attain­
ment of the major goals (Public Health Service, 1980). 

Several of these objectives relate directly to the health 
practices found by the Human Population Laboratory 
(HPL) to be associated with good health. For example, 
smoking, excessive alcohol consumption, lack of physical 
exercise, and poor nutrition are identified as risk factors 
for such health problems as heart disease, cancer, stroke, 
and respiratory infections (National Center for Health 



Statistics, 1980b; Dawber, 1980). Whereas the Alameda 
study illustrated the consequences of poor health practices 
in terms of a spectrum of physical health and in terms of 
mortality, the prevention objectives identify relationships 
between health practices and specific diseases and 
disabilities. 

Prior to the prevention Mltiative, data regarding the 
prevalence of the seven Alameda health practices among 
U.S. adults were collected as a supplement to the 1977 Na­
tional Health Interview Survey. These data have been 
amdyzed according to sex, race and ethnicity, age, income, 
and education (National Center for Health Statistics, 
1980a). 

Current Research 

The National Survey of Personal Health Practices and 
Consequences (NSPHPC), a panel study, was conducted 
in 1979 and 1980 to provide data required by the preven­
tion initiative. This was a telephone survey of adults 20-64 
years of age, funded by the Office of Health Information, 
Health Promotion and Physical Fitness and Sports 
Medicine, Office of Disease Prevention and Health Pro-
motion and conducted by the National Center for Health 
Statistics. It was designed to collect data on the extent and 
distribution in the population of personal health practices, 
their stability over time, and their relationship to morbidi­
ty and mortality. The survey investigated six of the seven 
Alameda health practices as well as a variety of other 
health maintenance behaviors and characteristics such as 
use of seatbelts, brushing teeth, flossing teeth, perceived 
control over health, and care of one’s own health. 

NSPHPC addresses three key issues arising out of the 
findings from the Alameda County study: 

�	 The generalizability of the Alameda County findings to 
the U.S. population. 

�	 The extent to which other health-related behaviors show 
similar relationships to health. 

�	 The extent to which observed outcomes are associated 
with engaging in specific heahh practices or are 
associated with a more generalized orientation toward a 
moderate lifestyle. 

Five Favorable Health Practices 

NSPHPC revealed that the majority of American adults 
20-64 years of age are engaging in positive health practices. 
This article focuses on the five health practices identified 
as favorable by HPL in 1965 and found to be associated 
with good physical health among survivors 91/2years later. 
These health practices will be examined by level of educa­
tion in order to provide information for determining 
appropriate target groups for health promotion efforts. 
Since education is highly correlated with occupation and 
income, education also provides a useful proxy indicator 
of socioeconomic status. 

Table C shows the age-adjusted proportion of men and 
women who reported each of the five health practices by 
the level of education. The data indicate that “good” 
health practices are related to years of education. Further-
more, other data have shown that, in contrast to those with 
more education, people who have never graduated from 
high school rate their general emotional and physical well 
being lower and practice fewer preventive measures for 
maintaining their health (National Center for Health 
Statistics, 1981). 

HPL found that respondents who reported sleeping 7-8 
hours a night were in better physical health and had 
somewhat lower mortality rates than adults who slept less 
than 7 or more than 8 hours a night. The data in table C in­
dicate that educational attainment is related to the usual 
number of hours spent sleeping. Approximately 6 out of 10 
men and women with less than 12 years of education 
reported sleeping 7-8 hours a night, compared with about 7 
out of 10 men and women with 1 year or more of college. 

Table C. Persons 20-64 years of age reporting favorable health 
practices, according to sex and educational attainment: United 
States, 1979 

Health practice and 
educational attainment 

7-8 hours sleep 

All education levels . . . . . 

Lessthan 12years . . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan 12years . . . . . . . . . . 

Favorable weight for height 

All education levels . . . . . 

Lessthan 12years . . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan12years . . . . . . . . . . 

Never smoked cigarettes 

All education levels . . . . . 

Lessthan12years. . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan 12years . . . . . . . . . . 

Limited alcohol consumption 

All education levels . . . . . 

Lessthan 12years . . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan12years . . . . . . . . . . 

Physically active 

All education levels . . . . . 

Lessthan 12years . . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan12years . . . . . . . . . . 

sax 

Male Female 

Percentl of persons 

67.3 68.5 

60.1 60.2 
67.8 67.8 
70.1 73.2 

63.7 61.7 

57.9 50.6 
64.1 57.6 
66.5 72.6 

33.9 50.7 

14.4 42.0 
32.6 52.8 
40.1 51.5 

85.1 96.6 

74.3 92.9 
85.1 96.4 
89.8 97.9 

92.6 91.4 

66.1 65.7 
93.0 92.8 
94.9 94.6 

lAge ~dj”sted by the direct method to the 1979 NationalHealthInterview 
Survey sample of respondents residing In households with telephones.
2Fewerthan 5 drinks on days when alcoholisconsumed. 

SOURCE Division of Environmental Epidemioiogy, National Center for 
Health Statistics Data from Wave I of the National Survey of Personal 
Health Practices and Consequences, 1979. 
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The measure of favorable weight is based on the 1960 
Metropolitan Life Insurance Company Table of Desirable 
Weights, which was developed from the mortality ex­
perience of life insurance plan enrollees over a 20-year 
period (Metropolitan Life Insurance Company, 1960). 
According to the HPL definition, favorable weight was be-
tween 5 percent under and 20 percent cwer desirable weight 
for males and not more than 10 percent over desirable 
weight for females. For women, maintaining weight within 
this favorable range was the health pri~ctice most strongly 
related to level of education. About 51 percent of women 
with less than a high school education reported favorable 
weight, compared with about 73 percent of women with 1 
year or more of college. The rel!ationship between 
favorable weight and level of education among men is not 
as striking. About 58 percent of men with less than 12 
years of education reported a favorable weight for their 
height, compared with about 67 percent of men with 1 year 
or more of college. 

HPL identified “never having smoked cigarettes” as a 
favorable health practice. For men, never having smoked 
cigarettes is the health practice most strongly related to 
level of education. Men with the most education reported 
never having smoked cigarettes about two and one-half 
times as often as men with the least education (40 percent 
and 14 percent, respectively). For women, the relationship 
between cigarette smoking and education is not as strong, 
although, in each education category, a greater proportion 
of women than men reported never having smoked ciga­
rettes. About 42 percent of women with the least education 
reported never having smoked cigarettes, compared with 
about 52 percent of women in the other two education 
groups. Educational differences have been shown to be 
strongest among men and women under 35 years of age 
and to decrease with advancing age (Wilson and Elinson, 
1981). 

For purposes of developing health promotion strategies, 
it is more useful to examine current smoking practices 
because they can be changed and past smoking behavior 
cannot. Current cigarette smoking is even more strongly 
related to level of education, since the more highly 
educated are more likely to quit smokin,g. As a result, the 
age-adjusted proportions of current nonsmokers range 
from 37 percent of males and 56 percent of females with 
less than 12 years of educaticm to 69 percent of males and 
70 percent of females with more than 12 years of education 
(National Center for Health Statistics, 1979). 

Favorable drinking practices were defined, in accord­
ance with the Alameda County findings, as limiting 
alcohol consumption to fewer than five drinks on days 
when alcohol was consumed. Complete abstinence from 
alcohol was included in this category. A positive relation­
sh~p exists between favorable drinking practices and level 
of education for men but not for women. About 74 percent 
of men with less than a high school education reported 
favorable drinking practices, cmmpared with about 90 per-
cent of men with 1 year or more of college. Consumption 
of five or more drinks is not common among women 

regardless of educational attainment; about 97 percent of 
women reported favorable drinking practices. 

Level of physical activity is the final health practice 
shown in table C. A physically active person was defined as 
one who sometimes or often goes swimming in the sum­
mer, takes long walks, jogs, or rides a bicycle, or who 
engages in a physically active hobby, does calisthenics, or 
participates in other active sports. There is a positive 
association between this type of physical activity and level 
of education. Among people with the least education, 
about 86 percent of women and about 88 percent of men 
are physically active. Among both men and women with 
the most education, about 95 percent are physically active. 

This measure of physical activity is limited in two 
respects. First, it defines as physically active those persons 
who engage in activities requiring only minimal energy out-
put. Hence, the proportion of the population so defined is 
high. The second limitation is that this measure is related 
only to leisure activity, not job-related physical activity. 
Thus, the educational difference in table C does not take 
job-related physical exercise into account. Other results 
from NSPHPC show that adults with fewer years of 
education are more likely to hold jobs requiring hard 
physical labor. As a result, overall activity levels (physical­
ly active in leisure or on the job) do not vary with years of 
education. 

Health Practice Score 

Table D shows both sex and educational differences in 
the number of favorable health practices reported. A 
higher proportion of women than men, at every level of 
education, reported four and five favorable health prac­
tices. Educational differences are most prominent among 
persons reporting fewer than four favorable health prac­
tices. Among persons with less than 12 years of education, 
about 7 out of 10 men and 6 out of 10 women reported 
three or fewer favorable health practices; among persons 
with more than 12 years of education, about 4 out of 10 
men and 3 out of 10 women reported similar numbers. 

At the other end of the scale, the proportion of persons 
reporting five favorable health practices increases steadily 
by level of education. About 2 percent of men and 10 per-
cent of women in the lowest education group reported five 
favorable practices while about nine times as many men 
and about three times as many women in the highest 
education group reported all five. 

Preliminary findings from NSPHPC regarding physical 
health status (a composite variable developed to approx­
imate a similar variable in the Alameda study) and health 
practices have been presented by Wilson and Elinson 
(1981). They found that, as in the Alameda study, the 
more favorable health habits people practiced, the less 
likely they were to report concurrent physical health prob­
lems. Three favorable health practices identified by 
Alameda were correlated positively with reported concur-
rent physical health status: physical activity, weight status, 
and number of hours of sleep, Never having smoked and 
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Table D. Health practice scores for persons 20-64 years of age, 
according to sex and educational attainment: United States, 
1979 

sex
Heaith practice score and 
educational attainment Male Female 

O-3 practices Percenti of persons 

All education levels . . . . . 51.8 39.5 

Lessthan 12years . . . . . . . . . . . 71.4 58.0 
12years . . . . . . . . . . . . . . . . . . . 51.3 38.7 
Morethan12years . . . . . . . . . . 43.5 30.5 

4 practices 

Alleducation levels . . . . . 34.9 41.7 

Lessthan 12years . . . . . . . . . . . 26.5 31.9 
12years . . . . . . . . . . . . . . . . . . . 37.5 44.7 
Morethan12years . . . . . . . . . . 36.1 44.5 

5practices 

Alleducation levels . . . . . 13.3 18.8 

Lessthan 12years . . . . . . . . . . . 2.1 10.1 
12years . . . . . . . . . . . . . . . . . . . 11.3 16.6 
Morethan12years . . . . . . . . . . 18.4 25.0 

lAgeadju~ted bYth~direct methOdtO the1979 National Health lnte~iew 

Survey sampleof respondentsresidinginhouseholdswithtelephones. 

SOURCE Division of Environmental Epidemiology, National Center for 
Health Statistics: Data from Wave I of the National Survey of Personal 
Health Practices and Consequences, 1979. 

moderate alcohol drinking or abstinence were found to be 
relatively uncorrelated with this measure of physical health 
status. 

Other Health Habits and Practices 

Data in table E indicate a positive relationship between 
other favorable health practices and attitudes and educa­
tional attainment. It is hypothesized that such health 
practices and attitudes reflect a general lifestyle conducive 
to health and well being. Future analyses will examine the 
association between these variables and positive health 
status. 

Among people with any natural teeth, one-half of the 
men and about three-quarters of the women brush their 
teeth at least twice a day. Men and women in the highest 
education group were much more likely to report brushing 
their teeth at least twice a day than were those who did not 
graduate from high school. 

Use of dental floss or a waterpick is not common among 
men or women. Only about 22 percent of men and about 
36 percent of women use dental floss or a waterpick three 
or more times a week. Men and women in the highest 
education group are about twice as likely to floss or use a 
waterpick than those in the lowest education group. 

About 20 percent of men and women reported always or 
nearly always using seatbelts when riding in a car. Com­

pared with those who did not graduate from high school, 
about twice as many men and three times as many women 
with at least 1 year of college reported using seatbelts 
always or nearly always. 

Table E. Persons 20-84 years of age reporting favorable health 
practices and attitudas, according to sex and educational 
attainment: United States, 1979 

Health practice or attitude 
and educational attainment 

Brushes teeth 2 or 
more times a day’ 

All education levels . . . . . 

Less than 12years. . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan12years . . . . . . . . . . 

Flosses teeth 3 or more 
times a week’ 

All education levels . . . . . 

Lessthan12years. . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan12years . . . . . . . . . . 

Always or nearly always 
uses seat belt 

Ail education levels . . . . . 

Lessthan12years. . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan 12years . . . . . . . . . . 

Feels a great deal of 
control over health 

All education levels . . . . . 

Less than 12years . . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan 12years . . . . . . . . . . 

Doing a good or an excellent 
job of taking care of health 

All education levels . . . . . 

Less than 12yeara. . . . . . . . . . . 
12years . . . . . . . . . . . . . . . . . . . 
Morethan 12years . . . . . . . . . . 

1Excludes edentulous persons. 

sex 

Male Female 

Percent2 of persons 

50.5 73.7 

35.8 58.7 
47.2 73.7 
59.3 81.6 

22.0 36.4 

14.2 23.1 
16.5 36.1 
30.5 43.8 

19.9 19.5 

13.2 9.2 
15.6 16.1 
25.7 28.2 

51.8 50.2 

40.0 38.5 
47.9 50.2 
57.8 55.9 

65.1 88.3 

56.5 53.3 
62.1 67.2 
71.1 77.3 

2Age adjusted by the direct method to the 1979 National Health Interview 

Survey sample of respondents residing in households with telephones. 

SOURCE National Center for Health Statistics: Data from Wave I of the Na­
tional Survey of Personal Health Practices and Consequences, 1979. 

Strong educational differences but no sex differences ex­
ist in attitudes toward health and personal health care. 
About 4 out of 10 adults with less than a high school 
education feel that they have a great deal of control over 
their health, while almost 6 out of 10 adults who have 
attended college hold this belief. Similarly, a higher pro-
portion of college-educated people feel that they are doing 
a good or an excellent job of taking care of their health. 
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Conclusion 

Available evidence indicates an association between per­
sonal health practices and subsequent morbidity and! 
mortality. Longitudinal data from Alameda County, 
California, indicate that people who engage unhealthful 
practices live longer and are healthier than people who do 
not. 

Of course, health practices vary in importance. There is 
clear epidemiologic evidence that some unfavorable health 
practices such as smoking (Office of Smoking and Health, 
1979) and excessive alcohol consumption (Sundby, 1967; 
National Institute on Alcohol Abuse and Alcoholism, 
1978) are strong risk factors for illness, disability, and 
death. Other practices such as irregular eating or flossing 
habits pose less risk and may be related to health status and 
longevity only in that they reflect an orientation toward an 
unhealthful lifestyle. 

Preliminary analyses of clata from tl~e National Survey 
of Personal Health Practices and Consequences reported 
elsewhere (Wilson and Elinson, 1981) suggest that the rela­
tionship between health practices and health status found 
in Alameda County holds up nationally with cross-
sectional data. Longitudinal analyses are planned for this 
study, including mortality followup using the National 
Death Index developed by the National Center for Health 
Statistics. 

Mortality has been shown to be inversely related to 
socioeconomic status in the United States (Kitagawa and 
Hauser, 1973). Possible explanations for this phenomenon 
include differential access to medical care, exposure to 
socioenvironmental hazards, and availability of adequate 
nutrition among various subgroups in the population. 
Data presented here suggest that health practices among 
lower socioeconomic groups may also contribute to their 
higher mortality risk. Education, as a proxy measure of 
socioeconomic status, has been shown to be associated 
with health practices, and health practices have been 
shown to be associated with mortality. 

If the results from the Alameda study are found to apply 
to the Nation as a whole, the data presented here suggest 
that adults with less than a high school education would be 
an appropriate target group for national health promotion 
efforts. Much work remains to be done to clarify the 
nature of the relationship between personal health prac­
tices and consequences and to identify additional target 
groups. Evidence at hand points to the importance of this 
line of research. Health promotion and disease prevention, 
attainable in part through changes in personal health 
behavior, provide excellent opportunities for advancing 
public health. 
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Changes in Use of Preventive 
Health Services 
by Diane M. Makuc, Dr. P. H., 
National Center for Health Statistics 

Overview 

Preventive measures have been successful in virtually 
eliminating several life-threatening and disabling con­
ditions from the United States, primarily through 
immunizations and improved sanitary conditions. 
Although immunizations against specific conditions con­
tinue to be important, the concept of prevention has 
broadened to include the major health problems of today, 
such as heart disease and cancer. The economic costs of 
neglecting to pursue prevention strategies are high. These 
costs include large expenditures for medical care to treat 
preventable illness as well as earnings lost because of ill­
ness, disability, or premature death (National Center for 
Health Statistics, 1980a). 

The Federal Government has shown increased interest in 
promoting preventive measures to reduce the impact of 
disease. Healthy People, a report published by the Office 
of the Assistant Secretary for Health and the Surgeon 
General (1979), reviews methods of preventing the most 
common diseases for specific age groups and identifies 15 
priority areas, including the following five preventive 
health services: family planning, pregnancy and infant 
care, immunizations, care for sexually transmitted 
diseases, and high blood pressure control. A second report 
lists prevention goals for 1990 that are specific and quan­
tifiable objectives for each of the 15 priority areas (Office 
of the Assistant Secretary for Health and the Surgeon 
General, 1980). These recent reports build on earlier at-
tempts to identif y specific preventive measures appropriate 
for population subgroups. Instead of recommending an 
annual physical examination for everyone, specific profes­
sional services have been recommended for different age 
groups (Breslow and Somers, 1977). 

This article examines changes in the use of specfilc 
preventive services between 1973 and 1979 and measures 
the extent to which different segments of the population 
have increased their use of preventive services. Specific 
health services chosen for analysis are Pap tests, breast ex­
aminations, and blood pressure tests. These procedures are 
generally accepted as being effective in early diagnosis of 
conditions for which treatment at an early stage can be 
beneficial. 

The data come from two surveys of the National Center 
for Health Statistics: the National Health Interview Survey 

(NHIS) and the National Survey of Personal Health Prac­
tices and Consequences (NSPHPC). NHIS is a continuing 
annual sample survey that includes about 111,000 persons 
in 41,000 households. NSPHPC is a telephone survey of 
3,025 adults 20-64 years of age (National Center for Health 
Statistics, 1981). The 1973 NHIS contained a series of 
questions on the use of medical services associated with 
preventive care (National Center for Health Statistics, 
1977). These included the time since a woman’s last Pap 
test and breast examination. The 1974 NHIS collected data 
related to hypertension, including the interval since last 
blood pressure test, from a one-third subsample of persons 
17 years of age and over (National Center for Health 
Statistics, 1978). Comparable data are available for 1979 
from NSPHPC. Possible responses to questions regarding 
the length of time since receiving the last medical service 
differed from survey to survey. The most comparable in-
formation available is whether or not an examination or 
test occurred within the past year; therefore, these data 
were chosen for analysis. 

Groupings chosen by age (20-44 years and 45-64 years) 
and income (low and high) are broad because of the 
relatively small sample size in the 1979 NSPHPC. The low-
income group is defined as members of families within the 
lowest 20 percent of family incomes ($6,000 for 1973-74 
and $10,000 for 1979). Another possible classification is 
the official poverty level, which combines family size and 
income. This was not used because the official poverty 
definition could not be applied to the 1979 survey. The 
low-income category used in this analysis includes persons 
who would not be considered poor by the official defini­
tion. Thus, differences reported here in use of services 
according to income tend to be smaller than if the official 
poverty definition was used. 

Survey Findings 

Screening for Cervical Cancer 

Although mortality from cervical cancer has been 
declining, this disease caused the deaths of 5,099 American 
women in 1978. Large racial differences in mortality rates 
persist—cervical cancer mortality for black women is 
about three times higher than that for white women. 
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Screening with a Pap test identifies women at high risk 
of developing cervical cancer, andprescribing therapy for 
those with positive tests ]reduces mortality from cervical 
cancer (Guzick, 1978). Some controversy exists regarding 
the most appropriate frequency of Pap tests for low-risk 
women. However, the meiiical consensus is that almost all 
deaths from cervical cancer are preventable if the disease is 
detected early, and the Pap test is an effective method of 
early detection (National. Institutes of Health, 1980). 
The American Cancer Society, which previously had 
recommended an annual Pap test, recently changed its 
recommendation to a test at least every 3 years after two 
negative annual Pap tests. A consensus panel conducted at 
the National Institutes of Health reached a compromise on 
this issue and recommended rescreening “at regular inter­
vals of 1 to 3 years” (National Institutes of Health, 1980). 
The percent of women with a Pap test during the previous 
year increased between 1973 and 1979 (table A). The in-
creases vary according to race and age, but not income. 
The percent with a recent Pap test increased more for black 
women than for white women, and more for middle-aged 
women (45-64 years of age) than for younger women 
(20-44 years of age). Changes between :1973and 1979 range 
from an average] of 2 percentage points for young white 
women to 22 percentage points for middle-aged black 

lThete. :~average~’ refers to a weighted average that c~­inth~section

not be directly computed from the tables. The weighted averages are 
based on a statistical technique thlat takes into iiccount the variances of 
the percentages. 

women. As a result of these changes, in 1979, the percent 
of blaclc women receiving a Pap test within the past year 
exceeded that for white women by about 12 percentage 
points. 

The percent of women 45-64 years of age with a Pap test 
increased an average of 9 percentage points more than that 
of women 20-44 years of age. Despite this increase, middle-
aged women were still less likely in 1979 to be screened for 
cervical cancer than younger women. 

The income differential has not changed much over 
time. In both 1973 and 1979, low-income women 20-44 
years of age were an average of 7 percentage points less 
likely than their high-income counterparts to have had a 
Pap test. The income differential for middle-aged women 
averaged 15 percentage points in both 1973 and 1979. 

Screening for Breast Cancer 

Breast cancer is the leading cause of cancer deaths 
among women and, unlike cervical cancer, has not been 
declining over the past decade. Death rates for breast 
cancer are about the same for white and black women. In 
the past, however, the disease has been more likely to be 
diagnosed at an earlier stage among white women than 
among black women. For 1970-73, 48 percent of breast 
cancer cases among white women were classified as local­
ized, compared with 33 percent of cases among black 
women. The proportion of black patients diagnosed with 
advanced disease was almost twice that for white ‘patients 

Table A. Women with a Pap test durin!gthe past year, according to race, age, and family income United States, 1973 and 1979 

Race 

Age and family income Total 1 White Black 

1973 1979 1973 1979 1973 1979 

20-64 years Percent of women 

All incomes. . . . . . . . . . . . . . . . . . . . . . . 54.2 59.6 54.4 58.5 52.7 70.6 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 44.4 55.4 43.6 51.9 47.1 66.9 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 57.2 62.5 57.2 61.9 58.5 71.5 

20-44 years 

Ail incomes . . . . . . . . . . . . . . . . . . . . . . . . 62.5 64.3 62.8 63.3 61.4 74.8 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 56.7 64.8 56.6 63.9 57.5 69.3 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 64.2 65.5 64.3 64.7 65.2 75.4 

45-64 years 

Ali incomes . . . . . . . . . . . . . . . . . . . . . . . . 40.9 51.0 41.5 50.0 35.5 60.6 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 29.8 42.9 29.7 38.3 30.1 62.1 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 44.8 56.0 44.9 56.0 41.7 *59.5 

!Includesall other racea not shown Separately. 
21ncludespersons for whom income was not repofled. 

NOTE Definitions of low and high income groupings are based on family income for each year as follows: 

Year Low income High income 

1973 Less than $6,000 $ 6,000 or more 
1979 Less than $10,000 $10,000 or more 

SOURCES National Center for Health Statistics: Data from the 1973 National Health Interview Survey and from the 1979 National Survey of Personal Health 
Practices and Consequences. 
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(National Cancer Institute, 1976). Breast examination by a 
physician is an effective screening method that reduces the 
risk of death from breast cancer through early diagnosis 
(Greenwald and Nasca, 1978). 

Changes in the proportion of women with a breast ex­
amination during the past year follow a pattern similar to 
that observed for Pap tests (table B). This is expected 
because both procedures are likely to occur at a routine 
gynecological examination. A greater proportion of 
women received breast examinations in 1979 than in 1973. 
The percent with abreast examination within the past year 
increased more for black women than white women and 
more for middle-aged (45-64 years of age) than younger 
women (20-44 years of age). The increases range from an 
average of 3 percentage points for young white women to 
24 percentage points for middle-aged black women. As a 
result of these changes, in 1979, the percent of black 
women with a recent examination was about 10 percentage 
points greater than that for white women. This could 
reduce the black-white differential in localized breast 
cancer noted for 1970-73. As was the case with Pap tests, 
the income differential did not decrease between 1973 and 
1979; thus, low-income women were still less likely to 
receive breast examinations than high-income women. 

Screening for Hypertension 

Hypertension or high blood pressure is a major risk fac­
tor for heart disease and stroke and affects about 1 out of 5 
adult Americans. The prevalence of hypertension varies 

according to race, age, and income. Black people, older 
people, and people with low income are all more likely to 
develop hypertension than others (National Center for 
Health Statistics, 1978). Death rates for cardiovascular 
disease are about two times higher for black women than 
white women and are approximately 30 percent higher for 
black men than white men. The race differentials vary ac­
cording to age, with greater variation occurring at younger 
ages than at older ages. Cardiovascular death rates also 
vary according to sex. The male to female ratio is about 2 
among white people and about 1.6 among black people 
(National Center for Health Statistics, 1980b). 

Clinical trials have shown that medical treatment to con­
trol elevated blood pressure can reduce mortality for 
individuals with both mild and severe hypertension 
(Hypertension Detection and Followup Program 
Cooperative Group, 1979). Furthermore, favorable 
changes have occurred in treatment, awareness, and 
control of hypertension for people 35-74 years of age 
(National Center for Health Statistics, 1980b). A central 
component of better awareness and control is periodic 
blood pressure testing. 

The proportion of persons screened for hypertension in-
creased substantially between 1974 and 1979 (table C), 
although the magnitude of the changes over time varied ac­
cording to age, sex, race, and income. Among men 20-44 
years of age, both races and income groups increased their 
blood pressure tests by an average of 13 percentage points. 

Among women 20-44 years of age, the increase in blood 
pressure tests varied according to race and income. Blood 

Table B. Women with a breast examination during the past year, according to race, age, and family income United States, 1973 and 1979 

Age and family income Total1 

1973 

20-64 years 

All incomes. . . . . . . . . . . . . . . . . . . . . . . 55.6 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 45.5 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 58.7 

20-44 years 

All incomes . . . . . . . . . . . . . . . . . . . . . . . . 62.5 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 56.1 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 64.4 

45-64 years 

All incomes . . . . . . . . . . . . . . . . . . . . . . . . 44.5 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 32.9 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 48.5 

1Includes all other races not shown separately. 
21ncludespersonsfor whom income was not reported. 

1979 

62.8 

57.5 
66.4 

65.4 

62.6 
67.9 

58.2 

50.9 
63.3 

Race 

White 

1973 1979 

Percent of women 

55.7 61.8 

44.8 53.5 
58.6 66.0 

62.8 64.4 

56.0 58.7 
64.3 67.5 

45.0 57.2 

32.8 47.6 
48.7 63.2 

Black 

1973 1979 

54.3 71.4 

47.9 69.0 
60.6 70.9 

61.8 73.2 

56.9 71.1 
66.3 71.9 

39.6 67.0 

33.4 65.0 
46.5 *67.6 

NOTE Definitions of low and high income groupings are based on family income for each year as follow= 

Year Low income High income 

1973 Leas than $6,000 $ 6,000 or more 
1979 Less than $10,000 $10,OOOor more 

SOURCES National Center for Health Statistics Data from the 1973 National Health Interview Survey and from the 1979 National Survey of Personal Health 
Practices and Consequences. . 
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Table C. Persons with a Mlood presure test during the past year, according to race, age, sex, and family income: United States, 
1974 and 1979 

Race 

Age, sex, and family income Totalf White Black 

1974 1979 1974 1979 1974 1979 

20-64 YEARS 
Percent of population

Male 

All incomes . . . . . . . . . . . . . . . . . . . . . . 61.6 75.2 61.5 74.9 66.1 79.3 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 58.8 69.3 58.3 67.6 61.2 82.7 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 62.5 76.2 62.2 76.0 68.1 78.3 

Female 

All incomes . . . . . . . . . . . . . . . . . . . . . . . 75.5 63.5 75.0 82.0 80.1 96.1 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 74.9 86.4 74.3 83.5 77.2 96.0 
High income. . . . . . . . . . . . . . . . . . . . . . . . . . 76.0 63.6 75.5 83.1 82.6 95.3 

20-44 YEARS 

Male 

All incomes . . . . . . . . . . . . . . . . . . . . . . . 59.4 72.8 58.9 72.6 66.1 75.8 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 56.5 64.0 55.8 62.4 59.5 �74.3 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 59.8 74.2 59.3 74.1 68.0 *78.6 

Female 

All incomes . . . . . . . . . . . . . . . . . . . . . . . 75.9 82.4 75.2 60.7 80.9 95.2 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 73.5 88.0 72.4 85.5 76.6 95.6 
High income. . . . . . . . . . . . . . . . . . . . . . . . . . 76.8 81.6 76.1 81.0 83.9 93.7 

45-64YEARS 

Male 

Allincomes2 . . . . . . . . . . . . . . . . . . . . . . . 65.7 80.0 65.6 79.6 66.2 87.0 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 62.7 61.6 62.7 81.2 63.4 *1OO.O 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 67.0 80.1 66.7 79.5 68.4 *77.8 

Female 

All incomes . . . . . . . . . . . . . . . . . . . . . . . 74.9 85.5 74.6 84.3 78.4 98.1 

Low income . . . . . . . . . . . . . . . . . . . . . . . . . . . 76.6 84.5 76.4 81.3 77.9 96.6 
High income . . . . . . . . . . . . . . . . . . . . . . . . . . 74.6 67.5 74.3 87.4 79.9 $100.0 

‘Includes all olher races not shown separately. 
21ncludespersons for whom income was not reportsd. 

NOTE Definitions of low and high income grouping:;are baaed on family Income for each year as follows 

Year Lowincome Hlghhrcome 

1974 Lessthan$ 6,000 $ 6,0000r more 
1979 Less than $10,000 $10,OOOor more 

SOURCES National Center for Health Statistics: Data from the1974Natlonal Health lntewlew Suweyand fromthe 1979National Suweyof Personal Health 
Practices and Consequences. 

pressure tests increased more among black women than 
white women in this age group and more among low-
income women than high-income women. The increases 
range from about 5 percenta~ge points :For high-income 
white womento 18 percentage points forlow-income black 
women. This trend toward greater increases among higher 
risk subgroups is encouraging. 

The largest changes in blood pressure screening occurred 
among men 45-64 years of age, The percent tested increased 
an average of 26 percentage points among low-income 
men, compared with an average increase of 13 percentage 

points among high-income men. As a result, the low in-
come were less likely than the high income to be screened 
in 1974, but low-income men were slightly more likely to 
be screened in 1979. However, there are no significant 
racial differences in the proportion of midclle-aged men 
tested for hypertension either in 1974 or 1979. 

Finally, blood pressure testing has increased more 
among black women 45-64 years of age than among white 
women in this age group. In contrast to the younger 
women, the increase has been greater among high-income 
than low-income women. Increases in blood pressure 
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testing among middle-aged women range from about 7 
percentage points for low-income white women to about 
22 percentage points for high-income black women. 

Conclusion 

The percent of persons receiving each of the three 
preventive services within the past year increased from 
1973 to 1979. The degree of change differs by economic’ 
and demographic variables. In 1973, the high-income 
group was more likely than the low-income group to 
receive preventive care; and, in 1974, women were more 
likely than men to be screened for high blood pressure. In 
1979, although the size of differences between groups 
decreased, the likelihood of receiving preventive care con­
tinued to vary according to income and sex. 

The increases in the use of preventive services are en­
couraging, especially in instances where high-risk 
subgroups show improvements to a greater extent than 
others. For example, black women showed increases in 
Pap tests and breast examinations to a greater degree than 
white women. Similarly, blood pressure tests increased 
more among black women than white women. Screening 
for hypertension increased more for low-income than high-
income persons among women 20-44 years of age and men 
45-64 years of age. The percent of women receiving 
preventive care increased more for middle-aged women 
than for younger women. However, middle-aged women 
were still less likely to receive preventive services. This may 
result from the fact that all three preventive services are 
usually performed during routine visits for family planning 
and obstetric care, which are more likely to occur among 
women 20-44 years of age. 

A number of events occurred during the 1970’s that 
could have contributed to the changes noted. Mounting 
recognition of the importance of disease prevention has 
resulted in health education efforts to encourage the use of 
preventive services. This is particularly true for breast 
cancer and hypertension, both of which have received 
substantial publicity. The increases in blood pressure 
testing may be attributed partially to hypertension pro-
grams initiated during the 1970’s. The National High 
Blood Pressure Education Program (NHBPEP) began in 
1971 and includes Federal agencies, more than 150 na­
tional organizations, and State health departments. The 
objectives of NHBPEP are to increase public and profes­
sional awareness of hypertension and to promote adequate 
treatment (Ward and Johnson, 1976). The Community 
Hypertension Evaluation Clinic Program, another major 
effort to control hypertension, screened more than one 
million people during 1973-75 (Stamler et al., 1976). 

Government programs have played a role in making it 
possible for the poor and medically underserved to receive 
preventive care, Medicaid provides medical assistance to 
welfare recipients and the medically needy. Community 
Health Centers provide primary care to medically 
underserved areas, Federally subsidized family planning 

services include the three preventive measures discussed: 
Pap tests, breast examinations, and blood pressure tests. 
The greater increase in hypertension screening among poor 
women of childbearing age than among poor middle-aged 
women could result from the inclusion of blood pressure 
tests with family planning services. 

Despite the improvements in prevention that occurred 
during the 1970’s, it is clear that the poor still use preven­
tive services less often than the nonpoor (Davis, Gold, and 
Makuc, 1981). In addition to the 1979 NSPHPC data 
presented in this articIe, other recent data ako indicated 
that the poor are at a disadvantage in using preventive 
medicine. A 1976 national survey conducted by the Center 
for HeaIth Administration Studies and National Opinion 
Research Center found that women in high-income 
families were 40 percent more likely to have Pap tests and 
breast examinations than women in low-income families 
(Aday, Anderson, and Fleming, 1980). It should also be 
noted that the income differentials shown herein are 
smaller than would have been observed if the official 
poverty definition had been used. This point is illustrated 
by an analysis of the 1973 NHIS, which used the official 
poverty line and found much larger differences by income 
in use of Pap tests than shown in table A (Kleinman and 
Kopstein, 1981). 

This analysis of changes in preventive care has been 
limited to adults 20-64 years of age. However, children 
aIso do not use preventive services at an equal rate. Data 
from the 1979 U.S. Immunization Survey conducted by the 
Center for Disease Control indicate that racial minorities 
are Iess likely to be immunized against childhood disease 
than the white majority, and chfldren from poverty areas 
in centraI cities are Iess likely to be immunized than subur­
ban children (detailed table 25). A study of the use of 
preventive care by preschool children in five low-income 
urban areas found that having a regular source of care was 
an important access factor in the use of preventive care 
(Wan and Gray, 1978). Regular users of neighborhood 
heahh centers and public heaIth clinics were as likely to be 
immunized and to have a physical checkup as those who 
received their care from private physicians. 

In summary, the data presented in this article indicate 
substantial increases in the use of three preventive services: 
Pap tests, breast examinations, and bIood pressure tests. 
Some of the largest changes occurred for high-risk 
subgroups. Especially notable is the increase in blood 
pressure testing among low-income, middle-aged men. 
However, despite these encouraging trends, low-income 
people are still less likely to use preventive services than 
those with higher income. 
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Long-Term Care for the 
Elderly in Five States 
by Jennifer H. Madans, Ph. D., 
National Center for Health Statistics 

Introduction 

The age group 65 years and over has been growing faster 
than any other in America. In addition, the greatest rate of 
increase has been among the population 85 years of age 
and over. These trends are likely to continue for many 
decades affecting all aspects of American society. The ef­
fects on the health care system will be particularly striking. 

Expenditures for health care made by the elderly are 
already disproportionate to their number. In 1978, the 
population 65 years of age and over made up 11 percent of 
the total population but spent 29 percent of all health care 
dollars (Health Care Financing Administration, 1980a). As 
mortality resulting from debilitating chronic conditions 
declines, the number of’ ‘frail” elderly will increase, plac­
ing special demands on the health care system. Moreover, 
one particular sector of the health care system—long-term 
care-will be most affected by the “aging” of the popula­
tion because it provides services primarily to the elderly. In 
1978, $15.8 billion was spent on nursing home care, just 
one component of long-term care. This constituted 9.4 per-
cent of all personal health care expenditures and 25.6 
percent of expenditures among people 65 years of age and 
over (Health Care Financing Administration, 1980a). 

A large proportion of the health care costs of the elderly 
are borne by public programs. In 1978, Medicare paid for 
44 percent of the personal health expenditures of those 65 
years of age and over. These expenditures were primarily 
for hospital care and physician services (Health Care 
Financing Administration, 1980a). In 1977, Medicare paid 
for only 2 percent of the average monthly charges 
associated with nursing home care, whereas Medicaid paid 
for 48 percent of these charges (detailed table 72). By all 
projections, the total cost of long-term care will increase. 
It is important to understand how the ever-growing 
number of older Americans will affect the health care 
system in general and the long-term care system in 
particular. 

Viewed in a broad context, the long-term care system is 
responsible for providing the wide range of care, both 
medical and personal, that does not require the intensity or 
level of care provided by short-stay hospitals. Included in 
the pool of potential recipients of long-term care are those 

individuals who suffer varying degrees of impairment from 
chronic conditions as well as those who are recuperating 
from acute illness. Some of these patients require intensive 
medical and nursing care, while others require only 
minimal assistance and supervision. The settings in which 
care is provided are equally diverse, ranging from medical­
ly oriented facilities to home health care. 

Determining that an elderly person must be institu­
tionalized depends not only on medical need but also on 
whether care can be provided by family and friends or by 
community-based programs. The availability of care at 
various levels of need is affected by State and Federal 
legislation and regulations as well as market forces. Many 
solutions to the problem of providing long-term care are 
possible given the diversity in level of need, the variety of 
settings in which care can be provided, and the changing 
social, economic, and political conditions. Some of this 
variation is apparent in long-term care practices that have 
evolved in State systems. 

Nursing home care-represents an important component 
of the long-term care syste,m. Any variation in the utiliza­
tion of nursing homes for the care of the elderly might 
suggest other ways in which State long-term care systems 
differ. In 1977, the National Center for Health Statistics 
(NCHS) conducted a nationwide sample survey of nursing 
homes. The sample was drawn so that State estimates 
could be obtained for five States. Although these five 
States were not selected because they are representative of 
the range of variation in long-term care practices, dif­
ferences among these States can be used to analyze 
geographic variation in nursing home utilization. This type 
of analysis can be valuable because it highlights areas with 
unusual characteristics. Such variations may point to fac­
tors that can be manipulated to reduce costs or increase 
quality. By comparing the situation in different States, 
hypotheses concerning the utilization process can be 
formed. 

An additional advantage of this analytic approach is the 
ability to incorporate several different types of data 
sources. Individual studies of health statistics and health 
care practices are usually limited by design to either the in­
stitutionalized or noninstitutionalized population, and the 
analyses based on these studies are thereby limited in the 
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kinds of questions that can be addressed. This analysis is 
based on data on the institutionalized as well as noninstitu­
tionalizecl elderly. 

While the analysis of geographical variation is a poten­
tially valuable tool, it must Ibeused with caution. Causes of 
variation across geographic units are often difficult to 
determine, especially w,hen many facto:rs may be involved. 
Moreover, different types and levels of measurement error 
are associated with the different sources of data, and it is 
sometimes impossible to determine whether the patterns 
observed are meaningful or result from undetected bias in 
the data. Despite the inherent limitations, t,he study of 
health care for the elderly is of sufficient importance to 
warrant tlhat all available sources of data and forms of 
analysis be utilized to their fullest, even if many of the rela­
tionships proposed by these analyses are not verified by 
future, more detailed analyses. 

Several sources and types of data are used in this article. 
Data on nursing home utilization and characteristics of the 
institutionalized population are from the NCHS 1977 Na­
tional Nursing Home Survey mentioned previously. Data 
on other forms of long-term care are referenced when 
applicable,, These utilization data are augmented by infor­
mation on State and Federal regulations concerning pay­
ment for these services. Finally, data from the National 
Health Interview Survey, conducted by NCHS, and data 
from the Survey of Income and Education and the Current 
Population Survey, conducted by the U.S. Bureau of the 
Census, describe the characteristics of the noninstitu­
tionalized population 65 years of age and over. Analyzing 
these various aspects within a single framework broadens 
understanding of the processes underlying long-term care 
for the elderly. By comparing these processes across 
geographic units, differences in these processes are 
highlighted. 

Variation in Nursing Home 
Utilization 

The five States for which estimates axe available from 
the 1977 National Nursing I-Iome Survey are Massachu­
setts, New York, Illinois, Texas, and California. The 
survey collected descriptive data on the nursing home 
facilities, staffs, and costs. At the same time, data were 
collected on samples of resickmts at each sampled facility 
and on samples of persons discharged from those facilities 
during 1976. Reports based on data from the entire survey 
and from the five States have been published elsewhere 
(National Center for Health Statistics, 1!2!79and 1980b). 

As noted above, there is the potential for a great deal of 
variation in the characteristics of nursing home patients. 
Keeler, Kane, and Solomon 1[1981)identify two distinct 
groups of patients—those convalescing from acute ill­
nesses who stay in the institution for only a short time, and 
those no longer able’ to live independently because of men­
tal or physical problems who have long lengths of stay. 

These two groups were found to have very different 
characteristics. Variation in the mix of patients served by 
the different State systems is an important aspect of varia­
tion in nursing home utilization. At any given point in 
time, the resident population of nursing homes is com­
posed primarily of patients with long lengths of stay; 
analyses of samples drawn from the resident population 
will reflect the characteristics of this group. However, 
analyses based on a sample of discharges will give a more 
representative picture of the range of patients served by the 
institution. This article focuses on data from the discharge 
sample for those 65 years of age and over. 

Data presented in tables A and B indicate that States 
vary considerably in nursing home organization and 
utilization. The nature of the nursing home system in some 
States can be characterized by these data; but in other 
States, no clear pattern is discernible. 

One of the clearest patterns occurs in California. Nurs­
ing home care in California is characterized by a high rate 
of turnover and short lengths of stay. A large proportion 
of beds are certified by Medicare and Medicaid for skilled 
nursing care only (table A). That is, the facilities in which 
these beds are located have met the criteria for a skilled 
nursing facility set up by Medicare and Medicaid and are 
therefore eligible for reimbursement under these pro-
grams. Both Medicare and Medicaid reimburse for skilled 
nursing care, whereas reimbursement for intermediate care 
is an option only under Medicaid. However, California 
also has the highest proportion of beds not certified for 
either skilled nursing or intermediate care (table A). A 
somewhat smaller proportion of discharged residents are 
admitted with a primary diagnosis of senility or mental 
disorder in California, and the proportion of those alive at 
the time of discharge who were discharged to a private or 
sem~private residence is largest in that State (table B). 

The situation in Massachusetts is quite different from 
that in California. The utilization rate is high in Massachu­
setts, and only a small proportion of beds are certified for 
skilled nursing care only whereas a large proportion are 
certified for intermediate care only (table A). The median 
length of stay is long, and the proportion of discharges 
with very long stays (at least 1 year) is particularly high 
(table B). The proportion of discharged residents with a 
primary diagnosis of mental disorder or senility at admis­
sion is higher in Massachusetts than in the other States, 
and the proportion who are bedfast is lower. 

New York is similar to Massachusetts in several respects. 
Lengths of stay are relatively long, the proportion of 
residents with a primary diagnosis of mental disorder or 
senility at admission is high, and the proportion of 
discharged residents who are bedfast is low (table B). In 
addition, New York has the smallest proportion of 
discharged residents who were discharged to a private or 
semiprivate residence. New York differs from Massachu­
setts in that New York has low availability of nursing home 
beds and fewer residents per 1,000 population 65 years of 
age and over. Although a large proportion of all beds are 
certified for skilled care (table A), only a small proportion 
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Table A. Nursing home utilization by persons 65 years of age and over, according to selected measure= Selected States, 1976 and 1977 

State 
Selected measure 

California Illinois Massachusetts New York Texas 

Number per 1,000 population 65 years and over 

Residents1,2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 50.4 57.0 59.1 42.5 63.4 
DischargesI,* . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60.3 39.1 44.7 31.1 44.1 
Beds2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65.2 75.4 74.7 50.5 85.6 

Certification status Percent of beds 

Skilled nursing only3 . . . . . . . . . . . . . . . . . . . . . . . . 54.6 14.1 6.6 41.1 
Skilled nursing and intermediate cares . . . . . . . . . 27.7 43.7 36.3 40.4 1:; 
intermediate care only3 . . . . . . . . . . . . . . . . . . . . . . 1.3 30.9 48.2 7.8 68.4 
Not certified . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.4 11.2 9.0 10.7 4.6 

lData from the Ig76 National Master Facility lnvento~ adjusted to the age distribution found in each State in the 1977 National Nursing Home Su~eY. 
2Datafor 1976 
3Data for 1977. 

SOURCES Division of Health Care Statistics, National Center for Health Statisticx Data from the 1976 National Master Facility lnventoty andthe 1977 
National Nursing Home Survey. 

Table B. Nursing home discharges, according toselected characteristics Selected States, l976 

State 
Characteristic 

California Illinois Massachusetts New York Texas 

Age Percent of discharges 

64-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . 21.4 19.9 17.3 15.7 24.6 
75-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . 44.4 43.4 45.7 46.5 42.4 
85yearsandover . . . . . . . . . . . . . . . . . . . . . . . 34.2 36.8 37.0 37.7 33.0 

Otherl 

Mental disorder or senility2 . . . . . . . . . . . . . . 11.5 12.9 15.2 14.2 10.0 
Bedfast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17.2 19.2 11.3 23.7 
Continencedifficulties. . . . . . . . . . . . . . . . . . 46.9 55.3 3:: 34.6 49.6 
Intensive care prior to discharge.. . . . . . . . . 55.5 53.1 54.2 42.8 53.6 
Discharged to private or semiprivate 

residence . . . . . . . . . . . . . . . . . . . . . . . . . . 45.0 29.0 31.2 20.1 31.8 
Length of stay longer than 1 year.. . . . . . . . 14.9 18.8 29.2 25.9 23.6 

Numberofdays 

Median length of stay . . . . . . . . . . . . . . . . . . . 40 63 84 115 95 

lAge adjusted by the direct method to the 1970 POPLIlatiOn,usin93 age gro”ps-
*prima~ diagnosisat admission. 
Spercent of live discharges. 

NOTE Cases with extreme weights have been deleted fromthe analysis. 

SOURCE Diviaionof Health Care Statistics, National Center for Health Statistics Data from the National Nursing Home Suwey. 

of discharged residents receive intensive nursing care prior 
to discharge (table B). 

Although some dimensions ofnursing home utilization 
and care differ between New York and Massachusetts ,the 
systems in both States are very different from the one in 
California. California nursing homes provide care to pa­
tients requiring long Iengths ofstay, but it appears that a 
larger proportion of the nursing home population in 
California receives short-term convalescent care than is the 
case in New York and Massachusetts. In these States, a 
larger proportion of the nursing home population seems to 

require long-term care resulting from an inability to live 
independently. 

The patterns in Texas and Illinois are not as clear. 
Availability and utilization are high in Texas, and most 
beds are certified for intermediate care only (table A). 
Although discharged residents are younger in Texas than 
in other States (a larger proportion are 65-74 years of age), 
lengths of stay are long and the proportion who are bedfast 
is large (table B). Ilhois is about average on most 
characteristics except that a large proportion of discharged 
residents are bedfast. 
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Alternative Forms of Long-Term Care 

Nursing home facilities are not the only option for pro­
viding long-term care. Chronic disease hospitals, mental 
institutions, and even short-term hospitals on the one hand 
and home health care and community-based day care on 
the other hand can be used to provide long-term care. The 
characteristics of a State’s nursing home system should be 
evaluated in conjunction with the utilization of these other 
facilities,, In fact, if States vary in the extent to which nurs­
ing home care is utilized and in the type of patient served, 
they may also vary in the use of alternative forms of long-
term care. 

Utilization of State and county mental hospitals is 
higher in New York than elsewhere. At the end of the 1977 
reporting year, the inpatient utilizaticm rate for these in­
stitutions by people 65 years of age and over was 6.4 per 
1,000 population 65 years of age and cwer, compared with 
a rate of 0.2 for California and 1.9 for the Nation as a. 
whole (National Institute of Mental Health, 1980). 
Perhaps some of the elderly in State and county mental 
hospitals in New York would be found in nursing homes in 
other States. Thus, while New York’s nursing home 
utilization rate may be low, the addition of those in State 
and county mental hospitals brings the total rate of institu­
tionalization for the elderly nearer to the national average. 

In some cases, care in short-stay hospitals is substituted 
for nursing home use. This seems to be the case in 
Massachusetts and New York. Medicare data from 1977 
indicate that the average length of stay in short-stay 
hospitals was 14.5 days in New York and 12.5 days in 
Massachusetts, compared with 9.0 days in California 
(Health Care Financing ‘Administration, 1980b). This 
variation in length of stay is apparent for particular 
diagnoses as well as for utilization in general. In 1976, the 
average length of stay for cerebral thrombosis in short-stay 
hospitals was 12.0 days in the West Region, and 18.6 days 
in the Northeast Region (Health Care Financing Ad-
ministration, 1981). These findings suggest that nursing 
homes are more likely to be used for sho]l-term recuperation 
in California than in the other States, whereas short-stay 
hospitals are more likely tct be used for this purpose in 
Massachusetts and New York. 

The utilization of chronic disease hospitals is also more 
prevalent in Massachusetts than elsewhere. No such 
hospitals exist in California or Texas, but they accounted 
for almost 7 beds per 1,000 population [55years of age and 
over in Massachusetts in 1976 (National Center for Health 
Statistics, 1980a). The utilization of chronic disease 
hospitals and long lengths of stay in short-stay hospitals in­
dicate a higher utilization of institutionalized long-term 
care in Massachusetts than is indicated by the use of nurs­
ing homes alone. 

Information is more difficult to obtain for congregate 
living facilities, adult day care, and home health care. 
These types of facilities are just beginning to be developed, 
and research is needed to determine the cost-effectiveness 
of these programs and their effects on the quality of life. 

Characteristics of the 
Noninstitutiomdized Elderly 

Factors that influence how many and what types of peo­
ple receive nursing home care also affect which people 
remain in the community. The characteristics of the in­
stitutionalized elderly, whether in nursing homes or other 
facilities, must be viewed in conjunction with those of the 
noninstitutionalized elderly population. The interrelation-
ships between and among Medicaid reimbursement rules, 
the characteristics of long-term care facilities and their 
residents, and the health and social statuses of the 
noninstitutionalized population are complex. The poten­
tial pool of nursing home residents is defined initially by 
the age, health, and social characteristics of the popula­
tion. Reimbursement rules affect the characteristics of the 
nursing homes and of the institutionalized population. 
This, in turn, affects the health and social characteristics 
of the noninstitutionalized. 

In this section, selected general health and social 
characteristics of the noninstitutionalized elderly popula­
tion in each State are presented. Although the National 
Health Interview Survey is not designed to provide State 
estimates, a technique has been developed for this purpose. 
State estimates of disability from the data collected in the 
1974-76 surveys are available (National Center for Health 
Statistics, 1978). State estimates of selected economic and 
social characteristics are available from the Survey of In-
come and Education conducted in 1975 (U.S. Bureau of 
the Census, 1979) and the March 1977 Current Population 
Survey (U.S. Bureau of the Census, 1978). Only a very 
limited description of the social and health characteristics 
of the rmninstitutionalized elderly can be derived from 
these data. Given their limited scope, the data presented 
should be viewed as suggestive for future research rather 
than as definitive findings. 

As characteristics of nursing homes differ among the 
five States’, so do the health and social characteristics of 
the noninstitutionalized populations. However, only in the 
case of C#lfornia do the characteristics of the long-term 
care system and of the noninstitutionalized elderly seem to 
be related. California has the highest proportion of 
residents with at least 4 years of high school and one of the 
lowest proportions with income below the poverty levell 
(table C). While the socioeconomic status of elderly 
residents is generally higher in California than in the other 
States, the health status of the elderly in California appears 
to be somewhat poorer (table D). In general, elderly 
Californians report a large number of bed-disability days 
and restricted-activity days and more limitation of activity. 
The low level of nursing home utilization and the generally 
poorer health status of the noninstitutionalized residents 
suggest that alternatives to institutionalization are more 
likely to be used in California than in the other States. 
Research is needed to determine what alternative forms of 

lTh~~Ove~Yin&Xas Usedin the Survey of Income ~d Education ad­
justs income by such factors as family size, sex of family head, number of 
children under 18 years of age, and farm or nonfarm residence. 
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Table C. Selected socioeconomic characteristics of noninstitutionalizad persons 65 years of age and ovec Salectad States, 1976 and 1977 

State 
Characteristic 

California Illinois Massachusetts New York Texas 

Percent of persons 

At least 4 years of high school’ . . . . . . . . . . . 48.7 31.6 44.1 35.7 38.8 
Living alone2. . . . . . . . . . . . . . . . . . . . . . . . . . 30.6 29.7 27.9 30.4 32.2 
lncomebelow poverty2’3. . . . . . . . . . . . . . . . . 7.6 10.2 5.9 9.1 22.5 

Median years of school 

Educational attainment’ . . . . . . . . . . . . . . . . 11.6 8.9 10.7 9.2 9.9 

‘Data for 1977.

2Data for 1976.

%he poverty index as used in the Survey of Income and Education adjusts income by such factors as family size, sex of family head, number of children under

18 years of age, and farm or nonfarm residence.


SOURCES (U.S. Bureau of the Census, 1978 and 1979.)


Table D. Selacted haalth characteristics of noninstitutionalized persons 65 yaare of age and ovec Selected States, 1974-76 

State 
Characteristic 

California Illinois Massachusetts New York Texas 

Percent of persons 

Limitation of activity . . . . . . . . . . . . . . . . . . . . 48 41 41 41 48 

Average number 

Bed-disability days . . . . . . . . . . . . . . . . . . . . . 14 12 13 
Restricted-activity days . . . . . . . . . . . . . . . . . 47 E 31 29 X 

SOURCE (National Center for Health Statistics, 1978.) 

care, if any, are used and to evaluate the consequences on 
the quality of life. 

Unlike California, Texas has one of the lowest propor­
tions of persons with at least 4 years of high school and the 
highest proportion of persons with incomes below the 
poverty level (table C). However, Texas is similar to 
California in that health status appears to be poor (table 
D). It is not clear how these similarities and differences in 
the health and social characteristics between the noninsti­
tutionalized elderly populations in Texas and California 
relate to the differences in their systems of long-term care. 
In general, the social, economic, and health characteristics 
of residents of Illinois, Massachusetts, and New York are 
similar. The noninstitutionalized residents of these States 
report somewhat better health than those of California and 
Texas. 

A potential alternative to institutionalization in Califor­
nia may be a greater reliance on supportive living 
arrangements. While data on informal support systems 
and congregate living arrangements are scarce, some data 
exist on the composition of the households in which the 
elderly live. Despite reporting more disability and limita­
tion of activity, elderly residents of Cdlfomia are no less 
likely than those in other States to live alone. The higher 
social and economic status of the elderly in Cfllfomia may 
make it possible for them to purchase the care necessary to 
avoid or postpone institutionalization and to maintain in-

dependent households. It may also be the case that while 
the prevalence of disability maybe higher in California the 
severity may be less than it is among the poor in other 
States. 

Conclusion 

This article has described State variation in long-term 
care utilization and in the characteristics of the non-
institutionalized elderly. Among the most striking 
differences in use are those between California and 
Massachusetts. The nursing home system in California is 
characterized by high turnover rates and short lengths of 
stay with discharge back into the community. These fac­
tors coupled with short lengths of stay in short-stay 
hospitals suggest that nursing home care is used as an ex-
tension of short-stay hospital care for recuperation more in 
California than in other States. Indications are that limited 
care facilities are used more prevalently in California than 
elsewhere. California has the largest proportion of beds 
not certified for either skilled nursing or intermediate care, 
and it is likely that the number of beds in domic~lary 
homes is underestimated. The noninstitutionalized popula­
tion in California, although no less likely to live alone, 
report more limitations resulting from poor health. In con­
trast, utilization in Massachusetts is much higher and 
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lengths of stay longer. Recuperation from physical illness 
seems to take place in the short-term hospital, and nursing 
home care is more likely to be associated with disability 
related to sentility. 

Many factors have influenced the development of the 
long-term care systems in these five States, and those must 
be taken into account when evaluating the systems. On the 
most basic level, characteristics and needs of potential 
long-term care recipients vary by region. Migration pat-
terns, particularly those associated with retirement, can 
have an important effect on this variation. Migration not 
only affects the health characteristics of the elderly in an 
area, but it also affects the availability of the support 
structure in terms of family and friends on which an in­
dividual can rely to delay cmavoid institutionalization. 

In addition, the appropriateness of the potential 
responses to the need for long-term care can be affected by 
diverse factors such as climlate, the spatial distribution of 
the population, or the architectural characteristics of 
available housing. For a given level of disability, recipients 
of care may be well-served by a limited-care, community-
based facility if the climate in the area is generally 
moderate, the facility is conveniently located, and housing 
that suits the physical limitations of the population is 
available. Extremes in temperature or low population den­
sity may make this type of facility inappropriate in some 
areas. 

Variation in nursing home utilization is also affected in a 
direct way by the States’ involvement in the Medicaid pro-
gram. More than 47 percent of all nursing home care was 
paid for by Medicaid in 1977 (detailed table 72). States 
determine eligibility for services and rates for reimburse­
ment within the constraints of the Medicaid guidelines. 
These determinations are important factors in the develop­
ment of the nursing home system, Reimlmrsement rules, in 
particular, provide incentives for the industry to develop 
along certain dimensions. The relationships are quite com­
plex, and the results are often unintended by policymakers. 

To participate in the Medicaid program, States must of­
fer skillecl nursing facility services and home health 
services to individuals 21 years of age and over. Institu­
tional services in intermediate care facilities is an option 
for which Federal financiad participation is available. 
However, States may place limitations on the extent and 
kind of services received. For example, California, New 
York, and Texas require so]me form of authorization or 
some determination of level of care prior to admission to a 
skilled nursing and/or intermediate care facility. 

An individual’s eligibility for Medicaid is linked to two 
federally assisted welfare programs-Aid to Families with 
Dependent Children and Supplemental Security Income 
(SS1). All people receiving cash assistance must be covered 
by Medicaid except for SS1 recipients whose coverage can 
be limited by more restricted State eligibility standards in 
effect prior to the implementation of the SS1 program. 
States can expand eligibility to cover recipients of State 
supplements to SS1 or to cover the “medically needy. ” 
Only Illinois uses a more restrictive criterion to determine 

SS1 eligibility, and only Texas does not extend eligibility to 
the medically needy. Both Illinois and Massachusetts ex-
tend eligibility to recipients of State supplements to SS1 
(Health Care Financing Administration, 1979). 

The long-term care system will continue to be in a state 
of flux for some time. The shifts in the age structure alone 
will require constant readjustments in the system. In the 
future, more attention may be paid to providing a wide 
range of care and a level of care appropriate to each 
patient’s needs. Because States vary in long-term care 
structure does not necessarily lead to the judgment that 
one system is “better” than another. State variation in 
long-term care systems resulting from variation in needs 
and in services appropriate to a given area will probably re-
main. In fact, as States become more adept at producing a 
system that fits the particular needs of its residents, State 
variation might increase. This variation represents a 
valuable tool in the analysis of the determinants of institu­
tionalization and the relative merits of alternative types of 
care. 
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Medical Care Use in 
Nonmetropolitan Areas 
by Joei C. KIeinman, Ph.D., National Center for 
Health Statistics 

Introduction 

The unique health problems of rural America were 
noted as early as 1862 in the First Report of the Commis­
sioner of Agriculture to President Abraham Lincoln 
(Roemer, 1976). Since that time, several programs at the 
Federal, State, and local levels have been designed to 
ameliorate these problems. Many early efforts focused on 
public health measures (e.g., county health departments 
and improved sanitation). Strategies to increase the supply 
of health manpower and facilities in rural areas date from 
the 1920’s (Roemer, 1976). 

Although the health problems of the inner-city poor 
have attracted a great deal of attention in recent years, the 
special problems of rural areas continue to be a source of 
concern. Recent evidence indicates that physicians, both 
general practitioners and specialists, are settling outside 
major cities to a greater extent than previously (Schwartz 
et al., 1980). However, large geographic differences in sup-
ply of manpower currently exist and are likely to remain in 
the future. These differences are especially important in 
view of the recent population growth in nonmetropolitan 
areas and the beginning of a net migration toward 
nonmetropolitan rather than metropolitan areas (Tucker, 
1976; Johnson and Purdy, 1980). 

In this ruticle, medical care utilization is compared by race 
and location of residence. Nonrnetropolitan areas are divided 
into two categories of nearly equal populations: counties with 
at least one city of 10,000 or more population (semirural 
areas) and counties with no city of population 10,000 or more 
(rural areas). Both types of nomnetropolitan areas (which 
comprise about 30 percent of the total population) are com­
pared with metropolitan areas. Data from the National 
Health Interview Surveys (NHIS) of 1976-78 are used for the 
major part of this analysis. 

Health Care Indicators 

Health Resources 

Substantial variation exists in the availability of health 
resources among the three types of areas. In 1977 (the mid-
point of the period covered by NHIS data), the number of 

patient care physicians per 100,000 population ranged 
from 170 in metropolitan areas to 99 in semirural areas to 
56 in rural areas. The variation in availability of bo~d­
certified specialists was even greater (Schwartz et al., 
1980). Much less variation existed in hospital beds per 
1,000 population—5.O in metropolitan and semirural areas 
and 4.1 in rural areas, according to 1976 data. 

The characteristics of physician practices also differ be-
tween metropolitan and nonmetropolitan areas. Results 
from two different surveys of physicians conducted in 1975 
show that physicians practicing in nonmetropolitan areas 
worked longer hours and saw considerably more patients 
per week than those in metropolitan areas (American 
Medical Association, 1977; Bureau of Health Manpower, 
1980). Other differences between metropolitan and 
nonmetropolitan physicians are complex with no clear-cut 
implications in terms of access to care (Bureau of Health 
Manpower, 1980). Another factor that needs to be con­
sidered is the number of nonmetropolitan residents who 
use medical care providers and faciMies located in nearby 
metropolitan areas. 

Physician Viits 

The initial contact with the medical care system, either in 
response to illness or for preventive care, is an important 
indicator of access. Individuals who have not consulted a 
physician in 2 years are more likely than others to have 
barriers to the receipt of needed care. Table A shows the 
proportion of persons with no physician visit in the 2 years 
preceding interview. 

The most striking differences are found among children 
under 17 years of age. Black children are more likely than 
white children to have had no visits, and the proportion 
with no visits in 2 years increases sharply for both races 
with decreasing urbanization. In rural areas, 21 percent of 
black children and 14 percent of white children had no 
visits, compared with only 10 percent and 9 percent, 
respectively, in metropolitan areas. 

The differences in the other age groups are relatively 
small. However, a tendency exists, especially among white 
people, for the proportion with no visits to increase with 
decreasing urbanization. 

The average annual number of physician visits per per-
son also differs markedly between metropolitan and 
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Table A. Persons with no physician visits during past 2 years, according to age, race, and location of residenc~ United States, 1976-78 

Race and location 
Age

of residence All Under 17-44 45-64 65 years 
ages 17 years years years and over 

Total’ Percent of population 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.9 10.4 13.1 15.6 13.5 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 12.2 9.2 12.7 14.9 13.2 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 14.3 12.8 14.0 17.0 14.0 

~u:wa12 . . . . . . . . . . . . . . . . . . . . . . . . . . 13.6 11.3 13.6 16.7 14.1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15.1 14.7 14.6 17.4 13.9 

White 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.9 10.0 13.2 15.8 13.5 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 12.3 8.9 12.8 15.2 13.1 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 14.1 - 12.1 14.0 17.0 14.1 

Semirural . . . . . . . . . . . . . . . . . . . . . . . . . . 13.5 10.9 13.6 16.6 14.0 
Rural., . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14.9 13.6 14.6 17.6 14.3 

Black 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.4 12.5 11.5 13.5 13.7 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 11.2 10.4 10.8 12.5 14.2 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 16.1 18.5 14.3 16.9 12.6 

Se;&ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 15.3 14.9 14.0 18.9 15.9 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.8 20.9 14.5 15.5 10.4 

lln~ludes al] other races not shown separately. 
2Nonmetr~p~litan counties with at ki3St 1 City of ~O@O population ‘r ‘ore. 
3N~nmetropolitan counties with no city of 10,000 POPJhtiOn or more. 

SOURCE National Center for Health Statistics: Diita from the 1976-78 National Health Interview Surveys. 

nonmetropolitan areas (table B). Once again, the largest 
differences in terms of both race and residence are among 
children. In metropolitan areas, there were 3.3 annual 
visits per black child and 4.5 annual visits per white child, 
compared with 2.1 and 3.9, respectively, in non-
metropolitan areas. No significant differences existed be-
tween rural and semirural areas. 

Among those 17-44 years of age, black people had an 
averagel of 13 percent more visits per year than white peo­
ple in each type of area. In addition, the number of visits 
decreased steadily with decreasing urbanization—residents 
of semiruml areas and residents of rural areas had an 
average of 6 percent and 15 percent fewer visits, respectively, 
than residents of metropolitan areas. 

In the older age groups, no significant differences exist 
between the races in the number df visits. Adults 45-64 
years of age living in semirural areas and those living in 
rural areas had an average of 8 percent and 15 percent 
fewer visits, respectively, than those living in metropolitan 
areas. Among the elderly, residents of nonmetropolitan 
areas had an average of 15 percent fewer visits than 
residents of metropolitan areas, but no significant dif­
ferences existed between residents of rural and semirural 
areas. 

@,hetem c‘average” in this section refers to a weighted average that Can-
not be directly computed from the tables. The weighted averages are 
based on a statistical technique that takes into account the variances of 
the estimates in the tables. 
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In addition to the differences in the total number of 
visits, the type of physician seen differs by race and 
residence. Table C shows the proportion of visits for which 
the physician was a general practitioner. In all age groups 
except 17-44 years, visits made by black people were con­
siderably more likely to be to a general practitioner. Fur­
thermore, the differences in physician supply among the 
three types of areas are reflected in sharp increases in the 
proportion of visits to general practitioners as urbaniza­
tion decreases. 

Hospitalization 

The patterns for hospital utilization are very different 
from those for ambulatory care use. The data in table D in­
dicate that the proportion of the white population with a 
hospital episode in the year preceding interview increases 
with decreasing urbanization. Compared with residents of 
metropolitan areas, residents of semirural areas and 
residents of rural areas were, on the average, 10 percent 
and 27 percent more likely, respectively, to have had a 
hospital episode. As a result of the greater length of stay 
among metropolitan residents, there were no significant 
differences in hospital days per 1,000 population between 
residents of metropolitan and semirural areas. However, 
white residents of rural areas had about 10 percent more 
hospital days than those of other areas. 

Among black people, however, only children showed a 
significant difference in hospital episodes by location of 



Table B. Physician visits per person per year, according to age, race, and location of residence United States, 1976-78 

Race and location 
Age

of residence All Under 17-44 45-64 65 yeare 
ages 17 years years years and over 

Total’ Number of visits 

Allareas . . . . . . . . . . . . . . . . . . . . . . . . . . 4.8 4.1 4.6 5.5 6.6 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 5.0 4.3 4.7 5.7 6.9 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 4.5 3.7 4.3 5.0 5.9 

:u:~ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 4.6 3.8 4.5 5.2 5.8 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.3 3.6 4.0 4.9 6.0 

White 

Al[ areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.9 4.3 4.5 5.4 6.6 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 5.1 4.5 4.7 5.6 7.0 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 4.5 3.9 4.2 5.1 5.9 

Semirural . . . . . . . . . . . . . . . . . . . . . . . . . . 4.6 4.0 5.2 5.8 
Rura13. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.4 3.9 :: 4.9 5.9 

Black 

Al[ areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.6 3.0 5.2 5.8 6.6 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 4.8 3.3 5.3 6.1 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 3.9 2.1 4.7 4.8 :; 

Se:&ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 4.2 2.2 5.1 5.3 6.7 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.7 2.0 4.3 4.5 6.7 

‘Includes all other races not shown separately.

2Nonmetropolltan counties wlthatleastl cltyoflO,OOO population ormore.

3NonmetropOlitancounties with no city of 10,OOOPopulation or more.


SOURCE National Center for Health Statistics Data from the1976-78 National Health lntewlew Suweys. 

TabIeC. Vlsitsto general practitioners, according to age, race, and iocation ofresidence of patient United States, 1976-78 

Race andiocation 
Age

of residence Aii Under 17-44 45-64 65 years 
ages 17 years years years and over 

Totai 1 Percent of aii physician visits 

Aii areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 49.8 41.6 50.5 52.1 56.1 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 45.0 35.7 46.1 47.6 53.3 
Nonmetropoiitan . . . . . . . . . . . . . . . . . . . . . . . 61.3 55.3 61.4 63.0 67.7 

&#ura12.. .. . . . . . . . . . . . . . . . . . . . . . . 55.0 46.0 56.8 55.3 61.1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 69.4 64.2 68.2 73.0 74.6 

White 

Al lareas . . . . . . . . . . . . . . . . . . . . . . . . . . 49.3 40.8 50.1 51.5 57.5 

Met ropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 44.1 34.3 45.3 46.6 52.7 
Nonmetropoiitan . . . . . . . . . . . . . . . . . . . . . . . 60.8 54.5 61.3 62.5 66.9 

Semirural . . . . . . . . . . . . . . . . . . . . . . . . . . 54.7 47.2 57.2 54.7 60.2 
Rural . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 69.0 63.7 67.5 72.9 74.3 

Black 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 54.8 48.7 54.3 5s.1 64.0 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 51.7 45.1 52.2 55.0 58.6 
Nonmetropoiitan . . . . . . . . . . . . . . . . . . . . . . . 67.3 65.3 62.8 71.8 76.5 

~u:~ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 59.5 59.1 51.8 65.7 76.2 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 73.7 69.9 73.0 76.9 76.7 

1Includes all other races not shown separately. 
2Nonmetropolitan counties with atleastl cltyoflO,OOO population or more. 
3Nonmetropolitan counties with no city of 10,000 Population or more. 

SOURCE National Center for Health Statistics Data from the1976-78 National Health lntewiew Suweys. 
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Table D. Persons with a hoslpital episode during past year, according to age, race, and location of residence United States, 1976-78 

Age 
Race and location 

of residence All Under 17-44 45-64 65 yeare 
ages 17 years years years and over 

Total 1 Percent of population 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 13.1 6.2 13.4 16.0 24.9 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 12.5 6.0 12.8 15.3 23.6 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 14.5 6.7 14.9 17.6 27.1 

se;i~ralz . . . . . . . . . . . . . . . . . . . . . . . . 13.7 6.5 14.0 16.8 25.0 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15.5 6.9 16.0 18.6 29.2 

White 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 13.2 6.3 13.1 16.0 25.3 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 12.4 6.0 12.3 15.2 24.0 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . 14.8 7.0 14.7 17.8 27.5 

~u:~ralz . . . . . . . . . . . . . . . . . . . . . . . . . . 13.8 6.6 13.8 16.9 25.2 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.0 7.4 16.0 18.8 30.0 

Black 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 13.0 5.8 16.3 16.7 21.1 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 13.2 6.4 16.3 17.0 20.6 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 12.2 4.2 16.5 15.8 22.3 

Semirural . . . . . . . . . . . . . . . . . . . . . . . . . . 12.9 4.7 17.5 15.2 23.7 
Rural.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.7 3.9 15.7 16.3 21.4 

Ilncludes all other races nOt shown separately. 
zNonmetropolitan counties with at least 1 city of lWOO population or more. 
3Nonmetropolitancounties with no city of 10,000 population or more. 

SOURCE National Center for Healttl Statistics Data from the 1976-76 National Health Interview Surveys. 

residence. Furthermore, this difference was in the opposite 
direction to that observed among white people. There was 
a large and steady decrease in hospital episodes as ur­
banization decreased. 

Health Status 

It is difficult to evaluate these differences in medical care 
utilization without some indication of the differences in 
need for care. Historically, rural areas of the United States 
have had lower mortality rates than urban areas (Roemer, 
1976). However, the rural advantage has diminished as in­
fectious diseases have been virtually eliminated. For 
1968-72, the age-adjusted cleath rate for residents 35-74 
years of age in nonmetropolitan areas was only about 3 
percent less than that for those residents of metropolitan 
areas (National Center for Health Statistics, 1980a). Fur­
thermore, in terms of causes of death that are more 
amenable to medical care intervention, nonmetropolitan 
areas are at a distinct disadvantage, For 1968-72, mortality 
from cervical cancer was abet.tt 20 petcent higher, f~om 
motor vehicle accidents 70 percent higher, and, among 
men, from other accidents 30 percent higher in 
nonmetropolitan areas (National Center for Health 
Statistics, 1980a). In 1975, maternal mortality was about 
25 percent higher, and for 1974-77, infant mortality was 
about 10 percent higher in ncntmetropolitan areas (Na­
tional Center for Health Statistics, 1980b). 

Health indicators for the National Health Interview 
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Survey also suggest greater need for medical care in 
nonmetropolitan areas. The proportion reporting fair or 
poor health is greater among black people and generally in-
creases with decreasing urbanization (table E). Black 
children are more than twice as likely as white children to 
have fair or poor health. Although no significant dif­
ferences exist between children living in metropolitan and 
semirural areas, children in rural areas are an average 35 
percent more likely to be in fair or poor health. 

The differences among adults 17-44 years of age are 
sharper than those among children. Residents of semirural 
areas report fair or poor health an average of 12 percent 
more often and residents of rural areas an average of 54 
percent more often than residents of metropolitan areas. 

Among white adults 45-64 years of age, the proportion 
reporting fair or poor health steadily increases with 
decreasing urbanization. White residents of semirural 
areas are about 25 percent more likely and residents of 
rural areas 60 percent more likely to report fair or poor 
health than residents of metropolitan areas. Among black 
people in this age group, the difference between those 
residing in metropolitan and semirural areas is similar to 
that for white people; however, the difference between 
residents of rural and semirural areas is not significant. 

Black elderly are about 50 percent more likely than white 
elderly to report fair or poor health. Both white elderly and 
black elderly show an average increase in fair or poor 
health of 9 percent between metropolitan and semirural 
areas and 36 percent between metropolitan and rural areas. 



Table E. Persona reporting fair or poor health status, according to age, race, and location of residenctx United States, 1976-78 

Race and location 
Age 

of residence All Under 17-44 45-64 65 years 
ages 17 years years years and over 

Total’ Percent of population 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.3 4.3 8.5 21.9 30.4 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 11.3 4.1 19.8 28.2 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 14.6 4.7 H 26.4 34.2 

:u:i;ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 12.6 4.0 8.2 23.4 30.4 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17.1 5.5 11.8 30.1 38.3 

White 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.5 3.7 7.4 20.3 29.2 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 10.3 3.4 6.8 17.9 26.8 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 13.8 4.2 8.8 25.0 32.9 

~u:&ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 12.0 3.7 22.2 29.6 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.2 4.8 1E 28.6 38.6 

Black 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 18.6 15.9 37.6 44.0 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 17.5 14.9 35.4 41.0 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 22.3 19.6 45.2 51.2 

Sw&ura12.. .. . . . . . . . . . . . . . . . . . . . . . . 19.9 16.9 43.7 43.4 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 24.1 21.7 46.3 56.2 

1Includes all other races not shownSeparately.

2Nonmetr~p~litan coun~es with at]eaStl city oflo,ooo population ormore.

sNOnrn@rOpOlitarlcounties with no city of 10,000 POP@ationor more. 

SOURCE National Center for Health Statistics Data from the1976-78 National Health Intewiew Suweys. 

Among adults 17 years of ageandover, the patternsin 
the proportion reporting limitation of usual activity 
because of chronic illness are similar to those reporting fair 
or poor health but not quite as strong. Among children, 
however, the proportion with limitation of usual activity 
decreases with decreasing urbanization, although the pro-
portions are very small. There are few differences by loca­
tion of residence in bed-disability days per person, 
although this measure is more influenced by medical care 
(e.g., physician-prescribed bed rest) than the preceding two 
measures. 

Since health status differs by location of residence, it is 
important to examine utilization rates after controlling for 
these differences. One method that partially controls for 
health status is comparing physician visits for only those 
who report fair or poor health (table F). This subgroup is 
more homogeneous with respect to health care needs than 
is the total population. This measure shows sharper dif­
ferences by race and location of residence than does the 
number of visits for all persons shown in table B. In par­
ticular, the black-white difference is extremely large 
among children. Black people in the two oldest age groups 
who report fair or poor health also have fewer visits than 
their white counterparts. No overall race differences ex­
isted among these groups in table B. There are no race dif­
ferences among adults 17-44 years of age. In each age 
group except the elderly, the number of visits decreases 
steadily with decreasing urbanization. Among the elderly, 
however, the residents of rural and semirural areas re-

porting fair or poor health have about the same number of 
visits. 

The number of visits for persons with limitation of usual 
activity because of chronic illness is an alternative measure 
of utilization that partially controls for health status. It 
also shows much greater utilization for residents of 
metropolitan areas than for those of rural areas. However, 
the number of visits for residents of semirural areas with 
activity limitation is not significantly different from the 
number for those of rural areas in the youngest age group. 
In the next two age groups, on the other hand, no signifi­
cant difference exists between residents of semirural and 
metropolitan areas. The oldest age group is the only one 
that shows a steady decline in number of visits (for those 
with activity limitation because of chronic illness) as ur­
banization decreases. 

Conclusion 

Ambtdatory care utilization is considerably lower for 
residents of nonmetropolitan areas than for those of 
metropolitan areas. Furthermore, residents of rural areas 
(i.e., nonmetropolitan counties with no city of population 
10,000 or more) generally have lower utilization rates than 
those of other nonmetropolitan areas. The differences are 
especially pronounced among children. Residents of 
nonmetropolitan areas are less likely to have preventive 
care, more likely to spend more than 30 minutes traveling 
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Table F. Physician visits per person reporting fair or poor health, according to age, race, and location of residencw United States, 1976-76 

Race and location 
Age

of residence All Under 17-44 45-64 65 years 
ages 17 years years years and over 

Totall Number of visits 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.5 10.9 11.0 10.5 9.7 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 11.4 11.6 11.9 11.4 10.6 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 9.0 9.7 9.4 9.0 8.4 

Seg~ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 9.9 11.2 10.8 10.1 8.5 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.1 8.4 8.1 7.9 8.3 

White 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.8 12.6 11.0 10.7 10.0 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 11.8 13.4 11.9 11.7 11.1 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 9.3 11.4 9.5 9.3 8.5 

Se~~ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 10.2 12.7 10.8 10.4 8.5 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.4 10.1 8.1 8.1 8.5 

Black 

All areas . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.3 6.8 11.2 9.3 7.7 

Metropolitan . . . . . . . . . . . . . . . . . . . . . . . . . . 10.1 8.1 12.1 10.1 7.8 
Nonmetropolitan . . . . . . . . . . . . . . . . . . . . . . . 7.2 3.4 8.9 6.9 7.5 

~&ra12 . . . . . . . . . . . . . . . . . . . . . . . . . . 8.2 10.9 7.9 7.7 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.6 ::; 7.8 6.3 7.4 

I]ncludes all other races not shown separately. 
2Nonmetropolitan counties with atieaStl city Oflo,ooo population Or mOre. 
3Nonmetropolitan counties with no city of 10,000 Population or more. 

SOURCE: National Center for Health Statistics Data from the1976-76 National Health lntetview Surveys. 

to a physician visit, and experience longer waits once there 
(Davis and Marshall, 1977; IKleinman and Kopstein, 1981; 
Aday, Anderson, and Fleming, 1980). These differences 
are of further significance because residents of 
nonmetropolitan areas appear to be less healthy than those 
of metropolitan areas. 

With respect to hospital utilization, however, the situa­
tion is different. White residents of nonmetropolitan areas 
have higher hospitalization rates than their counter-parts 
in metropolitan areas. Among black adults, there are no 
differences in hospital utilization by location of residence. 
Among black children, however, hc~spital utilization 
declines with decreasing urbanization. 

It is unclear whether the generally higher hospitalization 
rates in nonmetropolitan areas result fralm substitution of 
inpatient care for ambulatory care or from a lack of am­
bulatory care that may lead to more serious problems that 
require hospitalization. In either case, the higher cost of 
hospital care suggests that strategies to increase the use of 
ambulatory care in nonmetropolitan areas could have 
beneficial effects on total headth care expenditures. 

Although the supply of physicians is much greater in 
metropolitan than in nonmetropolitan areas, the dif­
ference in physician-to-population ratios may overstate the 
true difference in availability of care. Data from the 1978 
NHIS show that 17 percent of physician visits by residents 
of nonmetropolitan areas occur in metropolitan areas. 

Physicians in nonmetropolitan areas see more patients 
per week than those in metropolitan areas,, Associated with 
this greater workload is the fact that 55 percent of the visits 
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to physicians in nonmetropolitan areas during 1979 lasted 
10 minutes or less, compared with 46 percent in 
metropolitan areas (detailed table 37). Visits to physicians 
in nonmetropolitan areas were also less likely to be fol­
lowed by a scheduled return appointment—54 percent ver­
sus 62 percent in 1979. These differences are perhaps more 
important when considered for selected diagnoses that re-
quire continuing care and patient involvement. For 
1975-76 (the most recent years for which detailed tabula­
tions are available), 78 percent of visits for hypertension in 
nonmetropolitan areas had a scheduled followup, com­
pared with 89 percent in metropolitan areas, Visits for 
hypertension in nonmetropolitan areas were also of shorter 
duration than those in metropolitan areas (55 percent ver­
sus 43 percent took 10 minutes or less). The implications of 
these differences in terms of quality of care warrant fur­
ther investigation. 

Metropolitan and nonmetropolitan areas differ on many 
dimensions other than supply of health resources. There is 
a steady increase with decreasing urbanization in the pro-
portion of the population with family inbome below the 
poverty level: 14 percent in metropolitan, 17 percent in 
semirural, and 24 percent in rural areas. In addition, 
despite the greater incidence of poverty, 1978 NHIS data 
indicate that 6.1 percent of residents of nonmetropolitan 
areas have Medicaid coverage, compared with 7.3 percent 
of those of metropolitan areas. Of those below the povert y 
level, 26 percent in nonmetropolitan areas have Medicaid, 
compared with 39 percent in metropolitan areas. Further-
more, rural areas are at a disadvantage in terms of many 



other social, economic, and demographic factors (Davis 
and Marshall, 1977). 

Regional differences also exist in the nonmetropolitan 
population. For example, nearly 90 percent of the black 
nonmetropolitan population resides in the South. The 
more rural population is also concentrated more heavily in 
the South. Among white people, 30 percent of the 
semirural population lives in the South, compared with 52 
percent of the rural population. Among black people, the 
corresponding figures are 77 percent and 97 percent, 
respectively. It should be noted, however, that analyses of 
physician visit and hospital episode data for only the South 
show similar patterns to those in tables B and D. 

Although metropolitan areas were used in this article as 
a basis for comparison, they are far from homogeneous. 
The central cities of most metropolitan areas contain 
pockets of poverty and unmet health care needs as great as 
those in rural areas. If the suburban part of metropolitan 
areas were used as the basis of comparison, the differences 
reported here would be even larger. 

Several programs at both the Federal and State levels 
have been designed to increase the supply of health care 
providers in designated shortage areas, both metropolitan 
and nonrnetropolitan. As of December 31, 1980, the 
Federal Government designated 1,921 primary care man-
power shortage areas, of which 70 percent were 
nonmetropolitan. However, the population of these areas 
constituted only 45 percent of the 42 million people living 
in designated areas. 

In terms of affected population, about 15 percent of 
metropolitan residents and 30 percent of nonmetropolitan 
residents lived in primary care manpower shortage areas. 
Since Federal resources for health manpower programs 
will be decreasing over the next several years, the criteria 
for shortage area designation are coming under increased 
scrutiny. Efforts are underway to develop methods of 
designating shortage areas that provide more precise 
means of prioritizing areas in terms of severity of shortage 
and clarifying the differences between metropolitan and 
nonmetropolitan shortage areas. 
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Use of Dental Services 
by Jean E. Foster, Steven R. Machlin, 
and Joel C. Kleinman, Ph. D., 
National Center for Health Statistics 

Introduction 

Dental decay is one of the most prevalent diseases in the 
United States. Periodontal disease, another indicator of 
poor oral health, becomes more common with increasing 
age and is more prevalent among black people than among 
white people. The cumulative effect of untreated dental 
problems throughout the lifetime is demonstrated by the 
fact that about half the population 65-74 years of age no 
longer have any teeth (National Center for Health 
Statistics, 1979). 

In the 1971-74 National Health and Nutrition Examina­
tion Survey (NHANES), dental examiners made clinical 
assessments of the respondents’ unmet need for dental 
treatment. Although treatment needs varied with age, an 
estimated 64 percent of the population required some type 
of dental treatment. Analysis of NHANES data by race 
and income identified greater unmet need for all types of 
dental treatment among black people than among white 
people and among those in low-income groups compared 
with those in high- income groups (Institute of Medicine, 
1980). The relationship between income status and unmet 
need for treatment held for all groups under 65 years of 
age. 

The greater unmet need for dental treatment among 
black people and the poor is reflected in their patterns of 
dental utilization (Douglass and Cole, 1979). Although the 
trend has been toward equality in the utilization of physi­
cian services by income, this has not been the case for 
utilization of dental services (National Center for Health 
Statistics, 1980). 

Part of the reason for the persistence of income differen­
tials in dental care is the lack of insurance coverage, both 
public and private. Funding for dental services comes from 
three sources—public programs, private insurance, and 
out-of-pocket payments. Public expenditures for dental 
services are mainly through Federal and State Medicaid 
programs. Medicare does not cover dental treatment. As a 
percentage of total Medicaid benefit payments, the pro-
portion spent on dental care is small (2.1 percent in 1978) 
and has been declining during the past decade (Health Care 
Financing Administration, 1979). Under Federal regula­
tions, dental care must be offered to Medicaid eligible 
children under 21 years of age as part of the Early and 

Periodic Screening, Diagnosis, and Treatment Program. 
However, dental coverage for adults is an optional benefit, 
and limitations on eligibility and services vary from State 
to State. 

The growth of private dental insurance has been a 
relatively recent phenomenon. Prior to 1970, less than 5 
percent of the population was covered by private plans. 
However, by 1978, 27 percent of the population had 
private dental insurance (Institute of Medicine, 1980). 
Despite this trend, most expenditures for dental care are 
still out-of-pocket payments made by patients or their 
families. Gibson and Waldo (1981) report that out-of-
pocket payments accounted for 75 percent of expenditures 
for dental services in 1980, while private insurance ac­
counted for 21 percent and government programs for 4 
percent. Therefore, family income serves as a useful in­
dicator of financial barriers to dental care. 

This article focuses on differences in the use of dental 
services by age, income, and residence. Data were obtained 
from the National Health Interview Survey (NHIS), which 
is an annual survey comprised of a probability sample of 
approximately 110,000 persons in 40,000 households. In 
this analysis, data for 3 years-1976 through 1978—are 
combined to minimize sampling error. 

The variable used to measure utilization is the propor­
tion of respondents who made at least one visit to a dentist 
during the 2 years preceding interview. Kronenfeld (1979) 
suggests that gaining access to the system is the key 
indicator because the mean number of visits for persons 
who actually visit the dentist in a year does not vary signifi­
cantly by income and education. Therefore, attention in 
this analysis is directed to differences in dental contact 
over a 2-year period. 

Comparisons are made between the white and black 
races; other races were omitted because of small sample 
size. Family income is classified to approximate the official 
poverty income level adjusted for family size. For exam­
ple, the poverty cutoff for a family of two is defined as 
$4,000 and the cutoff for a family of four is $7,000. Based 
on 1976-78 NHIS data, an estimated 16 percent of the 
population had incomes below the poverty level. At the 
other end of the scale, 52 percent of the population had in-
comes more than twice the poverty level. 

Since the availability of dentists is much lower in 
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nonmetropolitan areas than in metroplditan areas, 1utiliza-
tion rates for metropolitan and nonmetropolitan areas are 
compared. 

Differentials by Age Groups 

Considerable variation exists among age groups in the 
percent with at least one dental visit during the 2 years 
preceding interview (table A). The proportion was lowest 
for children under 6 years c}fage (25 percent), and highest 
for children 6-16 years of age (79 percent). Decreasing 
utilization with increasing age is evident after this point; 
only 40 percent of persons 65 years of age and over 
reported making dental visits. 

For every group over 5 years of age, black people showed 
lower levels of utilization than white people did. The dif­
ference in the proportions between the races varied only 
slightly by age (from 14 to 18 percentage points). 

To examine the effect of income and residence on patterns 
of utilization, age groups will be considered separately. The 
group under 6 years of age is excluded from further 
analysis because of the relatively small sample size and low 
utilization rates. 

Children 6-16 Years of Age 

The proportion of children who have seen a dentist dur­
ing the 2 years preceding interview is greater among those 
above the poverty level than among those below. However, 
the data in table B indicate that the effect of income differs 
somewhat by race. Among white children, there was an 
averagez difference of about 25 percentage points between 
the proportions for the lowest and highest income groups, 
compared with an average difference of 15 percentage 
points between the corresponding proportions for black 
children. 

Nonmetropolitan residence has a stronger depressing ef­
fect on utilization among black children than among white 
children. The proportions for black children living in 
nomnetropolitan areas were an average of 14 percentage 
points lower than for those living in metropolitan areas, 
whereas the proportions for white children were an average 
of 4 percentage points lower. 

Adults 17-44 Years of Age 

The data in table C indicate that among adults 17-44 
years of age the influence of income on dental utilization 
during a 2-year period was somewhat stronger for white 
people than for black people. Regardless of location of 
residence, the difference between the highest and lowest in-

l&e c‘Den~l Mmpower” in this repmt. 

2The term “average” in this section refers to a weightedaverage that Crm­
not be directly computed from the tables. The weighted averages are 
based on a statistical technique that takes into account the variances of 
the percentages. 

come groups averaged about 17 percentage points for 
white people and 12 percentage points for black people. 

The utilization rates were about 5 percentage points 
lower in nonmetropolitan areas than in metropolitan areas 
across all race and income groups. 

TableA. Persons with at least 1 dental visit during the past 2 
years, according to race and ag= United States, 1976-78 

Race 
Age 

Totall White Black 

Percent of population 

Alleges . . . . . . . . . . . . 63.8 65.6 51.5 

Under 6years . . . . . . . . . . . . 25.0 26.1 18.9 
6-16years . . . . . . . . . . . . . . . 79.0 81.8 64.3 
17-44 years . . . . . . . . . . . . . . 72.3 74.1 60.1 
45-64 years . . . . . . . . . . . . . . 61.4 62.9 46.1 
65 Years Andover . . . . . . . . . 39.9 41.2 26.4 

llncludes all other races not shown separately. 

NOTE: Data from 1976,1977, and 1978 were combined. 

SOURCE Division of Health Interview Statistics, National Center for 
Health Statistics: Data from the National Health Interview Survey. 

Table B. Persons 6-16 years of age with at least 1 dental visit 
during the past 2 years, according to location of residence, 
race, and family income level: United States, 1976-78 

Race and family 
income level 

Al I races 

All incomesi . . . . . . . . . . . 

Below poverty . . . . . . . . . . . . . . 
100-150 percent poverty. . . . . . 
150-200 percent poverty . . . . . . 
Above 200 percent poverty . . . . 

White 

Allincomesl . . . . . . . . . . . 

Below poverty . . . . . . . . . . . . . . 
100-150 percent poverty. . . . . . 
150-200 percent poverty. . . . . . 
Above 200 percent poverty . . . . 

Black 

Allincomesl . . . . . . . . . . . 

Below poverty . . . . . . . . . . . . . . 
100-150 percent poverty. . . . . . 
150-200 percent poverty. . . . . . 
Above 200 percent poverty. . . . 

Location of residence 

Total Metro- Nonmetro­
poiitan politan 

Percent of population 

79.0 81.6 74.0 

63.6 66.5 59.2 
69.3 70.5 67.6 
78.6 80.7 74.6 
90.1 90.9 87.8 

81.8 84.3 77.0 

65.3 67.6 62.4 
71.3 72.2 70.1 
79.7 82.0 75.8 
90.9 92.0 88.3 

64.3 68.8 51.3 

60.3 64.7 50.0 
60.5 64.8 48.1 
68.7 72.0 56.0 
78.0 79.0 71.3 

lln~l”des respondents whO did not report income (9 percent of all inter­

viewees). 

NOTES: Data from 1976, 1977, and 1976 were combined. Family income 
was categorized to approximate the official poverty income level adjusted 
for family size; for example, poverty was defined at $7,000 for a family of 4 
and $4,000 fora family of 2. 

SOURCE Division of Health Interview Statlatics, National Center for 
Health Statistics: Data from the National Health Interview Survey. 
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Table C. Persons 17-44 years of age with at least 1 dental visit 
during the past 2 years, according to location of residence, 
race, and family income level: United States, 1976-78 

Location of residence 
Race and family 

income level Total Met ro- Nonmetro­
politan politan 

All races Percent of population 

Allincomes’ . . . . . . . . . . . 72.3 74.3 67.7 

Below poverty . . . . . . . . . . . . . . 60.2 62.6 56.3 
100-150 percent poverty. . . . . . 61.8 62.8 60.2 
150-200 percent poverty. . . . . . 67.3 66.9 64.5 
Above 200 percent poverty . . . . 79.0 60.1 75.9 

White 

All incomes’ . . . . . . . . . . . 74.1 76.4 69.2 

Below poverty . . . . . . . . . . . . . . 62.2 65.0 58.5 
100-150 percent poverty. . . . . . 63.1 64.5 61.2 
150-200 percent poverty . . . . . . 66.4 70.3 65.2 
Above 200 percent poverty . . . . 60.0 81.4 76.1 

Black 

Allincomes’ . . . . . . . . . . 60.1 62.2 52.6 

Belowpoverty . . . . . . . . . . . . . . 55.0 57.7 48.0 
100-150percentpoverty. . . . . . 55.2 56.3 51.9 
150-200 percent poverty . . . . . . 59.6 60.9 54.4 
Above200percent poverty . . . . 67.6 67.7 67.1. 

ltncl”de~ respondents who did not report income(9 percentof all inter­
viewees). 

NOTES Datafrom 1976, 1977, and 1978 were combined. Family income 
was categorized to approximate the official poverty income level adjusted 
for family size; for example, poverty was defined at $7,000 for a family of 4 
and $4,000 for a family of 2. 

SOURCE Division of Health Interview Statistics, National Oenter for 
Health Statistics: Data from the National Health Interview Survey. 

Adults 45-64 Years of Age 

For adults 45-64 years of age, the data in table D in­
dicate that, within metropolitan and nonmetropolitan 
areas, the level of utilization among those below poverty 
level did not differ by race. However, with every increased 
increment of income, the difference in utilization rates was 
greater for white people than for black people. Thus, at the 
highest income level, the proportion with a dental visit dur­
ing the past 2 years was about 15 percentage points lower 
for black people than for white. 

The utilization rates were consistently lower for persons 
residing in nonmetropolitan areas. The percentage-point 
difference appears to be roughly on the same order of 
magnitude for white and black people (approximately 7 
percentage points) at all income levels. 

65 Years of Age and Over 

The effect of income varies by race among the elderly 
population (table E). For white people, there was about a 
33 percentage-point difference between the highest and 
lowest income groups compared with about a 13 
percentage-point difference for black people, ‘Thus, the 

racial differential, which is negligible in the poverty group, 
widened to more than 20 percentage points in the highest 
income group. 

The effect of location of residence was more pronounced 
for white peoplq in nonmetropolitan areas, the proportions 
were approximately 6 percentage points lower. 
Nonmetropolitan residence depressed the proportions an 
average of only about 2 percentage points for black people. 

Conclusion 

For both race and residence groups, the poor exhibit 
lower utilization of dental services than those above the 
poverty level. Although utilization by black people is lower 
than that by white people, the race differential is relatively 
small when income is below poverty, particularly for older 
adults. The steady increase in dental utilization with in-
creasing income that is observed for white people is not as 
pronounced for black people. The lower utilization among 
nonmetropolitan residents tends to be independent of in-
come level and is more pronounced among black children 
than among white children and among elderly white adults 
than among elderly black adults. 

Table D. Persons 45-64 years of age with at least 1 dental visit 
during the past 2 yeara, according to location of residence, 
race, and family Incoma Iavak United States, 1976-78 

Race and family 
income level 

All races 

Allincomesl . . . . . . . . . . . 

Below poverty . . . . . . . . . . . . . . 
100-150 percent poverty . . . . . . 
150-200 percent poverty . . . . . . 
Above 200 percent poverty . . . . 

White 

All incomes’ . . . . . . . . . . . 

Below poverty . . . . . . . . . . . . . . 
100-150 percent poverty . . . . . . 
150-200 percent poverty . . . . . . 
Above 200 percent poverty. . . . 

Black 

All incomes’ . . . . . . . . . . . 

Below poverty . . . . . . . . . . . . . . 
100-150 percent poverty. . . . . . 
150-200 percent poverty. . . . . . 
Above 200 percent poverty . . . . 

Location of residence 

Total Met ro- Nonmetro­
politan politan 

Percent of population 

61.4 64.5 54.4 

37.5 40.2 34.1 
42.8 40.9 
51.1 2: 47.1 
70.1 72.0 64.8 

82.9 66.5 55.6 

37.5 40.6 34.3 
44.8 41.2 

!% 54.5 47.5 
70.7 72.9 65.0 

46.1 48.5 37.7 

37.1 38.9 32.9 
40.5 41.2 38.7 
44.9 46.2 39.7 
57.3 57.6 55.0 

l[nc]udes respondents who did not repOrt hICOIT@ (9 pWCent of all inter­

viewees). 

NOTES Data from 1978, 1977, and 1978 were combined. Family income 
was categorized to approximate the official poverty income level adjusted 
for family size; for example, poverty was defined at $7,000 for a family of 4 
and $4,000 for a family of 2. 

SOURCE Division of Health Interview Statistics, National Center for 
Health Statistics: Data from the National Health Interview Survey. 
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Table E. Persons 65 years of age and over with at Ieaat 1 dental 
visit during the past 2 years, according to location of residence, 
rece, end family income Ievell: United Stet@s,1976-78 

Location of residence 
Race and family 

income level Met ro- Non met ro-
Total 

politan politan 

All races Percent of population 

Allirrcomes’ . . . . . . . . . . . 39.9 43.4 34.0 
Below poverty . . . . . . . . . . . . . . 23.4 26.5 20.3 
100-150 percent poverty. . . . . . 31.6 33.3 28.8 
150-200 percent poverty. . . . . . 39.6 41.4 36.8 
Above 200 percent poverty. . . . 57.1 59.1 52.1 

White 

All incomes’ . . . . . . . . . . . 41.2 45.2 34.8 

Below poverty . . . . . . . . . . . . . . 23.5 27.3 20.1 
100-150 percent poverty. . . . . . 32.0 34.2 28.8 
150-200 percent poverty. . . . . . 40.1 42.0 37.1 
Above200percent poverty . . . . 57.9 60.4 52.3 

Black 

All incomes’ . . . . . . . . . . . 26.4 27.6 23.5 

Below poverty . . . . . . . . . . . . . . 22.6 23.4 21.3 
100-150percentpoverty. . . . . . 26.0 24.7 29.1 
150-200 percent poverty. . . . . . 31.9 34.1 22.6 
Above 200 percent poverty . . . . 35.6 35.6 35.7 

llnclude~~e~~~ndentswhodid not report income (9 percent of all inter­

viewees). 

NOTES Dats from 1976, 1977, ancl 1978 were corwbined. Family income 
wsecategorized toapproxlmate the official poverty income level adjusted 
for family size; for example, poverty was defined at $7,000 for a family of 4 
and $4,000fora family of 2. 

SOURCE Division of Health lntervlew Statistics, National Center for 
Health Statistics: Data from the National Health Interview Survey. 

Perhaps the most obvious explanatory factor associated 
with the residence differentials is the availability of dental 
resources. Metropolitan areas have a more favorable 
dentist-to-population ratio than nonmetropolitan areas; 
the dentist-to-population ratio is more than twice as high 
in metropolitan areas.3 

The poor-to-nonpoor differential in utilization supports 
the notion that the cost of dental services inhibits utiliza­
tion among the poor of both races. However, there is little 
difference in the proportions without a dental visit for 
those who are classified as poor or 100-1!JOpercent above 
poverty; this finding is consistent with an “income 
threshold” effect evidenced in other research. Salber et al. 
(1976) found that dental visits for black people in the rural 
community under study did not increase substantially with 
income categories less than $1;!,000. 

The NHIS data presented here indicate that a threshold 
income effect may also exist for white adults 17-44 years of 
age, although a direct relationship generally exists between 
income and utilization for the other age groups. If the 
likelihood of contact with the dental system rises in accord­
ance with income, then the much higher utilization for 
white people with incomes greater than 200 percent of 

Ssee t‘Dental Manpower” in thk repo?l 
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poverty than for black people in this income category may 
result from the fact that, within this category, white people 
have higher incomes. 

In addition to addressing the role of structural barriers, 
further analyses must also consider the many variables that 
affect the demand for dental services. Factors such as educa­
tion, socioeconomic status, and early childhood training 
affect beliefs and attitudes about dental care that may impede 
utilization. Studies such as that by Nikias (1968) have shown 
the persistence of socioeconomic differences in utilization 
when cost is controlled, that is, among populations where 
dental prepayment is introduced. Thus, differences in utiliza­
tion by race or income status also reflect the influence of 
values and behaviors that are associated with those variables. 
Also, as Kronenfeld (1979) suggests, black people may ex­
perience more difficulty than whhe people in finding a dentist 
from whom to receive care. 

To the extent that dental care is viewed as a preventive 
health matter rather than a response to severe symptoms, 
the individual’s motivations and perceptions play an in­
creasingly important role. Okada and Wan (1979) iden­
tified marked increases in dental patterns in five urban 
areas after financial and resource barriers were removed 
through the introduction of Medicaid coverage and Com­
munity Health Centers, respectively. However, despite the 
increases, the generally low level of utilization among 
black people and the poor led to the conclusion that the 
removal of structural barriers permitted people to take 
care of existing oral health problems but did not promote 
preventive dental care practices. Other research has shown 
that the poor are less likely to seek preventive dental care 
services than the nonpoor (Nikias, 1975). 

In summary, the differentials in utilization presented 
here suggest that the removal of structural barriers related 
to the supply and cost of dental services would improve ac­
cess to dental care. 
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Dental Manpower 

by Steven R. Machlin, National Center for 
Health Statistics 

Introduction 

This article highlights major issues and trends relating to 
the dental manpower force in this country. Statistics are 
presented that show a dramatic rise in the number of den­
tists and the dentist-to-population ratio during the past 15 
years. However, much geographic variation exists in the 
supply of dental manpower among regions and States and 
between metropolitan and nonmetropolitan areas. 

Other topics discussed are the practice setting of den­
tists, specialization in dentistry, trends in utilization of 
auxiliary dental personnel, and increased enrollment of 
women and minorities in dental schools in recent years. 
The intent and effect of various pieces of Federal legisla­
tion on the supply, distribution, and composition of the 
dental manpower force are also addressed. 

Trends in Supply 

Between 1950 and 1980, many dental schools expanded 
their capacity and 18 new schools were opened which 
helped trigger a significant increase in the number of den­
tists in the United States (American Dental Association, 
1980a). Between 1950 and 1965, the number of active 
civilian dentists increased from 75,310 to 89,640, although 
the dentist-to-population ratio declined from 49.8 per 
100,000 to 46.5 (Bureau of Health Professions, 1980a). 
After 1965, both the number of active civilian dentists and 
the dentist-to-population ratio increased steadily. By 1980, 
the number of active civilian dentists had grown to approx­
imately 121,240, and this resulted in a ratio of 54.7 dentists 
per 100,000 population (Bureau of Health Professions, 
1981a). This ratio was 18 percent higher than in 1965. 

The rise in dental schools and dental supply can largely be 
attributed to a series of Federal legislative acts, beginning 
with the Health Professions Educational Assistance Act of 
1963 (Public Law 88-129). This Act provided for grants to 
assist in the construction, expansion, and rehabtitation of 
dental schools and funds for school loans, The 1965 amend­
ments to thk Act (Public Law 89-290) modified and extend­
ed the loan and construction provisions and authorized 
grants to schools for scholarships and educational improve­
ment programs. The Health Manpower Act of 1968 extend­

ed the existent programs (with some modifications) and 
relaxed the eligibility requirements for student scholamhips. 
A major component of the Comprehensive Health Man-
power Training Act of 1971 (Public Law 92-157) replaced 
institutional grants with cavitation grants. One reason for 
this change was to encourage further expanded enrollment 
in dental schools. The Health Professions Educational 
Assistance Act of 1976 (Public Law 94484) modified many 
of the earlier provisions and extended them through fiscal 
year 1980. However, the Omnibus Budget Reconciliation 
Act of 1981 (Public Law 97-35) eliminated the authority for 
construction and cavitation grants (Bureau of Health Pro­
fessions, 1980b). 

Geographic Distribution 

Great variation exists in the distribution of dentists 
among geographic regions (table A). In 1979, the number 
of active dentists per 100,000 population in the Northeast 
(66) and the Pacific (64) were notably higher than in the 
North Central and South (52 and 44, respectively). During 
the late 1970’s, the Northeast and the Pacific also had the 
largest supplies of active non-Federal physicians per 
100,000 population (215 and 203, respectively, in 1978). 
However, the North Central and South had equivalent 
physician-to-population ratios of 151 per 100,000 popula­
tion. Among individual States, New York, Connecticut, 
and Massachusetts had the highest ratios of active civilian 
dentists to population (more than 70 per 100,000 popula­
tion), while Alabama, Arkansas, and Mississippi had 
ratios about half as large (less than 36 per 100,000 popula­
tion). The District of Columbia had a much higher ratio 
(87 active civilian dentists per 100,000 population) than 
any State. However, dentists in this city also serve many 
residents of Maryland and Viginia (Bureau of Health Pro­
fessions, 1980a). 

A large variation is also evident in the dentist-to-
population ratios between metropolitan and non-
metropolitan areas. In 1979, the average number of active 
civilian dentists per 100,000 population for all 
metropolitan areas in the United States was 60, compared 
with only 37 for nonmetropolitan areas. While the dentist-
to-population ratio was 62 percent higher in metropolitan 
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Table A. Dentist.to.population ratios, according to geographic region and Iocatiorx United States, 1979 

Metropolitan areas Nonmetropolitan counties 

Size of
Population central citiesGeographic All 

region areas 

United States. . . . . . . . . 54.2 

Northeast . . . . . . . . . . . . . . . 66.3 
New England . . . . . . . . . . 66.3 
Middle Atlantic. . . . . . . . . 66.3 

North Central . . . . . . . . . . . . 51.7 
East North Central. . . . . . 51.5 
West North Central. . . . . 52.2 

South . . . . . . . . . . . . . . . . . . . 43.5 
South Atlantic. . . . . . . . . 46.6 
East South Central. . . . . . 40.2 
West South Central. . . . . 40.9 

West. . . . . . . . . . . . . . . . . . . 61.5 
Mountain . . . . . . . . . . . . . . 54.2 
Pacific . . . . . . . . . . . . . ..m 64.0 

Total Total 
1 million Less than 10,000 
or more 1 million or more 

Number of active civilian dentists per 100,000 population 

60.4 65.7 53.9 37.4 44.1 

69.9 76.2 59.8 46.2 47.4 
70.2 80.8 65.0 50.7 50.3 
69.7 75.6 56.2 43.9 45.9 

56.6 60.6 50.8 40.5 46.9 
55.4 59.9 48.8 38.5 42.5 
61.1 63.5 57.6 42.7 53.9 

51.4 55.5 49.1 29.3 36.6 
54.3 59.5 50.3 31.6 39.0 
52.2 41.3 52.6 27.3 36.7 
46.7 49.3 45.0 27.5 32.5 

65.1 67.7 60.!5 47.3 51.3 
61.2 65.1 59.7 43.3 49.4 
66.0 67.9 60.7 50.9 52.3 

Less than 
10,000 

30.9 

43.3 
51.6 
38.7 

35.0 
33.9 
36.0 

23.7 
25.3 
21.5 
23.8 

40.4 
37.1 
46.5 

SOURCE Division of Health Profes$iona Analyais, Bureau of Health Profeaaiona, Health Resources Adminiatration: Based on data from the Bureau of 
Economic and Behavioral Research, American Dental Association. 

areas than in nonmetropolitan areas in 1979, the physician-
to-population ratio in 1978 was more than twice as large in 
metropolitan as in nonmetropolitan areas (205 versus 86). 
The pattern of higher dentist-to-population ratios in 
metropolitan areas existed in all regions, divisions, and in 
most States. 

Higher dentist-to-population ratios W(Calso evident in 
larger metropolitan areas and in nonmetropolitan areas 
with larger cities. The ratio fclr metropolitan areas of one 
million or more population is 22 percent higher than for 
metropolitan areas with fewer than one million people (66 
versus 54). Likewise, the ratio for nonmetropolitan coun­
ties that include a city with a population of 10,000 or more 
is about 42 percent higher than for other nonrnetropolitan 
counties (44 versus 31). This pattern is even stronger for 
physicians. In 1978, the physician-to-population ratio was 
36 percent higher in the larger metropolitan areas than in 
the smaller ones (233 versus 171). Within the non-
metropolitan classification, the differential between the 
two groups by size of largest city was about 82 percent (111 
versus 61). 

These urban and rural differentials are the result of 
social and economic determinants of location for dentists. 
Dentists appear to give geographic factors high priority in 
determining their locations. Many dentists choose to live in 
urban areas to be near social, recreational, and cultural ac­
tivities (American Dental Association, 1973). 

Federal legislation of the 1960’s and 1970’s was designed 
to mitigate the inequitable geographic distribution of 
health professionals. The 1965 amendments to the Health 
Professions Educational Assistance Act initiated a pro-
gram that released health professions students from a part 
of their Federal loan obligations if they agreed to practice 

in a shortage area. During ensuing years, the percent of the 
loan that could be forgiven was increased and the types of 
loans eligible were expanded. Furthermore, the Emergency 
Health Personnel Act of 1972 (Public Law 92-585) was the 
first to establish by statute the National Health Service 
Corps (NHSC). This program was intended to improve 
health care delivery in areas of excessive need. The NHSC 
Scholarship Training Program created by this Act provid­
ed scholarships for students who agreed to work as a 
member of the Corps in a shortage area for a designated 
period after graduation. The Omnibus Budget Reconcilia­
tion Act of 1981 has continued the authority for NHSC. 

Scholarships were not made available to dental students 
until 1976. Therefore, at the beginning of the NHSC pro-
gram, volunteer dentists were placed in shortage areas. 
Currently, NHSC dentists include scholarship recipients 
who serve 1 year for each year of scholarship support with 
a minimum obligation of 2 years. Under the new private 
practice option, some scholarship recipients choose to 
receive financial aid to help establish a private practice in a 
shortage area as an alternative to serving in the Corps 
(Bureau of Health Professions, 1980b). 

The Federal Government has designated dental shortage 
areas since 1973. Counties with fewer than 33 dentists per 
100,000 population received such designation for purposes 
of loan repayment programs from 1973 through 
September 1977. Meanwhile, beginning in October 1974, 
the criterion of 20 dentists per 100,000 population was 
used to identify “critical” dental shortage areas (both 
counties and subcounty service areas) eligible for place­
ment of NHSC dentists. 

In January 1978, modified criteria were implemented to 
better identify shortage areas for both types of programs, 
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in accordance with provisions of the Health Professions 
Educational Assistance Act of 1976. Under these new 
criteria, the number of dentists is adjusted to reflect dif­
ferential productivity based on factors such as age, type of 
practice, hours of work, and the use of auxiliaries. The 
resident population is adjusted to take into account the 
presence of seasonal and migrant populations. A basic 
criterion of 20 dentists per 100,000 population is ad­
justable upwards to 25 per 100,000 where fluoridation is 
not present or high poverty prevails. The new criteria also 
allow for particular population groups and facilities to be 
designated as “shortage areas” (Bureau of Health Man-
power, 1979a and 1980). At the beginning of 1981, 875 
geographic areas inhabited by 20.3 million people were 
designated as dental manpower shortage areas. In con­
trast, there were 1,790 primary medical shortage areas with 
about twice as many people (40.1 million) residing in them 
(Bureau of Health Professions, 1981b). 

Between 1973 and 1980, 884 dentists agreed to practice 
in shortage areas in return for Federal repayment of their 
educational loans (Bureau of Health Manpower, 1980). In 
September 1980, 344 dentists and 12 dental hygienists were 
working in various dental shortage areas under NHSC 
(Bureau of Health Personnel Development and Service, 
1981). The ability of these programs to alleviate 
geographic shortages in the long run, however, depends on 
rates of attrition and retention beyond the required service 
periods. 

Some evidence exists that the geographic distribution of 
active dentists improved during the 1970’s (table B). 
Between 1970 and 1979, the number of counties with no 
dentists declined by 12 percent and the number with 25 
dentists or less per 100,000 population decliied by 5 per-
cent. During the same period, the number of counties with 
more than 25 but less than 50 dentists per 100,000 popula­
tion increased by 10 percent, while the number with the 
greatest supply of dentists (50 or more per 100,000 popula­
tion) declined by 10 percent. However, this shift in the 
distribution of dentists maybe in part the result of greater 
population growth in nonmetropolitan than in 
metropolitan areas during the last decade (U.S. Bureau of 
the Census, 1981). 

Table B. Distribution of counties, according to dentist.to. 
population ratio= United States, 1970 and 1979 

Dentist-to;o:lpulation 
Year Percent 

change 
1970 1979 1970-79 

Number of counties 

Nodentists . . . . . . . . . . . . . . 279 245 -12 
25dentists or less . . . . . . . . 1,025 974 –5 
More than 25 but less than 

50dentists . . . . . . . . . . . . 1,334 1,466 +10 
50dentists or more . . . . . . . 476 429 –lo 

lThe number of active civiiian dentists per 100,000 Population. 

SOURCE Oivision of Heaith Professions Analysis, Bureau of Health Pro­
fessions, Heaith Resources Administration: Seiected data. 

Practice Setting < 

In 1980, most active dentists (approximately 87 percent) 
practiced either full time or part time in private practice 
settings. The remaining 13 percent worked in a variety of 
institutional settings, including the Armed Forces, local, 
State, and Federal Government, hospitals, universities, 
and health organizations (American Dental Association, 
1980a). 

In its 1977 Survey of Dental Practice, the American 
Dental Association reported that approximately 78 percent 
of all private practitioners were in solo practice, 14 percent 
practiced with one other dentist, and the remaining 8 per-
cent practiced in multiple dentist settings. 

Technological and organizational changes in dentistry 
have dramatically altered the practice setting of dentists. 
Historically, a typical dentist would practice alone using a 
single operatory, with few or no dental auxiliaries. 
However, the practice setting has evolved into a highly 
complex model in which one or more dentists operate with 
a variety of dental auxiliaries using multiple operatories, 
highly differentiated equipment, and sophisticated 
management concepts. 

Among the factors likely to affect future practice are the 
advent of franchised and retail store-based practice 
models, an increased use of advertising techniques, the ex­
istence of more sophisticated financing mechanisms, the 
introduction of computer technology, and increased com­
petition within the dental sector. 

Specialization 

About 14 percent of all active dentists were specialists in 
1980. The dental profession recognizes eight specialties 
beyond general dentistry. Orthodontists were the largest 
group; accounting for about 2 of every 5 dental specialists. 
Oral surgeons, the next largest group, accounted for nearly 
one-fourth of all specialists. Periodontists and pedodon­
tists each constituted slightly more than 10 percent of the 
specialist pool. Four other specialty types (endodontists, 
prosthodontists, oral pathologists, and public health den­
tists) comprised the remainhg 14 percent. 

In 1980, about 14 percent of all active male dentists were 
specialists, compared with 5 percent of active female den­
tists. A larger proportion of female specialists were 
pedodontists (38 versus 12 percent), whereas a substantially 
larger portion of male specialists were oral surgeons (23 
versus 3 percent). 

During the past 15 years, a fairly rapid increase has oc­
curred in the proportion of active dental specialists, grow­
ing from 6 percent in 1965 to 14 percent in 1980. In the past 
few years, however, the rate of increase in speci~lzation 
has slowed. Between 1975 and 1980, the proportion of 
specialists rose from 12 to 14 percent, an annual growth 
rate appreciably smaller than between 1965 and 1975. 

In recent years, a significant increase has occurred in the 
number of graduates from general practice dental residency 
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programs. In 1979, there were 817 general practice residency 
graduates, compared with 530 in 1973 (American Dental 
Association, 1973-74 and 1979-80). A general practice 
residency program is a 1- or 2-year sequential hospital 
training program designed to provide the dental graduate 
with a variety of experiences in providing complex dental 
treatment services. The program incorporates rotational 
assignments in hospital m~edical services, including ex­
perience in the emergency room. The experience gained 
from general practice resickmcies should enable the future 
general practitioner to provide a more comprehensive 
range of services and to treat more complex problems. 

To prevent overspecialization in dentistry and to better 
prepare dentista for service in shortage areas, the Federal 
Government has encouraged growth in general practice 
residencies through the Health Professions Educational 
Assistance Act of 1976. To receive capilation grants under 
this Act, dental schools are required to have at least 70 per-
cent of newly filled positions in the primary care areas of 
either general dentistry or pi:dodontics. The Act also pro­
vides for support of general practice residency training 
programs and stipend support for residents enrolled in 
these programs. Furthermore, to be eligible for cavitation 
funds, dental schools are required by the Act to either 
establish remote site training, experience for their students 
or expand enrollment (Bureau of Health Professions, 
1980b). 

Auxiliary Manpower 

Dental auxiliary personnel working on the dental team 
include dental hygienists, dental assistants, and dental 
laboratory technicians. The dental hygienist is a licensed 
oral health educator and clinical operator who, as an aux­
iliary to the dentist, uses preventive, therapeutic, and 
educational methods to control oral disea,se for individuals 
and groups, The dental assistant typically assists the den­
tist at chairside, prepares diagnostic aids, performs clinical 
and laboratory supportive functions, and provides oral 
health instructions. Dental IIaboratory technicians con­
struct oral appliances following a dentist’s written 
prescription. 

Accredited training programs exist for hygienists, 
assistants, and lab technicians. The curricula of some 
hygiene and assisting schools include tritining in one or 
more expanded functions (depending on which exp&ded 
functions a State allows that particular auxiliary to per-
form). Hygienists receive a minimum of 2 years of train­
ing. Though most assisting schools are 1-year programs, 
many have found it necessary to add curriculum time to 
teach expanded functions. Training programs for lab 
technicians usually cover 2 years. 

The use of auxiliary dental manpower has been increas­
ing. In 1955, about 77 percent of all independent dentists 
(i.e., those not salaried) employed at least one auxiliary. 
By 1978, nearly all dentists (about 95 percent) utilized 
auxiliary personnel of some type (American Dental 
Association, 1980a). This trend is noteworthy since the use 

of auxiliaries tends to increase the overall productivity of a 
dentist; evidence exists that there is a strong and direct 
relationship between the extent of auxiliary utilization and 
the average number of patient visits per week (Bureau of 
Health Manpower, 1979a). 

The employment of dental hygienists has risen 
dramatically during the past few decades. Only 10 percent 
of independent dentists in 1955 employed at least one den­
tal hygienist, while 53 percent employed hygienists in 1978 
(American Dental Association, 1980a). In 1977, there were 
32,200 dental hygienists, a ratio of 27.3 per 100 active den­
tists. This ratio has increased more than five-fold since 
1955 (Bureau of Health Manpower, 1979b). In 1977, the 
number of active hygienists per 100 dentists was about half 
as large as the proportion of dentists employing hygienists, 
indicating that many hygienists worked for more than one 
dentist. 

The proportion of dentists employing assistants also 
showed a notable increase between 1955 and 1978, rising 
from 71 to 90 percent (American Dental Association, 
1980a). The number of active dental assistants was 144,700 
in 1977, a ratio of 123 active assistants per 100 active den­
tists. This represents a sizable increase since 1955 when 
there were about 3 active dental assistants to every 4 active 
dentists (Bureau of Health Manpower, 1979b). 

The Allied Health Professions Personnel Training Act 
of 1966 (Public Law 89-751) was the first to authorize 
Federal support of allied health professions training. This 
support provided for construction grants, educational im­
provement grants, traineeships, and project grants to eligi­
ble allied health training centers or their affiliated 
hospitals. During the next several years, legislation was 
passed which extended these programs and added new 
ones. Then in 1973, the Health Program Extension Act 
(Public Law 93-45) was passed which eliminated construc­
tion grants, basic improvement grants, scholarship grants, 
work-study aid, and student loan assistance. 

In recognition of the increasing role of auxiliaries in dental 
care, the Health Professions Educational Assistance Act of 
1976 continued Federal support to schools of dentistry to help 
finance programs for the training of expanded function den­
tal auxiliaries and for the training of dental students in the 
organization and management of multiple auxiliary dental 
team practice. These authorities were repealed, however, by 
the Omnibus Budget Reconciliation Act of 1981 (Bureau of 
Health Professions, 1980b). 

In recent years, some State jurisdictions have amended 
their laws to permit the dentist to delegate a wide range of 
clinical functions to dental hygienists and dental assistants. 
Evidence exists that an increasing number of States are 
permitting these dental auxiliaries to perform expanded 
functions (American Dental Association, 1980b). 

Women and Minorities 
Although most dentists are male, a substantial increase 

occurred in the enrollment of women students in dental 
schools during the 1970’s. At the beginning of the decade 
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(1971-72), only 3 percent of entering dental students were 
women; by 1979-80, they comprised 18 percent of the first-
year students (American Dental Association, 1980a). As a 
result, future increases can be expected in the percentage of 
women dentists from the 1980 level of 2-3 percent. 

The supply of women dentists is somewhat concentrated 
geographically. At the beginning of 1980, about 52 percent 
of all active civilian female dentists were located in six 
States (Massachusetts, New York, Pennsylvania, Illinois, 
Texas, and California), compared with 41 percent of all 
male dentists. The percentage of women dentists ranged 
among States from none in Idaho to a high of 3.3 percent 
in Massachusetts and Illinois (American Dental Associa­
tion, 1980a). 

In contrast to women, enrollments of minorities in den­
tal schools increased only slightly during the 1970’s. About 
12 percent of all first-year dental students in 1979-80 were 
classified as minority, compared with about 9 percent in 
1971-72. Black students accounted for only about 37 per-
cent of all minority students in 1979-80, compared with 59 
percent of all minority students in 1971-72. Throughout 
the 1970’s, the proportion of all first-year dental students 
that were black was about 5 percent (American Dental 
Association, 1980a). 

Summary 

Since 1965, the number of active civilian dentists as well 
as the ratio of dentists to population has increased steadiIy. 
These increases can be attributed, in part, to Federal policy 
initiatives. 

Much geographic variation is evident in the supply of 
dentists. Dentist-to-population ratios tend to be greater in 
metropolitan areas. Furthermore, greater supplies of den­
tists exist in larger metropolitan areas and in larger cities 
within nonmetropolitan counties. These dif ferentials result 
from social and economic determinants of location for 
dentists. There has been much FederaI legislation directed 
at improving the inequitable geographic distribution; some 
evidence exists that the distribution has improved during 
the 1970’s. 

Most dentists (about 87 percent in 1980) practice in 
private noninstitutional settings. About 3 out of every 4 
dentists are in solo practice. With expanded technology 
and increased use of auxiliaries, the dental practice setting 
has become quite complex. 

During the past 15 years, a fairly rapid increase has oc­
curred in the proportion of active dentists who are 
specialists. About 14 percent of all dentists were specialists 
in 1980. Recently, however, the rate of increase in 
specialization has slowed. The Federal Government has en­
couraged a rise in the number of general practice residen­
cies as a means of mitigating overspecialization and of bet­
ter preparing dentists for service in shortage areas. 

The use of auxiliary dental manpower has been increas­
ing. As of 1978, nearly all dentists employed at least one 
auxiliary. This trend is noteworthy since the use of aux­
iliaries tends to increase the overall productivity of a den­

tist. In particukir, the proportion of dentists employing 
hygienists has risen dramatically. 

A substantial increase occurred during the 1970’s in the 
proportion of women among fiist-year dental students. 
Enrollments of minorities as first-year students have also 
increased, but at a slower rate than for women. 
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Growth in Health Maintenance 
Organizations 
by Samuel M. Meyers, National Center for€
Health Services Research€

Introduction 

Health maintenance organizations are not new. They€
have been in existence since the late 1920’s, although under€
different names, such as prepaid group practice plans or€
foundations for medical care. While this type of delivery€
service had a small group of vocal adherents, it was not un-€
til the 1970’s that expansion of such plans became a matter€
of Federal policy.€

In February 1971, President Richard M. Nixon delivered€
a health message to the Congress in which he called for in-€
novation and reform in the delivery of health care to€
restrain the rapid increase in health care costs. He ad­€
vocated expansion of the health maintenance organization€
(HMO). This position was amplified in May of that year in€
a White Paper, “Towards a Comprehensive Health Policy€
for the 1970’s,” developed by the Department of Health,€
Education, and Welfare. That paper defined HMO’s as€
“organized systems of health care, providing comprehen­€
sive services for enrolled members, for a fixed, prepaid an­€
nual fee. No matter how each HMO may choose to€
organize itself (and there are various models), from the€
consumer’s viewpoint, they all provide a mix of outpatient€
and hospital services through a single organization and a€
single payment mechanism. ”€

The Administration’s advocacy of HMO’s to contain€
costs while preserving the quality of health care was based€
on the performance of a smaIl number of prepaid plans in€
existence in 1970. Published data, summarized in the€
White Paper of 1971, showed three areas in which they dif­€
fered from traditional fee-for-service health care:€

� Use of inpatient services was 40-50 percent lower. 

� Overall costs were 15-20 percent lower. 

. Quality of care was better or at least equal.€

To aid in the expansion of HMO’s, the Administration€
submitted a bill to Congress etily in 1971 in which the€
definition of HMO’s was embodied, but it was not until€
December 1973 that a bill was finally passed and signed in­€
to law (Public Law 93-222) (l%lkson, 1980). That act,€
among other things, provided financial support for HMO€
development, relief from certain restrictive State laws€
(Aspen Systems Corporation, 1973), and mandatory€

market access for HMO’s, i.e., under the act, certain€
classes of employers were required to offer their employees€
the option of membership in an HMO health plan, if€
available. To obtain these benefits, the HMO had to con-€
form to a strict and extensive set of requirements. Among€
these were: acceptance of community rating, a premium€
setting concept where the high- and low-risk groups in a€
community are averaged; open enrollment, a concept of€
recruitment designed to guard against adverse selection of€
low-risk groups to the disadvantage of high-risk groups;€
and the provision of a mandatory set of basic benefits.€

That act was subsequently amended in 1976 (Public Law€
94-460) to limit the original restrictions, particularly with€
respect to open enrollment, community rating, and basic€
benefits, thereby making conformance easier, and€
presumably increasing the number of qualified HMO’S.€
From the HMO’s perspective, Federal quaMication pro­€
vided two distinct benefits—availabilit y of Federal loans€
and mandatory access to markets-but the price for these€
benefits was Federal regulation. Not all existing HMO’s€
chose to become qualified. Some did not because they did€
not need the money. Still others did not wish to become€
subject to the regulations. The act was further amended in€
1978 to provide loans for construction, training for€
managers, and provide safeguards against conflicts of in­€
terest and other fiiancial abuses (Public Law 95-559).€

While the original Health Maintenance Act was making€
its way through the legislative process, the Congress, in an€
attempt to contain the escalating costs of the Medicare€
program, amended the Social Security Act in 1972 (Public€
Law 92-603). They added Section 1876 which included€
specific conditions under which HMO’s could contract to€
enroll Medicare beneficiaries on either a risk or cost basis.€
Under a cost contract, the HMO is paid the “reasonable”€
costs of the covered services it furnishes to its enrollees€
who are beneficiaries under Title XVIII of the Social€
Security Act (42 CFR 405.2040-405.2048). Under a€
risk-based contract, the total payment to the HMO is€
determined by comparing the HMO’s adjusted per capita€
incurred cost of providing covered services to the adjusted€
average per capita cost of providing such services to a€
similar beneficiary population outside the HMO. If the€
former cost is less than the latter, savings up to 20 percent€
are shared equally by the HMO and the Government. If€
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the adjusted per capita incurred cost is greater than the ad­
justed average per capita costs, the losses are borne by the 
HMO (42 CFR 405.2049-40’5.2054). 

With this brief background, the growth both in number 
of HMO’s and in enrollment is discussed. First, overall 
growth is examined, looking at the time period before and 
after the Federal legislation. ] Then growth in HMO enroU­
ment for three major Federal programs is examined 
because of the number of people involved: the Federal 
Employees Health Benefits Program, Medicare, and 
Medicaid. 

Nationwide Growth 

Number of HMO’s 

For this analysis, an HMO is defined as an organization 
that provides at least ambulatory and inpatient services to 
a voluntarily enrolled population on a prepaid basis. The 
HMO may be federally qualified or qualifiable as indicated 
in the introduction or unqualified. Private employer and 
union organizations that restrict membership to a par­
ticular group of employees or union members have not 
been included, nor have tlhose short-lived California 
Prepaid Health Plans organized in the middle 1970’s to 
reduce the costs of Medicaid, which are discussed later in 
this article. 

From the start of the ROSS-LOOSClinic in 1929, generally 
accepted to be the first of the HMO’ s,, the number of 
HMO’s grew slowly until 1965 when about 20 plans were in 
existence. By the beginning of 1970, the number had in-
creased to 26, with rapid acceleration in the following 
years, After 1970, the average rate of increase was about 
22 HMO’s per year (figure 1). This increased rate after 
1970, compared with earlier years, began at roughly the 
time of Federal involvement in 1971, and it was relatively 
unaffected by the passage of the HMO Act of 1973 and 
subsequent amendments. 

Not only was there a substantial increase in the number 
of HMO’s but there was also a substantial increase in the 
number of States in which they operated,. This increased 
geographic spread was observed particularly during the 
1970-80 period (table A). 

Number of Enrollees 

Enrollment figures before 1970 are not based on 
organized data collection. They are based on estimates 
made by assuming that the grlowth in total membership 

lu~w~ ~the~ise cited, the data presented are attributable tO two basic 

sources. Data for 1970-75and 1978-S0are from surveys conducted by the 
Office of Health Maintenance Organizations, Department of Health and 
Human Services. Data for 1976 and 1977are from surveys conducted by a 
coelhion of private organizations, includlng the Group Health Associa­
tion of America, the American Group Practice Association, the American 
Association of Foundations for Medical Care, the Health Insurance 
Association of America, the Blue Cross Association, and the National 
Association of Blue Shield Plans. 
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SOURCE: Office of Heelth Maintenance Organizations, Depart­
ment of Health and Human Servicas: Selacted data. 

Figure 1. Number of health maintenance organizations (HMO’s~ ? 

United States, 1970.80 

Table A. States and juriedictione with health maintenance 
organlzat ions (HMO’s) in operation: United States, selected 
years 1930-80 

HMO’s in operation 

Year Number of 
States Jurisdictions 

1930. . . . . . . . . . . . . . . . . . . . . . . 2 
1940. . . . . . . . . . . . . . . . . . . . . . . 3 
1950. . . . . . . . . . . . . . . . . . . . . . . 6 ::: 
1960. . . . . . . . . . . . . . . . . . . . . . . 9 D.C. 
1971. . . . . . . . . . . . . . . . . . . . . . . D.C,, Guam 
1976. . . . . . . . . . . . . . . . . . . . . . . : D.C,, Guam 
1980. . . . . . . . . . . . . . . . . . . . . . . 37 D.C,, Guam 

SOURCE Office of Health Maintenance Organizatlona, Department of 
Health and Human Sarvicea: Selected data. 
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paralleled that of the Kaiser organization, a large and in­
fluential HMO, for which good data are available 
(Somers, 1971). Up to 1950, enrollment growth followed 
the slow but steady growth in the numbers of HMO’S. In 
each of the next 10 years, however, HMO enrollment more 
than doubled, reaching 3.1 million enrollees in the 30 
prepaid plans in existence late in 1970 (figure 2). 

Strong acceleration in HMO enrollment was thus 
established well in advance of the 1971 initiative and has 
continued until 1980 with an estimated 9.5 million 
members, a 300-percent increase since 1970. 

Government Programs 

Federal Employees Health Benefit Plan 

The Federal Employees Health Benefit Plan (FEHBP) 
was initiated under two acts of Congress. The first was the 
Federal Employees Health Benefit Act of 1959 which pro­
vided health benefits for employees and their dependents 
(Public Law 86-382). The second was the Retired Federal 
Employees Health Benefits Act of 1960 (Public Law 
86-724), which called for a health benefits program for 
annuitants. 

As a result of these acts, employees or annuitants were 
offered a choice of two national plans—a service benefit 
plan offered by Blue Cross and Blue Shield and an indem­
nity plan underwritten by AETNA. Employees could also 
choose from a variety of employee organization plans and 
from a number of prepaid plans (now usually called 
HMO’s). The prepaid plans included group practice plans 
as well as individual practice plans. 

The number of persons covered by FEHBP has grown at 
a rate of more than a quarter million people per year— 
from 5.48 million in fiscal year 1961 to 10.03 million in 
fiscal year 1979, an increase of 83 percent—making the 
program the largest group plan in the United States (U.S. 
Civil Service Commission, selected years 1962-78; U.S. Of­
fice of Personnel Management, 1979-80). During the same 
time period, HMO’s increased their members from 
315,731 to 867,180, an increase of 175 percent, which was 
substantially greater than the growth of the overall 
FEHBP program. However, the HMO share of covered 
employees rose only moderately from 5.8 to 8.6 percent, 
an increase of 48 percent (figure 3). 

As for the number of HMO’s under contract to FEHBP, 
little change was observed from the inception of the pro-
gram in 1960 to 1975 when the number of plans hovered 
around 20. After 1975, the numbers increased substantially 
each year, reaching 69 in 1979. However, while a marked 
increase has occurred in the number of HMO’s, most of 
the HMO enrollees-74 percent of the 1979 enroll­
ment—were in the original 1961 HMO plans, 15 of which 
are still under contract to FEHBP (U.S. Civil Service Com­
mission, selected years 1962-78; U.S. Office of Personnel 
Management, 1979-80). 

Medicare 

About 25 million people are eligible to receive services 
under Medicare, but only about 554,000 of those eligible 
(2.2 percent) were enrolled in HMO’s or prepaid practice 
plans as of December 31, 1980 (FowIer, 1981). Enrolhnent 
of eligibles in prepaid plans on a cost-reimbursement basis 
has been authorized since 1967 under Section 1833 of the 
Social Security Act. Growth in enrollment has been steady 
with a somewhat increasing rate of growth after 1972 
(Fowler, 1981), but most of the enrollment has been the 
result of “aging in, ” i.e., people who are members of 
prepaid plans convert their membership upon becoming 
eligible for Medicare benefits. In 1980, 34 plans were par­
ticipating under Section 1833. 

In 1970, both the Congress and the Administration 
began to explore ways to contain the escalating costs of the 
Medicare program. Legislation was introduced in 1970 to 
permit the Government to contract with HMO’s and to 
provide prospective reimbursement at 95 percent of the 
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SOURCE: Office of Heelth Malntenence Orgenizetions, Dapart­
rnant of Health and Humen Servicex Salected data. 

Figure 2. Health maintenance organization (HMO) enrollment 
Unitad States, 1970.80 
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Figure 3. Federal Employees Health Benefits PlarI enrollment, according to carrien United States, 1961.79 

prevailing Mdcare fee-for-servicecosts. I“owever, it.was 
not until 1972 that agreement was reached (Public Law 
92-603, Section 1876) to permit the Government to con-
tract with HMO’s on either a cost or risk basis (Falkson, 
1980). This legislation was far different from what had 
been proposed originzdiy. The first contract was awarded 
in October 1976, following the preparation of the ap­
propriate regulations. The number of contracts has grown 
substantially-1 in 1976, 13 in 1978,29 in II979, and 39 by 
the end of 19$0(Fowler, 1981).However, only one of these 
contracts is of the risk type. 
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Medicaid 

About 21 mfllion people were eligible to receivemedical 
services under Medicaid in 1980. However, only 16 of the 
50 States have contracted with HMO’s to provide these 
services to Medicaid eligibles, and only about 265,000 of 
those eligible (1.5 percent) were enrolled in 1980(Office of 
Health Maintenance Organizations, 1980). Four 
States—California, Maryland, Michigan, and New 
York—accounted for 85 percent of that enrollment. 

In contrast to the consistent but slow growth of HMO 



enrollment among Federal employees and Medicare 
beneficiaries, the Medicaid enrollment rose and fell rapidly 
with events associated with California’s Prepaid Health 
Plan activity. 

In 1972, California implemented a different method of 
organizing, financing, and delivering health care to 
beneficiaries of Medi-Cal, the State Medicaid program, to 
combat the continuous rapid rise in the cost of that pro-
gram. A new law passed by the CdIfomia legislature in 
1971, the Medi-Cal Reform Act, permitted the California 
Department of Health to contract with prepaid health 
plans (PHP’s) for the delivery of health care to Medicaid 
beneficiaries. The PHP’s were similar to HMO’s in that 
both were private organizations that agreed to provide a 
broad range of health services for a fixed monthly fee 
either through their own employees or through contracts 
with other providers. 

The program grew rapidly, reaching a peak in June 1975 
with more than 250,000 eligibles enrolled in 45 PHP’s 
(California State Health Department, 1972-80). As the 
program grew, so did reports on fraud, abuse, self-dealing, 
improper marketing and enrollment practices, and less 
than adequate quality of care. Reform of the system was 
begun in California in January 1975 and by the Federal 
Government (U.S. Senate, 1978) following the amend­
ments to the HMO Act in 1976, permitting, with limited 
exceptions, only qualified HMO’s to contract with States 
to provide appropriate health services. 

Just as the enrollment and number of PHP’s increased 
dramatically, they both decreased precipitously after the 
peak in 1975. By November 1977, only 125,000 were 
enrolled in 13 PHP’s, a 50-percent reduction in enrollees 
and a 71-percent reduction in the number of PHP’s. Since 
1977, relatively little change has been observed (California 
State Health Department, 1972-80). 

National enrollment data for HMO’s or PHP’s has been 
computed only for selected time periods (table B). While 
the number of enrollees increased by 45 percent from 1972 
to 1980, the number in 1980 (265,000) represented only 1.5 
percent of those eligible, with the peak enrollment record­
ed in November 1977. On the other hand, the number of 
HMO’s or PHP’s providing care increased from 17 in 1972 
to 48 in 1980, an increase of 182 percent. Despite the 
probIems experienced by California with its PHP’s in the 
mid- 1970’s, the increase in enrollees from 1972 to 1980 was 
greater in California than in the remainder of the States (58 
percent versus 38 percent). 

As indicated earlier, only 16 States and the District of 
Columbia were involved in contracting with HMO’s in 
1980, up from 11 in 1972. Although this is a substantial in-
crease in percentage terms, from a practical point of view, 
it is not significant. 

Summary 

A steady increase has occurred in both the number of 
HMO’s in existence and the number of people enrolled in 
them, particularly since the mid-1970’s. However, 

Table B. Medicaid enrollment and heaith maintenance organiza. 
tions (HMO’s) with Medicaid enroiiees, according to iocation: 
United States, selected years 1972-80 

Medicaid enrollment 

Year and location Number of 
Number ofpersons in 

HMO’sthousands 

1972 

Total . . . . . . . . . . . . . . . . . . 183 17 

California . . . . . . . . . . . . . . . . . . 71 4 
Other States . . . . . . . . . . . . . . . . 42 13 

1973 

Total . . . . . . . . . . . . . . . . . . 287 60 

California . . . . . . . . . . . . . . . . . . 197 43 
Other States . . . . . . . . . . . . . . . . 90 17 

1977 

Total . . . . . . . . . . . . . . . . . . 305 46 

California . . . . . . . . . . . . . . . . . . 125 13 
Other States . . . . . . . . . . . . . . . . 180 33 

1980 

Total . . . . . . . . . . . . . . . . . . 265 48 

California . . . . . . . . . . . . . . . . . . 111 12 
Other States . . . . . . . . . . . . . . . . 154 36 

SOURCES (Medical Services Administration, 1972 and 1974 Office of 
Health Maintenance Organizations, 1977 and 1980.) 

enrollments in HMO’s in 1980 represented only about 5 
percent of all people covered by either private or public 
health insurance. This indicates that substantial growth of 
this system of health delivery may lie ahead. 
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Health Care Expenditures 
by Barbara G. Weichert, National Center for 
Health Statistics 

Introduction 

During the past two decades, the Nation’s health care 
bill has been rising rapidly at an average rate of 11.7 per-
cent per year. In 1980, health care expenditures in the 
United States totaled $247.2 billion, an average of $1,067 
per person (Gibson and Waldo, 1981). During the same 
period, the gross national product (GNP) has risen at an 
average annual rate of 8.6 percent. Consequently, national 
health expenditures have been claiming an increasing share 
of the GNP, reaching 9.4 percent in 1980 (detailed table 
60). These statistics are viewed with considerable con­
cern—both in terms of the rate of increase and the current 
absolute levels of health care spending. 

This article briefly discusses increasing health care ex­
penditures in other industrialized countries. Then, chang­
ing patterns of health care spending in this country and the 
components of increase in that spending are examined. 

Expenditures in Other Countries 

The phenomenon of rising health care expenditures is 
not unique to the United States, nor are expenditures rising 
more rapidly in this country than elsewhere. Other western 
industrial nations have been experiencing similar increases 
in recent years, with many exhibiting annual rates of 
growth for health expenditures in excess of 16 percent. For 
instance, a comparison of health care costs among nine in­
dustrialized countries, for the period 1969-76, shows six 
countries with average annual increases ranging from 
about 17 to 21 percent; only the United States, Canada, 
and Sweden registered increases of less than 15 percent 
(Simanis and Coleman, 1980).’ 

In addition, health care costs for all these countries have 
generally been increasing at a more rapid rate than their 
GNP. As a result, health care expenditures have risen as a 
percent of GNP and thus, an increasing share of national re-
sources is being allocated to health care. Although the 
United States ranked second among these nine countries in 

11’he&@in thisstudy were adjusted to aliow for differences in rePorting 
procedures between countries in order to improve comparability. 
Although there are more recent data for some of these counties, they 
have not been similarly adjusted. 

Table A. Health care expenditures as a percent of gross national 
produck Selected countries, selected years 1960-75 

Year 
Country 

1960 1965 1970 1975 

Australia . . . . . . . . . . . . . . . . 5.0 5.2 5.6 7.0 
Canada . . . . . . . . . . . . . . . . . 5.6 6.1 7.1 7.1 
Finland . . . . . . . . . . . . . . . . . 4.2 5.2 5.9 6.8 
France . . . . . . . . . . . . . . . . . . 5.0 5.9 6.6 8.1 
Federal Republic of 

Germany . . . . . . . . . . . . . . 4.4 5.2 6.1 9.7 
Netherlands . . . . . . . . . . . . . 5.0 6.3 8.6 
Sweden . . . . . . . . . . . . . . . . . 3.5 5.8 7.5 8.7 
United Kingdom . . . . . . . . . . 3.8 3.9 4.9 
United States . . . . . . . . . . . . 5.3 5.9 7.2 H 

SOURCE (Simanis, J. G., and Coleman, J. R., 1980.) 

the percentage of GNP devoted to health care in 1960, by 
1975 it ranked fourth (table A). 

Sources and Types of Payment 

Because of the increase in private health insurance 
coverage and government programs, the percentage of 
health care charges paid out-of-pocket has been declining 
in the United States for the past several decades. In 1950, 
two-thirds of personal health care payments were made by 
the patient; by 1980, this proportion had declined to one-
third (detailed table 67). 

Third-Party Payment 

Private health insurance paid approximately 27 percent of 
the Nation’s personal health care bill in 1980. The growth of 
health insurance began gaining momentum dr.uing World 
War 11and continued at a rapid rate through the 1950’s and 
early 1960’s. Public expenditures for health care include 
payments by Federal, State, and local governments. In 1965, 
public expenditures for personal health care represented 22 
percent of total outlays, increasing to 40 percent by 1980 
(detailed table 67). The Federal share of the public payments 
is by far the largest, and it began to grow rapidly with the im­
plementation of Medicare and Medicaid in 1966. While State 
expenditures for Medicaid also grew at a rapid rate, other 
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categories of State and local health care expenditures have 
not. For example, net expenditures for State and local 
hospitals comprised approximately one-half of total State and 
local health care expenditures in 1965. From 1969 to 1979, the 
number of beds in State iind local psychiatric hospitals 
decreased by about 65 percent, thus retarding growth in this 
area of expenditure. The number of beds in other types of 
State and local hospitals either remained relatively stable or 
decreased as well. Because of the slower growth in this and 
other categories of State and local health care expenditures, 
the impact of rapid growth in Medicaid expenditures has been 
mitigated. Thus, as a whole, State and local health care ex­
penditures maintained a level share of total health care 
expenditures. 

A fundamental purpose of private health insurance was 
to spread the risk of large health expenditures, thereby 
reducing the possibly catastrophic burden on a family for 
an unexpected and costly illness. On the other hand, 
government programs, such. as Medicare and Medicaid, 
were intended to remove barriers to access for medically 
undeserved segments of the population, primarily the 
aged and the poor. 

Available data are not sufficient to accurately measure 
the extent to which these objectives have been met. It ap­
pears that the percentage of families spending substantial 
proportions of their incomes on medical care did not 
change appreciably. For example, approximately 11 per-
cent of families spent 15 percent or more of their incomes 
on medical care in 1953, compared with 10 percent of 
families in 1970 (Andersen, Lion, and Anderson, 1976; 
Anderson and Feldman, 1956). Increased third-party 
coverage for many types of health care has possibly en­
abled families to afford normally uncovered types of care 
such as dental care and psychiatric treatment. Alterna­
tively, without expanded third-party coverage, the propor­
tion of families spending an (excessiveportion of their in-
come on health care could have substantially increased 
rather than remaining relatively stable, given the rapid 
growth in the sophistication and cost of health care. 

A major area of change in utilization is for hospital care; 
both private health insurance and public programs have 
emphasized hospital coverage. In 1930, a great disparity 
existed in hospital admission rates between income 
groups—a rate of 59 per 1,000 for the lowest income 
group, compared with 106 per 1,000 for the highest group. 
By 1953, the rates had equalized (Anderson and Feldman, 
1956) and for the years since, hospitalization rates have 
remained relatively stable for higher income groups while 
increasing markedly for the lower groups (detailed table 
42). Thus, these rates are now considerably higher for 
lower income groups than for higher inco]me groups. Most 
studies have shown that low-income groups experience 
more illness than do high-income groups (Luft, 1978). 

While the growth of third-party payment has had 
desirable effects on the dktribution of health care, it has 
also had an impact on health care costs. The presence of 
third-party payment tends to blur the relationship between 
the amount and type of health care services consumed and 

their costs. In other words, the out-of-pocket cost of 
health care to the consumer, at the time of services, is 
reduced or eliminated-encouraging both provider and 
consumer to increase utilization, demand higher quality 
care, and thereby generate higher costs. 

Types of Expenditures 

Another important factor in the growth of expenditures 
for health care has been the growth of the hospital sector. 
In addition to increased utilization and costs of inputs, 
hospitals have been the major investors in an increasingly 
complex and costly medical technology. Hospital care ex­
penditures, traditionally claiming the largest share of the 
health care dollar, have increased from about 30 percent of 
total expenditures in 1950 to 40 percent in 1980 (detailed 
table 68). During the last several years, the expenditure 
share of hospital care has remained stable, largely as a 
result of the rapid increases in nursing home care expend­
itures. In 1950, outlays for nursing home care accounted 
for 1.5 percent of total health care expenditures; by 1980, 
they accounted for 8.4 percent. 

Expenditures for physician services have exhibited a 
large increase in absolute dollars. However, they have 
decreased slightly as a proportion of total health care ex­
penditures—from 22 percent in 1950 to 19 percent in 1980. 
These expenditures for physician services, however, 
understate the physician’s impact on total health care 
spending. Physicians are the primary influence regarding 
decisions on hospitalization-which patients are admitted, 
what type of care is received, and the length of stay—and 
resulting costs. Moreover, they have a decided influence on 
prescription drug expenditures. 

As with physician services, expenditures for dentist serv­
ices have increased substantially in absolute amounts while 
decreasing slightly as a proportion of total expend­
itures—from 7.6 percent in 1950 to 6.4 percent in 1980. 
Other major health expenditures include drugs and drug 
sundries, administration of health insurance plans, and 
health related research and construction. In 1980, these 
categories accounted for 7.8 percent, 4.2 percent, and 4.7 
percent, respectively, of all health expenditures (detailed 
table 68). 

Components of Increase 

Although numerous and complex factors affect health 
care expenditures, the three basic components of increase 
are prices, population, and changes in use and/or services. 
The level of health care spending is determined by the 
quantities of various purchased services and the price of 
each service. Quantities change as a result of changes in the 
size and characteristics of the population and in utilization 
patterns. Rapid increases in health care prices, however, 
have been the primary force behind the enormous growth 
in aggregate health expenditures. Between 1965 and 1980, 
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price increases accounted for 58 percent of the growth in 
health care spending. Moreover, between 1979 and 1980, 
75 percent of the increase in personal health care expend­
itures could be attributed to prices (detailed table 61). 

Prices 

Historically, medical care prices have consistently out-
paced the growth of general consumer prices (detailed 
table 63). Since 1950, the overall Consumer Price Index 
(CPI) more than tripled, increasing at an average annual 
rate of 4.2 percent. However, the medical care component 
of the CPI quintupled, growing at an average annual rate 
of 5.5 percent. 

The Consumer Price Index has been criticized on two 
counts—for not removing completely the effects on prices 
of changes in the quality of health services and products 
and for the items priced not adequately representing the 
full array of medical treatments and practices. Never­
theless, the medical care component of the CPI is still the 
most widely used indicator of health care prices. 

During the 1970’s, increased prices for medical care 
services, rather than medical care commodities (e.g., drugs 
and medical supplies), have had the greatest impact on the 
differential in growth between medical and consumer 
prices (detailed table 64). The growth in medical care 
services charges has been particularly rapid for hospital 
care. For example, between 1979 and 1980, charges for 
hospital services increased by ahnost 14 percent and 
hospital room charges increased by 13 percent. Growth in 
charges for professional services has also been rapid; be-
tween 1979 and 1980, both physician and dental fees 
increased by about 12 percent. 

In spite of the rapid growth in health care prices, the gap 
between increases in health care and general consumer 
prices has been narrowing in recent years. In fact, during 
both 1979 and 1980, the increase in the overall CPI 
surpassed the increase in the medical care component (de-
tailed table 62). This has been primarily the result of 
increased inflationary pressures in other sectors of the 
economy, most notably energy, housing, and food. 
However, data for the first 6 months of 1981 suggest a 
reversal of this trend, with the increase in the medical care 
component surpassing the all items index. 

Population 

Changes in population size and composition have a 
direct impact on a nation’s expenditures for health care. 
While population growth was an important factor in 
health care expenditures during the post-World War II 
period, it accounted for only 9.0 percent of the increase for 
the more recent period 1965-80 (detailed table 61). 

Currently, it is the changing age distribution, specifically 
the increasing proportion of people 65 years of age and 
over, that is having an effect on health expenditures. In 
1950, about 8 percent of the population was 65 years of age 
and over. 13y 1980, this group represented more than 11 

percent of the population, and it is projected to exceed 12 
percent by the year 2000. 

Health care spending for this group is higher than it is 
for the younger population. In 1978, per capita personal 
health care expenditures for people 65 years of age and 
over were seven times that for people under 19 years of age 
and two and one-half times that for people 19-64 years of 
age (detailed table 74). Consequently, the elderly account 
for 29 percent of total health expenditures, although they 
comprise only 11 percent of the population. 

These differences generally reflect the more serious 
nature of illness and greater prevalence of chronic condi­
tions among older people. For example, the elderly have 
more physician visits per person, higher rates of 
hospitalization, and more days of care in short-stay 
hospitals than younger people (detailed tables 34 and 42). 

Another area of high utilization by the elderly is nursing 
home care. People 65 years of age and over accounted for 
86 percent of those in nursing homes in 1977 (National 
Center for Health Statistics, 1979). Expenditure increases 
for nursing home care have been rapid and this growth 
could be intensified because of the projected growth in the 
elderly population, even if current use rates remain the 
same (Fox and Clauser, 1980). 

An indication of the increase in nursing home care ex­
penditures that results from the aging of the population 
can be obtained by using average monthly charge data for 
specified age groups from the National Nursing Home 
Survey (National Center for Health Statistics, 1979). 
Monthly per capita charges are calculated for four popula­
tion groups: under 65 years of age, 65-74 years of age, 
75-84 years of age, and 85 years of age and over. These 
charges are then applied to the corresponding population 
by age for the years 1978, 1979, and 1980 and the products 
summed for each year. The resulting aggregate expend­
itures reflect the impact of the growing proportion of the 
elderly population while holding price and utilization cons­
tant. The percent change for each year thus represents the 
increase in these expenditures accounted for by the aging 
of the population. The indication is that this change in the 
age distribution accounts for approximately half of the in-
crease in nursing home care expenditures not attributed to 
rising prices (table B). 

Table B. Annual increases in nursing home expenditures, 
according to contributing factor’s United States, 1977-80 

Factor 
Period Total 

Pricel Population Utilization* 

Annual percent increase 

1977-78 . . . . . . 15.2 7.5 3.0 4.0 
1978-79 . . . . . . 18.1 9.1 3.2 4.9 
1979-80 . . . . . . 17.4 9.7 3.3 3.6 

lNati~na[ Numing Home Input priC.S Index. 
2Calculated as a residual category. 

SOURCES: (National Center for Health Statistics, 197% U.S. Bureau of the 
Census, 198~ Health Care Financing Administration, 1980.) 
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Intensity 

Increased consumption of health care accounted for 33 
percent of the increase in health care expenditures between 
1965 and 1980 (detailed table 61). As discussed earlier, 
third party payment mechanisms, among other factors, 
have contributed to the growth in the utilization of health 
care services, Government programs have removed many 
of the barriers to access for previously underserved groups, 
in particular the elderly and the poor. Private health in­
surance has enhanced the albility of many families to pay 
for health care. In addition, utilization increases with age 
and the elderly are a growing proportion of the popula­
tion. 

Physician visits have actually decreased for the popula­
tion as a whole between 1973 and 1979, however. Rates of 
hospitalization and the number of nursing home residents 
have increased, but the increases are not large enough to 
account for the rise in expenditures resulting from greater 
health care consumption. Therefore, clhanges in the com­
plexity and amount of services provided during these 
physician visits or episodes of institutionalization have ac­
counted for a substantial part of the increase in health care 
expenditures. 

Numerous advances in medical technology have been 
made during the past few decades and their diffusion has 
been relatively rapid. The effect has been a substantial 
change in the health care praduct because of the increase in 
the quantity and quality of resources drawn into the health 
care sector. 

These technologies range from the development of new 
vaccines and laboratory tests to sophisticated treatment 
processes such as renal dialysis. Each technology presents 
both costs and benefits that must be weighed before a 
determination of its net effect on health care expenditures 
can be made. For example, a new vaccine could decrease 
costs by preventing disease. on the other hand, the costs of 
developing and administering the vaccine and the cost of 
possible adverse effects could override any savings 
realized. 

SQme new technologies have benefited the population as 
a whole (e.g., vaccines and antibiotics) and others, a 
specific group (e.g., open-heart surgery amd renal dialysis). 
Questions have been raised, however, about the ap­
propriateness and efficacy of many of the new 
technologies, particularly theme that are costly and impact 
upon only a small proportion of the population. In other 
words, it has been suggested that some technologies are 
being overused and the benefits derived from particular 
treatment processes may not be commensurate with their 
cost (Russell, 1979). 

Summary 

Health care expenditures have been rising rapidly in the 
United States and claiming a larger share of the Nation’s 
resources during the past two decades. The causes for this 
increase are numerous and complex and include changes in 
the way health care is financed, the relative growth of 
various sectors in the health care economy, price inflation, 
population change, and changes in both the utilization of 
health care and the health care product. 

The growth of third-party payment has led to a more 
equitable distribution of health care services across the 
population, but it has also contributed to the increase in 
health care expenditures. Both private health insurance 
and government programs have emphasized hospital care, 
and the growth in expenditures for this care has been 
responsible for a disproportionate share of the relative 
growth in total expenditures. 

The basic components of the increase in health care ex­
penditures are prices, population, and changes in use 
and/or services. Price inflation has been the major force in 
the rapid escalation of health care costs. The growth of the 
elderly population and attendant higher utilization rates 
have also contributed to expenditures for health care. 
Finally, changes in the health care product, arising from 
advances in medical technology, have also had an impact 
on the increasing cost of health care. 
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Employment-Related Health 
Insurance 
by Amy K. Taylor, Ph.D., National Center for 
Health Services Research 

Introduction 

The high cost of private health insurance has attracted 
much attention recently from consumers and government 
as well as from private industry and other employers. 
Much of this health insurance is in the form of group in­
surance provided through employment-related plans. One 
study estimated that, in 1975, group health insurance ac­
counted for 83 percent of total health insurance premiums 
in the United States, and 96 percent of group health in­
surance was provided through employment and labor 
unions (Mitchell and Phelps, 1975). Health insurance has 
become such a significant expense to employers and such a 
valued fringe benefit to employees that it is often a major 
issue in collective bargaining agreements. 

Government policy concerns also have recently focused 
attention on the provision of health insurance by 
employers. Among the reasons for this are that employer 
contributions to health benefit plans are not taxable as in-
come to the recipients and a tax deduction is allowed for at 
least part of the premium paid by the employee. Because of 
the rising costs of this insurance, several bills have been in­
troduced in Congress that would place a ceiling on the 
amount of employer contributions that can be excluded 
from the taxable income of employees. 

This article examines employment-related health in­
surance expenditures on the basis of estimates of the 
number of employees in firms with employment-related 
health insurance plans and those eligible for such plans; 
the proportion of payroll expenses going to health in­
surance; mean insurance premiums; the respective percen­
tages of premiums paid by employers and employees; and 
the extent to which employers pay the entire premium cost. 
Comparisons are made by region of the country, by in­
dustry, and for selected employer characteristics. Special 
attention is given to health insurance benefits in firms with 
large numbers of low-wage workers. 

Eligibility 

The percent of employees with and without 
employment-related health insurance plans are shown in 
table A, in conjunction with the percent of employees eligi­
ble for such plans. Overall, 88 percent of employees in the 
United States worked in firms that offered a health in­
surance plan. This figure varied considerably, however, 
depending on the size of the firm and union status of its 
employees. Those working in small firms (i.e., less than 26 
employees) were least likely to have an emplo yment-related 
health insurance plan; 45 percent of this group, represent­
ing approximately nine million people, worked for 
employers who did not offer any health insurance benefits. 

The percent of workers who did not have a health in­
surance plan at their place of work was lower in larger 
firms, amounting to only about 1 percent of those in fiims 
with a workforce in excess of 1,000. Similarly, the percent 
of workers without employment-related insurance was 
largest in firms without labor union contracts (19 percent 
versus 3 percent for firms with at least some union affilia­
tion). Although there is a high degree of correlation be-
tween size of firm and union status, size appears to have an 
important independent effect on health insurance benefits. 
Even within unionized firms, small union firms were less 
likely to provide health insurance than large union firms. 
No statistically significant variations existed among dif­
ferent regions of the country. 

Where employment-related health insurance was pro­
vided, 93 percent of employees were eligible overall,l and 
this number did not vary greatly by employer 

IUnder efisting ~ laws reguding employer-provided health imurance, 
fii are allowed to exclude from eligibtity employees under 25 years of 
age, part-time and seasonal workers, nonresident alien employees, 
workers with less than 3 yesm service, and employees covered by an agree­
ment between employee representatives and an employer (Congressional 
Budget Office, 1980). 
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Table A. Employee health insurance status, accordinf3 to selected employer characteristics United States, 1977 

Employee status 
Number of 

Selected characteristic employees in In firms In firms Eligible in 
thousands without health with health firms with health 

insurance plans insurance plans insurance plans 

Percent of persons 

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 97,131 11.7 88.3 93.4 

Geographic region 

Northeast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20,643 9.1 90.9 93.2 
North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 29,656 11.3 88.7 90.6 
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30,855 12.8 87.2 95.9 
West . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15,976 13.9 66.1 94.1 

Labor union status 

Someunion employees . . . . . . . . . . . . . . . . . . . . . . . 43,498 3.0 97.0 96.1 
Nounionemployees . . . . . . . . . . . . . . . . . . . . . . . . . 50,909 19.3 80.7 90.6 
Unknown . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,725 ‘9.1 90.9 93.5 

Size of workforce 

250rless . . . . . . . . . . . . . . . . . .. l... . . . . . . . . . . . . 20,018 44.6 55.4 97.1 
26-250 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 24,872 7.7 92.3 92.4 
251-1,000 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13,188 2.2 97.8 89.3 
Morethan 1,000 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 39,053 0.7 99.3 90.1 

lRela~ve standard error equal to or greater than so Percent. 

SOURCE: National Center for Healttl Sewices Res[]arch: Employer Health insurance Cost Suwey, National Medical Care Expenditure Suwey. 

characteristics. Workers intlhe North CentralRegionand 
those in firms without union affiliation were least likely to 
be eligible (91 percent for each); those in very small firms 
were somewhat more likely to be eligible (97 percent) than 
those in firms of251 or morf: employees. 

Employw and Employee Contributions 

In 1977, health insurar~ce premiums per eligible 
employee ranged from slightly more than $500 in the South 
to more than $600 in the rest of the country, with an 
overall mean of $591 (table B).2 While employers paid 80 
percent of this on the average, both premium amounts and 
the portion paid for by the employer varied by employer 
characteristics. The highest share of premiums was borne 
by the employer in large firms (84 percent), in at least 
partly unionized firms (87 percent versus 73 percent for 
nonunion firms), and in firms located in other than the 
South Region of the country (more than 82 percent, com­
pared with ’72percent in the South). 

Total insurance premiums h such firms were relatively 
high. For example, in firms with some union affiliation, 
the mean premium per employee was $691, compared with 
$488 in firms without unicm status. As a result, total 
employer contributions for health insurance tended to be 

Z)iufiher information is needed in order tO k&pP9 thesedifferences in 

prerniurn amounts since data were not available on depth and breadth of 
insurance coverage. 

relatively large in these cases. However, small firms with 
fewer than 26 employees also paid relatively high 
premiums for employment-related insurance plans. 

Variations in employer contributions to health insurance 
premiums reflect the pattern of total premiums. Employee 
contributions, with a mean of $89, varied between at least 
partly unionized and nonunionized firms ($68 and $111, 
respectively); between the South and the Northeast and 
West (roughly $108 versus $74); and between firms of 26 to 
250 employees and both smaller and larger firms (ranging 
from $75 to $112). 

The extent of outlays for employment-related health in­
surance plans is also reflected in the premium/payroll 
ratio, CMthe average, health insurance costs were approx­
imately 5 percent of payroll expenses, and variations by 
location and firm characteristics were small, although the 
premium/payroll ratio in unionized firms was somewhat 
higher than elsewhere. 

In addition to eligibility, premium amounts, and respec­
tive employer/employee contributions, a measure of in­
terest is the distribution of eligible employees according to 
whether their employers paid all, some, or no portion of 
health insurance premiums. Again, considerable variations 
by employer characteristics existed. 

For almost one-third of all employees in firms with 
health insurance plans, the employer paid 100 percent of 
the premium (table C). Firms with at least some union af­
filiation were more likely to pay the full premium than 
others. Also, ahnost half of employees of very small firms 
(less than 26 employees) had their health insurance 
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Table B. Premium payments, employer and employee contributions, and premium/payroll ratios for employment-related health insurance 
plans, according to selected employer characteristic= United States, 1977 

Premium payments Mean 
premium/ 

annual 
amount contribution contribution paid by 

employer 
ratio 

Mean per eligible employee 

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . $590.50 $501.70 $88.80 80.4 0.046 

Geographic region 

Northeast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 633.70 559.50 74.20 86.6 0.046 
North Central . . . . . . . . . . . . . . . . . . . . . . . . . . 645.80 558.30 87.50 83.1 0.047 
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 501.40 393.60 107.80 72.2 0.044 
West . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 601.10 527.10 74.00 82.8 0.045 

Labor union status 

Someunion employees . . . . . . . . . . . . . . . . . 690.80 623.20 67.50 87.4 0.050 
Nounion employees . . . . . . . . . . . . . . . . . . . . 487.70 376.50 111.20 73.1 0.043 
Unknown . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 599.10 520.70 78.40 83.0 0.048 

Size of workforce 

250r Iess . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 594.80 517.10 77.70 79.9 0.050 
26-250 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 528.70 416.30 112.30 75.7 0.044 
251-1,000 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 588.90 489.50 97.40 79.1 0.048 
Morethan 1,000 . . . . . . . . . . . . . . . . . . . . . . . . 627.30 552.10 75.20 83.8 0.050 

Selected characteristic Total Employer Employee Percent payroll 

SOURCE National Center for Health Services Research Employer Health Insurance Cost Survey, National Medical Care Expenditure Survey. 

Tabie C. Percent distribution of empioyees in firms with heaith insurance pians, according to ievei of empioyer contribution and 
seiected empioyer characteristic% United States, 1977 

Mean Level of contribution 

annual 
Seiected characteristic premium Employer Employer Employer 

per eiigibie 
employee 

Total 
entire 

premium 
share of 
premium 

share of 
premium 

Percent distribution of employees 

Totai . . . . . . . . . . . . . . . . . . . . . . . . . . . . $590.50 100.0 31.4 66.4 2.2 

Geographic region 

Northeast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 633.70 100.0 41.8 56.4 ‘1.7 
North Central . . . . . . . . . . . . . . . . . . . . . . . . . . 645.80 100.0 34.4 84.9 0.7 
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 501.40 100.0 22.5 73.3 4.2 
West . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 601.10 100.0 29.3 69.3 ‘1.4 

Labor union status 

Someunion employees . . . . . . . . . . . . . . . . . 690.80 100.0 35.6 63.5 “ ‘0.8 
Nounion employees . . . . . . . . . . . . . . . . . . . . 487.70 100.0 26.9 69.5 3.6 
Unknown . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 599.10 100.0 35.5 83.3 ‘1.1 

Size of work force 

250rless . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 594.80 100.0 49.4 45.3 5.4 
26-250 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 528.70 100.0 34.7 61.3 
251-1,000 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 586.90 100.0 32.2 66.9 :; 
Morethan 1,000 . . . . . . . . . . . . . . . . . . . . . . . . 627.30 100.0 24.1 75.4 0.5 

1Relative standard error equal to or greater than 30 Percent. 

pays pays some pays no 

SOURCE National Csnterfor Health Sewices Research: Employer Health lnaurance Cost Suwey, National Medical Care ~penditure Suwey. 
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premiums paid entirely by their employers, while only a 
quarter of those in the largest firms had. The latter type of 
employer, however, was most likely to make at least some 
contribution to insurance premiums. Overall, only 2 per-
cent of employees eligible for health insurance plans worked 
for employers who contributed nothing to the premium, 
although this percentage was higher in nonunionized firms, 
in those with 250 or less employees, and in the South. 

Insurance Coverage by Indhstry 

Considerable variation in the availability of employ­
ment-related health insurance, mean insurance premiums, 
and employer contributions also existed for different in­
dustries. Table D shows the percent of employees in firms 
without plans, mean annual premiums, and employer con­
tributions by industry. 

Compared with employees in other industries, a higher 
proportion of agricultural workers (34 percent) worked for 
frms that offered no healthl insurance. Workers in the con­
struction industry also hacl a high percentage of employees 
in firms without health plans (23 percent), compared with 
the overall average of 12 percent. Those industries where 
the smallest percent of employees worked in firms without 
plans were public administration and transportation, 

For firms with plans, total health insurance premiums 
were highest in the manufacturing, transportation, and 
mining industries with premiums of around $680. At the 
other end of the scale, workers in the wholesale and retail 
trade and service industries received health benefits with 
average premiums not much greater than $500. 

A comparison of employer contributions to workers’ 

health insurance plans shows a pattern similar, though not 
identic~al, to that for total average premiums. More 
specifically, the percentage of the total premium paid for 
by employers was highest in the mining, transportation, 
and manufacturing industries (ranging from 86 to 93 per-
cent). Since these three industries also have the highest 
total premiums, the dollar contributions toward health in­
surance by employers are also the largest of all industries. 
In contrast, the lowest employer contributions were found 
in the military,s wholesale and retail trade, and service 
industries. 

Distribution of Insurance Premiums 

The implications of proposed changes in the current tax 
treatment of employment-related health insurance can be 
better understood by examining the frequency distribution 
of total annual premiums and their components—em­
ployer and employee contributions. For example, several 
current proposals would impose limits at various levels on 
tax-free employer contributions to health insurance for 
their employees. The number of workers that would be af­
fected by such policies can be seen in table E, which shows 
the percent of employees in each of several premium 
brackets and respective employer and employee contribu­
tions to these premiums.4 More than half (54 percent) of all 

sThe&eCtprovisionof he~th care to military membersisXNXclassified 
as a healthinsurancebenefit. 
dBe~.Us~ rather than ‘i­these&trjbUtjOnsare basedon firm average’s 
ndividualpremiums,thesefiguresmayunderestimatetheactualnumberof 
workerswhowouldbe affectedby a lawimposinga ceilingon tax-free 
employercontributionsto healthinsuranceplans. 

Table D. Percent of employees in firms without health insurance plans, and premiums and employer contributions in firms with plans, 
according to industry United States, 1977 

Percent of Firms with health insurance plans 
Number employees 

of in firms Mean Mean Percent of
Industry employees without annual employer 

in health premium contribution 
premium 
paid by

thousands insurance per eligible per eligible employer 

TotalI . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Agriculture . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Mining . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Construction . . . . . . . . . . . . . . . . . . . . . . . . . . 
Manufacturing . . . . . . . . . . . . . . . . . . . . . . . . . 
Transportation, communication, and 

public utilities...........,,,.,.,., .,, 
Wholesale andretail trade . . . . . , , . . . . . . . . 
Finance, insurance, and real estate . . . . . . . 
Service and miscellaneous.. ., ., ,.. , i ., . 
Public administration . . . . . . . . . . . . . . . . . . . 
Military . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Unknown . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

plans employee employee 

97,131 11.7 $590.50 $501.70 80.4 

1,062 33.7 547.50 451.30 81.5 
1,119 17.9 676.00 630.60 92.7 
3,799 22.9 555.80 495.80 82.1 

18,887 4.1 687.50 628.20 86.1 

10,079 2.3 678.60 610.00 88.4 
17,594 19.6 521.20 434.20 79.0 
5,272 10.3 542.50 450.90 80.9 

20,210 16.5 526.50 429.20 77.4 
4,203 1.6 601.90 522.00 81.8 
1,357 3.0 541.70 421.06 79.0 

14,770 10.6 583.30 490.60 81.5 

lThe sum of the components may not add to total becauseOf roundin9.

Z]ncludesbusiness repair services, personal servicf?s, entertainment and recreation, and Professional services.€

SOURCE National Center for Health Services Research: Employer Health Insurance Cost Survey, National Medical Care Expenditure Survey. 
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Table E. Percent distribution of employees by average annual 
health insurance premium, according to total smount paid and 
employer snd employee contribut ion= United States, 1977 

Amount paid 

Average annual premium Total Employer Employee 
premium contribution contribution 

Percent distribution of employees 

Total . . . . . . . . . . . . 100.0 100.0 100.0 

$0 . . . . . . . . . . . . . . . . . . . 11.8 13.3 40.4 
$1-250 . . . . . . . . . . . . . . . 13.3 22.7 53.8 
$251 -500 . . . . . . . . . . . . . 29.2 27.8 4.7 
$501 -750 . . . . . . . . . . . . . 24.2 19.3 0.4 
$751 -1,000 . . . . . . . . . . . . 11.0 7.8 20.4 
$1,001-1,250 . . . . . . . . . . 
$1,251-1,500 . . . . . . . . . . 

4.7 
2.6 

4.4 
2.2 

(? 
(’) 

$1,501-1,750 . . . . . . . . . . 
$1,751-2,000 . . . . . . . . . . 
$2,0000 rmore . . . . . . . . . 

;:: 
0.9 

0.7 
1.2 

20.6 

f) 
$] 

lTOta]premiums per firm divided by the numberof eligible emPloYees. 
2Rejative standard error equal to or greaterthan30Peroent. 
3The sample cell wss not large enough to esthnate the PoPLrlationfi9ure. 

NOTE The total number of employees for 1977was 97,131,000. 

SOURCE National Center for Health Services Researoh: Employer Health 
Insurance Cost Survey, National Medical Care Expenditure Survey. 

employees worked in fms where the average annual pre­
mium in 1977 was $500 or less. In only 11 percent of the 
cases were premiums in excess of $1,000. Employee contri­
butions to premiums were $250 or less in 94 percent of the 
cases. Employer contributions exceeded $250 for 64 per-
cent and $500 for roughly one-third of all employees. 

Insurance Coverage of 
Low-Wage Workers 

In view of various national health insurance proposals 
that contained provisions for employer-mandated health 
insurance, another point of interest is the extent of 
employment-related insurance coverage for low-wage 
workers. Of those in firms where more than half of the 
workforce was at or near the minimum wage in 1977, 
about 31 percent worked for employers who did not pro-
vide health insurance plans (table F). This was substan­
tially above the percentage for employers with fewer low-
wage employees and almost three times the national 
average of 12 percent of all employees. 

Table F. Selected aspects of employment-related health insurance benefits, according to the percent of low-wage employees 
par employe~ United States, 1977 

Selected aspect 

Allemployees . . . . . . . . . . . . . . . . . . . . . 

Eligible for health insurance plans . . . . . . . . 
In firms without health insurance plans . . . . 
In firms with health insurance plans . . . . . . . 
Employer pays entire premium . . . . . . . . . . . 
Employer pays some share of premium . . . . 
Employer pays none of premium . . . . . . . . . . 

Total annual premium . . . . . . . . . . . . . . 

Employer contribution . . . . . . . . . . . . . . . . . . 
Employee contribution . . . . . . . . . . . . . . . . . . 

Employer contribution . . . . . . . . . . . . . . . . . . 

Premium/payroll ratio . . . . . . . . . . . . . . . . . . . 

Totall 
None 

97,131 36,194 

93.4 97.1 
11.7 11.5 
88.3 88.5 
31.4 43.2 
66.4 55.0 
22.2 *I .9 

$590.50 $707.10 

501.70 627.10 
68.80 80.00 

80.4 85.8 

0.046 0.051 

Low-wage employees 

25 percent More than 

or less 25-50 
percent 

Number in thousands 

27,830 9,429 

Percent of employees 

94.8 90.8 
16.6 

9% 83.4 
22.6 26.8 
76.4 71.9 
21.0 1.3 

Mean amount per eligible employee 

$600.30 $442.80 

505.60 336.90 
94.60 105.90 

Percent of premium 

61.5 72.1 

Mean per eligible employee 

0.048 0.042 

More than 
50 percent 

14,228 

77.7 
30.7 
69.3 
29.3 
66.0 
24.7 

$365.00 

300.60 
84.40 

72.2 

0.036 

lThe sum of the components may not add to tOtd becauseof missin9 data. 
2Relative standard error equal to orgreaterthan30 percent. 

NOTE Low-wage employees were those earning either less than or up to $0.50 more than the 1977 minimum wage ($2.65 per hour). 

SOURCE National Center for Health Services Research: Employer Health Insurance Cost Survey, National Medical Care Expenditure Survey. 
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Further, those in firms with a large low-wage workforce 
were least likely to be eligible for employment-related 
health insurance plans. Only 78 percent of employees in 
firms with more than half of the workforce at or near the 
minimum wage were eligible, compared with more than 90 
percent in other firms. 

Total annual premiums and the respective shares paid by 
employers and employees appeared to vary with respect to 
the percent of low-wage workers as well. In firms with no 
one at or near the minimum wage, the mean premium per 
eligible employee was $707. In firms where more than half 
of the workforce consisted of low-wage employees, it was 
$385. Also, where the prc)portion of low-wage employees 
exceeded 25 percent of the work force, employers paid less 
than three-quarters of total premium costs, compared with 
four-fifths for other employers. Mean employee contribu­
tions to health insurance premiums were correspondingly 
high, despite comparatively low total premiums. As a 
result, the premium/payroll ratios of low-wage employers 
were small owing to the 101wlevel of insurance premiums. 

Summary 

This article has examined several aspects of 
employment-related health insurance. Major variations ex­
ist in premium levels and employer contributions by size of 
the workforce, union status, and the percentage of low-
wage employees on the payroll. Health insurance benefits 
are more frequently fouu(d in firms with at least some 
union affiliation. Where health insurance is provided, 
mean premiums are higher and a larger percentage of 
premiums is paid by the employer in firms with at least 
some unionization. Employees of small, firms are less likely 
to have employment-related health insurance benfits than 
those of large firms. However, when smaller firms provide 

health insurance plans, the premiums are similar to those 
in the plans of large firms; the same applies to employer 
contributions, particularly in the case of firms with less 
than 26 employees. 

Regional differences in the provision of health insurance 
are few, except that lower mean insurance premiums and 
employer contributions are found in the South than in the 
rest of the country. 

Variations also exist among health insurance benefits 
provided to employees in different industries. Workers in 
agriculture and construction are least likely to have 
employment-related health insurance plans, while those in 
public administration and transportation are most likely. 
For fiis with plans, total premiums and employer 
contributions are the highest for manufacturing, transpor­
tation, and mining, and lowest for the military, wholesale 
and retail trade, and service industries. 

Those employed by firms with more than half of the 
workforce at or near the minimum wage are least likely to 
have access to employment-related health insurance, both 
in terms of availability of health insurance plans and 
eligibilityy to participate in them. 
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Detailed Tables 

Health Status and Determinants 

Fertility 

1.	 Live births, crude birth rates, and birth rates by age of mother, according to race: United States, selected 
years 1950-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

2.	 Birth rates for women 15-44 years of age, according to live-birth order and race: United States, selected 
years 1950-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

3.	 Completed fertility rates and parity distribution for women 50-54 years of age at the beginning of selected 
years 1925-79, according to race and birth cohort: United States, selected birth cohorts 1871-1929 . . . . . . . 

4. Selected measures of teenage fertility, according to age and race: United States, 1968-78 . . . . . . . . . . . . . . . 

5.	 Legal abortions, according to selected patient characteristics, type of procedure, and location of fafllty: 
United States, 1973-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

6.	 Legal abortions, abortion-related deaths and death rates, and relative risk of death, according to period 
of gestation: United States, 1973-75 and 1976-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

7.	 Ever-married women 15-44 years of age, according to contraceptive status, method of contraception 
used, race, and age: United States, 1973 and 1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Mortality 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

Death rates for all causes, according to race, sex, and age: United States, selected years 1950-78 . . . . . . . . . 

Life expectancy at birth and at 65 years of age, according to race and sex: United States, selected years 
1900-1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Infant, late fetal, and perinatrd mortality rates, according to race: United States, selected years 1950-78.. 

Infant mortality rates, according to race, geographic division, and State: United States, average annual 
1966-68, 1971-73, and 1976-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Infant mortality rates and perinatal mortality ratios: Selected countries, 1973 and 1978 . . . . . . . . . . . . . . . . 

Life expectancy at birth, according to sex: Selected countries, 1973 and 1978 . . . . . . . . . . . . . . . . . . . . . . . . . 

Age-adjusted death rates for selected causes of death, according to race and sex: United States, selected 
years 1950-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Death rates for diseases of the heart, according to race, sex, and age: United States, selected years 1950-78 

Death rates for ischemic heart disease, according to race, sex, and age: United States, selected years 
1968-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Death rates for malignant neoplasms, according to race, sex, and age: United States, selected years 
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Table 1. Live births,crudebirtb rates,and birth ratesby age of mther, accordingto race:UnitedStatesr

selectedyears 1950-78


(Dataare basedon the mtional vital registraticmsystem)


Age

Crude


Race and year Live birtb

births ratel 10-14 M-N 20-24 25-29 30-34 35-39 40-44 45-49


years yearn years years years years years years


!mtal Live birtbsper 1,000wxnen 

1950 3,632,000 24.1 1.0 81.6 196.6 166.1 103.7 52.9 15.1 1.2 
1955—————— 4,097,000 25.0 0.9 90.3 241.6 190.2 33.6.0 58.6 16.1 1.0 
1960 4,257,850 23.7 0.8 89.1 258.1 197.4 1.1,2.7 56.2 1.5.5 0.9 
196&—————— 3,760,358 19.4 0.8 70.5 1.95.3 161.6 94.4 46.2 1.2.8 0.8 

1970—————— 3,731,386 18.4 1.2 68.3 167.8 145.1 73.3 31.7 8.1 0.5 
1975 3,144,198 14.8 1.3 56.3 114.7 11o.3 53.1 19.4 4.6 0.3 
1.977 3,326,632 15.4 1.2 53.7 1.I.5.2 114.2 57.5 19.2 4.2 0.2 
1.978 3,333,279 15.3 1.2 52.4 11.2.3 1.1.2.o 59.1 18.9 3.9 0.2 

White 

1950 3,108,000 23.0 0.4 70.0 190.4 165.1 102.6 51.4 14.5 1.0 
1955—————— 3,485,000 23.8 0.3 79.1 235.8 186.6 114.o 56.7 15.4 0.9 
196~ 3,600,744 22.7 0.4 79.4 252.8 194.9 109.6 54.0 14.7 0.8 
196~ 3,123,860 18.3 0.3 60.6 189.0 158.4 91.6 44.0 lz.o 0.7 

1.970 3,091,264 17.4 0.5 57.4 163.4 145.9 71.9 30.0 7.5 0.4 
197~ 2,551,996 13.8 0.6 46.8 109.7 I.lo.o 52.1 18.1 4.1 0.2 
1977 2,691,070 14.4 0.6 44.6 109.8 113.8 56.3 17.8 3.8 0.2 
1978 2r681,116 14.2 0.6 43.6 106.3 I.1.l.l 57.9 17.6 3.5 0.2 

AU other 

1950—————— 524,000 33.3 5.1 163.5 242.6 173.8 112.6 64.3 21.2 2.6 
195~ 613,000 34.5 167.2 281.6 21.8.2 132.6 74.9 22.0 2.1 
1960—————— 657,106 32.1 M 1.58.2 294.2 214.6 135.6 74.2 22.0 1.7 
1965—————— 636,498 27.6 4.0 1.38.4 239.2 183.5 113.o 62.7 19.3 1.5 

1970—————— 640,122 25.1 4.8 133.4 1.96.8 140.1 82.5 42.2 12.6

1975—————— 592,202 21.2 4.7 108.6 143.5 112.1 59.7 27.6 7.6 :::

1977 635,562 21.9 4.3 102.4 145.7 116.5 64.8 27.5 6.9 0.5

1.978 652,163 22.1 4.1 99.1 145.7 1.17.3 66.7 27.0 6.5 0.4


Black:


1960————— 602,264 31.9 4.3 156.1 295.4 218.6 1.37.1 73.9 21.9 1.1 
1965———— 581,126 27.5 4.3 144.6 243.1 180.4 111.3 61.9 18.7 1.4 

1970— 572,362 25.3 5.2 147.7 202.7 1.36.3 79.6 41.9 1.2.5 1.0 
1975———— 511,581 20.9 5.1 1.13.8 145.1 105.4 54.1 25.4 7.5 0.5 
1977— 544,221 21.7 4.7 107.3 147.7 111.1 58.8 25.1 6.6 0.5 
1978— 551,540 21.6 4.4 103.7 147.5 1.10.6 59.6 24.0 6.0 0.4 

‘Livebirthsper 1,000pp.il.ation.


N2TE:Data are basedon birthsadjusttifor underregistration
for 1950 and 1955 and on registeredbirtbsfor all other

yeaxs.Figuresfor 1.960,1965,and 1970 are basedona 50-percentsanpleof births;for 1975-78,tbeyare basedon 100

percentof birthsin selectsdStatesand ona 50-percentsmpleof birthsin all otherStates.Beginningin1970, births

to nonresidentsof the UnitedStatesare excluded.


SOURCE:NationalCenter for Health Statistics:Vital Statisticsof tbe United States, 1978, Vol. 1. Public Health

Service,DHHS,Hyattsville,Md. To be publish&L
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Table 2. Birth ratesfor wanen 15-44years of aget accordingto live-birthorderand race:UnitedStates,

selectedyears1950-78


(Dataare basedon themtiotivitd registrationsystem)


Live-birthorder

—


Race and year


mtal’


—
1950

1955-—–——-

1960——-


—
1965


1970—-.-—

1975——————

1977— -—.—-_


1978


mite


1950 —

1955—-———

1960

1965


1970-———-

1975———

1977-—--—-

1978- —


Black


1960-————

1965-——-——


1970——--

1975—-..—_


l.977-———

1978-————————


mtal, 5 or 
1 2 3 4 higher 

Live birthsper 1,000wanen 15-44years of age 

106.2 33.3 32.1 18.4 9.2 13.2 
118.3 32.8 31.8 23.1 13.3 17.3 
118.0 31.1 29.2 22.8 14.6 20.3 
96.6 29.8 23.4 16.6 10.7 16.1 

87.9 34.2 24.2 13.6 7.2 8.7 
66.7 28.4 21.2 9.5 3.9 3.7 
67.8 28.6 21.9 10.1 3.9 3.3 
66.6 28.3 21.4 10.0 3.8 3.1 

102.3 33.3 32.3 17.9 8.4 10.4 
113.7 32.6 32.0 22.9 12.6 13.6 
113.2 30.8 29.2 22.7 14.1 16.4 
91.4 28.9 23.0 16.2 10.2 13.1 

84.1 32.9 23.7 13.3 6.8 7.4 
63.0 26.9 20.5 8.9 3.6 3.1 
64.0 27.3 21.1 9.5 3.5 2.6 
62.7 27.0 20.5 9.3 3.4 2.5 

153.5 33.6 29.3 24.0 18.6 48.0 
133.9 35.7 26.2 19.4 14.6 38.0 

115.4 43.3 27.1 16.1 10.0 18.9 
89.2 37.4 24.6 12.8 6.3 8.1 
89.8 36.3 26.0 13.9 6.5 7.0 
88.6 35.3 25.9 14.2 6.7 6.6 

‘Includesall other racesnot shownseparately. 

N3TE:Beginningin 1970, birthsto nonresidentsof the UnitedStatesare excluded. 

~: NatfLOMd Center for Health Stzltistics:Vital.Statisticsof the United States, 1978, Vol. 1. Public Health

Service,DEWS,Hyattsville,M& m be publish&L




Table 3. Ccmpletedfertilityrates and ~ity distributionfor wcmen 50-54years of age at the beginningof

selectedyears 1925-79,accordingto race and birthcolmrt:UnitedStates,selectedbirthcdmrts 1871-1929


(Dataare basedon the nationalvital.registrationsystem)


Parity (nmber of childrentorn

Age


Race and 50-54 pleted

birth aa of fer- ‘Imal

COlmrt January tilit 0 1 2 3 4


1 rate?


‘lbtal Distributionof wcmen2 

1871-7~ 1925 3,773.5 1,000.0 207.2 112.8 1.24.2 110.0 93.6 
1876-80— 1930 3,531.9 1,000.0 216.8 123.2 1.32.O 1.14.o 93.0 
1881-85————— 1935 3,321.6 1,000.0 217.4 134.6 142.5 IJ9.3 95.0 
1886-90————— 1940 3,136.8 1,000.0 210.4 148.5 153.2 129.7 99.5 
1891-95————— 1945 2,932.6 1,000.0 192.7 172.0 177.2 139.3 97.8 
1896-1.900--- 1950 2,675.9 1,000.0 194.6 200.7 195.2 136.6 87.8 
1901-05————— 1955 2,441.4 1,000.0 201.9 227.6 206.2 1.29.3 80.4 
1906-lo— 1960 2,285.8 1,000.0 215.6 225.1 218.7 131.4 77.5 
1911—l.5———— 1965 2,354.3 1,000.0 190.1 208.6 238.1 149.8 85.2 
1916-20— 1970 2,574.0 1,000.0 149.0 179.0 251.7 174.6 102.8 
1921-2~ 1975 2,856.9 1,000.0 108.5 3.52.1 248.7 197.O 123.5 
1925-29— 1.979 3,041.1 1,000.0 104.9 121.1 231.6 207.5 139.5 

White 

1871-75————— 1925 3,663.6 1,000.0 209.7 1.12.1 127.9 112.9 95.5 
1876-80————— 1930 3,444.4 1,000.0 218.2 121.9 136.1 1.I.6.9 94.8 
1881-8~ 1935 3,253.8 1,000.0 217.6 1.32.2 147.9 122.4 96.0 
1886-90————— 1.940 3,092.9 1,000.0 209.1 144.3 160.3 1.32.4 100.2 
1891-95————— 3.945 2,890.4 1,000.0 191.7 167.5 184.6 141.4 98.0 
1896-1900---- 1950 2,631.5 1,000.0 193.1 192.1 205.9 141.4 89.0 
1901-05————— 3955 2,399.0 1,000.0 197.9 219.5 218.3 135.8 82.3 
1906-10—— 3.960 2,248.9 1,000.0 207.9 218.0 233.2 138.8 79.6 
1911-15— 1965 2,31.3.5 1,000.0 177.4 204.9 254.1 158.9 88.0 
1916-20————— 1970 2,526.7 1,000.0 1.34.6 175.9 268.7 185.1 106.5 
1921-25———— 1975 2,793.7 1,000.0 94.2 150.6 264.6 208.8 1.27.9 
l.925—29— 1979 2,951.1 1,000.0 93.4 121.3 245.4 220.1 144.3 

All other 

1871-75———— 1925 4,770.8 1,000.0 185.7 118.2 93.6 82.0 76.4

1876-80————— 1930 4,254.7 1,000.0 207.7 1.34.O 99.5 87.4 79.9

1881-8~ 1935 3,865.0 1,000.0 223.1 151.5 99.8 96.5 85.3

1886-9&—————— 1940 3,451.4 1,000.0 231.9 175.9 105.9 96.6 93.3

1891-95—— 1945 3,212.5 1,000.0 222.3 206.7 112.4 114.5 92.6

1896-1900---- 1.950 2,967.7 1,000.0 227.4 255.0 .114.1 97.5 74.3

1901-05———— 1955 2,706.7 1,000.0 250.4 275.9 1.1.7.8 81.0 62.3

1906-10————— 1.960 2,529.1 1,000.0 287.5 266.6 114.5 73.2 60.1

1911-15————— 1965 2,641.2 1,000.0 296.1 232.4 116.3 78.3 64.1

1916-20————— 3970 2,924.2 1,000.0 266.2 202.0 120.9 91.2 72.5

l.921-25— 1.975 3,315.9 1,000.0 217.7 163.5 131.7 108.2 89.0

1925-29— 1979 3,666.7 1,000.0 188.9 120.9 1.32.O 1.18.7 103.8


alive)


7

5 6 or


mre


75.1 66.4 210.7

72.0 64.5 184.5

72.0 57.9 161.3

68.0 55.4 1.35.3

61.5 48.3 111.2

53.5 41.5 90.1

48.6 34.7 71.3

44.6 29.2 57.9

46.3 28.8 53.1

55.8 32.0 55.1

68.0 39.5 62.7

79.2 45.8 70.4


77.2 66.7 198.O

74.0 64.2 173.9

74.2 57.8 151.9

70.3 54.8 128.6

64.2 47.8 104.8

55.2 41.1 82.2

49.4 33.7 63.1

44.7 28.0 49.8

46.1 27.4 43.2

55.3 30.3 43.6

67.9 36.9 49.1

78.5 43.1 53.9


56.1 65.3 322.7

54.7 64.8 272.0

41.5 64.1 238.2

52.4 58.0 186.0

40.4 48.4 162.7

38.8 42.6 1.50.3

43.0 39.1 130.5

43.5 35.6 1.19.o

46.1 38.9 127.8

57.8 44.9 144.5

68.7 56.4 164.8

83.0 66.7 186.0


lNumberof childrentorn aliveto each 1,000wcmenwho have cmpleted theirreproductivehistories(wmen50-54 yearsof


%&xtional distributionof each 1,000wunen in the cohortby the numberof childrenkxxn alive to them.


Nt31!13:
Exampleofuseof table-For everyl,OOOmnen 50-54yearsof age in1979, an averageof 3,041.1chiMrenweretxxn

alive (about3 childrenperwman). About 10 percentof the wcmenin thiscohortreached50-54yeaxsof age havinghad m

children,about12 percenthad 1 child,and about 12 percenthad 6 childrenor mre.


SOURCES:NationalCenterforHealthStatistics:FertilityTablesforBirthCohortsby Color,UnitedStates,1.917-73
byR.

tlce,Apr.
Heuser.-Pub. No. (IRA)76-1152.HealthResourcesMn”mlstratmn. Washington.U.S. GovernmentPrintingC)t


3.976;
Data CanputedfrcrnVital Statisticsof theUnitedStates,1978,Vol. 1. PublicHealthService,DHHS,Hyattsville,

Md. !mbepublished.
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Table 4. Selectedmeasuresc)fteenagefertility,accordingto age and race:UnitedStates,1968-78


(Dataare basedon the nationalvitalregistrationsystem)


Age


Race and year


‘mtal’


—
1968

3,969

1970 ‘—

1971 —

1972 .—

1.973 —-


—
1.974

1975-

1976

1977

1978-——-


White


1968

1969


—
1970-

1971

1972

1973———————

1974

1975

1976 -—

1977——-—

1978


Black


1968

—
1969

—
1970


l.971—---

1972 .—

1973——


—-
1974

1975

1976

1977

1978


—.


10-14 15-17 18-19 10-14 15-17 18-19 15-17 18-19 15-17 18-19

years years years years years years years years years years


Live birthsto Live birthsto

unmarried unmarried
Live birthsper 1,000wunen Percentof all live births 

wnenper 1,000 wcmenper 1,000

unmarriedmen totallive births


1.0 35.1 113.5 0.3 5.5 11.4 14.7 30.0 403.7 201.3

1.0 35.7 112.4 0.3 11.2 15.2 31.5 412.8 210.7

1.2 38.8 114.7 0.3 M 11.3 17.1 32.9 429.8 223.9

1.1 38.3 105.6 0.3 6.4 11.3 17.6 31.7 445.4 232.0

1.2 39.2 97.3 0.4 7.3 11.7 18.6 31.0 458.5 246.8

1.3 38.9 91.8 0.4 7.6 11.7 18.9 30.6 466.9 255.7

1.2 37.7 89.3 0.4 7.4 11.4 1.9.o 3L4 482.5 270.4

1.3 36.6 85.7 0.4 7.2 11.3 32.8 513.9 298.1

1.2 34.6 81.3 0.4 6.8 10.8 %: 32.5 540.2 316.1

1.2 34.5 81.9 6.4 10.4 20.1 35.0 565.5 343.7

1.2 32.9 81.0 ::: 6.1 10.2 19.5 35.7 574.9 361.6


0.4 25.6 100.5 0.1 4.2 10.5 6.2 16.8 234.4 127.4

0.4 26.4 99.2 0.1 4.3 10.2 17.0 240.3 129.0

0.5 29.2 101.5 0.1 4.6 10.4 %; 17.6 252.0 135.0

0.5 28.6 92.4 0.1 4.9 10.4 7.4 15.9 251.7 131.7

0.5 29.4 84.5 0.2 5.7 10.7 8.7 15.1 264.4 136.7

0.6 29.5 79.6 0.2 6.0 10.6 8.5 15.0 276.4 142.6

0.6 29.0 77.7 0.2 5.9 10.4 8.9 15.4 294.2 150.1

0.6 28.3 74.4 0.2 5.8 10.3 9.7 16.6 329.6 171.9

0.6 26.7 70.7 0.2 5.4 9.9 9.9 17.0 357.4 187.9

0.6 26.5 71.1 0.2 5.1 9.4 10.7 18.8 389.2 209.5

0.6 25.4 70.1 0.2 4.9 9.3 10.5 19.5 400.9 224.4


4.7 98.2 206.1 1.2 13.1 16.6

4.8 96.9 202.5 1.2 13.1 16.7 72.3 129.1 720.9 482.9

5.2 :101.4 204.9 1.3 13.4 16.6 77.9 136.4 759.6 521.4

5.1 99.7 193.8 1.3 14.0 16.4 80.9 136.3 796.3 560.3

5.1 99.9 181.7 1.4 15.5 17.0 82.9 129.8 810.1 590.2

5.4 96.8 169.5 1.5 15.8 17.1 81.9 123.0 825.6 603.8

5.0 91.0 162.0 1.4 15.4 17.1 79.4 124.9 848.0 638.3

5.1 86.6 156.0 1.4 14.6 16.8 77.7 126.8 874.0 676.0

4.7 81.5 146.8 1.3 13.9 16.0 74.6 121.6 897.4 709.0

4.7 81.2 147.6 1.2 13.1 15.4 74.3 125.9 904.7 746.4

4.4 76.6 145.0 1.1 12.2 15.2 70.3 124.3 909.1 764.8


‘Includesall otherracesnot shownseparately.


NY1’E:Beginningin 1970,birthsto nonresidentsof the UnitedStatesare excluded.


SOURCE:DivisionOf Vital Statistics,NationalCenterfor HealthStatistics:Selecteddata.
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according patientcharacteristics, andlocation
Table5.Legalabortions, to selected tyFeof procedure, of facility:

UnitedStates,1.973-78


(Dataarebasedon reprtingby Statehealthdepartments
andby facilities)


Year

Characteristic


CenterforDiseaseControl

AlanGuttmcherInstitut~


Total 

Age


Under20years

20-24Years

25 yea% andover


Race


White

Allother


Marital.
status


hiarrie~

thmarri~


Nmber of livingchildren


o

1


5 or mrc


Periodof gestation


Under9 weeks

9-10weeks

11-12weeks

1.3-I.5
weeks

16-20weeks

21weeksandover


~ of pmsedure


Curettage

Intrauterine
instil..latio~

Hysterotcqor hysterectomy

Other


LOcationof facility


In Stateof residenc~

Outof Stateof residenc~


1973 1974 1975 1.976 1977 1978


Nunberof legalabcrtions
regmted


615,831 763,476 854,853 988,267 1,079,430 1,157,776

744,600 898,600 1,034,200 1,179,300 1,320,000 1,409,600


Percentdistribution


100.0 100.0 100.0 100.0 100.0 100.0 

32.7 32.7 33.1 32.1 30.8 30.0

32.0 31.8 31.9 33.3 34.5 35.0

35.3 35.6 35.0 34.6 34.7 34.9


72.5 69.7 67.8 66.6 66.4 67.0

27.5 30.3 32.2 33.4 33.6 33.0


27.4 27.4 26.1 24.6 24.3 26.4

72.6 72.6 73.9 75.4 75.7 73.6


48.6 47.8 47.1 47.7 53.4 56.6 
18.8 19.6 20.2 20.7 19.1 .L9.2 
14.2 14.8 15.5 15.4 14.4 14.1 
8.7 8.7 8.7 8.3 7.0 5.9 
4.8 4.5 4.4 4.1 3.3 
4.9 4.5 4.2 3.8 2.9 4.2


36.1 42.6 44.6 47.0 51.2 52.2 
29.4 28.7 28.4 28.0 27.2 26.9 
17.9 1.5.4 14.9 14.4 .13.1 3.2.3 
6.9 5.5 5.0 4.5 3.4 4.0 
8.0 6.5 6.1 5.1 4.3 3.7 
1.7 1.2 1.0 0.9 0.9 0.9 

88.4 89.7 90.9 92.8 93.8 94.6

10.4 7.8 6.2 6.0 5.4 3.9

0.7 0.6 0.4 0.2 0.2 0.1

0.6 1.9 2.4 0.9 0.7 1.4


74.8 86.6 89.2 90.0 90.0 89.3

25.2 13.4 10.8 10.0 10.0 10.7


WL”E:Percentdistributions was unkrmn and are basedon abortions
excludecasesfor whichselectedcharacteristic

reportdto theCenterforDiseaseControl.


SUJRCES: 1978.PublicHealthService,
CenterforDiseaseControl:AlmrtionSurveil.lance, DEHS,Atlanta,Ga.,Nov.L980;

E., Tietze,C., andDryfcos,J.: Legalabortionsin theUnitedStates,1975-I.976.
Sullivan, Fan.Plann. PersPect.


9(3):116-129, Institute: 1980.
Nay-June1977;TheXlanGuttmacher Personal ccmmmication, 
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ahortiomrelated to
Table6.Legalabortions, deathsanddeathrates,andrelativeriskof death,according

periodof gestation:
UnitedStatesr1973-75and 1976-78


(Dataarebasedprimarilyonre~rtingby Statehealthdepartments
andby facilities)


Year andperiod 
of gestation 

1973-75


-----—
Totd.———— ———.-


Under9 weeks— ---—-—...— ——-

———--
9-10 weeks——


11-12weeke+— —.-..—--—

13-15weeks—-- .—-—-

16-20weeks—— ——— .——

21weeksandover——-————----


1976-78


Total —-— .--—--


—-.——-—----
Under9 weeks————

—— —-—
9-10weeks


————-
11-12weeks—————————

13-M weeks

16-20weeks———————--.—---—

21 weeksandover———--————————


Atortion-related

deaths


Numberof Relative
—

legal riskof


abortions Rateper death!

reported Number 100,000


abortions


2,234,160 79 3.5 . . . 

928,814 6 0.6 1.0 
642,884 14 2.2 3.7 
355,217 12 3.4 
127,606 7.1 ::; 
L50,754 3: 20.6 34.3 
28,885 7 24.2 40.3 

3,225,473 33 1.0 . . . 

1,620,840 5 0.3 1.0 
882,051 6 0.7 2.3 
425,744 0.5 1.7 
127r890 : 6.3 21.0 
139,587 10 7.2 24.0 
29,361 2 6.8 22.7 

riskbasedon theindexrateof 0.6 for1973-75and 0.3 for1976-78forthegestation
‘Relative periodunder9 weeks.


9XlRCE:CenterforDiseaseControl: 1978.PublicHealthService,
AbortionSurveillance, DHHS,Atlanta,Ga.,NOV.1980.
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wmen 15-44yearsof age,according used,race,andage:
Table7.Ever-married to mntraceptivestatus,methcdof Contraception

UnitedStates,1973and1976


san’ples ofever-marri in th(?ChildkarhgEX JeS)(Dataarebasedonkmselmld interviewsof edwxnen


Meth@ of contraception

Percentof


Yearr race,andage wren using Female Male Birth IntrauterineDiaphragm Condan 0ther2contraceptionTotal steril- steril- cmtrol device 
ization ization’ pill 

1973 Percentdistribution


Tota13


15-44yeam——— 66.4 100.0 13.6 10.4 36.6 10.2 3.4 12.6 13.3 

-———-
15-24years— 66.9 100.0 4.3 2.1 65.3 10.8 *1.5 7.7 8.4

25-34years———------ 70.4 100.0 12.1 10.3 36.2 13.2 3.1 12.4 12.6

35-44years——-——— 61.5 100.0 21.7 15.8 18.3 5.6 5.0 16.1 17.4


White


15-44years—-- 67.8 100.0 12.5 11.2 36.1 9.8 3.6 13.4 13.4 

15-24years--——— 67.1 100.0 4.1 2.3 64.4 10.7 *1.6 8.3 8.6 
25-34years——------- 71.6 100.0 11.4 11.0 35.8 12.7 3.2 13.1 12.6 
35-44years-—-—— 63.6 100.0 19.2 17.2 18.2 5.4 5.3 17.2 17.4 

Black


M-44 years—---—— 55.8 100.0 25.4 *1.2 41.8 13.8 1.8 4.1 11.8 

X5-24years—--—————— 65.2 100.0 6.8 *0.1 72.4 12.6 *0.3 *1.8 6.0 
yei2Ei ———--- 59.2 100.0 20.3 *2.O 41.6 18.8 *2*2 3.8 11.22!5-34


35-44years—— 46.8 100.0 47.2 *1.1 17.2 8.4 *2.5 6.4 17.2


Seefmtmtes at endof table.




Table 7. Ever-marriedwcmen 15-44yearsof age, accordingto contraceptivestatus,methcdof contraceptionused,race,and age:

UnitedStates,1973 and 1976--Continued


(Dataare basedonhousehdd interviewsofsamplesof ever-marriedwrmen in the childbeariiii
ages)


Methcdof contraception

Percentof

ever-married


Year, race,and age waken using 
Total 

Female Male Birth Intrauterine Diaphragm Condan 0ther2contraception steril- steril- control device 

1976


lbtals 

15-44year*-——


15-24years—-———

25-34years—-—————

35-44years —-


White


15-44years——


15-24years—-————

25-34year&—-—————

35-44years--——


Black


15-44years-——


15-24years———

—
25-34years


35-44years—————


ization ization’ pill


Percentdistribution


11 0 34.5 10.0 4.0 9.9 14.4 

68.3 100.0 3.8 *1.3 63.9 9.4 3.3 7.0 11.1 
69.4 100.0 15.8 10.7 34.8 11.3 4.1 9.6 13.6 
59.3 100.0 22.7 20.9 13.6 8.3 4.5 12.3 17.7 

65.7 100,0 15.3 4A.. 

67.0 100.0 14.8 12.9 34.2 9.7 4.2 10.2 14.0 

69.7 100.0 3.6 *1.4 64.2 9.3 3.6 7.2 10.7 
70.8 100.0 15.6 11.7 34.2 11.0 4.3 9.8 13.4 
60.6 100.0 21.6 22.8 13.1 8.0 4.5 12.8 17.4 

56.7 100=0 21.8 *2.O 38.1 12.6 2.8 6.2 16.6 

59.0 100.0 *7.1 *0.4 61.1 11.0 *0.5 *4.6 15.3 
61.1 100.0 lsl.1 *0.4 42.7 13.6 *2.3 7.1 14.8 
50.3 100.0 35.1 *5.2 16.9 12.1 *4.8 *6.O 19.8 

‘Refersonly to currentlymarriedcouples.

20thermethodsincludefoam,rhythm,withdrawal,and douche.

31ncludesall other racesnot shcwn separately.


SXJRCE:Divisionof Vital.Statistics,NationalCenterfor HealthStatistics:Data frcm the NationalSurveyof FamilyGr-.




Table 8. Death ratesfor all causes,acwrding to race,sex, and age:UnitedStates,selectedyears 1950-78


(Dataare basedon the nationalvital registrationsystm)


Year 

Race, sex, and age 
1950 1955 1960 1965 19701 19751 19771 19781


‘lMalz NLnnberof deathsper 100,000residentpqx.ilation 

All ages, age adjusted3— 841.5 764.6 760.9 739.0 714.3 638.3 612.3 606.1 
All ages,crude—————— 963.8 930.4 954.7 944.6 945.3 888.5 878.1 883.4 

Under lyear 
1-4 years } 

754.6 2,848.5 2,696.4 2,463.3 2,142.4 1,641.0 1,485.6 
113.4 109.1 95.9 84.5 70.8 68.8 

1,434.4 
69.2 

5-9 years 61.7 50.6 49.0 43.9 42.1 35.7 34.0 33.4 
10-14years 58.1 46.6 44.0 40.5 40.6 35.7 35.1 34.3 
I_5-lgyears 108.6 97.3 92.2 95.3 110.3 101.5 101.6 100.9 
20-24years 146.0 134.9 123.6 126.6 148.0 138.2 133.5 134.7 
25-29years 159.3 135.5 130.8 134.0 144.2 1.36.7 1.32.1 131.8 
30-34years 199.4 163.0 160.7 167.9 172.9 151.0 140.9 139.7 
35-39years 283.7 238.6 233.6 242.4 247.1 209.6 195.5 189.4 
40-44years 441.3 379.8 370.2 370.0 “377.0 326.1 304.7 296.1 
45-49years 682.2 592.4 590.9 583.3 584.1 512.4 482.3 471.6 
50-54years — 1,042.2 947.1 943.1 924.0 889.3 784.6 754.7 742.4 
55-59years 1,562.3 1,406.5 1,385.0 1,334.9 1,361.0 1,1.99.8 1,138.1 lr115.9 
60-64years 2,329.0 2,097.8 2,148.3 2,120.9 2,003.5 1,832.7 1,784.9 1,774.2 
65-69years 3,328.2 3,168.2 3,141.7 3,045.3 2,969.2 2,574.7 2,480.4 2.463.0 
70-74years —— 5,152.0 4,695.1 4,720.6 4,420.6 4,370.8 4,050.5 3,847.1 3;787.4 
75-79years 7,979.3 7,367.2 7;204.0 6,980.3 6,721.8 6;205.1 6,073.0 6,024.2 
80-84years 11,840.8 1.1,467.O 11,724.O 10,814.6 10,I.57.8 9;102.6 8,814.7 8;954.0 
85 yearsandover 20,393.4 18,983.3 19,857.5 20,069.0 16,344.9 15,187.9 14,725.9 14,700.7 

Whitemale


ALl ages,age adjusted3— 963.1 905.0 917.7 911.1 893.4 812.7 781.5 773.1

All ages,crude------- 1,089.5 1,069.6 1,098.5 1,087.6 1,086.7 1,o15.3 998.2 999.8


Under 1 year 
766.4 

2,877.9 2,694.1 2,409.0 2,113.2 1,594.4 1,429.7 1,359.6

—
l-4 years } 109.6 104.9 91.5 83.6 71.3 69.7 71.7


5-9 year~ 67.3 56.7 53.7 47.5 47.5 39.4 38.4 36.3

10-14years 67.1 56.4 51.6 48.7 48.5 43.3 42.5 41.8

15-19yeam- 130.5 132.1 125.2 1.30.8 147.1 144.5 145.8 146.9

20-24years 173.0 182.5 166.9 171.0 199.O 189.5 190.o 190.8

25-29years 170.1 158.0 152.1 157.3 169.2 168.9 167.3 168.3

30-34years 201.1 176.2 173.2 178.3 185.4 169.5 164.2 165.0

35-39years 293.4 258.5 253.4 258.3 260.4 230.2 219.3 215.3

40-44years 475.6 423.2 417.0 41.L5 420.0 363.5 339.7 329.1

45-49years 773.7 700.4 709.3 687.1 684.6 606.0 565.1 553.8

50-54years 1,213.6 1,154.9 1,183.3 lr157.1 1,098.6 971.3 925.4 906.6

55-59years 1,881.4 1,760.8 1,784.6 1,751.5 1,774.6 1,534.6 1,440.0 1,404.8

60-64years— 2,805.7 2,645.5 2,751.4 2,801.2 2,708.4 2,443.7 2,338.0 2r318.2

65-69years 4,067.0 3,964.8 4,050.7 4,061.8 4,046.1 3,590.9 3,436.4 3,394.5

70-74years 6,038.3 5,720.5 5,909.2 5,778.8 5,828.0 5,462.2 5,233.9 5,166.9

75-79years 9,060.0 8,649.8 8,698.7 8,741.9 8,693.4 8,253.6 8,104.6 7,996.2

80-84years 13,369.7 13,292.3 13r544.3 13,073.5 12,606.8 11,832.0 11,597.5 11,821.8

85 yearsand wer— 22,132.6 20,063.6 21,750.0 22,733.6 18,551.7 18,257.9 18,041.7 18,100.3


See fcotnotesat endof table.
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to race,sex,andage:UnitedStates,selected
Table8.Deathratesforallcauses,according years1950-78-ContinuedL


(Dataarebasedon thenational system)
vitalregistration


Year 

Race, sex, andage 
JS)5CI 1955 1960 1.965 19701 19751 19771 1.978’ 

Whitefemale NI.ImMr ppulation
of deathsper 100,000resident


AU ages,ageadjusted3— 645.0 572.8 555.0 527.6 501.7 445.3 427.8 425.5

AU ages,crude-——--- 803.3 777.4 801.0 800.8 812.6 783.8 783.3 796.5


Under1 year—--—-—------
586.5 

2,167.5 2,007.7 1,801.3 1,614.6 1,222.3 1,094.8 1,069.7 
1-4years—————————— } 90.3 85.2 74.6 66.1 57.1 55.0 53.3 
5-9years———-——.— .—— 48.2 39.0 38.3 33.8 32.0 27.5 25.6 26.3 
10-14 years—-—--—-----——— 41.3 31.8 30.8 28.0 27.9 24.4 25.0 23.7 
15-19 years-——---———--—--- 62.3 53.9 50.3 50.1 57.8 52.4 55.2 55.2 
20-24 years———--——--—— 79.8 64.7 60.4 63.1 65.7 59.8 59.3 61.0 
25-29 years———————— -..— - 97.4 74.1 71.6 70.6 73.1 64.1 61.4 63.0 
30-34 years———--—--—-- 128.9 101.0 97.1 101.6 97.2 84.3 78.3 76.4 
35-39 years- —.— 187.8 154.7 147.5 150.8 150.9 124.0 U.5.6 109.6 
40-44 years--—— ——-..--- 288.8 246.8 237.9 235.7 232.0 206.9 191.7 187.5 
45-49 years---———-—---——— 443.5 369.2 368.5 376.1 373.6 326.6 309.7 307.8

50-54 years—---—--— 657.8 575.9 560.3 567.4 559.5 499*7 480.1 474.5

55-59 years——---—---—-—---- 1,017.6 879.6 829.7 799.8 830.8 761.6 726.2 716.5

60-64 years——————— 1,621.1 1,385.7 1,362.2 1,281.8 1,222.9 1,149.5 1,144.0 1,143.4

65-69 years—---
———-.—- 2,520.9 2,304.4 2,154.9 2,025.9 1,924.5 1,662.7 1,632.7 1,628.2

70-74 years-—-—-—------- 4,265.2 3,718.0 3,583.2 3,231.3 3,134.1 2,798.8 2,634.6 2,612.5


—-———
75-79 yeara———— 7,048.5 6,396.3 6,084.2 5,697.3 5,349.8 4,801.8 4,603.3 4,564.3

80-84 yeaxs
—.————. 11,061.8 10,528.4 10,654.3 9,587.5 “8,869.4 7,813.5 7,494.9 7,606.7


——--——-
85 ye$s andover- 19,676.8 19,156.1 19,477.7 19,353.7 15,980.2 14,494.1 14,039.7 14,079.0


A1.1othermale4


Allages,ageadjusted3———— 1,358.5 1,187.5 1,211.0 1,217.2 1,231.4 1,097.5 1,045.9 1,029.6

AU ages,crud~-- 1,2!51.1 1,133.3 1,152.0 1,121.3 1,115.9 999.1 967.1 959.7


——--——----—
Under
1-4vears—— ) 

1,438.8 
212.2 207.3 178.3 144.7 108.8 108.1 108.1 

5-9 Gears—-—-——---— 98.2 77.2 72.3 70.4 62.2 55.9 51.6 51.5 
10-12 years—---—--—--—-—-- 95.8 75.5 78.8 65.0 67.8 57.4 53.9 53.1 
15-19years—---—-—-——-- 2~!6.6 168.6 165.8 172.8 224.0 164.3 145.0 136.1 
20-24years——--—-——-- 365.4 316.0 274.9 292.0 415.5 340.7 276.6 278.4 

—-25-29yeaxs—-—— 429.4 379.9 343.0 392.2 456.6 435.8 382.0 356.7 
30-34years— — 573.() 430.6 428.6 458.4 558.8 477.1 415.1 402.3 
35-39years-—--—-——— 7(12.0 566.4 599.2 662.8 723.7 630.8 560.8 548.8 
40-44years——--—--——--- 1,039.0 880.4 876.5 948.6 1,024.3 844.7 793.0 784.7 
45-49years— ---—.-—--.---- 1,458.5 1,311.5 1,241.5 1.324.6 1,395.1 1,166.4 1,100.8 1,021.3 
50-54years—-——-—------—- 2,332.7 1,889.0 1,916.2 1,887.4 1,935.3 1,690.0 1,624.2 1,610.3 
55-59years-—--—--—— 3,266.3 2,693.7 2.500.5 2,492.6 2,639.5 2,392.8 2,310.8 2,266.7 
60-64years—-—————--———..— 4,274.0 3,874.9 4;053.8 3,940.8 3,534.4 3,280.8 3,360.1 3,339.1 
65-69years—————-—— 4,6015.4 4,580.3 5,103.7 4,853.1 4,759.2 4,036.7 3,795.2 3,814.8 

—-—70-74years—————— 6,340.5 6,088.5 6,493.2 6,433.9 6,557.3 6,534.9 6,196.1 5,984.5 
—--——-——-75-79years— 8,864.1 7,169.9 7,628.0 8,180.5 8,483.1 8,254.3 8,650.4 8,724.1 

80-84years-——-——— —-. 9,291.9 9,695.2 11,017.4 9,725.4 9,855.8 9,167.4 8,986.0 9,419.8 
85 ye& andover— --——..- - 15,742.1 13,766.7 15,238.7 15,761.8 11,405.2 11,693.8 11,286.110,678.2 

1 year 5,348.3 5,189.4 4,871.1 4,020.0 3,001.1 2,780.4 2,708.5

——--—--— —--


Seefootnotes
at endof table.
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Table 8. Death ratesfor all causes,accordingto racersex, and age:UnitedStatesrselectedyears 1950-78~ntinued


(Dataare basedon the nationalvital registrationsystem)


Year


Race, sex, and age

1.950 1955 1960 1965 19701 1.975’ 1.977’ 1978’


Blackmale: NUTberof deathsper 100,000residentppulation


AU. ages,age adjusted3— 1,373.1 1,246.1 1,270.3 1,318.6 1,174.3 1,127.6 l,J.13.I 
All.ages,crude—————— 1,260.3 — 1,181.7 1,163.0 1,186.6 1,064.0 1,037.0 1,028.7 

Under
1-4 years ) 208.5 182.3 150.5 114.6 113.6 112.9 
5-9 +ars 95.3 71.9 72.0 65.1 57.6 53.6 53.9 
10-14years — 94.8 79.2 65.8 63.8 57.1 55.7 54.4 

— 

1 year 
1,412.6	

— 5,306.8 5,039.9 4,298.9 3,253.5 3,038.7 2,957.9 
—-

40-44

15-19years 216.0 165.5 176.6 230.9 167.4 143.0 133.7 
20-24years 366.9 271.8 300.0 448.8 357.3 287.2 289.2 
25-29 JWWS 433.5 356.3 404.4 505.4 476.8 412.8 386.0 
30-34years 583.1 447.4 489.4 622.3 531.4 465.8 448.1 
35-39year~ 713.0 627.9 704.9 794.9 671.2 610.0 591.2 

— years 1,066.0 912.3 1,007.3 1,117.3 924.4 862.9 848.9

45-49+ears 1,496.2 1,296.7 1,395.9 1,514.9 1,270.2 1,206.2 1,122.6 
50-54years 2,393.2 2,016.7 1,986.4 2,075.3 1,822.9 1,765.1 1,752.0 
55-59years 3,325.3 2,664.5 2,633.8 2,825.8 2,548.0 2,472.3 2,438.2 
60-64 ~XS 4,382.7 4,199.6 4,226.9 3,778.7 3,466.3 3,565.0 3,549.6 
65-69yeZG5 4,668.8 — 5,226.5 5,039.8 5,051.3 4,201.5 3.937.4 3,967.9 

— 

— 

70-74years 6,436.0 6,664.5 6,559.0 6;936.6 7,045.5 6;699.0 6,442.9 
75-79years — 7;653.7 8,461.4 8,827.8 9,080.2 9,886.7 10,080.7 
80-84YSXS 10,101.9 10,757.1 9,919.6 10,629.9 9,738.7 9;853.8 10,540.5 
85 years and wer 1 14,844.8 15,966.7 1.2,222.312,450.9 12,030.0 11,376.9 

All. other fernale5 

AH ages, age adjusted3— 1,095.7 909.9 893.3 831.4 770.8 648.3 621.3 605.5

AU ages,crude—————— 993.5 875.9 872.6 822.6 775.3 682.5 672.5 664.5


Under 1 year 4,282.1 4,067.1 3,872.7 3,169.4 2,523.0 2,304.5 2,206.5 
1-4 yeaxs } 

1,163.0 
185.7 174.4 156.7 123.3 93.0 87.1 89.7 

5-9 years 80.1 61.1 61.0 54.5 46.0 36.8 34.3 34.4 
10-14years 69.1 48.6 44.2 40.2 38.6 31.6 28.0 28.6 
15-19years 176.6 91.2 80.4 80.2 84.7 65.4 62.8 55.9 
20-24years 253.9 164.5 135.8 121.6 138.1 13.O.7 99.1 97.2 
25-29yeZt3X 330.9 234.0 210.2 189.2 185.2 141.7 131.7 128.5 
30-34years 457.2 322.2 307.8 288.0 250.0 183.4 165.6 159.7 
35-39years— 613.6 477.6 448.1 435.6 395.7 288.9 256.1 244.8 
40-44years 924.4 686.4 660.8 637.7 586.3 434.7 404.1 380.9 
45-49years 1,246.8 1,051.4 919.4 870.5 829.0 657.8 599.7 570.1 
50-54years 1,940.7 1,567.9 1,439.5 1,246.4 1,153.o 914.1 914.5 877.4 
5+59 years 2,630.0 2,109.9 1,951.8 1,677.8 1,606.4 1,367.4 1,307.5 1,271.5 
60-64years 3,579.3 2,872.4 3,019.5 2,849.3 2,218.8 1,939.0 1,895.0 1,867.3 
65-69years 3,346.8 3,348.5 3,474.4 3,206.2 3,129.5 2,331.0 2,176.1 2,150.3 
70-74years 5r153.9 4,472.4 4,742.5 4,257.2 4,488.4 4,667.0 4,298.6 3,980.1 
75-79years 7,014.5 6J56.8 5,879.2 5,714.0 5,782.2 5,832.0 6,450.8 6,620.7 

—80-84 yeZi133 7,220.0 6,892.2 8,477.5 7,868.8 7,421.5 6,180.9 6,265.0 6,372.9 
85 years and wer 13,426.9 11,214.7 12,871.2 12,998.0 20,288.9 9,177.3 8,673.5 8,449.0 

See footnotesat end of table. 
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Table 8. Deakh ratesfor all causes,accordingto race,sex, and age:UnitedStates,selectedyears 1950-78--Continued


(Dataare basedon the nationalvital registrationsystem)


Year 

Race, sex, and age 
1950 1955 1960 1965 1970’ 19751 1977’ 19781 L 

Black female: Numberof deathsper 100,000residentppulation


Ml ages,age adjusted3------ 1,106.7 916.9 859.9 814.4 688.4 664.4 650.5

XLl ages,crude— 1,002.0 905.0 860.6 829.2 735.5 730.6 723.1


Under 1 year------— ) —- 4,162.2 4,001.1 3,368.8 2,740.3 2,509.6 2,413.7 
—1-4 years------—-----— 

1,139.3 
173.3 159.3 129.4 96.9 91.0 94.9 

—-5-9 years--—-——-----— 78.2 61.8 56.2 47.6 37.7 35.6 36.2 
10-14years---—-----——---—-- 66.6 44.1 40.2 40.1 31.7 28.3 29.3 

-—15-19years---—-----—-----—-- 172.7 81.3 81.0 86.2 65.8 62.0 56.3 
-—20-24years---------—-----—--- 251.3 138.1 125.5 144.1 115.1 102.7 101.2 

25-29years----——-----— 330.5 220.6 195.9 198.3 150.8 143.8 139.5

30-34years——-—-----—-----— 463.6 323.5 304.6 267.8 196.8 178.2 175.4 

—-35-39years---—-----—-------- 6:15.7 467.3 457.9 428.4 308.7 275.8 264.3 
40-44years-----—---—-----—— 930.1 682.5 668.3 637.6 473.4 440.6 415.0 
45-49years---------------—---- 1,262.7 —- 943.4 908.4 887.0 715.5 658.4 626.7 
50-54years---—---—---— 1,969.8 —- 1,460.5 1,288.6 1,222.0 990.8 998.5 960.1 
55-59years-—-—— 2,6”74.4 2,051.1 1,739.7 1,688.5 1,454.8 1,397.3 1,362.3 
60-64years-—----------— 3,633.3 3,113.2 2,992.2 2,335.8 2,019.6 1,987.4 1,977.5

65-69years—---—---—— 3,363.2 3,551.9 3,324.4 3,285.3 2,387.6 2,234.5 2,199.2 

-—70-74years------—---— 5,201.2 4,832.6 4,351.9 4,728.5 5,025.3 4,606.8 4,227.3 
-—75-79years---—-----—---——--

I 
5,931.2 5,869.3 6,059.7 6,390.4 7,271.0 7,579.1 

80-84years-—---———---——-- 9,347,0 8,437.3 7,926.0 7,761.0 6,472.9 6,618.5 6,827.9

85 yearsand over-—-----——--- 13,052.6 13,143.5 10,706.6 9,558.6 9,035.3 8,793.1


‘Excludesdeathsof nonresidentsof the UnitedStates.

21ncludesall racesand both sexes.

3Age adjustedby the directnrethcdto the total populationof the UnitedStatesas enumeratedin 1940, using 11 age

groups.

Includesblackmales.

51n~ludesblackf-es.


SOURCES:NationalCenterfor HealthStatistics:Vital Statisticsof the UnitedStates,Vol. II, 1950-78.PublicHealth

Office;Data mnputedb ythe Divisionof Analysisfrandata mmpiled by the
Service.Washington.U.S.GovernmentPrirlting


Divisionof Vital Statistics;U.S. Bureau of the Census: Populationestimatesand projections. CurrentPopulation

Re rts. Series=25, Nos. 310, 519, 721, and 870.Washington.U.S. GovernmentPrintingOffice,June 1965 APr. 1974,

&% 78, and Jan. 1980; 1950 NonwhitePopulationby Race, Specialrepxt P-E No. 3B. Washington. U.S: Government

PrintingOffice, 1951; Geni&l ppulation characteristics,United States swrunary,1960 and 1970. U.S. Census of

Population.Final reprts PC(l)-lBand PC(l)-Bl.Washington.U.S. GovernmentPrintingOffice,1961 and~9i’2.
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Table9. Lifeexpctancyat birthandat 65 yearsof age,according
to raceandsex:UnitedStates,selected

years1900-1978


(Dataarebasedontbe nationalvitalregistration
system)


Total White


Specified
age

andyear Wth Both
Male Female Male Finale


AllOtherl


EOth
 Male Female
sexes


33.0 32.5 33.5

60.8 59.1 62.9

63.6 61.1 66.3

65.3 61.3 69.4

67.9 63.6 72.3

68.8 64.6 73.1

69.2 65.0 73.6


—
 10.4 U.4

—
 12.5 14.5

13.9 1.2.7 1.5.2

14.9 1.3.2 16.4

1.5.7 1.3.7 17.5

16.0 14.0 17.8

16.1 14.1 18.0


sexes

1 

At birth


19002 47.3 46.3 48.3 
1950—————— 68.2 65.6 71.1 
1960—————— 69.7 66.6 73.1 
19703 70.8 67.1 74.7 
19753 72.5 68.7 76.5 
19773 73.2 69.3 77.1 
19783 73.3 69.5 77.2 

At 65 years 

~1900-1902 3-J-9 11.5 12.2 
1950 13.9 12.8 15.0 
1960—————— 14.3 12.8 15.8 
19703 15.2 13.1 17.0 
19753 16.0 13.7 18.0 
19773 16.3 13.9 18.3 
1.9783 16.3 14.0 18.4 

sexes


Remaining inyears
lifeexpectancy


47.6 46.6 48.7

69.1 66.5 72.2

70.6 67.4 74.1

71.7 68.0 75.6

73.2 69.4 77.2

73.8 70.0 77.7

74.0 70.2 77.8


—
 11.5 12.2

—
 12.8 1.5.1

14.4 12.9 1.5.9

15.2 1.3.1 17.1

16.0 13.7 18.1

16.3 13.9 18.4

16.4 14.0 18.4


lmr 1.goo-lg02, wereforblackpecpleonly.
dataforthe“allother”category

2~ath rwis~ation=eaofly. Thedeathregistrati~n~eaincreased
frmlo StatesandtheDistiict
ofColumbiain1900


to thecoterminous
UnitedStatesin 1933.

%xcludesdeathsof nonresidents
of theUnitedStates.


NationalCenterforHealthStatistics: Statistics byR. D. Grove
SCURCES: Vital. Ratesin theUnitedStates,1940-l!360,

1677.PublicHealthServme.Washington.
andA. M. Hetzel.DHEWPub.No. (PfIS) U.S.GovermentPrmtmg Office,1968;


Vital Statisticsof the UnitedStates,1970,Vol. II, Part A. DHEW Pub. No. (HRA)75-1101.HealthResources

PrintingOffice,1974;Finalmrtal.itystatistics,
Admrustratmn. Washuqton.U.S.Government 1975,1977,and1978.


Report.Vols.25,28,and29,Nos.11,1,and6.DHEWpub.Nos.(HRA)77-I.120, and
Mmthly VitalStatistics (PIE)79-1120,

Pub (=) 80 mo HealthResources
-. MinistrationandPublicHealthService.Washington.U.S.Government


Office,Feb.11,1977,May11,1979,andSept.17,1980;Unpublished ofVital.
Printing datafrantheDivision Statistics.
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mortality to race:UnitedStates,selected
Table10.Infant,latefetal,andperinatal rates,according years1950-78


1’

(Dataarebasedon thenationalvitalregistration
system)


Infantmortality
rate!

—.


Neonatal Latefetal Perinatal

Raceandyear Post- mortality mrtality


TOtal Under Under neonatal rate2 rate3 :


28 days 7 days


Total Number of deathsper1,000livebirths 

1950-—————— 29.2 20.5 17.8 8.7 14.9 32.5 
1955-—-—--———- 216.4 19.1 17.0 7.3 12.9 29.7 
1960 —— 26.0 18.7 16.7 7.3 12.1 28.6 
1965—---—--——— 24.7 17.7 15.9 7.0 11.9 27.6 

19704— --.--— --— 20.0 15.1 13.6 4.9 9.5 23.0 
19754——..--——-— 16.1 11.6 10.0 4.5 7.8 17.7

19774— —.——-—- 14.1 9.9 8.4 7.1 15.4


———
19784- 13.8 9.5 8.0 ::: 6.6 14.6


White


1950-——--–——-- .8 19.4 17.1 7.4 13.3 30.1 
1955—-—-–---—-— 2:3.6 17.7 15.9 5.9 11.6 27.3 
1960-——--------— 2:2.9 17.2 15.6 5.7 10.8 26.2 
1965—————-—— 2:1.5 16.1 14.6 5.4 10.5 25.0 

19704-—--—-—— J_’7.8 13.8 12.5 4.0 8.6 21.1 
19754 

2(5


-—_______ 14.2 10.4 9.0 3.8 7.1 16.0 
19774——————--—-- 12.3 8.7 7.4 3.6 6.5 13.9 
l.9784-—-—--------- :1:2.0 8.4 7.0 3.6 6.0 13.0 

Allothers 

1950—----—---—-- 44.5 27.5 22.8 16.9 24.8 47.0 
1955-———-—---- 4;~.8 27.2 22.9 15.6 20.5 43.0 
1960---—-——— 43.2 26.9 22.9 16.4 19.2 41.6 
1965——-—-——— 40.3 25.4 22.1 14.9 18.8 40.5 

19704
.———--—-- 30.9 21.4 19.1 9.5 13.9 32.7 
19754 24.2 16.8 14.4 7.5 10.8 25.0 
19774==== 21.7 14.7 12.3 7.0 9.5 21.7 

119784-——----—---- 2:L. 14.0 11.9 7.0 9.1 20.9


Black:


1950-——--- 43.9 27.8 23.0 16.1 -— — 
1955-—---—---- 43.1 27.8 23.5 15.3 -— .— 

1960-------—-— 44.3 27.8 23.7 16.5 — -— 
1965----------— 411.7 26.5 23.1 15.2 —, 

-— -—
19704-——-—--- 32.6 22.8 20.3 9.9

—-- — -—
19754— —- 26.2 18.3 15.7 7.9


— —-- — —
19774 23.6 16.1 13.5 7.6

— —’
19784
-——---- 23.1 15.5 13.2 7.6


—
 “%
&

lInfant Neonatal
mrtalityrateisthenumberof deathsto infantsunder1 yearof ageper1,000livebirths. deathsare

deathswithin28 daysof birth;postmnnataldeathsaredeathsthatoccurfran28daysto365daysafterbirth.Deaths

within7 daysareconsidered
earlynecmataldeaths.

2~te fet~ deathsme fet~ deathsOf 28weeksOr~re gestation.The rate is thenlnnberOf latefetaldeaths~r 1,000

livebirthsandlatefetaldeaths.

3perinat~dea~s me latefet~ deathsPlusinfantdea~s wi~in 7 daysOf birth.Therateis thenmK Of peKinat~

deathsper1,000livebirthsandlatefetaldeaths.

4Excludes
bir~s ad inf~t ;~dlatefe’t~deathsocc~ringto no~esidentsof theunitedStates.

51n~l~des
b~ck infants.


National VitalStatistics PublicHealth
SOURCES: CenterforHealthStatistics: of theUnitedStates,Vol.II,1950-78.

Washington. tPrintingOffice; th frmdatacanpiledbythe
Service. U.S.GOvernrnen DataccanputedbyeDivisionofAnalysis


Division
of VitalStatistics.
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Table 11. Infantmortalityrates,accordingto racergeographicdivision,and State:UnitedStates,averageannual

1966-68,1971-73rand 1976-78


(Dataare basedon the nationalvital registrationsystem)


Geographic 1966-68 1971-732 1976-782

divisionand


State mtall White Black Tckas White Black T&all White Black


Infantdeathsper 1,000live births 

UnitedStates 22.7 19.8 38.0 18.5 16.4 29.4 14.4 12.5 24.1 

New England—————— 20.5 19.7 35.0 16.1 15.5 27.9 11.9 11.3 22.6 

22.3 22.2 *3O.9 17.6 17.7 *lo.0 10.3 10.4 *9.O 
New Hampshir~ 20.3 20.2 *52.6 16.9 16.9 *26.0 10.7 10.8 *4.O 
Venmnt -— 21.2 21.2 *18.2 14.8 14.9 12.1 12.1 *30.3 
Massachusetts— 20.4 19.7 35.7 15.6 15.0 28.2 11.7 11.2 19.6 
Rhode Island———— 20.9 19.9 44.5 18.6 18.1 29.9 13.4 12.4 30.5 
Connecticut 19.8 18.5 33.0 15.7 14.3 27.7 13.1 11.5 25.1 

MiddleAtlantic————— 21.9 19.1 37.8 17.7 15.6 28.8 14.5 12.5 23.9 

New York—— 21.9 19.o 37.1 17.7 15.6 28.0 14.8 12.6 23.8 
New Jersey 21.8 18.3 38.8 17.7 14.7 30.4 14.1 11.5 24.5 
Pennsylvania 22.1 19.9 38.2 17.7 16.1 29.1 14.4 13.0 23.8 

EastNOrth Central—————— 22.1 3.9.9 37.3 18.6 16.4 31.2 14.4 12.6 25.2 

Ohi~—— 20.8 19.2 34.2 18.0 16.3 29.9 14.0 12.8 22.5 
Indiana 22.3 21.0 36.8 18.6 17.3 30.6 14.0 12.9 23.2 

—Illinois 24.1 20.5 39.7 20.5 17.3 32.9 16.1 13.o 28.2 
Michigan 22.0 19.7 36.9 18.7 16.1 31.2 14.3 12.3 24.9 
Wismnsi~ 19.8 19.2 33.2 14.9 14.3 24.7 1.1.7 11.2 19.2 

West NorthCentral— 20.4 19.1 38.4 17.5 16.6 28.7 1.3.6 12.6 25.8 

klinnesot~ 19.2 18.9 40.0 16.7 16.5 28.0 12.3 12.0 24.8 
Icw~— 1.9.2 1.9.O 33.2 17.0 16.9 25.2 13.1 12.8 25.9 
Missouri 22.5 3.9.4 40.1 18.7 16.8 29.0 14.8 12.7 26.6 
NorthDakot~ 19.6 19.3 *20.1 15.5 15.o *30.5 13.6 13.1 *23.7 
southmkot~ 22.6 20.8 *16.2 18.8 16.8 *33.1 15.6 14.0 *22.2 
Nebrask~ 18.6 17.9 30.8 17.0 16.3 31.7 13.3 12.8 24.1 

——Kansas— 20.0 19.0 35.8 17.5 16.8 27.3 13.3 12.5 24.0 

SouthAtlanti&——— 25.5 20.3 38.7 20.2 16.8 29.2 16.0 12.8 24.1 

Delawar~ 21.1 16.5 40.3 16.8 13.1 31.3 13.2 10.7 21.9 
hfarylan~ 22.2 18.7 35.5 16.6 14.0 25.3 15.4 12.3 23.4 
Districtof Columbia 29.3 20.3 31.6 27.1 20.5 28.3 26.6 12.9 29.5 
Virgini~— 24.1 20.1 37.6 19.8 17.1 30.1 15.3 12.7 24.3 
West Virginia 24.9 24.2 41.0 19.8 19.3 33.5 15.5 15.3 23.0 
North Carolina—— 27.3 21.0 42.1 22.3 18.4 32.0 16.7 13.4 24.6 
SouthCarolina — 28.2 20.9 39.6 22.3 17.0 31.2 18.6 13.5 26.5 
Georgia 26.6 19.8 39.9 19.9 16.3 27.6 15.6 12.2 22.0 
Florid&—————— 25.0 20.0 39.0 19.4 16.4 28.5 14.9 1.2.1 23.0 

East SouthCentral— 27.6 21.8 42.4 21.6 17.8 32.2 16.4 13.3 24.9 

Kentucky— —— 23.7 22.4 37.8 17.9 17.2 25.0 13.9 13.3 21.3 
Tennesse~ 24.6 21.1 37.5 20.6 18.1 30.0 15.4 13.4 22.9 
Abbama — 27.6 21.5 39.2 22.7 17.7 32.6 17.5 25.2 
Mississippi —— 36.6 23.0 49.4 26.3 18.6 35.0 19.4 E:? 26.8 

See footnotesat endof table.
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rates,accmrding division,
Table11.Infantmortality to racergeographic andState:UnitedStates,averageannual

1966-68,1971-73,and1976-78-+ntinued


(Dataarebasedonthenational system)
vitalregistration


Geographic

division
and


State


WestSouthCentral—


Arkansas—---———

Louisiana ——-—.-

Oklahana-——.--—---—

Texas--—-—-—---—-—----


Mountain--——-————


Mcntana——— -—--—..—

Idaho-——---——-—-–––––

Wyaning--————--—

Colorai&--—-————..

NewMexie—-——----

Arizom—-.-—— —---——..­

utah—-——-—

Nevada———-———---—


Pacific+—-——————————


Washingtom—--—

—-—————— .—
Oreyon-


California-———--———

—-——-_----—. .-
Alaska


Hawaii— —-—-—----—..-


1966-68


mtall White


24.1 20.5


24.3 19.9

26.9 18.9

21.3 20.0

23.6 21.2


22.3 20.8


21.9 20.6

19.5 19.4

22.9 22.3

22.3 21.8

25.2 23.0

24.5 21.3

17.5 17.0

23.5 22.7


1.9.9 19.1


20.0 19.1

20.2 19.8

19.8 19.1

27.4 19.1

17.8 15.3


1971-732


Black TOtas White Black mtal


Infantdeathsper1,000livebirths


37.6 1.9.9 18.0 28.2 15.5 

35.8 19.3 17.3 25.3 15.7 
39.1 21.6 17.9 27.6 17.7 
35.3 17.9 17.4 28.3 14.8 
37.0 19.9 18.3 29.3 15.0 

33.9 17.4 16.8 25.1 12.8 

*54.6 20.7 20.1 *34.2 13.9 
*16.4 16.9 16.6 *2O.8 12.0 
*42.1 22.7 22.5 *40.8 14.4 
34.2 17.3 17.2 21.7 12.0 
31.0 19.7 18.5 28.1 14.5 
35.2 16.9 15.7 26.0 13.9 
*31.8 13.5 13.3 *25.5 11.1 
32.2 19.4 18.7 26.2 13.5 

30.5 15.9 15.3 25.1 12.3 

37.9 17.3 16.9 28.9 13.0 
36.3 16.7 16.6 28.0 12.6 
30.1 15.6 14.9 24.9 12.1 
*26.5 18.7 18.3 *22.7 15.2 
*24.:2 15.4 15.5 *12.6 11.1 

1976-782


White Black


13.4 24.4


13.3 23.1

12.6 25.6

14.0 22.9

13.5 24.0


12.4 19.4


13.4 * 5.9

.1
12.1 *2(J


14.4 *27.2

11.9 19.0

3.3.8 23.1

12.9 18.4

10.9 *19.4

13.1 3.9.4


11.8 19.9


12.9 18.8 ;

12.5 20.6

11.5 20.0

13.4 *20.3

11.1 *12.8


lIncludes
allotherracesnotshownseparately.

2Excludes to nonresidents
birthsandinfantdeathsoccurring of theUnitedStates.


NationalCenterforHealthStatistics:
SCXJRCE: Datacanputedby theDivisionof Analysisfrandatacanpiledby the M

DivisionofVitalStatistics.
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mrtalityratios:Selectedcountries,
Table12.Infantmortalityratesandperinatal 1973and1978


(Dataarebasedon nationalvitalregistration
systms)


Perinatal


Country


—
Canada

UnitedStates


Austria

Denmark—

EnglandandWales

France

GermanDemcraticRepublic+——————

GermanFederalRepubli~

Ire~


Neth&lands

swede~

switzerl~


Israel

Japan


Australia

New zeal~


Infantmrtality

rate


3.973 19781


Infantdeathsper

1,000livebirths


15.5 12.4

17.7 13.8


23.8 1.5.O

11.5

16.9 1:::

15.5 10.6

15.6 1.3.2

22.7 14.7

18.0 15.6

25.7 17.7

1.I..5 9.6

9.9 7.8

13.2 8.6


22.8 17.2

11.3 8.4


16.5 12.5

16.2 14.2


Average nrxtality

annual ratio2

parcent

change

1973-78


-5.4

-4.9


-8.8

-5.0

-5.0

-7.3

-3.3

-8.3

-3.5

-8.9

-3.5

-4.7

-8.2


-5.5

-5.8


-6.7

-3.2


19733 19784


Perinatal
deaths

per1,000livebirths


17.7 15.1

20.7 15.2


24.8 15. o 
14.6 10.7 
21.3 17.1 
518.8 15.8

19.4 15.2

23.2 13.8

23.1 21.8

29.6 20.8

16.4 13.O

14.1 9.6

15.5 10.7


21.2 17.4

18.0 13.0


22.4 17.8

19.4 14.3


Average

annual

percent

change

1973-78


-5.2

-6.0


-9.6

-7.5

-5.3

-3.4

-4.8

-9.9

-2.9

-6.8

-5.6

-7.3

-7.1


-3.9

-6.3


-5.6

-5.0


l~ta for-a, Ireland,
It~y, Aus~aliaandNew ze~ ref~ to ~77; data for~k andFrancearepXOViSiOnd.

deathsof 28 weeks or nrxegestation
2Fetal. plusinfantdeathswithin7 daysper 1,000livebirths.For allcountries,


pericdareincludedin the28weeksor mre gestation.
fetaldeathsof unkncwngestation Thisis not theusualway of

theperinatal.
calculating ratiofortheUnitedStates,but itwasdoneforthepurposeof cmparison.


3DataforNew Zealandreferto 1971;dataforFrance,GermanDemcraticRepublic,
andItalyreferto 1972.

EnglandandWales,France,GermanDemxraticRepublic,
%atafor Irelandreferto1975;dataforCanada,Denmark, Italy,


Australia,
Netherlands, andNew Zealandreferto 1977:dataforFranceareProvisional.

%xcludesi&nts whohave diedbeforerqistrationofbirth.


FXII!E: aregrcupedby continent.
Countries


SWRCES: Wxld HealthOrganization:
?kxld Health Statistics,1973-76and 1980.Vol. 1, Geneva.FWld Health

Organization, New York.United
1976and 1986;UnitedNations:Mmgraphic Year&k 1974.Pub.No. ST/ESA/SAT/k.3.

Nations,1975.
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Table 13. Life expectancyat birth,accordingto sex: Selectedcountries,1973 and 1978


(Dataare basedon reportingby countries)


Male Female


country Average Average 

19731 19782 
annual 

changein 19731 19782 
annual 

changein 
years years 

Life expectancy Life expectancy 
in years in years 

Canada .—-— __________ 69.5 70.5 0.3 77.0 78.2 0.3 
UnitedStates-———-—-----—--- 67.6 69.5 0.4 75.3 77.2 0.4 

Austria-—-—--—-----— 6’7.4 68.4 0.2 74.7 75.7 0.2 
Demnark—--—----— 71.1 71.7 0.1 76.6 77.7 0.2 
Englandand l!ales-—---— 69.2 70.2 0.3 75.5 76.3 0.2 
France——---—--—---————— 69.5 69.9 0.1 77.3 77.9 0.2 
GermanDen?ccraticRepublic------ 68.9 68.9 74.2 74.5 0.1 
GermanFederalRepublie—---—— 67.8 69.2 0.3 74.4 76.0 0.3 
Ireland-—-——---—-----———— 68.5 69.0 0.2 73.4 74.3 0.3 
Italy-——— —-—________ 68.9 69.8 0.3 75.2 76.1 0.3 
Netherlands——-——-——--——— 72.0 0.2 77.2 78.7 0.3 
Sweden--——— --—--—-—.,-— 72.5 0.1 77.7 79.0 0.3 
Switzerland-------———————— 7:1..1 72.0 0.2 77.2 78.9 0.3 

Israe13--——-—— —-—----- 70.2 71.6 0.3 73.2 75.1 0.4 
Japan—--——----—----------—— 70.9 73.2 0.5 76.3 78.6 0.5 

Australia-----——---—-----—— 68.3 70.0 0.4 75.3 77.0 0.4 
New Zealand--——--—--—-———— 69.2 69.4 0.1 74.8 75.6 0.2 

lDatafor theGermanDemcratic:Republicreferto the averagefor the ~riod 1969-70;data for Irelandand Italyreferto

1972.

2Datafor Irelandand Italyreferto 1975;data for France,GermanDemocraticRepublic,andNew Zealandreferto1976; data

for Canada,Englandand Wales,and Australiareferto 1977.

3Jewi.sh ~ulation Ordy fOr 1973.


NW’E:Countriesare groupedby continent.


SOURCFS:WorldHealthOrganization:WorldHealthStatistics,1973-76and 1980.Vol. 1. Geneva.WorldHealthOrganization,

1976 and 1980)UnitedNations:DemographicYearbook,1974. Pub. No. ST/ESA/STAT/R/3.
New York, United Nations,1975;

NationalCenterfor HealthStatistics:Vital Statisticsot the UnitedStates,1973,Vol. II, Sec. 5. DHEW Pub.No. (HRA)

77-1101.Hez&thResourcesAdministration.
Washington.U.S. GovernmentPrintingOffice,1977;Finalmortalitystatistics,

1978.McnthlyVital StatisticsReprt, v@. 29, No. 6, Sup@ement. DHHS Pub. No. (PHS)80-1120.PublicHealthService.

Washington.U,,S.Govemnent Pr:mffice, Sept. 17, 1980.
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Table 14. Age-adjusteddeath ratesfor selectedcausesof death,accordingto race and sex:UnitedStates,

selectedyears 1950-78


(Dataare basedon the nationalvital registrationsystem)


Year 

Race, sex, and causeof death 

1950 1955 1.960 1965 1970 1975 1977 1978


l’otall Deathsper 100,000residentPqxiLation 

All causes 841.5 764.5 760.9 739.0 714.3 638.3 612.3 606.1 

Diseasesof the heart———— 307.6 287.5 286.2 273.9 253.6 220.5 210.4 207.7 
Cerebrovasculardiseas~—- 88.8 83.0 79.7 72.7 66.3 54.5 48.2 45.3

Mal.ignant
neoplasms——————— .—— 125.4 125.8 125.8 127.o 129.9 130.9 133.0 1.33.8

Respiratorysystem——— 12.8 16.0 19.2 23.0 28.4 32.5 34.3 35.4


—
Digestivesystem———— 47.7 43.5 41.1 38.3 35.2 33.6 33.4 33.4

Breast7 22.2 22.7 22.3 22.8 23.1 22.8 23.5 23.1 

Influenzaand pneunmia 26.2 21.0 28.0 23.5 22.1 16.6 14.2 15.4 
Tuberculosis-
Cirrhosisof liver —. 

21.7 
8.5 

8.4 
9.4 

5.4 
10.5 

3.6 
12.1 

2.2 
14.7 2:; 

1.0 
13.1 1;:! 

Diabetesmellitus —--—. 14.3 1.3.o 13.6 13.4 14.1 11.6 10.4 10.4 
Ml accidents 57.5 54.4 49.9 53.3 53.7 44.8 43.8 44.3 
lbtor vehicleaccidents———————— 23.3 24.6 22.5 26.5 27.4 21.3 22.4 23.4 

Suicid~-----——- 11.0 9.9 10.6 11.4 11.8 12.6 12.9 12.0 
Hcmicide————— — 5.4 4.8 5.2 6.2 9.1 10.5 9.6 9.6 

—


White male


All causes———-———-- 963.1 905.0 917.7 911.1 893.4 812.7 781.5 773.1 

Diseasesof the heart—— 381.1 367.4 375.4 369.2 347.6 308.0 294.0 288.7 
Cerebromsculardisease---- 87.0 82.7 80.3 74.2 68.8 57.4 50.5 46.8 
Malignantneoplasm 130.9 1.37.4 141.6 147.8 154.3 157.2 160.0 ,161.2 
Respiratorysystem———— — 21.6 28.5 34.6 41.5 49.9 54.6 56.4 57.4 
Digestivesystenw—— 54.0 50.0 47.5 45.1 41.9 40.2 40.0 40.0 

Influenzaand pnemnia— 27.1 22.3 31.0 27.1 26.0 21.0 18.1 19.6 
Tukrculosis——— 23.3 10.0 6.8 2.6 1.4 1.2 1.1 
Cirrhosisof liver--——— 11.6 12.9 14.4 12:: 18.8 17.9 16.7 16.1 
Diabetesmellitus- . 11.3 10.9 11.6 11.9 12.7 10.7 9.8 9.8 

———Ml accidents————— 80.9 77.8 70.5 75.5 76.2 64.8 63.2 64.5 
Motor vehicleaccidents—— 35.9 37.8 34.0 39.4 40.1 31.7 33.2 35.2 

Suicid~ 18.1 16.5 17.5 17.7 18.2 19.8 20.6 19.2 
Hanicide—————— —. 3.9 3.5 3.9 4.8 7.3 9.4 8.8 9.2 

See fcotnotesat end of table.
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causesof death,according
Table14.Ageadjusteddeathratesforselected to raceandsex:UnitedStates,

selected
years1950-78-+3mtinued


(Dataarebasedonthemtionalvitalregistration
system)


Year 

Race, sex, endcauseof death 

1950 1955 1960 1965 1970 1975 1977 1978


Whitefemale Deathsper100,000resident
ppulation


All causes—--—---—— 645.0 572.8 555.0 527.6 501.7 445.3 427.8 425.5


Diseasesof theheart——----—------- 223.6 204.0 197.1 183.9 167.8 144.2 137.2 136.4

Cerebrovascular
disease—---———-—-- 79.7 73.2 68.7 61.5 56.2 46.8 41.5 39.3

Malignant
neoplasm-—----——---—--- 119.4 114.3 109.5 107.4 107.6 106.9 108.3 109.0

Respiratory
system—-—---—-——---- 4.6 4.6 5.1 6.8 10.1 13.8 L5.6 16.8


system———
Digestive -—---..-————- 41.1 36.7 33.9 30.9 28.1 26.4 26.0 26.1

Breast2—-—--—----———-—--- 22.5 22.9 22.4 22.9 23.4 23.0 23.6 23.1


Influenza
andpneumonia---——-—— 18.9 14.9 1.9.o 15.9 15.0 11.7 9.8 10.9 
--—--—..—-——— 10.2 3.6 2.2 1.3 0.8 0.5 0.4 0.4Tuberculosis—————— 

Cirrhosis 
rnellitus-———---–-——---—— 16.4 1::; 1::! 12.8 12.8 10.2 9.0 9.1 

Xllaccidents-——---—–-——---—---- 30.6 27.6 25.5 27.6 27.2 22.4 22.7 22.9 
NkXorvehicleaccidents-—--———--- 10.6 11.4 11.1 13.6 ’14.4 10.9 12.2 12.6 

-——--—---——---—----Suicide————— 5.3 4.8 5.3 6.7 7.2 7.3 7.2 6.6 
Hanicid~--—-——-——-----— 1.4 1.3 1.5 1.7 2.2 2.9 2.9 2.9 

of liver-—--—-—-—-————— 5.8 7.6 8.7 7.9 7.5 7.2

Diabetes


Blackmale


All causes——————------—--- 1,373.1 1,246.1 1,270.3 1,318.6 1,174.3 1,127.61,113.1 

—Diseases
of theheart——----—— 415.5 381.2 384.1 375.9 328.9 322.4 321.0

Cerebrovascular
disease-------—----—-- 146.2	 .— 141.2 138.1 124.2 96.5 87.2 83.8 

—Malignant
neoplasms—— 126.1 158.5 174.1 198.0 214.4 221.9 223.7

—Respiratory
system-——-——— 16.9 36.6 44.7 60.8 72.5 78.3 79.1 

Digestive ---—-,-——---—. 59.4 -— 60.4 62.0 58.9 60.5 60.8 58.6system———— 
Influenzaandpneumonia—-——--— 63.8 70.2 54.8 53.8 35.6 31.6 33.4


—Tuberculosis—— _—-—__ 80.5 21.9 15.9 10.8 6.3 6.2 5.2

—-Cirrhosis
of liver——-—------—---- 8.8 14.8 23.8 33.1 33.7 33.2 30.4

—Diabetes
mllitus--——---—-——---—- 11.5 16.2 17.7 21.2 18.7 17.3 17.4

—-Allaccidents-——---——---———---- 105.7 100.0 108.9 119.5 92.4 86.5 84.0

—Motorvehicleaccidents-—-——-——--- 39.8 38.2 45.2 50.1 35.8 35.3 35.0

—-Suicide—-----———---—-—---——----- 7.0 7.8 9.1 9.9 11.6 11.9 12.1

—-Hanicide---—---—-—-----—--—------ 51.1 44.9 54.5 82.1 80.6 67.7 65.6


Seefootnotes
at endof table.
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deathratesforselectedcausesof death,according
Table14.Age-adjusted to raceandsex:UnitedStatesr

selectedyears1950-78-+ontinued


(Dataarebasedon thenationalvitalregistration
system)


Year


Race,sex,andcauseof death


1950 1955 1960 1965 1.970 1975 1977 1978


Blackfemale Deathsper 100,000residentpopulation 

All causes 1,106.7 — 916.9 859.9 814.4 688.4 664.4 650.5 

Diseasesof theheart 349.5 — 292.6 271.1 251.7 209.4 204.2 201.1 
diseas~ 155.6 — 139.5 1.26.4 107.9 81.3 73.3 68.7Cerebrwascular


necplams 131.9 — 127.8 1.24.3 1.23.5 124.7 129.8 1.29.2
Malignant

Respiratory
syst~ 4.1 — 5.5 10.9 14.2 16.7 16.9

Digestive
system—— 40.2 — 37.5 3;:; 34.1 33.9 34.4 34.8

Breast2 19.3 — 21.3 21.8 21.5 22.5 24.7 24.1


Influensa
andpneumnia 50.4 — 43.9 33.4 29.2 16.7 14.9 15.5

Tuberculosis 51.2 — 9.2 6.2 4.1 2.4 1.8 1.7


of liver 5.7 — 8.9 12.9 17.8 1.5.9 15.6 14.7 
Diabetesmellitus 22.7 — 27.3 28.0 30.9 26.0 23.5 22.4 
AU accidents 38.5 — 35.9 35.3 35.3 27.6 25.7 26.1 
Mtor vehicleaccidents- 10.3 — 10.0 12.7 13.8 9.4 8.9 9.8 

Suicide 1.7 — 2.5 2.9 3.3 3.0 
Hanicide 11.7 — 1$:: 12.3 15.0 1::: 13.8 13.5 

Cirrhosis


lIncludes all otherracesnot Shum S.eparddy. 

2Femaleonly. 

by thedirectmtkd tothetotalpcpul.ation in
~: Ageadjustdratesareccnputed of theUnitedStatesasenumerated

revisions
1940,using11 agegroups.Becauseof decennial to theIntermtionalListof Causesof Death andchangesin 

rulesforcause-of-death thereislackof comparabilityselection, toa varyingdegreeforz causesfranonerevision

are1949,1958,and1968.Thecauseof-death
tothenext. T% begimingdatesof therevisions titlesarebasedon the


EighthRevisionIntermtional of Diseases,
Classification AdaptedforUse in theUnitedStates(ICDA).


~: NatimalCenterforHealthStatistics: Ratesin theUnitedStates,1940-1960,
VitalStatistics by R. D. Grove 
andA. M. Hetzel.DHEWPub.No. (PBS)1677.PublicHealth Service.Washington.U.S.Gmermt PrintingOffice,1968;

Unpublished VitalStatistics
datafrantheDivisionofVitalStatistics; of theUnitedStates,Vol.II,1950-78.Public

HealthService. U.S.Government Office;Datacmputedb theDivision
Washington. Printing ofAnalysisfrandata~iled

bytheDivision U.S.Bureauof theCensus:l?opulatio CurrentPopul
ofVitalStatistics; nes~imtesandprojections. ation


U.S.Government
Reports.SeriesP-25,Nos.310,519,721,and870.Washington. Printi~Office,June1965,Apr.1.974,

Apr. 1978,andJan. 1.980; characteristics,
Generalpopulation UnitedStatesSumary, 1960and 1970.U.S.Censusof


U.S.Government
~. Fin~r’=ports~(l)-~ and~(l)-Bl”Washington. PrintingOffice,1961and1972.
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Table 15. Death ratesfcm diseasesof the heart,accmdkg to race,sex, and age:UnitedStates,selected

years 1950-78


(Dataare basedon the nationalvital registrationsystem)


Race, sex, and age 

Tota12


AM. ages,age adjusted3——

AI.I.
ages,crude---—---


Under 25 years————---

—
Under 1 year——-—.


1-24 years———————

25-29years——-—— —.—-..—

30-34years—--—————-——

35-39years—-- ————,—


-————
40-44years—

45-49years—-—----——----

50-54years---————-—

55-59years-——-——-—---


———--
60-64years———

65 yearsand over-——-—

65-69years-—————---


——---—---——
70-74years

75-79years---—-——

80-84years—-——

85 years and over--—-—---


White male


AU ages,age adjusted3—--

ASL ages,crude--—————


Under 25 years--—---———--

Under 1 year—— _--—-,—


————
1-24years—--

25-29years-———— —-——,--


30-34years--———---—--”--

35-39years--———---——---


————--
40-44years—-——

45-49years——--———-——


——---
50-54years—————

55-59years--——-——-—--

60-64years--———---——-——

65 yearsand over-----—-———

65-69years———-_———


70-74years——-—-----——

75-79years—————----—

80-84years---—————--—---,--


85 yearsand over-—-———


See footnotesat end of table. 

Year 

1950 1955 1960 1965 19701 19751 19771 19781


Numberof deathsper 100,000residentpqulation


307.6 287.5 286.2 273.9 
3!36.8 356.5 369.0 368.0 

5.0 3.2 2.4 2.1 
4.1 7.4 6.6 9.8 

2.1 1.7 
1::: 1?:: 9.9 8.6 

22.4 20.9 19.5 
49.1 47.7 46.0 
107.7 103.5 98.8 

228.7 200.8 197.6 188.4 
397,5 362.0 355.8 340.4 
642.2 584.1 571.6 53!5.7 

1,007.9 915.2 934.2 905.6

2,844.5 2,772.7 2,823.0 2,778.7

1,494.6 1,427.9 1,412.6 1,348.1

2,348.1 2,168.5 2,173.5 1,999.9

3,683.4 3,462.1 3,358.8 3,242.5

5,476.1 5,421.5 5,501.5 5,103.6

9,151.0 8.917.2 9,317.8 9,538.4


381.1 367.4 375.4 369.2 
434.2 438.5 454.6 450.8 

4.2 2.1 
4.6 6.9 ::: 
4.2 2.6 1.9 1.5 
:L4
.4 12.3 9.5 8.2

:29
.() 26.6 24.9 22.6

68.4 66.7 66.0 62.2

160.4 152.4 151.7 144.8

3:13.3 291.6 300.4 287.1

5114.6 523.9 540.4 520.3

8’38.6 836.8 842.0 812.8


~,3:~4.3 1,262.6 1,311.6 1,314.8

3,302.2 3,251.2 3,363.2 3,40L3

1,939.7 1,889.6 1,928.7 1,903.1

2,852.9 2,724.2 2,788.8 2,679.5

4,2i~8.7 4,090.3 4:,099.6 4,082.8

6,186.6 6,258.3 6,340.5 6,137.4

9,959.6 9,316.0 10,I35.8 10,657.3


253.6 220.5 210.4 207.7 
362.0 336.2 332.3 334.2 

2.2 2.5 2.8 
13.1 2::! 23.1 26.3 
1.8 1.8 1.8 1.9 
7.0 5.6 5.7 5.4 
16.6 12.4 11.8 11.5 
40.8 32.6 30.0 29.0 
90.7 76.0 70.5 67.2 
174.4 147.3 137.8 135.6 
308.3 261.9 248.6 239.1 
514.3 437.0 405.3 397.3 
811.9 710.3 678.7 670.2


2,683.3 2,403.9 2,334.0 2,331.2

1,263.8 1,049.5 992.3 975.7

1,936.4 1,708.2 1,605.8 1,574.5

3,052.2 2,716.1 2,654.7 2,618.6

4,744.1 4,133.8 3,998.6 4,061.0

7,891.3 7,282.0 7,095.8 7,084.2


347.6 308.0 294.0 288.7 
438.3 401.1 392.4 390.8 

2.2 2.5 2.7 
12.0 24.0 25.0 
1.8 1.8 1.7 1.9 
6.8 6.1 6.2 5,5 
18.8 14.4 14.7 14.0 
54.8 43.4 41.1 40.0 
131.3 111.6 102.6 97.0 
266.0 228.5 210.3 206.3 
474.2 405.9 382.2 365.8 
784.3 668.9 614.1 599.0


1,209.9 1,067.4 1,004.0 991.3

3,316.2 2,986.0 2,894.8 2,865.4

1,828.8 1,567.9 1,487.0 1,449.3

2,641.4 2,367.3 2,260.5 2,222.6

3,939.0 3,600.1 3,542.3 3,457.5

5,828.7 5,283.2 5,142.5 5,243.2

8,818.0 8,550.3 8,472.2 8,444.7
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Table 15. Death rates for diseases of the heart, according to race, sex, and age: United States, selected 
years 1950-78-Continued 

(Data are based on the national vital registration system) 

Year 

Race, sex, and age 

1950 .1955 1960 1965 1.9701 19751 19771 1.9781


White female Number of deaths per 100,000 resident -tion 

AU ages, age adjusted3-- 223.6 204.0 197.1 183.9 167.8 144.2 137.2 136.4 
A31.ages, crude------- 290.5 293.0 306.5 310.7 313.8 301.3 301.8 308.5 

Under 25 years——————— 4.2 2.4 1.7 L5 1.4 1.7 1.7 2.0 
Under 1 year— 2.9 5.6 4.3 7.4 7.0 16.0 16.2 1.9.2 
1-24 years 4.3 2.3 1.5 1.3 1.2 1.2 1.2 1.4 

25-29 years 10.4 7.3 6.2 5.0 3.6 2.9 2.8 2.9 
30-34 years 17.0 11.6 10.0 9.2 7.7 5.7 .5.4 4.9 
35-39 years 29.8 20.8 L8.5 17.9 1.5.3 12.1 10.6 10.7 
40-44 years 56.3 42.3 39.4 34.5 31.7 27.8 25.4 23.7 
45-49 years 103.8 78.7 72.7 70.9 63.3 51.8 49.3 49.3 
50-54 years 184.2 149.8 137.9 134.o 121.7 103.4 96.8 92.1 
55-59 years 33L4 282.1 263.4 239.1 227.7 194.O 179.8 176.4 
60-64 years 613.9 522.9 518.9 468.1 41.9.4 360.0 349.0 344.7 
65 years and over 2,503.1 2,430.0 2,432.8 2,367.9 2,283.9 2,053.1 1,999.9 2,019.9 

65-69 years 1,055.9 975.3 914.7 852.3 763.5 619.3 587.5 582.1 
70-74 years 1,891.2 1,682.6 1,635.6 1,453.1 1,384.7 1.165.4 1,073.7 1,063.1 
75-79 years 3;237.2 3,015.1 2,848.9 2,672.8 2,473.6 2;152.0 2,053.7 2,031.1 
80-84 YC?SXS 5,166.9 5,041.9 5,062.0 4,591.4 4,221.5 3,644.7 3,511.9 3,562.5 
85 years and wer — 9,085.7 9,1.55.9 9,280.8 9,333.2 7,839.9 7,105.3 6,921.5 6,971.6 

All other male4 

Ml ages, age adjuste33—— 407.5 369.2 368.3 366.2 350.8 307.0 297.8 295.9 
AU ages, crud~ 342.0 31.9.4 320.5 318.4 310.2 277.1 273.3 273.9 

Under 25 years 
Under 1 year 

9.7 
5.9 

6.8 
12.6 

5.3 4.9 
13.1 20.4 

z::; 
3::: 32:: 4::: 

1-24 years 9.9 4.9 4.1 3.7 3.9 
25-29 years 3L2 2::; 26.2 27.4 2::; 2:? 18.9 17.7 
30-34 years 71.9 51.1 53.7 55.1 49.9 41.7 35.2 36.5 
35-39 years 129.0 106.7 112.5 118.7 U2 .3 96.3 83.8 82.2 
40-44 years 261.8 232.3 211.3 233.6 230.2 178.2 171.4 172.6 
45-49 years 428.9 434.1 365.6 374.5 376.1 301.6 290.9 274.5 
50-54years 813.9 676.2 631.0 627.2 585.0 507.9 494.6 495.0 
55-59years —. lr196.4 999.4 91.2.1 876.2 891.0 758.8 752.9 752.0 
60-64years 1,663.9 1,522.6 1,540.7 1,499.1 1,267.5 1,126.5 1,177.6 1,155.9 
65 years and over 2,637.9 2,562.6 2,752.1 2,715.7 2,680.1 2,431.5 2,33L4 2.329.5 
65-69yews 1,856.9 1,8U.7 1,983.3 1,864.3 1,816.9 1,446.6 1,350.3 1;355.0 
70-74years 2,518.1 2,467.6 2;562.5 2;429.8 2,540.9 2,437.6 2;262.9 2,169.9 
75-79years 3,578.1 3,066.3 3,098.6 3,277.0 3,359.3 3,152.2 3,261.0 3,360.7 
80-84years 3,845.9 4,064.3 4,489.1 3,973.0 3,948.9 3,589.5 3,466.7 3,621.0 
85 years and wer—————— 6,152.6 5,720.8 6,3.28.6 6,929.4 4,983.6 4,917.2 4,661.1 4,438.5 

See footnotes at end of table. 
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Table 15. Death ratesfor diseasesof the heart,accordingto race, sex, and age:United States, selected 
years 1950-78-*ntinued 

(Dataarelbasedon the nationalvitslregistrationsystem)


Year


Race, sex,and age —


1950 1955 1960 1965 1.9701 19751 19771 19781


Blackmale: Numberof deathsper 100,000residentpopulation


All ages,age adjusted%--- 4!15.5 381.2 3$4.1 375.9 328.9 322.4 321.0

All ages,crude—.—---- 348.4 330.6 331.7 330.3 296.1 294.7 294.1


—Under 25 years--—--——---—- 9.8 5.3 5.1 5.4 5.2 5.4 5.7 
— —Under 1 year——-——--—--- 13.9 21.3 33.5 37.2 43.8 48.3 

1-24yeam———— ——-.—__ 4.8 4.3 4.3 4.0 3.9 4.1 
25-29yfSZKS——— —-——--—— 32.5 28.1 28.4 28.0 21.2 20.8 19.8 
30-34years-–————-— 73.8 57.7 59.7 57.4 47.9 40.3 41.5 

—35-39years-—-——---—---———— 1.33.7 120.0 127.7 124.5 104.2 93.2 90.1 
——-----— —40-44years-—-—— :!71.4 222.1 250.1 253.4 194.3 188.0 189.7 

—45-49years—--————-———— 4142.3 386.0 397.3 412.8 329.7 322.3 301.6

50-54years-—---—---—---———— 841.2 667.0 661.6 626.1 547.8 536.8 539.9


-—55-59years—-—————-—— 1,225.8 973.2 931.4 954.3 804.5 805.3 807.5

-—60-64years-————-——-———— 1,7’17.3 1,593.9 1,613.1 1,354.6 1,189.7 1,247.6 1,227.7


65 yearsand over-——-———— 2,680.8 2,798.4 2,790.4 2,836.7 2,580.9 2,491.1 2,482.3 
65-69years-———---—--- 1,894.9 2,030.4 1,937.9 1,934.9 1,509.7 1,405.0 1;408.8 
70-74years———---——---- 2,570.3 2,661.2 2,547.8 2,694.5 2,636.9 2,458.3 2,327.1 
75-79years-——-———-—— 3,146.3 3,422.8 3,504.9 3,482.8 3,734.5 3.887.7 

—-——-——-—--80-84years 4,1.07.9 — 4,409.5 4,078.6 4,305.1 3,826.7 3,803.8 4;067.6 
85 yearsand wer-—-——--— 1 6,037.9 7,113.3 5,367.6 5,296.2 5,031.7 4,726.2 

-— 

All otherfemale5 

AU ages,age adjusted3---- 342.9 293.0 283.3 259.9 236.6 194.6 188.7 184.8 
IQ1 ages,crude—--——-—— 1!83.0 256.8 255.5 248.6 241.0 214.7 216.4 214.7 

Under 25 years-——-————--- 11.4 7.5 5.3 4.6 4.7 3.9 4.0 
Under 1 year—--—--——---- 6.4 16.3 11.7 31.4 31.3 35.0 4;:: 
1-24yeara————---—-—--- 11.7 6.9 4.9 3.5 2.9 2.9 3.4 

25-29years—--—---———-- 37.3 26.7 23.1 14.2 
30-34years-—---—-----——--- 66.1 51.1 43.8 36.7 31.6 1;:: 1::: 1::; 
35-39years—--——-—— 1.29.1 91.2 83.2 73.5 59.6 45.2 40.4 31.4 
40-44years-—-————-------- ;!45.5 177.2 158.2 147.8 118.8 80.0 76.2 74.4 
45-49years-——-——---—-———— 397.6 319.1 257.9 227.0 203.2 146.3 137.7 1.37.1 
50-54years-—--—-----— 667.9 542.7 455.1 390.1 342.0 247.5 249.6 236.5 
55-59years-—-——--—---——--
60-64years-—---—---—---——— 

998.8 789.2 
3.,421.7 1,143.2 

712.6 
1,170.6 

592.7 
1,100.9 

535.5 
828.7 

436.3 
686.7 

401.7 
658.2 

394.6 
650.6 

65 yearsand over-—--——-——- 2,1.58.2 2,075.8 2,197.2 2,090.8 2,094.4 1,864.5 1,851.0 1,815.9 
65-69years----———---——- 1,366.7 1,394.6 1,393.3 1,251.3 1,226.8 892.9 805.9 804.9 
70-74years—————--- 2,1.60.0 1,879.6 2,006.4 1,765.9 1,836.4 1,867.0 1,724.2 1,566.6 
75-79yeam-——---—--——— 
80-84years—-—-————---

3,(159.7 2,712.3 
2,$}5500 3,045.1 

2,507.5 
3,730.2 

2.503.7 
3;570.1 

2,492.6 
3,353.5 

2,382.9 
2,638.9 

2,705.5 
2,700.0 

2,763.6 
2,748.5 

85 years and over--——-——-- 5,350.0 4,811.8 5,564.1 5,912.2 4,784.7 4,181.8 4,050.0 3,852.3 

See fcotnotesat end of table.
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Table15.Deathratesfordiseasesof theheart,according
to race,sex,andage:UnitedStates,selected

years1950-78-+mtinued


(Dataarebasedon thenationalvitalregistration
system)


Year


Race,sex,andage


1.950 1955 1960 1965 19701 1975~ 1.9771 1.9781


Blackfemale: Numberof deathsper 100,000resident
&qml.ation


All ages,ageadjusted3— 349.5	 — 292.6 271.1 251.7 209.4 204.2 201.1 
—Allages,crud~ 289.9 268.5 263.8 261.0 235.7 239.0 237.5


Under25 years 11.4 — 4.8 4.8 
Under1 year — — 12: 17.9 31.3 3::; 3%; 5::; 
1-24years — — 5.0 4.1 3.7 3.1 3.1 3.6 

—25-29ye~~ 38.3 24.4 20.3 16.0 8.9 11.0

—30-34yeas 67.4 47.0 40.3 34.5 20.1 16.9 1:::

—35-39years 131.6 88.5 79.3 66.7 49.5 45.8 35.0 

40-44years 249.5 — 166.8 156.6 1.33.O 90.8 84.8 84.2 
—45-49years 403.0 269.1 24L3 223.2 164.9 1.56.9 156.2

—50-54years 682.0 471.8 409.4 367.8 273.1 279.8 265.3

—55-59years 1,022.7 754.8 619.9 567.6 471.2 435.6 430.6

—60-64years 1.457.0 1,211.1 1,165.4 878.2 726.8 697.9 696.3

—65 yearsandwer “ 2;172.9 2,234.7 2,151.9 2J.99.4 1,970.1 1,957.3 1,925.3

—65-69years 1,378.8 1,430.6 1,307.0 1,291.6 924.3 838.2 832.7

—70-74years 2,188.3 2,055.2 1,816.2 1,947.6 2,029.6 1,859.8 1.681.2

—75-79years 2,545.0 2,585.8 2,625.8 2,632.5 3,060.6 3;185.0

—80-84years 3,499.3 3,743.1 3,632.9 3,536.8 2,798.3 2,874.2 2,982.0 

85 yearsandwer I — 5,650.0 6,030.4 5,003.8 4,398.0 4,247.1 4,044.6 

‘Excludes
deathsof nmresidentsof theUnitedStates.

21ncludes
allracesandbothsexes.

3Age ad-justed
by the direct~~ to the to~ ~~ation of theUnitedstatesas enmrated in M40, USing11 age


:%& :&: Ps:s.


MYI’E: Classification AdaptedforUse intheUnitedStatesrevisions
TheInternational of Diseases, andcoden-rs for

diseases 410-443, Nos. 400-402,
of theheartareSixthRemsmn, Nos.400-402, for1950and1955;SeventhRevision, 410­

443,for1960and1965;andEighthRevision,
Nos.390-398,402,404,410-414,420-429,for1970-78.


SXIFCES: VitalStatistics PublicHealth
NationalCenterforHealthStatistics: of theUnitedStatesrVol.II,L950-78.

Service. U.S.Werment Printing bytheDivision by the
Washington. Office;llataccnputed oflhalysisfrcmdataccmpiled


U.S.Bureauof the Census:Pc@.ationestimatesand projections.CurrentPopula
Divisim of VitalStatistics; tion

U.S.Government Apr.1974,
Re rts.SeriesP-25,Nos.310,519,721,and870.Washington. PrintingOffice,June1.965,


by Race,Specialreprt P-E No. 3B.Washington.U.S.Government
&%78rand Jan.1980;1950NonwhitePopulaticm. -

PrintingOffice,1951;Generalpcpulatmn characterlstlcs,
UnitedStatessumnary,1960 and 1970,U.S. Censusof


Washington. Printing
E@ulation.Finalreprts FC(l)-lBandFC(l)-B1, U.S.Government Office,1961and1972.
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Table 16. Death ratesfcx ischemicheartdisease,accordingto race,sex, and age:UnitedStates,selected 
years 1968-78€

(Dataare basedon the nationalvital registrationsystem)€

Race, sex, and age 

mws 

All ages,age adjusted3—---
All ages,crude——-———— 

Under 25 years————— —. —-.€
25-29years———-—————€
30-34years————-—€
35-39years ————-€
40-44years—-- —-€

——45-49years— 
50-54years—— 
55-59years ——— 
60-64years——-—--——— 
65 years and over--—---———-— 
65-69years—————--———— 
70-74years—-———---—---—— 
75-79year5—--—— -—--!.— —-— 
80-84years-—-—-——-——--—— 
85 years and over---—-——---

Whitemale 

AU ages,age adjusted3---——— 
AU ages,crud~———— 

Under 25 years-- -——— 

25-29years——-———-——— 
—— ————-30-34years—— 

35-39years————--——— 
40-44year*—-—————-—----
45-49years-—-——-—---------
50-54year*————--——— 

1968 

241.6 
338.4 

0.3 

1::: 
32.4 
79.3 
158.3 
283.8 
479.2 
781.5 

2,573.1 
1,21.3.6 
1,862.8 
2,932.7 
4,581.0 
8,483.0 

336.6 
419.3 

0.3 
3.4 
13.7 
48.7 
123.4 
255.0 
454.1 

55-59 years————— —-,——- - 746.5 
60-64 years———---—-----——- 1,187.1 
65 years and wer-———------—-- 3,204.0 
65-69 years-— ——---—— 1,760.1 
70-74 year!3-—---—--———-- 2,582.9 
75-79 years——-——-—— 3,792.5 
80-84 years————------- 5,597.4 
85 years and over—---—-—-- 9,598.7 

See footnotesat end of table. 

Year 

:1969 19701 19751 19771 

Nunberof deathsper 100,000residentppulation 

234.7 228.1 196.1 185.0 
332.6 328.1 301.7 295.1 

0.3 0.3 0.2 0.2 
2.0 

1;:: 1;:: ::; 
32.1 30.4 2;:: 21.8 
76.6 73.7 62.3 56.8 
153.2 148.6 126.3 117.0 
275.7 269.6 228.6 214.0 
463.2 457.9 385.5 354.4 
744.4 733.1 633.8 598.5 

2,527.1 2,470.4 2,186.7 2,101.2 
1,178.0 1,151.9 944.5 882.1 
1,813.2 1,785.3 1,547.5 1,438.8 
2,835.6 2,824.2 2,481.6 2,394.8 
4,519.8 41,383.5 3,777.4 3,617.9 
8,284.5 7,249.4 6,640.0 6,420.1 

329.1 320.3 280.6 264.7 
411.9 404.9 366.3 354.2 

0.3 0.3 0.3 0.2 
2.8 2.4 

1::: 1::; 10.6 10.1 
48.5 46.0 35.8 33.1 
120.0 115.6 99.1 89.2 
248.7 240.2 205.4 188.3 
442.5 433.0 368.8 343.3 
731.9 722.2 608.5 554.0 

1,144.2 1,120.7 977.6 907.6 
3,153.9 3,090.3 2,747.3 2,633.4 
1,723.8 1,698.5 1,441.3 1,349.9 
2,524.2 2,468.7 2,179.7 2,056.7 
3,686.6 3,686.6 3,323.3 3,232.2 
5,560.1 5,436.4 4,859.0 4,686.6 
9,443.1 8.164.2 7,84L9 7,683.4 

19781 

180.9 
294.3 

0.2 
2.0 
6.5 
20.6 
53.5 
113.2 
204.3 
343.7 
586.9 

2,080.8 
858.3 

1,397.3 
2,347.5 
3,639.9 
6,357.8 

257.8 
350.0 

0.2 
2.5 

3;:; 
83.3 
182.6 
324.3 
536.4 
890.9 

2,586.7 
1,301.7 
2,007.7 
3,144.0 
4,734.7 
7,597.7 
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heartdisease,aosording
Table16.Deathratesforiachemic to race,sex,andage:UnitedStates,selected 
years1968-78-+mtinued 

(Data are based on the national vital registration system) 

Year 

3!370’ 19751 3.9771 “197al


deathsper 100,000resident
population


Race, sex, and age 
1968 1969 

White female Numberof 

AU ages,ageadjusteda 1.57.6 352.4 
All ages,crud~ 286.6 283.7 

Under25 years 0.2 0.2 
25-29year~ L1 1.0 
30-34years 3.4 
35-39years — 8.7 

148.5 126.3

282.5 269.2


0.1

1.2 ::2

3.5 2.3

8.4 7.1

21.1 18.8

45.8 38.9

96.1 81.7

189.6 161.6

364.1 308.9


2,093.4 1,863.6

685.3 546.5


1,269.0 1,046.5

2,276.3 1,963.3

3,889.7 3,331.1

7,192.3 6,484.7


294.4 254.0

261.1 229.9


0.7 0.5

10.9 6.5

28.5 20.9

75*O 61.1

174.0 135.2

304.5 245.4

483.5 421.5

750.1 633.8


U9.O 117.2

267.5 271.0


0.1 0.1

0.7 0.7


::: :::

17.0 L5.5

36.3 36.3

75.5 71.9

147.6 143.4

296.7 290.4


1,799.2 1,800.8

510.8 502.1

954.9 932.0


1,850.8 1,815.1

3,179.7 3,3.95.2

6,281.9 6,276.0


245.3 241.J_

225.7 223.7


0.4

R

18.8 2::;

57.7 52.6

3.28.1 1.26.5

232.2 211.3

404.8 405.1

626.5 620.2

989.5 971.8


1,990.7 1,967.0

1,145.7 1,U2.3

1,930.2 1,842.0

2,795.7 2,840.7

2,939.8 3,042.9

4,030.6 3,788.5


;::

23.3 22.4

48.6 46.0

99.3 95.8

200.1 188.5

381.3 358.2


2,174.5 2,139.7

731.0 700.3


1,315.4 1,280.1

2,372.5 2,289.1

4,095.3 4,025.6

8,311.6 8,118.8


40-44years— 
45-49years 
50-54years 
55-59years 
60-64years 
65 yearsandover— 
65-69years

70-74years

75-79 years

80-84years

85 yearsandwer


All ather male4 

Allages,ageadjusted3 316.6 306.7 
Allages,crud~


Under25 ~EWS 

25-29years 
30-34years

35-39years

40-44year~

45-49years

50-54year~

55-59year~

60-64years

65 yearsandover

65-69year~

70-74years

75-79years

80-84year~

85 yearsanduver


278.8 269.5


0.7

1::: lz.5

31.9 36.6

87.6 81.9

182.9 180.4

328.9 318.9

521.9 521.7

820.6 766.7


1,222.9 1,1.28.2 1,084.7 950.4 
2,469.4 2,421.0 2,349.4 2,086.8 
1,655.5 1,630.6 1,568.2 1,223.3 
2,318.5 2,213.8 2,234.3 2,096.3 
2,979.0 3,010.0 2,966.7 2,712.3 
3,535.8 3,661.8 3,471.9 3,117.4 
5,958.5 5,259.1 4,418.8 4,245.3 

See footnotesat endof table.
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Table 16. Death rates fclr ischemic heart	 disease, according to race, sex, and age: United States, selected 
years 1968-78-Continued 

(Data are based on the national vital registration system) 

Year


Race, sex, and age 
1.968 1969 19701 19751 19771 19781 

Black male: Number of deaths per 100,000 resident pqxd.ation 

AH ages, age adjusted3--——- 332.9 323.6 314.5 271.2 264.5 260.6 
All ages, crude————-——---- 290.8 282.0 277.2 244.9 242.5 239.5 

Under 25 years———————_____ 0.8 0.7 0.7 0.6 0.4 0.4 
25-29 years——-———————————— 11.8 12.9 11.7 8.7 8.3 
30-34 years— —-———— 35.4 39.9 32.7 2::; 21.5 22.7 
35-39 years—— —___ 94.0 89.1 83.3 65.3 63.2 56.7 
40-44 years——–—-------- 196.5 192.6 191.3 147.8 140.4 138.7 

—-—-———45-49 years 348.8 341.2 333.0 267.6 255.9 231.5 
50-54 years— .———-_ 548.8 552.6 516.0 453.7 438.5 440.3 

-—————-55-59 years 864.7 813.9 803.3 669.2 667.4 663.5 
60-64~ears-———–---—-- 1,302.5 1,198.2 1,157.8 1,000.8 1,044.5 1,028.6 
65 years and wer-—-—--—––—— 2;560.5 2;518.4 2;479.5 2,207.8 2,119.1 2,087.7 
65-69years —————-.-—_ 1,737.4 1,711.4 1,664.3 1,275.4 1,188.0 1,174.2 
70-74years——————--–—-- 2,397.3 2,301.6 2,364.8 2,253.5 2,088.4 1,962.4 
75-79years—-——-——-----—— 3.039.8 3,106.4 3,085.7 2,986.2 3,189.4 3,272.8 
80-84years-———--—- 3;777.2 3;913.8 3,778.5 3,318.7 3,205.1 3,409.5 
85 years and over--—------—-- 6,302.9 5,602.7 4,743.7 4,558.5 4,348.3 4,024.6 

All other female5 

All ages, age adjuste&-.—-- 213.0 201.4 194.8 159.1 152.3 146.6 
Ml ages, crude-—-——---- 213.4 204.2 200.4 177.7 177.0 173.0 

Under 25 years——-———-- 0.4 0.5 0.4 0.2 0.3 0.3 
25-29 years -— ——-———_ 3.8 6.0 2.0 2.3 
30-34 years———-—————— 17.9 14.0 1::; ::: 6.5 5.3 
35-39 years——-- —--——_— 40.5 39.2 38.3 26.5 23.8 15.5 
40-44 years—— —. —-— 97.5 86.1 79.8 52.9 50.8 51.1 
45-49 years– —.--— 166.3 154.3 149.1 111.6 102.0 95.7 
50-54 years-—-—————— 287.7 270.0 265.3 1.92.7 190.0 185.3 
55-59 years-—-—-——-——–——— 474.9 447.0 433.3 349.2 325.7 304.6 
60-64 vear*-——————---———— 809.3 745.3 703.6 570.1 541.2 521.5 
65 ye&s and over--——-——----—— 1,943.5 1,869.7 1,830.0 1,606.6 1,570.2 1,527.4 
65-69years-————---—— 1,198.1 1,142.4 1,055.3 749.8 669.0 660.5 
70-74years————— ——-——_ 1,602.4 1,559.7 1,590.2 1,592.7 1,445.2 1,301.7 

—---—-75-79years———————— 2;326.3 2,157.7 2,205.6 2,070.2 2,286.3 2,326.1 
80-84 yf3EiH3—— _— _____ 3,100.0 2,975.8 2,949.1 2,302.3 2,332.9 2,346.4 
85 years and wer——---———- 5,096.7 4,930.7 4,227.9 3,662.7 3,496.2 3,297.9 

See footnotes at end of table. 
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heartdisease,according
Table16.Deathratesforisclmnic to race,sex,andage:UnitedStates,selected

years1968-78--Continued


(Dataarebasedon thenationalvitalregistration
system)


wee, sex, andage 
1968 

Blackfmale:


All ages,ageadjusted3 223.2

AU. ages,crud~ 227.4


Under25 years-- 0.5 
25-29 years 4.1 
30-34years 19.8 
35-39years 44.0

40-44years 107.2

45-49years 179.4

50-54years 303.7

55-59years 500.0

60-64ye=~ 849.5

65 yearsandover— 2,012.4

65-69years 1,250.4

70-74years— 1,678.1

75-79years 2,411.3


Year


1969 19701 19751 19771 19781 

Numberof deathsper 100,000resident
population


212.3 207.1 171.1 164.8 159.7 
218.8 217.0 195.2 195.6 191.7 

0.5 0.5 0.2 0.3 0.3 
6.5 4.9 2.5 2.5 2.5 
15.9 17.5 9.9 7.9 6.4 
42.5 43.5 29.6 27.3 17.5 
94.8 89.1 60.7 57.1 58.6 
167.1 163.6 126.6 117.5 109.8 
288.7 285.5 212.6 214.4 208.8 
472.5 459.2 377.1 354.6 333.4 
785.8 747.7 605.0 573.5 559.3 

1,947.8 1,920.2 1,696.1 1,658.4 1,617.6 
1,200.3 1,111.8 777.3 695.2 682.7 
1,627.4 1,683.5 1,731.3 1,556.2 1,395.9 
2,258.3 2,320.0 2,282.2 2,581.9 2,673.9 

80-84yeax~ 3,1.58.O 3,1.20.5 3,110.5 2,439.8 2,483.9 2,542.6

85 yearsandover 5,269.6 5,070.0 4,418.2 3,843.4 3,663.9 3,463.1


lExcludes of theUnitedStates.
deathsof nonresidents

21ncludes
allracesandbothsexes.

3Ageadjustedby thedirectmetkd to the totalpqulationof theUnitedStatesaa enumerated using11 age
in 1.940,


%%!% K; ?s:s.


Thecodenunbersforischemic
IWYIE: heartdiseaseareNos.410-413,basedon theEighthRevisionIntermtional

icaticmof Diseases,
Classif AdaptedforUse in theUnitedStates.


SUUU2ES: VitalStatistics PublicHealth
NationalC~ter forHealthStatistics: of theUnitedStates,Vol.II,1.968-78.

Washington. Printing ofAnalysisfrandatacmpiledbythe
Service. U.S.Government Office;DatacanputedbytheDivision


U.S.Bureauof the Census:J?cpulation
Divisim of VitalStatistics; estimatesand projections.CurrentPopulation

U.S.Government Apr.1978,and
* rts.SeriesP-25,Nos.519,721,and 870.Washington. PrintingOffice,Apr. 1.974,


&80.
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Table 17. Death rateslEormalignantneoplasm, accordingto race,sex, and age:UnitedStates,selected

years 1950-78


(Dataare basedon the nationalvital registrationsystem)


Year


Race, sex, and age —


IL950 1955 1960 .1965 19701 19751 1977‘ 19781


‘rotalz Numberof deathsper 100,000resident~ulation 

AU ages,age adjusted3-—— 125.4 125.8 125.8 127.0 129.9 1.30.9 133.0 133.8

AU ages,crude—------- 139.8 146.5 149.2 153.8 162.8 171.7 178.7 181.9


Under 25 years--—--—— 8.5 8.6 8.1 7.5 7.0 5.7 5.6 5.2 
Under 1 year ——--— _____ 8.7 7.7 7.2 7.1 4.7 4.2 3.8 4.1 
1-24years-———-—— 8.5 8.6 8.2 7.6 7.1 5.8 5.6 5.3 

25-29years-——-———— 15.1 14.6 14.7 13.8 12.7 11.4 11.2 10.6 
30-34years--———--—--—---- 25.3 23.7 23.8 24.0 21.0 19.2 18.4 18.2 
35-39years-——-——--------- 45.8 44.5 43.0 42.4 40.9 35.5 34.5 32.9 
40-44years--—-—-—-—---- 81.2 79.2 77.6 78.4 76.8 71.2 68.9 68.8 
45-49years-—-—-——— 137.0 135.7 135.4 136.1 139.3 136.6 133.5 133.1 

————50-54years-——— 216.9 219.7 224.2 227.4 229.6 226.2 229.9 233.7 
55-59years-—————— 329.6 327.4 327.8 330.5 357.5 352.7 356.5 354.6 
60-64years-—-——--— 468.5 466.2 478.3 496.1 498.8 519.7 539.6 545.7 
65 yearsand over-—-—--–– 851.3 869.5 870.9 887.0 923.4 961.1 988.4 1,002.1 
65-69years---—--—— 598.8 638.0 634.6 647.9 674.0 670.3 691.9 698.2 
70-74years——-———--- 830.0 812.7 818.6 829.9 857.1 923.1 931.2 938.8 

———-------75-79years 1,077.6 1,067.1 1,032.9 1,047.0 1,099.5 1,152.9 1,201.4 1,216.0 
80-84years—————-— 1,294.2 1,294.9 1,310.1 1,239.2 1,286.1 1,326.0 1,364.9 1,412.0 
85 yearsand over-—----—— 1,450.8 1,465.3 1,450.0 1,483.6 1,320.7 1,408.8 1,445.6 1,450.5 

Whitemale


AH ages,age adjusted3--- 130.9 137.4 141.6 147.8 154.3 157.2 160.0 161.2

M1 ages,m,crude——-—---- 147.2 160.0 166.1 173.7 185.1 194.8 202.5 206.4


Under 25 yearp——--— 9.7 10.4 9.7 8.8 8.5 6.8 6.9 6.1

—-—--——
Under 1 year-—— 9.6 8.7 7.9 6.2 4.3 4.5 4.5 3.7


1-24years-——--— 9.7 10.4 9.8 8.9 8.6 6.8 7.0 6.2

25-29years--—--———-------- 15.0 1.5.o 16.4 15.0 13.7 12.5 12.9 11.5

30-34years--——-—---—----— 20.6 19.8 21.1 21.1 19.1 18.2 16.2 16.9


—--—---—.- 32.7 33.0 33.8 35.5 33.6 29.4 29.8 28.5 
40-44years-—-——---— ------ 57.2 56.2 59.7 63.4 65.3 59.6 57.9 57.1 
45-49years--—-—---—---–––– 110.4 113.5 114.5 119.5 122.9 124.3 120.1 121.7 
50-54years—----—-—---—.- 194.7 209.5 219.9 222.9 225.4 224.9 228.6 234.4 
55-59years--———-———--- 327.9 340.5 360.1 368.3 397.4 378.2 380.4 380.3 
60-64years--—---—---— 506.0 529.6 559.3 598.1 617.0 619.7 637.5 641.2 
65 yearsand over-———---- 986.0 1,045.6 1,073.4 1,144.9 1,221.2 1,296.0 1,330.1 1,350.2 
65-69 yearS-——-—— 685.5 767.1 780.0 832.0 879.3 887.3 898.7 906.8 
70-74years—-—--—— 965.2 986.4 1,029.9 1,078.3 1,153.8 1,248.8 1,264.1 1,273.1 
75-79years—-—--—— 1,261.4 1,297.0 1,297.9 1,376.3 1,493.3 1,616.8 1,686.6 1,699.3 
80-84years——-——-–– 1,573.4 1,633.0 1,648.4 1,647.5 1;770.2 1,923.3 1,994.1 2,085.9 
85 yearsand wer—----— 1,733.9 1,746.9 1,791.4 1,958.7 1,772.2 2,046.6 2,163.1 2r213.6 

35-39years--———


See footnotesat end of table,,
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Table 17. Death rates for malignantneoplasm, accmding to race, sex, and age: UnitedStates,sekcked 
years 1950-78--@mtinued 

(Dataare based on the national. vitalregistrationsystem) 

Year 

Race, sex, and age 

1950 1955 1.960 1965 19701 1975’ 1977’ 1978] 

White female Number of deaths per 100,000residentppulation 

All ages, age adjusted3— U9.4 1.14.3 109.5 107.4 107.6 106.9 108.3 109.0 
Ml ages, crude————— 139.9 141.0 139.8 141.9 149.4 3.57.7 164.5 167.7 

Under 25 years- 7.8 7.4 7.0 6.7 6.0 4.9 4.4 4.4 
Under 1 year 7.8 7.2 6.8 6.2 5.4 4.2 3.3 4.7 
1-24 years 7.0 6.7 6.0 4.9 4.4 4.4 

25-29 years J:: L:: 12.7 12.4 11.6 10.2 9.5 
30-34 years 27.3 25.7 24.2 25.1 21.8 19.5 19.7 1::: 
35-39 years — 53.9 51.7 47.9 44.3 44.5 37.7 35.5 33.3 
40-44 years
45-49 years 

97.4 
153.1 

93.3 86.7 85.0 78.8 75.0 71.0 
144.8 143.8 140.4 142.6 2.34.3 231.9 

71.5 
lm. 5 

50-54 years 
55-59 years— 

221.1 
314.5 

213.8 211.6 216.5 214.8 208.1 208.4 
297.8 281.7 279.0 301.9 302.9 306.0 

211.2 
303.9 

60-64 years——— 419.4 394.5 382.6 380.8 380.0 406.6 427.1 433.5 
65 years and over——————— 768:4 747.6 718.4 702.0 714.3 729.2 752.1 762.6 
65-69 y@i3?X—---- 534.2 526.7 500.3 488.3 495.6 486.1 518.8 521.5 
70-74 years 733.1 679.5 641.6 623.6 626.4 655.4 654.6 666.8 
75-79years 956.1 912.7 847.8 820.5 836.2 842.2 863.4 878.8 
80-84 years 1,153.1 1,114.8 1,107.2 1,005.8 l,OU.9 lr019.6 1+050.2 1,071.4 
85 years and wer 1,348.1 1,357.6 1,304.9 1,257.5 1,126.6 1,165.9 1,181.8 2,178.4 

All othermale4 

i+llages, age adjusted3— 125.8 138.7 154.8 167.3 185.3 199.7 205.4 205.8 
ML ages, crude------ 106.1 1.19.1 l_34.1 144.3 261.0 175.3 183.2 184.9 

Under 25 years 7.2 7.3 6.9 6.4 6.7 5.5 5.4 6.1 
Under 3year 10.4 6.9 6.5 6.1 4.7 3.8 4.0 4.6 
1-24 years 7.0 7.3 6.4 5.5 6.2 

25-29 yiars 14.8 12.0 1::; 13.1 1::: ::: 10.3 10.5 
30-34 years 21.5 21.8 21.7 23.6 18.5 19.3 18.1 
35-39 years 39.7 38.3 47.3 E:: 44.1 45.6 42.8 43.3 
40-44 years 74.4 84.9 99.3 103.6 108.1 100.5 103.3 100.3 
45-49 years 144.6 170.3 169.9 184.6 213.9 208.8 211.8 199.5 
50-54 years 282.3 277.6 308.8 327.2 373.7 382.1 388.3 399.2 
55-59 years 421.1 447.6 433.7 485.9 553.3 612.7 628.6 610.5 
60-64 years 571.6 643.2 710.6 754.8 750.3 863.0 890.5 926.3 
65 yea&s andover 691.6 810.4 982.4 1,073.8 1,221.1 1,351.5 1,434.0 1,43.9.6 
65-69years 579.2 722.0 864.1 901.4 988.8 1,035.1 1,025.5 1,037.0 
70-74years 720.7 818.7 1,021.2 1,W3.3 1,266.3 1,503.2 1,572.8 1,541.6 
75-79 years — 896.9 891.6 1,038.0 lr2L7.7 1,504.5 1,700.7 1,951.1 1,931.0 
80-84 years 751.4 957.1 1,195.5 1,252.4 1,593.8 1,654.7 1.706.5 1,860.4 
85 years andover—— 900.0 1,045.8 1,211.7 1,458.8 1,268.4 1,479.7 1;609.7 1,539.7 

See fwtnotiesat endof table. 
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Table 17. Death ratesfor malignantneoplasm, accordingto race,sex, and age:UnitedStates,selected

years1950-78--Continued


(Dataare basedon the nationalvitalregistrationsystem)


Race, sex, and age


Blackmale:


All ages,age adjusted3-––

Ml ages,crude-—.-—.—


Under 25 years-—-—--—-–

Under 1 year—.———.-


———.._._
1-24years

25-29years—---———---

30-34years-———-——---

35-39years———----

40-44years————--—----

45-49years—-——--—--–––

50-54.years—--—

55-59years——————-----

60-64years-————-—-—----

65 yearsand over-———–––––

65-69years-————-—---

70-74years—-——-—---

75-79years——-— _____

80-84years————---

85 yews and over-—-—-


All otherfemale5 

AU ages,age adjusted3---

All ages,crud~——-—--


Under 25 years —-——____ 

Under 1 year-————---

1-24years———— —- —..-


25-29years—-- —________


30-34years—————----

35-39years—-—-——

40-44years-——-—

45-49years -——-—,_


50-54years———-——-—--

55-59years—--———-------

60-64years———— -—,-


65 yearsand over————-----

65-69years———-———--

70-74years-———----

75-79years—-— ——--,-


80-84years——-——--,-


85 yearsand over——


See fmtnotes at end of table.


1950


126.1

106.6


7.1

—


15.3

21.1

39.3

74.3

147.5

288.5

425.2

580.1

696.1

581.2

733.3


853.5


131.0

110.1


6.4

6.9

6.4

19.6

49.1

89.1

155.9

223.5

335.7

446.2

528.3

513.5

429.2

565.2

617.7

525.0

719.2


Year


1.955 1.960 1965 19701 1975’ 1977’


Numberof deathsper 100,000residentpopulation


-— 158.5 174.1 198.0 214.4 221.9

— 136.7 149.2 171.6 188.5 198.2 

6.7 6.4 6.8 5.7 5.5 
6.0 5.3 3.1 3.0 

R 6.4 6.9 5.6 
—- 15.0 13.9 12.8 1;:: 11.1


21.7 20.3 25.9 19.9 20.6

47.7 51.1 46.6 48.1 44.9

101.2 107.5 115.7 110.3 113.6

177.9 195.3 229.2 229.3 233.5


— 324.4 344.6 404.1 416.1 424.1

— 461.4 511.9 595.7 657.8 676.7


740.1 802.8 802.3 915.8 951.3


19781


223.7

200.6


6.3

3.8

6.4

10.6

19.9

45.4

107.6

220.7

433.8

661.6

983.8


980.4 1,097.4 1,297.6 1,441.6 1,515.5 1,534.3

886.5 939.5 1,049.4 1,086.9 1,062.3 1,090.1


— 1,017.1 1,136.5 1,349.1 1,621.9 1,707.0 1;679.0

—- 1,012.6 1,247.5 1,580.6 1,875.0 2,254.0 2,247.4

—- 1,145.2 1,246.4 1,707.7 1,784.0 1,893.6 2,094.6


1,155.2 1,456.7 1,387.0 1,573.6 1;701.7 1,666.2


124.7 125.0 120.9 117.6 118.9 122.4 121.8 ‘ 
108.4 109.8 109.2 110.0 115.5 121.2 122.1 

5.5 5.9 5.3 4.9 4.6 4.7 3.9 
5.3 6.5 3.8 3.3 2.7 2.6 

5.9 5.4 5.0 4.6 4.7 ::; 
1::: 17.1 15.3 14.4 11.1 11.8 11.9 
38.8 41.5 40.4 25.5 23.9 23.6 24.3 
82.9 72.1 71.4 60.2 51.4 51.2 49.4

144.8 128.4 119.1 115.2 95.1 95.0 97.3

226.4 207.1 3.94.4 173.9 177.9 167.9 161.2

312.0 300.7 271.2 267.0 251.0 272.8 260.7 ~

390.7 369.6 343.6 357.1 368.1 372.4 365.1

446.0 505.4 508.1 422.6 459.3 490.6 494.4

542.2 591.0 597.0 641.6 683.3 707.6 722.7

478.0 498.3 34L8 534.0 484.5 502.6 515.9

551.3 596.6 590.8 672.4 810.3 807.1 787.1

672.8 676.6 671.3 729.1 917.1 1,024.6 1,057.6

545.1 757.2 690.9 744.2 769.5 777.9 860.0

641.2 727.5 942.9 758.9 732.7 768.9 769.0
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Table17.Deathratesformalignant to race,sex,andage:UnitedStates,selectti
nmplasmsraccording

yearsl.950-78-Continued


(Dataarebasedon thenationalvitalregistration
system)


Year 

Race, sex, andage 

1.950 1955 1960 1965 19701 19751 1.9771 19781


Blackfmale: Numberof deathsper 100,000resident~ulation


Ml ages,ageadjusted3— .s31.9 — 127.8 124.3 123.5 124.7 129.8 129.2

AU ages,crude—————— 111.8 — 11.3.8 113.6 117.3 123.3 131.0 1.31.8


Under25 years- 6.5 6.0 5.4 5.1 4.7 4.8 4.0 
Under1 year — 6.7 3.0 3.3 2.7 2.2 3.0 
1-24years — 5.9 5.5 5.2 4.8 4.9 4.1 

—25-29years 19.7 18.4 16.6 15.4 11.2 13.6 12.5

—30-34years 50.6 43.1 43.9 27.0 25.4 25.6 26.3


35-39years 89.2 75.9 73.9 64.6 54.8 54.6 53.2 
40-44years 156.6 132.4 124.6 124.7 101.4 102.6 105.8 
45-49years 227.3 210.7 201.8 183.2 191.3 181.8 173.2 

— 

— 

50-54years 339.5 308.4 278.4 280.3 270.6 297.0 280.5

—55-59years 449.9 384.8 355.0 370.7 385.5 393.5 387.8

—60-64years 530.1 518.5 527.4 444.7 472.7 510.0 521.8


65 yearsandover 513.0 591.4 601.2 668.4 704.4 737.2 750.9 
65-69years 428.4 505.0 515.5 558.3 489.0 512.0 523.3 
70-74years 569.5 596.5 593.5 702.3 860.1 853.8 823.6 

— 

— 

75-79years 673.4 670.1 762.5 989.8 1,147.1 1,186.9

—80-84years 605.3 745.1 672.6 764.7 789.0 807.3 904.9 

85 yearsandover I — 728.9 934.8 791.5 733.0 784.9 792.3 

‘Excludes of theUnitedStates.
deathsof nonresidents

21ncludes
allracesandbothsexes.


of theUnitedStatesas enumerated using11 age
3Ageadjustedby thedirectmethodto the totalpopulation in 1.940,


~= :$; ys;s.


TheInternational andcedenumbersfor
NCYI’E: Cl revisions

neoplasmareSix , Nos.140-205,for 1960and
malignant


1965;andEighthRevision,
Nos.


NationalC VitalStatistics PublicHealth
SOURCFS: enter forHealthStatistics: of theUnitedStates,Vol.II,1950-78.

Washington. Printing ofAnalysisfrandatacmpiledby the
Service. U.S.Government Office;Dataccqut& by theDivision


U.S.Bureauof theCensus:Population
Divisionof VitalStatistics; estimatesandprojections.Currentpopulation

U.S.Government
rts.SeriesP-25,Nos.310,519,721,and870.Washington. PrintingOffice,June1965, Apr.1974,


&%8, andJan.1980;1.950 ationby Race,SpecialregretP-ENo. 3B.Washington.U.S.Government
Nonwhite??opu3.

PrintingOffice, 1951;Generalpopulationcharacteristics,
UnitedStatessmmry, 1960 and 1970,U.S. Censusof


Washington.
~. FinalreportsFC(l)-lHandPC(l)-B1, U.S.GovermentPrintingOffice,1961and1972.
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Table 18. Death ratesfor cancer of tbe respiratory system, according to race, sex, and age: United States, 
selectedyears 1950-78


(Dataare basedon tie nationalvitalregistrationsystem)


Year 

Race, sex, and age 
1950 1955 1960 1.965 19701 19751 3.977 19781
I


Totalz Numberof deathsper 100,000residentppulation


AI.1ages,age adjusted3--- 12.8 16.0 1.9.2 23.0 28.4 32.5 34.3 35.4

AI.I.
ages,crude---—--—— 14.1 18.2 22.2 26.9 34.2 40.7 44.0 45.8


Under 25 years--—-- —.—--— 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1 
,25-34years-——----—--——-- 0.9 1.0 1.1 1.0 1.0 0.9 Lo 0.9 

—---—----35-44years-——-————— 5.9 9.3 11.6 11.0 10.6 10.1 
45-54years—-—---—-—— 2;:; 27.4 3::; 38.4 46.2 52.3 55.1 56.6 
55-64years-——---—--—— 55.2 68.5 81.5 93.5 116.2 131.9 137.3 142.3 
65 yea& and over-———-——- 69.0 90.2 111.0 136.1 170.1 202.2 218.9 226.6 

———---65-74years—--——— 69.3 92.9 117.2 142.9 174.6 205.3 219.2 227.3 
75-84years—- _--—-——- 69.3 88.2 102.9 129.2 175.1 212.4 237.3 246.6 
85 years and over— 64.0 65.8 79.1 97.1 113.5 142.8 156.3 158.6 

Whitemale


All ages,age adjustcM3—---- 21.6 28.5 34.6 41.5 49.9 54.6 56.4 57.4 
iillages,crude———-—-- 24.1 32.5 39.6 47.5 58.3 65.8 69.6 71.7 

Under 25 years—-——---—----—- 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1 
25-34years-—-—--—-—--—-- 1.2 1.4 1.6 1.4 1.4 1.3 1.2 1.1 
35-44years---———-----—--- 8.9 10.4 12.9 15.4 13.4 12.4 11.7 
45-54years-—-——---— 3;:: 47.2 53.0 60.7 67.6 73.0 74.0 75.0 
55-64years—— _——-_-— 95.9 125.3 149.8 169.7 199.3 206.3 208.5 214.4 
65 yearsand wer----—--—--- 116.1 164.4 211.7 270.8 341.7 398.0 423.3 431.9 
65-74years—-—-—----—--- 1.19.5 172.1 225.1 282.5 344.8 385.2 399.8 407.5 
75-84years——-—_--—---- 109.1 155.2 191.9 259.2 360.7 452.0 501.1 510.7 
85 years and over-——-— 102.8 105.1 133.9 181.5 221.8 298.2 340.1 359.3 

‘Whitefemale


All ages,age adjusted3----- 4.6 4.6 5.1 6.8 10.1 13.8 15.6 16.8 
IQ1 ages,crude—---— 5.4 5.7 6.4 8.6 13.1 18.8 21.7 23.6 

Under 25 years——-—-—-–—— 0.1 0.1 0.1 0.1 0.1 0.0 0.1 0.1 
25-34years--——-—-——-----— 0.5 0.6 0.6 0.6 0.6 0.5 0.6 0.7 
35-44years--—————-— 2.6 4.5 6.0 7.1 7.1 
45-54years--———-— & 6.8 N 14.8 22.1 27.7 30.8 3::; 
55-64years--—-—--——— 15.5 14.8 16.7 23.4 39.3 58.9 65.3 69.9 
65 yearsand over—--—-——-—- 31.6 31.2 30.6 36.7 50.0 69.6 81.5 89.4 

-——----65-74yeam———-— 27.2 26.7 26.5 33.1 45.4 68.1 80.9 90.5 
75-84years-—-—--——--—— 40.0 39.1 36.5 41.1 56.8 71.3 83.6 91.4 
85 yearsand over-—--—---—- 43.9 42.7 45.2 51.2 57.4 73.1 78.8 77.6 

See fmtnotes at end of table,
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Table 18. Death rates for cancerof the respiratorysystem,accordingto race,sex, and age: UnitedStatest 
selected years 1950-78-+2mtinued 

(Data are based on the national vital registrationsystem) 

Year


Race, sex, and age 
I!350 1955 1960 1965 19701 19757 19771 19781


All other male4 Numberof deathsper 100,000residentpopulation 

AU ages,age adjusted3— 17.0 24.0 35.6 42.6 56.3 66.8 71.4 72.2 
ml ages,crude-- 14.5 20.6 30.5 36.0 47.6 56.7 61.5 62.5 

Under 25 years 0.2 0.1 0.1 0.2 0.1 0.1 0.2 0.1 
25-34years 2.1 2.2 2.5 2.4 1.6 1.5 
35-44years 12.9 19.8 2::; 29.3 27.3 2::2 24.3 
45-54years— 4;:: 56.3 70.4 84.7 1.13.1 222.9 13L 2 131.6 
55-64years 79.1 108.0 L54.2 171.0 231.5 290.0 305.0 310.1 
65 years and wer 60.7 93.7 170.2 219.6 285.3 358.4 397.3 402.7 

-—
65-74years 67.6 MO. 6 183.4 240.2 301.2 378.2 408.4 413.5

——-
7!3-84years 48.5 83.2 145.4 177.8 278.7 346.9 412.o 434.3


85’yearsand over— 10.5 45.8 114.8 147.1 158.8 218.8 252.8 211.5


Blackmale:


—
AU ages,age adjusted3— 16.9 36.6 44.7 60.8 72.5 78.3 79.1

—
AU ages,crude-- 14.3 31.1 37.6 51.2 61.8 67.8 68.7


Under 25 years 0.2 0.1 0.2 0.2 0.1 0.2 0.1 
25-34years————————— 2.1 2.6 1.8 2.9 2.3 1.6 
35-44years 9.4 20.7 26.1 32.6 3::; 27.6 26.8 

—45-54years 41.1 75.0 90.4 123.5 3.36.9 147.5 L47.6

55-64years 78.8 161.8 182.7 250.3 313.2 331.9 339.7 
65 yearsand over 58.9 166.4 224.0 302.9 383.3 430.4 434.2 
65-74years 65.2 184.6 248.1 322.2 404.7 435.9 439.5 
75-84years 
85 years and over } 

42.4 
— 
— 

126.3 
110.3 

172.6 
140.0 

290.6 
1.54.4 

370.7 
220.8 

469.6 
255.0 

493.6 
215.4 

— 

AU other female5 

KU ages,age adjusted3— 4.1 5.2 5.6 7.1 10.4 13.4 15.9 
AU ages,crud~ 3.4 4.5 4.9 6.3 9.5 12.5 W 15.2 

Under 25 years 0.1 0.1 0.1 0.0 0.0 0.1 0.1 
25-34years 1.1 0.7 ::; 0.9 0.5 0.7 0.9 0.8 
35-44years 3.5 6.1 8.4 10.5 
45-54years ;:; 2;:: 12.5 16.7 2;:: 30.7 36.4 3;:; 
55-64years 15.5 19.6 20.2 25.8 35.3 52.3 63.3 64.6 
65 years and wer— 18.3 25.0 27.2 29.3 49.0 62.6 66.9 73.0 
65-74year~ 17.8 25.2 22.5 29.5 47.7 62.9 70.1 69.9 
75-84 ~.3KS 19.6 25.0 35.8 27.7 53.2 64.4 65.6 89.8 
85 years and over- 19.2 23.5 44.7 34.7 45.8 55.5 50.8 52.4 

see footnotesat end of table.
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Table18.Deathratesfcxcancerof therespiratory to race,sex,andage:UnitedStates,
system,according

selected
years1950-78--Continued


(Dataarebasedonthenationslv system)
ital registration


Year 

Race, sex, andage 
1950 1955 1960 1965 19701 .19751 1,9771 19781 

Blackfemale: Numberof deathsper100,000resident
population


AU ages,ageadjusted3-——— 4.1 -— 5.5 7.1 10.9 14.2 16.7 16.9 
All ages,crude——-——--- 3.4 —- 4.9 6.3 10.1 13.4 15.8 16.3 

Under25years
——--.—-.—. 0.1 0.1 0.1 0.1 0.0 0.0 0.1 
25-34years———--—---—-- 1.2 — 0.8 0.9 0.5 0.7 1.1 1.0 

—35-44years————-—— 2.7 3.4 10.5 11.8 
—— — —-45-54years—————— 8.8 12.8 1!:; 25.3 3::2 41.0 4::: 

—55-64years——-—————— 15.3 20.7 26.0 36.4 55.0 66.0 68.5 
65 yearsandover——-—--_— 17.2 —- 25.3 27.3 50.0 63.2 67.1 73.2 

—65-74years---————-—— 16.4 20.7 28.2 49.3 63.7 71.3 70.3

—75-84years-—-——-——— 33.1 24.5 52.6 65.5 65.6 92.0 

85 yearsandover——---———— } 19.2 .— 44.7 30.4 47.6 53.5 45.4 50.8 

‘Excludes of theUnitedStates.
deathsof nonresidents

21ncludes
allracessndbothsexes.

3Age ad-j-tedby the dir~t meth~ to the totaJ.Popdation of theUni%edstateS as enumerated in 1940, USing 11 age


groups.

41ncludes
blackmales.

‘Includes
blackfemales.


m: TheQLermtional.Classification D revisions
c>f andccdenmbers for

Revision,
Nos. 160-164,


National Statistics: of theUnitedStates,Vol.II,1.950-78.
SOURCES: Centerfor:Health VitalStatistics PublicHealth

Service. U.S.GovezmnentPrin frandatacanpiled
Washington. tingOft%ce; Datacmputedbythe DivisionofAnalysis bythe


U.S.Bureauof the Census:Population
Divisim of VitalStatistics; estimatesand projections.CurrentPopulation

U.S.GovernmentPrintingOffice,
Reports.SeriesP-25,Nos.310,519,721,and870.Washington. June1965,Apr.1974


by Race,Specialrepxt P-ENo. 38.Washington.U.S.Government
Apr.1978,andJan.1980;1950NonwhitePopulation

PrintingOffice,1951;G&Gral populationcharacteristics,
UnitedStatessumary, 1960 and 1970,U.S. Censusof


FinalreportsFC(l)-lBandPC(l)-Bl, U.S.G&ernmentPrinting
population. Washington. Office,1961and1972.
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Table 1.9.Death rates for cerebrovasmlardisease,accordingto race,sex, and age:Unit& States,

selectedyears 1960-78


(Dataare based on the national.
vitsl registrationsystem)


Year


Race, sex, and age 

1960 1965 19701 19751 1.9771 19781


Totalz Numberof deathsper 100,000pctpulation 

AU ages,age adjus&d3 79.7 72.7 66.3 54.5 48.2 45.3 
AU. ages,crude-- ——. 108.0 103.9 101.9 91.1 84.1 80.5 

Under 1 year— —-- 4.1 4.1 5.0 5.1 5.3 5.5 
1-4 years —. 0.8 0.7 1.0 0.8 0.8 0.8 
5-14 years .-— 0.7 0.7 0.7 0.5 0.5 0.6 
15-24years————-——— 1.8 1.5 1.6 1.4 L 2 1.1 
25-34years———————— -— 4.7 4.8 4.5 3.5 3.1 2.7 
35-44years 14.7 25.4 35.6 .U..7 10.3 9.8


——
45-54years 49.2 45.5 4L6 32.2 28.7 27.4

———
55-64years 147.3 u7.1 11.5.8 91.7 79.5 74.1


65-74.years— .——- 469.2 415.5 384.1 303.1 259.9 243.6

75-84years 1,491.3 1,349.0 1,254.2 1,076.3 970.7 910.2


——
85 years and wer- 3,680.5 3,717.6 3,014.3 2,654.8 2,425.2 2,281.6


White male 

Kil ages,age adjusted3 80.3 74.2 68.8 57.4 50.5 46.8 
All ages,crude—————— 102.7 96.5 93.5 81.1 73.2 68.9 

Under lyear 4.3 4.9 4.5 4.7 4.8 4.2 
1-4 yeaxs 0.8 0.6 0.9 0.8 1.0 
5-14years 0.7 0.6 M 0.5 0.6 0.7 
15-24years 1.7 1.4 1.6 1.4 1.1 
25-34years 3.5 3.5 3.2 2.6 2.5 M 
35-44years 11.3 10.9 11.8 8.7 7.8 7.6 
45-54years— 40.9 37.7 35.6 27.6 24.7 22.4 
55-64years 139.0 1.26.4 119.9 94.4 80.3 73.3 

——
65-74years— 501.0 446.0 420.0 340.4 290.8 269.9

—
75-84vears 1,564.8 1,437.7 1,361.6 1,175.7 1,053.3 975.0


85 yea& andover 3,734.8 3,815.7 3,018.1 2,761.4 2,507.4 2,352.3


White female


All ages,age adjusted3——— 68.7 61.5 56.2 46.8 41.5 39.3

All ages,crude——— 110.1 108.0 109.8 102.8 96.5 93.5


—
Under lyea .— 2.6 2.6 3.2 4.0 3.8 3.8

1-4 years———-———-- 0.5 0.6 0.6 0.7 0.8 0.6


——
5-14years 0.6 0.5 0.4

-—
15-24years— !:: ::: 1.1 1.1 M Lo


25-34years— 3.4 3.8 3.0 2.5

— ——
35-44years 10.1 10.9 2:: 9.3 8.1 ;:;


45-54years .——— 33.8 31.2 30.5 25.1 21.7 21.7

——
55-64years J.03
.0 82.8 78.1 65.6 58.2 54.7


——
65-74years 383.3 328.0 303.2 234.8 201.6 190.7

———
75-84years—— 1,444.7 1,280.5 1,176.8 1,007.8 901.1 849.5


85 years and over—————— 3,795.7 3,813.4 3,167.6 2,746.4 2,529.0 2,389.6


See fcotnotesat end of table.


135 



------

-----
--

disease,according
Table19.Deathratesforcerelmmvascular to race,sex,andage:UnitedStates,

seledtti
years1960-78+ntinued


(Dataarebasedon thenationalvitalregistration
system)


Year


Race, sex, and age 

1960 1965 19701 1.9751 3.9771 19781


Blackmale Numberof deathsper 100,000population


—---—-—
AU ages,ageadjusted3-- 141.2 138.1 124.2 96.5 87.2 83.8

crude——––--——-——— 122.9 120.0 108.7 88.5 81.4 78,4 

Under1 year———-- —.-_ -— —-— — 8.5 7.5 12.2 *9.3 *8.5 14.6 
1-4years— .————_ 1.9 *1.6 *1.4 *1.1 *0.9 *1.3 
5-14yews-- ————— *0.9 1.1 0.8 *0.7 *0.6 *0.6 
1.5-24 

All“ages,


years——————--——————— 3.7 2.6 3.0 2.6 1.7 1.4

25-34years —-—.—— —-— 12.8 12.6 14.6 9.7 9.5

35-44years———-–——— 47.4 58.1 52.7 36.9 34.8 3::;

45-54years——-–——————————— 166.1 161.4 136.2 95.2 89.4 87.8

55-64,
years-———-———-————— 439.9 401.3 343.4 255.9 223.9 213.5

65-74years— ——-—–——— 899.2 873.1 780.0 609.9 514.9 497.2

75-84years— -——--——___ 1,475.2 1,523.6 1,442.6 1,305.2 1,280.6 1,243.1

85 yearsandover———-——— —-—. 2,700.0 2,606.7 1,963.0 1,835.8 1,671.7 1,509.2


Blackfemale


All ages,ageadjusted3-----—— 139.5 126.4 107.9 81.3 73.3 68.7

Ml ages,crude——---- 127.7 123.1 112.1 92.6 87.1 82.6


Under ——————-——-—.. *6.7 *4.9 9.1 *9.O 14.0 11.5 
1-4years —. ——!-_ *1.3 *1.5 *1.4 *0.8 *1.o *0.7 
5-14years — Lo 0.8 *0.7 *0.5 *0.7 
15-24years—— ————.--—-. ii’ 3.2 3.0 1.9 1.8 

1 year


—-———
25-34years———---- 17.4 15.2 14.3 :::

35-44years—————-——————— 57.4 53.3 49.1 3?:; 26.1 2:::


—--
45-54years——--- 166.2 I.!n.l 119.4 82.4 71.4 65.7

—---
55-64years————————--_— 452.0 367.4 272.5 192.9 167.1 1.58.O


65-74years—————--———————— 830.5 757.9 673.4 497.3 423.9 385.5

75-84years———-——-—--—-—————— 1,413.1 1,386.5 1,337.8 1,190.5 1,221.1 1,188.4

85 yearsandover-——-———-————--- 2,578.9 2,739.1 2,222.5 1,804.0 1,601.7 1,496.9


l?dxcludes of thelJnited
deathsof nonresidents States.

21ncludes
allracesandbothsexes.


of theUnitedStatesas enumerated
3Ageadjustedby thedirectmethcdto the totalpopulation in 1940,using11 age

groups.


NZ1’E: Classification AdaptedforUseintheUnitedStatesrevisions
TheInternational of Diseases, andcodenumbersfor

thRevision, Nos.430-438,for
cerebrov=ar diseaseareSeven Nos.330-334,for 1960and1965,andEighthRevision,


1970-78.


National. VitalStatistics PublicHealth
SOURCES: CenterforHealthStatistics: of theunitedStates,Vol.II,1960-78.

Washington. Printing bytheDivision by the
Service. U.S.Government Office;Dataccmputed ofAnalysisfrandataccmpiled


U.S. Bureauof the Census:Population CWXSnt Pcpula
Divisionof VitalStatistics; estimatesand projections. tion

U.S.Government
rts.SeriesP-25,Nos.310, 519, 721rand870.Washington. PrintingOffice,June1965, Apr. 1.974 

w 78, andJan.1980;Generalpopulation UnitedStatessumary, 1960and 1970. U.S.Censuso;characteristics,

Population. Washington. Printing
FinalreportsPC(l)-lBandFC(l)-B1. U.S.Government Office,1961and1972.
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Table 20. Death rates for motor vehicleaccidents,accordingto race,sex, and age: UnitedStates,

selected
years1960-78


(Dataare basedon the nationalvital.registrationsystem)


Year 

Race, sex, and age 

1960 1965 E3701 N3751 EJ771 1.9781


mtalz Number of deathsper 100,000ppulation 

AU ages,ageadjusteds 22.5 26.5 27.4 21.3 22.4 23.4

AU ages,crud~ 21.3 25.4 26.9 22.5 22.9 24.0


Under1 year———

1-4years

5-14years—

15-24years—

25-34years

35-44years

45-54years

55-64,
years

65-74yearn

75-84years

85 yearsandover


8.1 8.6 9.8 8.3 8.0 8.2 
10.0 10.8 I.1.s 10.3 10.1 10.6 

.— 7.9 8.9 10.2 8.7 8.6 8.8 
38.0 44.2 47.2 39.2 44.1 46.4 
24.3 29.7 30.9 25.0 26.1 28.5 
19.3 24.6 24.9 18.9 18.9 20.2 
21.4 25.6 25.5 17.2 17.7 18.0 

. 25.1 28.8 27.9 18.1 18.9 18.8 
31.4 34.3 32.8 22.0 21.0 21.5 
41.8 46.5 43.5 32.5 31.6 31.2 
37.9 40.0 34.2 24.2 25.5 24.0 

Whitemale 

AU ages,ageadjusted3——— 34.0 39.4 40.1 31.7 33.2 35.2 
Ml ages,crud~


Under1 year—

l-4yeaxs—

5-14years—

15-24years

25-34years

35-44years——————

45-54years

55-64years

65-74yeaxs

75-84years

85 yearsandover


31.5 37.2 39.1 32.2 34.1 36.2 

8.8 10.0 9.1 8.0 7.5 
11.3 11.4 12.2 10.9 1::! 11.0 
10.3 11.5 12.6 10.8 10.4 11.3 
62.7 71.4 75.2 64.6 71.0 75.4 
38.6 45.8 47.0 38.2 40.2 44.5 
28.4 35.3 35.2 27.7 27.3 29.7 
29.7 35.7 34.6 24.0 24.9 25.3 
34.4 39.3 39.0 24.4 25.6 25.4 
45.5 48.6 46.2 30.3 28.8 29.4 
66.8 74.8 69.2 52.3 49.6 48.5 
61.9 74.4 65.5 48.8 49.7 52.6 

Whitefemale


AH ages,ageadjustex33— 11.1 13.6 14.4 10.9 X2.2 12.6

AH ages,crude—————— 11.2 13.9 14.8 11.4 12.7 1.3.1


Under1 year -—.—— 7.5 7.9 10.2 8.4 7.8 8.5 
l-4years — 8.3 9.6 8.2 8.6 
5-14years— ———. 5.3 H 6.9 6.2 ::: 6.4 
15-24years 15.6 19.5 22.7 1.8.4 22.7 23.8 
25-34years—— 9.0 11.8 12.7 10.5 11.1 12.2 
35-44years —— 8.9 12.3 1.2.3 8.6 9.6 9.6 
45-54years 1.I..4 14.3 14.3 8.9 9.5 
55-64y&JH— ——- L5.3 17.8 16.1 10.5 .s3..1 l?:! 
65-74years— —— 19.3 22.7 22.1 14.4 14.7 14.9 
75-84years ——— — 23.8 28.2 28.1 20.9 21.0 20.4 
85 yeaxsandover 22.2 21.4 18.1 13.0 1.5.6 1.2.5 

See footnotesat endof table. 
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Table20.Deathratesformotorvehicleaccidents, to race,sex,andage:UnitedStates,
according

selected
years1960-78-Continued


(Dataarebasedon thenational system)
vitalregistration


Race,sex,andage


Blackmale


AU ages,ageadjusted3---—---——---

Ml ages,crude-—----——-——.—


Under1 year—-—--————-——---–-——

1-4years—-—---—---———-—---—

5-14years—-—---—---—-—-—---—

15-24years——-———-----——--——----

25-34years———-——-------—---—--

35-44years-—---————---—-----——

45-54years——-——-----—---—--------

55-64years———----—-——-———----


—---—----—----—
65-74years—---—--

75-84years—-—--—-——-----——----——

85 yearsandwar-—-—-------------——--


Blackfemale


All ages,ageadjusted3---—--—--——

ml ages,crude—-——-—--——----


Under1 year—--—---—--—---——---——

1-4years——-—--—-----—---—

5-14years-——--—---—---——--—----

15-24years—-—-—-—— -——_ ---—-,—

25-34years—--—--—--—--—--—-—

35-44years—-—-——---—---——

45-54years—------——-—------——-—---

55-64years-———-—— --,-——-—---,—

65-74years-–———-—--—----——----—

75-84years--———-—---—-------—-----


1960


38.2

33.1


*6.8

12.7

10.4

46.4

51.0

43.6

48.1

47.3

46.1

51.8

*58.6


10.0 
9.7


8.1

8.8

5.9

9.9

9.8

11.0

11.8

14.0

14.2

8.8


85 yearsandover—---——---—-----—--- *21.1


Year


1965 19701 1975‘ 19777


Numberof deathsper100,000population


19781


35.0

32.6


*6.7

13.9

11.0

38.4

49.6

42.6

38.8

42.0

40.4

66.5

33.8


9.8

9.7


11.1 
13.2 
5.7

10.9

9.5

9.4

10.7

12.9

8.7

13.1

*5.4


45.2 50.1

39.1 44.2


*5.6 10.6

18.1 16.9

12.8 16.1

54.0 58.1

62.7 70.4

53.7 59.5

52.2 61.4

58.3 62.1

51.7 54.9

50.3 51.5

*53.3 45.7


12.7 13.8

12.1 13.4


*6.7 11.9

10.5 12.6

7.0

14.5 1::;

13.2 13.3

13.8 16.1

15.4 16.4

14.7 17.1

17.3 16.3

12.0 14.3

*13.O *15.5


35.8 35.3

32.7 32.9


*8.8 *7.7

16.4 14.3

13.0 12.7

34.0 39.0

51.5 50.6

43.2 39.3

41.9 39.3

45.1 46.0

49.0 39.5

49.7 55.0

*37.7 35.0


9.4 8.9

9.2 8.8


*8.1 *7.O

11.1 9.8

5.9 5.4

8.8 10.1

8.8 9.0

9.5 8.3

12.1 9.2

11.9 11.9

11.4 8.9

16.0 14.3

*8.1 *1O,1


lExcludes of theUnitedStates.
deathsof nonresidents

21ncludes
allracesandboth!sexes.

3Age ad-justed
bY the direct]neth~ to Ifietotalpop~ation of theunitedStatesas

groups.


NX’E:TheInternational
Classification


1970-78.


enm~ated in lg40,USing11 age


revisions
sndccdenunbersfor

Revision, for
Nos.E81O-E823,


National VitalStatistics PublicHealth
SOURCES: CenterforHealthStatistics: of theUnitedStates,Vol.II,1960-78.

Washington. Printing Dataccmputedbyth frandatacmpiledby the
Service. U.S.Government Ofi?ice; eDivisionofAnalysis


U.S.Bureauof the Census:Population CurrentPopulation
Divisionof Vital.Statistics; estimatesand projections.

U.S.Government
Re rts.SeriesP-25,Nos.310,519,721,and870.Washington. PrintingOffice,June1965,Apr.1974,


@%! 78, andJan.1980;General. characteristics, 1960and 1970. U.S.Censusof
population UnitedStatessunnnary,

PC(l) Washington. Printing
~. l?inalreports -lBand PC(l)-Bl. U.S.Government Office,1961and1972.
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according
Table21.Deathratesforhanicide, to race,sex,anfiage:UnitedStates,selectdyears1960-78


(Dataarehasedon thenationalvitalregistration
system)


Year


Race,sex,andage


1960 1965 19701 19751 19771 1978’


Tckalz iwmber of deathsper 100,000~ulation 

Allages,ageadjusted3 — 5.2 6.2 9.1 10.5 9.6 9.6 
All ages,crud~——— 4.7 5.5 8.3 10.0 9.2 9.4 

LMer 1 year— — 4.8 5.6 4.3 5.8 5.6 5.0 
1-4years —.—— 0.7 1.2 1.9 2.5 2.7 2.6 
5-14years 0.5 0.6 0.9 1.0 1.3 
M-24 years 6.8 11.7 13.7 1;:; 13.2 
25-34years ::? IK.8 16.6 18.4 16.5 16.9 

—-—35-44years 8.1 9.9 13.7 15.8 14.5 14.0 
45-54years ——- 7.0 10.1 11.6 9.8 9.9 
55-64years — ::: 5.0 7.1 8.0 7.4 6.7 
65-74years 2.8 3.2 5.0 6.0 5.2 5.0 
75-84year~——————— 2.4 2.8 4.0 4.9 4.7 
85yearsandover— 2.4 2.4 4.2 ::: 4.7 4.4 

Whitemale


All ages,ageadjusted3 3.9 4.8 7.3 9.4 8.8 9.2 
All ages,crude- 3.6 4.4 6.8 9.1 8.7 9.2 

Underlyear — —— — 3.8 5.4 2.9 5.0 4.2 3.5 
l-4years ———.—. 0.6 1.0 1.4 1.9 1.9 1.7 
5-U years 0.4 0.5 0.5 0.8 0.9 1.0 
15-24years 4.4 4.9 7.9 3.1.2 11.5 12.4 
25-34years ———— 6.2 7.8 13.0 15.6 14.4 15.3 
35-44years 5.5 7.3 11.0 14.4 13.8 13.9 
45-54years 5.0 6.1 9.0 11.3 10.4 
55-64years 4.3 5.2 7.7 8.9 ;:: 7.6 
65-74years — 3.4 3.5 5.6 7.1 5.7 5.5 
75-84years 2.7 3.6 5.1 6.6 5.4 4.7 
85yearsandwer *2.7 *3.O 6.4 5.6 6.0 6.4 

Whitefmal.e


Allages,ageadjusted3 1.5 1.7 2.2 2.9 2.9 2.9 
Ml ages,crud~— 1.4 1.6 2.1 2.9 2.9 2.9 

UnderL year 3.5 3.7 3.5 4.1 3.6 
1-4years 0.5 0.8 ;:; 1.2 1.6 1.4 
5-14years — 0.3 0.4 0.5 0.8 0.9 0.9 
15-24years— 1.5 1.8 2.7 4.0 3.9 4.1 
25-34years 2.0 2.5 3.4 4.1 3.9 4.0 
35-44years 2.2 2.3 3.2 4.0 4.0 3.6 
45-54years 1.9 2.0 2.2 3.0 2.8 3.0 
55-64years — 1.5 1.6 2.4 2.5 
65-i’4years 1.1 1.3 ;:; 2.3 2.3 ;:: 
75-84years 1.2 1.3 2.5 3.8 3.1 3.4 
85yearsandwer-— *1.5 *1.3 *1.9 3.1 3.2 3.0 

See footnotesat endof table.
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according years1.960-78-Continued
Table21.Deathratesforhcmicide, to race,sex,andage:UnitedStates,selected


(Dataarebasedon thenatiolnal system)
vitalregistration


Year


Race,sex,andage


1960 1.965 1.9701 19751 1977‘ 1978‘


Blackmale Numberof deathsper 100,000population


Allages,ageadjusted3--——-----—— 44.9 54.5 82.1 80.6 67.7 65.6 
AU ages,crude--—---——.— 36.6 43.3 67.5 69.5 59.7 58.6 

Under1 year——-——---—----— 10.3 11.9 14.3 15.0 17.0 13.3 
1-4years-———— ——-,-—--.-—..- *1.7 2.7 5.1 7.9 8.8 8.6 
5-14years——-—— -——----,——-.—--.,-- 1.4 2.2 4.2 2.7 3.2 3.4 
M-24 years----——-——---------—-----—— 46.4 57.1 102.5 90.5 72.2 72.5 
25-34years---——--------—----—-----—-- 92.0 111.4 158.5 162.6 135.5 134.6 
35-44years---—-——--——-——---— ----- 77.5 93.5 126.2 . 125.5 110.6 104.3 
45-54years--—— --—-___— ________ 54.8 63.7 100.6 99.0 76.0 73.5 
55-64years-—-—--—————-—-- 31.8 39.2 59.8 62.9 57.5 50.1 
65-74years—---———--—-------- 19.1 27.3 40.6 40.1 35.7 32.2 
75-84years—---—--—— --—---——----- 16.1 17.8 18.9 26.7 27.2 26.6 
85 yearsandover-—-—-——----—-----— *lo.3 *16.7 *19.6 *22.6 *26.7 *7.7 

Blackfemale


AI.1ages,ageadjusted3–-—-----—---- 11.8 12.3 L5.o 16.3 13.8 13.5 
Allages,crude—-------—---— 10.4 10.5 13.2 15.0 13.1 13.0 

Under1 year——-—--——-----—--——--- 13.8 12.3 10.7 14.0 11.4 13.7 
l-4years—---—-——---—----------—---- *1.7 2.8 6.3 6.6 6.7 7.6 
5-14years—--------—-—-----— 1.0 2.0 2.0 2.6 2.7 
15-24years--—-——---—------—-----—-- 1.1.9 1::! 17.7 20.6 18.7 17.7 
25-34years—---—--—----–------——— 24.9 25.3 25.6 28.3 25.J 24.0 

—--—-35-44years—-———— ---..—--- 20.5 22.4 25.1 24.5 18.3 18.8 
—-—————..--—-----—45-54years 12.7 13.0 17.5 17.9 12.1 10.7 

55-64years——-———— —.-——--—-- 6.8 6.9 8.1 10.7 10.1 9.3 
65-74years--—-—---—------—--—----
75-84yews------—-——-—–------——---
85 yearsandwar----—----—-----——---

*3.3 
*2.5 
*2.6 

*2.8 
*4-O 

*4.3 

7.7 
*5.7 
*9.9 

9.0 
8.4 
*7.1 

6.9 
9.0 
*3.4 

8.6 
8.4 
*8.5 

lExcludesdeathsof nonresidentsof the TJnitedstates.

21ncludesallracesandtothsexes.

3Age adjustedby thedir-t meth~ to tie to~ ~~ation of theunitedstatesas enmeratedin 1940,USing11 age

groups.


NOTE:TheInternational of Diseases, andmdenunhrs for
Classification AdaptedforUseintheUnitedStatesrevisionq

a??Seventh E964,E980-E985, Nos.E960-E969,
hanicide Revision~Nos. for1960and1965,andEighthRevision, for1970-78.


SOURCES:NationalCenterfor HealthStatistics:Vital Statisticsof the UnitedStates,Vol.II,1960-78.
PublicHealth

Service. U.S.Government Off~ce;Datacanput ofAnalysis
Washington. Printing edby theDivision frandatacanpildby the

Divisionof VitalStatistics; estimatesand projections.
U.S.Bureauof the Census:Population CurrentPopulation


U.S.Government
Re rts.SeriesP-25,Nos.310,519,721,and870.Washington. PrintingOffice,June1965,Apr.1.974

characteristics,
h 78, andJan.1980;Generalpopulation UnitedStatessummary,1960 and 1970. U.S.Censuso;


Population. reportsFC(l)-lBandFC(l)-Bl. U.S.Government
Final. Washingtorl. PrintingOffice,1961and1972.
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Table 22. Death ratesfor suicide,accordingto race, sex, and age:UnitedStates,selectedyears 1960-78


(Dataare basedon the nationalvital registrationsystem)


Year 

Race, sex, and age 

1960 1965 1970’ 1975‘ 1977‘ 1978’


TQtalz Numberof deathsper 100,000population 

AU ages,age adjusted3- 10.6 11.4 11.8 12.6 12.9 12.0

AL1.ages,crud~ 10.6 IL 1 11.6 12.7 1.3.3 1.2.5


Under 1 year ... ... ... ... ... ...

—
1-4 years ... ... ... ... ... ...


5-14 years 0.3 0.3 0.3 0.5 0.5 0.4

E-24 years 5.2 6.2 11.8 12.4

25-34years 10.0 1.2.2 1::: 16.4 ::: 16.7

35-44years 14.2 16.7 16.9 17.4 16.8 15.8

45-54years 20.7 20.9 20.0 20.1 18.9 17.1

55-64years 23.7 23.7 21.4 20.0 19.4 18.1

65-74yews 23.0 21.2 20.8 19.7 20.1 18.8

75-84year~ 27.9 24.7 21.2 20.6 21.5 22.6

85 years and wer 26.0 24.2 19.o 18.1 17.3 18.6


White male 

ml ages,age adjusted3 17.5 17.7 18.2 19.8 20.6 19.2 
AU ages, crud~— 17.6 17.5 18.0 20.1 21.4 20.2 

Under 1 year ... ... ... ... ... ... 
1-4 years— ... ... ... ... ... ... 
5-14 years 0.5 0.5 0.7 

years1.5-24 ::; 1.3.9 ;:: 2;:: 20.8 
25-34years 14.9 1%? 19.9 24.4 26.7 25.8 
35-44years 21.9 23.5 23.3 24.5 24.7 22.5 
45-54years 33.7 31.1 29.5 27.3 24.7 
55-64 yeZlllS 40.2 39.5 35.0 E:: 30.9 29.3 
65-74years 42.0 38.5 38.7 36.1 37.5 35.5 
75-84 Y-S 55.7 50.8 45.5 44.8 48.4 50.9 
85 years andwer 61.3 59.0 45.8 50.3 49.9 53.1 

White female


Ml ages,age adjusted3 —————— 5.3 6.7 7.2 7.3 7.2 6.6 
Ml ages,crud~ 5.3 6.6 7.1 7.4 7.3 6.9 

Under 1 year ... ... ... ... ... ... 
l-4 years ... ... ... ... ... ... 
5-14years *0.1 *0.1 0.1 0.2 0.2 0.2 
E-24 year~——— 2.3 2.9 4.2 4.9 5.5 5.0 
25-34years—— 5.8 7.6 9.0 8.9 9.3 8.5 
35-44years 1.2.o 13.0 1.2.6 11.2 10.9 
45-54years 1::: 3.3.8 1.3.5 13.8 13.6 1.2.1 
55-64years 10.9 12.2 1.2.3 11.7 IJ..2 10.3 
65-74years 8.8 9.8 9.6 9.5 9.4 8.4 
75-84years — 9.2 8.0 7.2 7.8 7.5 7.7 
85 yearsandwer 6.1 6.5 5.8 4.7 4.4 5.2 

See fmtnotes at endof table.
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to race,sex,andage:UnitedStatesrselected
Table22.Deathratesforsuicide,according years1960-78--CWtinued


(Dataarebasedonthemtional.vitalregistration
system)


Year 

Race, sex, andage 

1960 1.965 19701 19751 1977’ 1978’


Blackmale Nmber of deathsper100,000population 

Ml ages,ageadjusted3—-—-—---—— 7.8 9.1 9.9 11.6 11.9 12.1 
AU ages,crud~——------—-—---- 6.4 7.3 8.0 10.0 10.7 10.8 

—-——-..—---——__Under1 year--—--- . . . . . . . . . . . . . . . . . . 
l-4years--—-———— ----.—-———-
5-14years——— ——--— —-— : 

. . . 
*O-1 

. . . . . . . . . . . . 
*0.2 *0.1 *ool *O-3 

. . . 
*O-3 

M-24 years——-—--—----———-—— 4.1 8.1 10.5 12.9 13.3 13.4 
25-34years-—--—---—------——---—---- 12.4 13.4 J9.2 24.3 26.3 24.4 
35-44years—-————--—–----—--—— 12.8 14.4 12.6 16.0 14.8 16.9 

—————_—.-_-———-,_45-54years 10.8 13.0 13.8 12.1 11.5 13.8 
55-64years——— -——--.——-—-—- 16.2 12.8 10.6 10.8 12.6 10.2 
65-74years—-—-——------—--——--- 11.3 11.4 8.7 11.2 10.4 11.1 
75-84years-----—---—-------—-—-------
85 yearsandover—-——-——----——---

*6.6 
*6.9 

13.4 
*lo.0 

*8.9 
*8.7 

13.6 
*3.8 

13.1 
*11.7 

14.9 
*7.7 

Blackfemale


AM. ages,ageadjusted3-—-------—--- 1.9 2.5 2.9 3.0 3.3 3.0

-----—-----—--—
All ages,crude———— 1.6 2.1 2.6 2.7 3.0 2.8


---—--——-----—-Under1 year-—-—— . . . . . . . . . . . . . . . . . . 
1-4years-——-—---—------—-----—----
5-14years--—--——-—------—-----—----

. . . 
*0. O 

. . . 
*0.1 

. . . 
*().2 

. . . 
*0.1 

. . . 
*0.2 

. . . 
*0.2 

15-24Y-S--——----------—-—---—---- 1.3 *2.7 3.8 3.3 3.8 2.7 
-— —---25-34years-——-—--—------——— 3.0 5.1 5.7 5.6 6.2 5.6 

35-44years—-—-----—--—--——---—-- 3.0 3.1 3.7 3.9 4.8 4.6 
45-54years---—-—---—---—-------—---- 3.1 4.2 3.7 4.0 4.2 
55-64years—--—---—---—--—--— 
65-74years---—--—— -----—.———-----

*3.O 
*2.3 

*2.O 
*0.9 

*2.O 
*2.9 

::: 
*3.O 

3.5 
*1.5 

3.2 
*2.2 

75-84years———————-——---—---- *1.3 *2.O *1.7 *1.5 *2.2 *3.3 
85 yearsandover-—-——---—-—---——--- *2.2 *2.8 *0.8 *0.8 

1Excludesdeathsof nonresidents States.
of thelJnited

2Includes
allracesandbothsexes.

3Ageadjust~by thedirectn~th~ to the to~ pop~ationof theunit~ StateSaS enumerated USing11 age
in 1.940,

groups.


Classification AdaptedforUseintheUnitedStatesrevisions
XWTE:TheInternational of Diseases, andcedenunbersfor

suicide Nos.E963,E970-E979 Nos.E950-E959,
ar~eventhRevision, ,for1960and1965,andEighthRevision, for1970-78.


National VitalStatistics PublicHealth
SOURCES: CenterforHealthStatistics: of theUnitedStates,Vol.11,1960-78.

Service. U.S.Government Office;DataomputedbytheDivision frandataccinpiled
Washington. Prinking ofAnalysis by the


U.S. Bureauof the Census:Population CurrentPopulation
Divisionof Vital.Statistics; estimatesand projections.

Re rts.Series%25, Nos.310,519,721,, U.S.Government
and870.Washington. PrintingOffice,June1965 Apr.1974


characteristics,
q!% 78, andJan. 1980;Generalpopulation UnitedStatessummary,1960and 1970. U.&.Censuso;

U.S.Government Office,1961and1~2.
~“ F~n~reportspc(l)-~ and=(l)-Bl”Washington” Printing
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Table 23. Infantsweighirq2,500gramsor less at birth,accordingto race,geogra@ic division,and State:

UnitedStatesaverageannual1966-68,1971-73,and 1976-78


(Dataare basedcn themtionalvital registratim system)


Geogra~$kion


UnitedStates


New E@an&——————


Maine———————

New Hanpshir~

Vermnt

Massachusetts

Rhcde Isl~

Connecticut


MiddleAt.1.anti~


New York

New Jersey

Pennsylvania


EastNorthCentral—


Ohi~-

Indi~——

11.linoi~

hlichig~

Wismnsi~-


West NorthCentral--


Minnesota

Iowa

Missouri

North Dakota

southDakota

Nebrask~

Kansas


SouthAtlantic+———


Delawar~

Marylahd

Districtof Columbia

Virgini~

West Virginia


--—
NorthCarolim

SouthCarolina———

Georgia


—
Florida——


Fast ScuthCentral—


Kentucky

Tenness~


——

Mississippi


1966-68 1971-73 1976-78


All

Total White otherl Totalz White Black ‘rotalz White Black


Infantsweighing2,500grams or less at birthper 100 totallive births


8.3 7.1 13.7 7.6 6.5 13.4 7.1 6.0 12.9


7.9 7.5 14.0 7.1 6.7 13.4 6.4 6.0 12.5


7.6 7.5 11.9 6.4 6.4 *5.5 5.6 5.5 *6.8 
7.2 7.2 *9.2 6.8 6.7 *8.9 5.9 *6.O 
7.9 8.0 *2.2 7.0 7.0 *3.3 6.5 2:: *15.4 
7.8 7.5 13.3 7.1 6.7 13.3 6.4 6.1 11.4 
8.2 7.9 14.3 7.1 6.6 14.5 6.7 13.4 
8.3 7.5 3.5.0 7.3 6.6 1.3.4 6.9 M 13.6 

8.6 7.4 15.3 8.0 6.7 14.1 7.5 6.2 3.3.4 

9.0 7.7 15.0 8.2 6.9 13.9 7.9 6.5 1.3.2 
8.5 7.1 15.0 6.5 14.4 7.5 6.0 1.3.5 
8.1 7.0 16.5 R 6.6 14.4 7.0 6.0 13.7 

7.8 6.8 14.4 7.4 6.3 13.8 7.0 5.8 3.3.4 

7.9 7.0 14.9 7.4 6.4 13.7 6.9 1.3.2 
7.6 7.0 14.1 6.8 6.2 1.2.O 6.5 ::; U.o 
8.2 6.8 14.2 7.9 6.2 14.0 7.5 5.8 13.7 
7.9 6.8 14.6 7.8 6.3 14.4 7.3 6.0 1.3.6 
6.8 6.5 12.7 6.2 5.8 12.8 5.6 5.2 12.4 

6.8 6.4 12.8 6.5 6.0 1.3.O 6.0 5.5 13.o 

6.3 6.2 10.4 5.9 5.7 12.9 5.3 5.2 11.8 
6.2 6.1 12.6 6.1 5.9 13.3 5.5 5.4 11.3 
7.7 6.5 14.2 7.4 6.3 13.3 7.1 5.9 13.5 
6.3 6.3 7.0 5.8 5.6 9.2 5.2 5.0 12.5 
6.4 6.2 7.3 6.0 13.9 5.4 5.2 10.6 
6.7 6.4 1.2.8 6.4 ::: 12.5 5.8 5.4 *1.2.4 
7.1 6.7 12.6 6.6 6.1 12.1 6.4 5.9 12.7 

9.3 7.5 1.3.9 8.5 6.7 13.3 8.1 6.2 12.8 

8.7 6.9 16.0 7.9 6.2 14.1 7.8 6.0 1.3.8 
7.4 14.9 7.9 6.2 13.0 13.o 

1?:: 7.3 1.5.O 12.8 6.7 1.3.8 1;:: %: 14.0 
8.8 7.3 13.6 8.0 6.6 13.1 7.4 5.9 1.2.2 

8.0 14.5 7.4 7.2 1.2.2 6.9 6.8 11.5 
::: 7.7 13.7 8.8 6.9 13.4 8.1 6.2 12.5 
9.7 7.6 13.0 8.8 6.5 12.6 8.9 6.1 13.1 

7.3 13.7 9.3 7.0 13.8 8.7 6.3 13.o 
;:: 7.4 13.7 8.3 6.6 13.1 7.9 6.2 12.5 

8.9 7.4 12.9 8.4 6.7 12.7 8.0 6.4 1.2.3 

8.3 7.8 13.9 7.5 7.0 13.0 7.1 6.5 1.2.8 
7.3 14.8 8.2 6.8 8.0 6.6 1.3.o 

::: 7.2 12.3 8.5 6.5 ::: 8.2 6.1 1.2.O 
9.7 7.0 12.2 9.2 6.4 12.4 8.9 6.1 1.2.o 

See fcotnotesat end of table. 
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Table23.Infantsweighing2,500gramsor lessat birth,according division,
to race,geographic andState:

UnitedStatesaverageannual1966-68,1971-73,
and1976-78-Continued


(Dataarebasedonthenationalvitalregistration
system)


1966-68 1.971-73 1976-78

Geographic
division —


andState All

Total White other
1 Tota12 White Black TOM2 White Black


Infantsweighing2,500gramsor lessat birthp?r100totallivebirths


WestSouthCentral—— 8.7 7.2 13.9 8.0 6.7 13.4 7.7 6.4 13.1


Arkansas-———— 8.8 7.4 12.3 7.9 6.5 12.2 7.9 6.3 12.7

Louisiana—--------———— 10.1 7.0 14.7 9.1 6.5 13.3 8.9 6.3 12.9

Oklahana-————————————— 7.7 11.3 7.5 14.0 7.2 6.6 1.3.2

Texas—-——-—--—---—--- 8.4 R 14.0 7.8 ::; 13.7 7.4 6.3 13.3


Mxmtain-——--————— 8.7 8.4 I.1.l 7.7 7.5 13.8 6.9 6.7 13.3


1’4mtana—-—— 7.7 7.6 8.6 7.4 7.3 16.4 6.3 6.1 13.0 
Idaho—-—————-—--- 7.0 6.9 11.0 6.5 6.4 *4.2 5.6 *8.5 
Wyaning——----——--—-- 9.6 14.3 8.9 8.9 18.1 ::: 8.1 17.3 
Colorado--——--— ----- 10.3 1::; 1.5.9 9.3 9.0 15.1 8.4 8.1 14.7 
NewMexicc———---———— 9.9 9.8 11.0 9.0 14.5 8.4 8.4 13.6 
Arizona-—-—---—-—---- 7.8 7.4 9.5 ::: 6.5 11.1 6.2 6.0 11.8 
utah———-—-——-’———— 7.1 7.0 10.2 6.0 5.9 12.6 5.5 5.5 10.9 
Nevada—-———---—--—— 9.5 8.9 1.3.2 8.6 7.6 15.7 7.5 6.7 13.7 

Pacific+--—---— 7.3 6.7 1.I..2 6.5 5.9 12.2 6.1 5.4 11.5 

Washington——--——-—— 6.8 6.5 10.5 6.2 5.9 11.3 5.5 5.2 9.8 
Oregon——-———----—-- 6.4 6.2 10.5 5.8 5.6 13.6 5.3 5.1 11.5 
California-————--—-- 7.4 6.8 11.8 6.6 5.9 12.2 6.2 5.5 11.6 

——--— ------—--Alaska— 6.4 8.8 6.4 5.8 11.5 5.4 5.0 8.9 
Hawaii——---———-— ;:: 7.4 9.8 7.8 6.2 8.1 7.4 6.0 8.9 

lDatabybirthweightfortheblackpopulation fortheseyears.In theMiddleAtlantic,
notavailable EastNorthCentral,

EastSouthCentral,andWestSouthCentralDivisions,
SouthAtlantic, morethan95 percentof thebirthsin the“all


other”racialcategorywerekilack.
Hcwever,in theI&mtain andPacificStates,mostof thebirthsin the“allother”

werenotblaclc. 91percentofthebirthsinthe“another”racialcategory
racialcategory Overall, wereblackforthe3-


yearpried. Basedon mre recentdata,infantsotherthanblackof the“allother”racialcategoryhavea muchlcwer

km-birth-weight In’fact,
ratiothanblackinfants. thisothergroup’sratiois similarto thewhiteratio.Therefore,


theblackandothergroupsdistortsthepicture, to interpret.
cunbining makinga trenddifficult

21ncludes
allotherracesnotshcwnseparately.


Datacanputedby theDivisionof AnalysisfrcmdataCUTIpiled
SOURCE:NationalCenterforHealthStatistics: by the

DivisionofVitalStatistics.
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Table24.Livebirths,accordingto raceandselectedcharacteristics:
UnitedStates,1970-78


(Dataarebasedon thenationalvitalregistration
system)


Year 
Race andselected 
characteristics 

1970 1971 1972 1973 1974 1975 1976 1977 B78 

‘m-rAd Percentof livebirths 

Birthweight2


2,500gram or less— 7.94 7.66 7.67 7.55 7.42 7.39 7.26 7.07 7.11 
1,500gramsor less—— 1.17 1.14 1.18 1.16 1.14 1.16 1.15 1.13 1.17 

Educationof mther 

Lessthan12 years—— 30.8 30.9 31.0 30.6 29.2 28.6 27.4 26.2 26.1 
16 yearsor mr&— 8.6 8.7 9.2 10.0 10.9 1.1.4 12.1 12.6 13.1 

Prenatalcarebegan 

1sttrimester 68.0 68.6 69.5 70.8 72.1 72.4 73.5 74.1 74.9 
3rd trinesteror no

prenatalcar~ 7.9 7.3 6.9 6.6 6.2 6.0 5.7 5.6 5.4


WHITE


Birthweight
2


2,500gramsor less—— 6.84 6.57 6.49 6.41 6.30 6.26 6.13 5.93 5.94 
1,500gram or less— 0.95 0.92 0.94 0.94 0.92 0.92 0.91 0.89 0.91 

Educationof mother 

Lessthan12 years—— 27.0 27.2 27.2 26.7 25.5 25.0 23.9 22.9 23.4 
16 yearsor mre——— 9.5 9.6 10.2 11.1 12.1 12.7 13.5 14.0 14.4 

Premtal carebegan 

1st trimster---———- 72.4 72.9 73.6 74.9 75.9 75.9 76.8 77.3 78.2 
3rd trimesteror no

prenatalcar—--- 6.2 5.8 5.6 5.3 5.1 5.0 4.8 4.7 4.5


BLl+CK


Birthweight
2


2,500gramsor less— 13.86 13.35 13.58 13.25 13.14 1.3.09 12.97 12.79 12.85 
1,500gram or less— 2.40 2.29 2.38 2.28 2.27 2.37 2.40 2.38 2.43 

Educationof mother 

Lessthan12 years-— 51.0 49.8 49.4 48.5 46.4 45.1 43.3 41.0 38.5 
16 yearsor mre————— 2.8 3.1 3.2 3.5 4.1 4.4 4.8 5.2 5.7 

Prenatalcarebegan 

1st trimster—-—.-- 44.4 46.6 49.0 51.5 53.9 55.8 .57.7 59.0 60.2 
3rd trimesteror no

prenatalcare-—---- 16.6 14.6 13.3 12.4 11.4 10.5 9.9 9.6 9.3


1Includesallotherracesnotshcwnseparately.

2Sinceacmeof thebirthweight
figuresare lessthan1 percent,allfiguresforthiscategorywerecarriedto 2 decimal

places.


Figuresfor1970and1971arebasedon a 50-percent
I?JI’E: sanple;for1972-78,theyarebasedon 100percentof birthsin

selectedStatesandon a 50-percent
sampleof birthsin allotherStates.Percentsarebasedonlyon recordsforwhich

characteristic
is stated.


VitalStatistics
SXIRCE:NationalCenterforHealthStatistics: of theUnitedStates,Vol.1, fordatayears1970-1977,

U.S,Government
PublicHealthService.Washington. PrintingOffice;for1978,PubllcHealthService.To be published.
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Table 25. Vaccinationstatusof children1-4 yearsof age, accordingto race and standardmetrqolitan 
statisticalarea (SMSA)ccnpnent: UnitedStates,1974 and 1979 

(Dataare basedon householdinterviewsofa sampleof the civiliannoninstitutionalized
pqmlation)


Yearr race,and

SM8A ccnponent


1974 

Total—— —_______ 

Race


White———————--——-_____

All other——-——--—----


SMSA ccmponent


Vaccination


Measles Rubella ~1,2 Polio2 Mumps 

Percentof population 

64.5 59.8 73.9 63.1 39.4 

...	 66.8 61.0 76.8 66.7 41.1 
53.1 53.6 59.6 45.0 31.2 

Non-SMSA-

Centralcity--—--—---—---- 62.5 61.1 69.5 60.0 37.9 
Pwerty area3—---— _____ 52.9 55.3 57.3 51.5 28.9 
NonPovertyarea--------—-- 66.0 63.2 74.0 63.1 41.2 “ 

Remainingareas in SMSA 68.5 62.3 77.9 68.1 43.9 
—-—— _________ 61.6 55.5 73.2 60.0 35.4 

1979


Total-—--——-—---- 63.5 62.7 65.4 59.1 55.4 

Race


White----—--—----—----——— 66’.2 64.7 69.0 63.6 57.5 
All other——— —-—----,— 51..2 53.7 49.2 38.9 46.0 

SMSA cqmnent 

Centralcity-—----—--—---- 57.8 58.0 58.0 52.1 49.5 
Povertyarea3——-———--- 47.7 52.8 48.6 44.5 40.8 
Nonpover’qarea—---——,-- 6CI.9 59.6 61.0 54.4 52.1 

Remainingareasin SMSA---- ‘ 65.6 65.1 69.1 61.6 57.2 
—--— ______Non-SMSA--- 66.1 64.1 67.7 62.6 58.5 

lDiphtheria-tetanus-pertUSSiS.

2qI~ee doses or ~re.


3Geographicareaswhere20percentornme of theppulationfallsbelcwthe povertylevelas definedby theBureauof the

Censusin 1970.


W1’E:Beginningin 1976, the category“don’tknow”was added to responsecategories.Prior to 1976, the lack of this

optionresultedin sam forcedpositiveanswersparticularlyfor vaccinationsrequiringmultipledose schedules,i.e.,

@io andD!t’P.


SOURCE:Centerfor DiseaseControl:UnitedStatesIrmnunization
. Survey,1979.Public HealthService,DHHS,Atlanta,Ga.

TO be publish~.
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diseaserates,according years1950-79
Table26.Selectednotifiable to disease:UnitedStates,selected


(Dataarebasedon reprtingby Statehealthdepartments)


Year 

Disease

1950 I-9.55 3.960 1.965 1970 1975 1978 1979


Nun&r of casesper 100,000population


ChickenPox . (’) (1) (’) (’) (1) 78.11 80.42 102.93 
Diphtheria 3.83 1.21 0.51 0.08 0.21 0.14 0.03 0.03 
HepatitisA


B } 
(1) 19.45 23.15 17.49 2;”: l;”;; ~“;; l;-;;
Hepatitis


—
Measles(rubeola) 2U.01 337.88 245.42 135.33 23:23 11:44 3.2:32 6:18

—. (1) (1) (1) (1) 55.55 27.99 7.81 6.55


Pertussis(whcoping
cough) 79.82 38.21 8.23 3.51 2.08 0.82 0.95 0.74

Polimyelitis,
total 22.02 17.64 1.77 0.04 0.02 0.00 0.01 0.02

Pamlytic } 8.43 1.40 0.03 0.02 0.00 0.00 0.01


Rubella(Germnmasles) (1) (1) (1) (1) 27.75 7.81 8.38 5.36

excluding
Salmonellosis, typhoidfever (1) 3.32 3.85 8.87 10.84 10.61 1.3.49 15.06


Shigellosis 15.45 8.47 6.94 5.70 6.79 7.78 8.95 9.I.5

Tuberculosis2—————— 80.50 46.60 30.83 25.33 18.22 15.95 1.3.08 12.57


Venerealdiseases:3 
——Syphilis4 —— 146.02 76.I.5 68.78 58.81 45.46 38.00 30.00 30.68 

Primaryandsecondaxy 16.73 4.02 9.06 12.16 10.94 12.09 10.00 11.38 
Earlylatent 39.71 1.2.48 10.11 9.10 8.11 12.57 9.07 9.40 
Lateandlatelatent———— 76.22 53.83 45.91 35.09 25.05 12.81 10.64 9.70 
Congenital 8.97 3.33 2.48 1.86 0.97 0.43 0.20 0.20


—
Gonorrhea 192.45 146.96 145.33 169.36 298.52 472.91 468.30 459.44

————
Chancroid—————— 3.34 1.65 0.94 0.51 0.70 0.33 0.24 0.38


Granulmainguinale------- 1.lsl 0.30 0.17 0.08 0.06 0.03 0.03 0.03

Lynphogranulana
venereum——— 0.95 0.47 0.47 0.46 0.30 0.17 0.13 0.11


Imt reported
mtionally.

2~~ s~Wmt tolg74arenot~able toprioryearsbecauseofchangesinreprtingcriteria
thatbecameeffective

in 1.975.

3Nr371yreport~civiliancases.

41n&~es stageof syphilis
not Stated. 

IOTE:RatesgreaterthanO butlessthanO.005areshownas0.00.l?hetotalresidentppulation all
wasusedtocalculate

ratesexceptvenerealdiseases,
forwhichthecivilianresidentpqulatim wasused.


CenterforDiseaseControl: mrbidityandmrtalityintheUnitedStates,1979,l@rbidity
SOURCES: Reported andNkxtality

Weekl Re rt 28(54).PublicHealthService,Atlanta,Ga.,Sept.1980;Naticml CenterforHealthStatlstlcs:Data

*	 y theDivisicnof Analysisfrandatacanpiledby theCenterforDiseaseControl;VenerealDiseaseControl

Division, Services,
CenterforPrevention CenterforDiseaseControl:Select&3data.
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Table 27. Self-assessment UnitedStates,
of healthand limitationof activity,accordingto selectedcharacteristics:

1974 and 1979


(Dataare basedon householdinterviewaof a sampleof the civiliannoninstitutionalized
p@l.ation)


With limitationof activity


Self-assessment


Characteristic


——.-—-.
TotalT,2,3


Age


Under 17 years--—---—---

17-44years-—-----—--—--

45-64years---——-——-——

65 yearsand over—--———


Sex1


——-----—
Male-------

Female————-—-—————


Race1


White-—-————---—————

Black-——--—---——-——


Familyinc0mel,4


Less than $7,000——

$7,000-$9,999—-——-—---—

$10,ooo-$14,999-—--—-—

$15,000-$
24,999-—–—------

$25,000or mcre-——------


Geographicregionl


Northeast--—-——-—---—--

NorthCentral--—-—

south--–--—-——

West—---—--—--——-—-


Lcmationof residence


WithinSNSA-——-—

OutsideSMSA-—-——---­


of healthas Limitedin
Limitedbut

fairor pmr amountor


Tc)tal not in major 
kindof major


activity 
activity


—— 

1974 1979 1974 1979 1974 1979 1974 1979


Percentof population


13.2 12.4 13.9 13.9 3.5 3.6 7.1 6.9


4.6 4.8 3.7 3.9 1.8 1.8 1.7 
9.4 8.8 8.8 8.8 3.2 3.3 ::: 
23.8 21.9 24.1 24.1 5.2 5.4 1::: 12.1 
33.9 31.4 45.9 46.0 6.6 6.9 22.1 22.3 

12.6 11.7 14.7 14.8 3.6 3.6 5.7 5.5

13.8 13.0 13.2 13.2 3.3 3.6 8.3 8.0


12.1 11.4 13.5 13.6 3.5 3.7 6.9 6.8

22.1 20.3 17.4 17.7 2.8 3.2 9.2 8.7


24.7 22.5 22.8 22.0 4.3 4.3 11.9 10.7 
17.9 16.9 16.5 17.8 3.6 3.7 8.2 8.9 
14.6 12.5 14.1 14.0 3.4 3.7 7.2 6.8 
10.5 9.5 11.9 11.7 3.2 3.5 6.5 6.1 
6.9 6.7 10.2 10.0 3.4 3.4 5.0 4.7 

11.5 11.0 13.0 13.0 3.5 3.3 6.6 6.5

11.9 11.3 13.4 13.0 3.5 3.5 7.1 6.6

16.0 15.0 14.6 14.7 3.1 3.5 7.6 7.2

12.2 10.7 14.5 15.1 4.0 4.3 7.1 7.3


12.1 11.4 13.4 13.3 3.4 3.5 6.9 6.6

15.4 14.3 14.9 15.3 3.5 3.8 7.6 7.6


Unableto

carryon


major activity


1974 1979


3.2 3.4


0.2 0.2 
1.0 
5.6 H 
17.1 16.9


5.4 5.7

1.5 1.6


3.0 3.2

5.5 *5.7


*6.6 *7.O

*4.6 *5.3

*3.3 *3.4

*2.2 *2.1

*1.8 *1.9


*2.9 *3.2

2.7 *2.9


3.9 4.0

*3.4 *3.5


3.0 3.2

*3.8 *3.9


lAge adjustedby the directmethod to the 1970 civiliannoninstitutional.ized
population,using4 age intervals.

‘Includesall otherracesnoisshownseparately.

31ncludesunknownfamilyincme.

4F~ily in- catWories for D79. ~rres~nding inccmecategoriesin 19741adjustingfor inflatio% were:less than


$5,000;$5,000-$6,999; $lo,ooo-$14J999:
$7too~l-$9,999; and $15,000Ormre.


SOURCE:Divisionof Health InterviewStatistics,NationalCenter for HealthStatistics:Data fran theNationalHealth

InterviewSurvey.
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andbed-disability to selected UnitedStates,
Table28.Restricted-activity days,according characteristics:

1974and1.979


(Dataarebasedon household pqyiiation)
interviewsofasampleof theciviliannoninstitutionalized


Characteristic


Age


Under17 years

——
17-44years——


45-64years

65 yearsandwer—-


Sexl


ml~€
Fmale——————


Race’ 

whit~

—-——
Black


Familyinccm’~’


——
Lessthan$7,000———

$7,000-$9,999

$10,000-$14,999

$15,000-$24
r999-———

$25,000ormor~——————


Geographic
areal


Northeast

————
NorthCentral—


Locationof residence’


—— -—
WithinSNSA——————

OutsideSMSA—


Restricted-activity days
days Bed-disability


1.974 1979 1974 1979


Nunber per p2rsonper year 

17.0 18.5 6.6


10.7 11.0 4.8 4.9

13.5 1.5.o 5.3 5.4

23.6 26.0 8.4 8.3

38.0 41.9 14.3 13.7


15.9 17.0 5.9 5.7

18.0 19.9 7.3 7.5


16.6 18.0 6.3

22.7 24.8 9.9


25.7 30.6 9.9 10.6

20.0 22.0 8.0 8.3

16.6 17.5 6.5 6.4

M.o 15.2 5.8 5.5

1.2.8 14.2 5.0 5.1


14.8 16.9 6.3 6.6

16.2 17.0 5.9 5.6

18.7 1.9.3 7.5 7.2

18.6 21.5 6.8 7.1


17.2 18.6 6.9 6.9

16.8 18.4 6.1 6.2


lAgeadjustedby thedirectmetbd to the1970civiliannminstitutionalized using4 age intervals.
p+ul.ation,

21ncludesallotherracesnotshownseparately.

31ncludesunknc+mfamilyincme.

4F~ly in- cat~oriesfor 1979.~rrespondingin- categories fOrinflation,
in M74, adjusting Were:leSSthan


$7,000-$9,999; and$l.5,000
$5,000;$5,000-$6,999; $10,OOO-$14,999; Ormre.


SOmCE: Divisionof HealthInterview NationalCenterforHealthStatistics:
Statistics, DatafrantheNaticmalHeal.th

Interview
Survey.
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Table29.Disability withacuteconditions of acuteconditions,
daysassociated andincidence acmrdingto age:

UnitedStates,1970-79


(Dataarebasedon household a smpleof thecivilian ppulation) 

YearendingJune30 

Age 
1970 1971 1972 1973 1974 1975 1976 1977 1978 1979 

interviewsof noninstitutionalized


days Numberperperson 

Allagesl —-— 8.5 8.6 9.3 9.2 9.3 9.7 9.4 9.4 9.8 9.5 

Under17yeam——--—-— 8.6 9.5 9.4 9.3 9.9 9.4 9.7 10.0 10.0 9.8 
17-44years--—-—-——— 8.0 8.0 8.8 8.9 8.9 9.4 8.8 9.1 9.5 9.4 
45-64years ———, 8.6 8.2 8.6 8.2 
65 yearsand over-—--——— ::: 1::: 1%: 10.8 10.7 1;:: 1?2 10.1 1::: 11.6 

Restricted-activity


Bed-disability
days2


Allagesl—-———— 3.8 3.8 4.1 4.0 4.0 4.2 4.2 4.2 4.5 4.2 

Under17 years———---—— 4.0 4.5 4.3 4.1 4.5 4.0 4.6 4.8 5.0 4.7 
17-44years——————-- 3.5 3.6 4.0 3.8 4.2 4.0 3.9 4.0 
45-64years-—--—---—---- 3.8 3.1 ;:: 3.6 3.5 4.0 3.8 3.7 ::: 3.5 
65 yearsandover-—---- 4.0 4.0 4.7 4.3 4.1 5.3 4.7 4.5 5.1 5.0 

Incidenceof acute 
conditions Numberper100persons 

—
Allagesl 204.1 209.8 220.9 31.99.6 3174.2 3199.1 218.4 222.6 224.2 222.4


Under17years—-—— 290.3 310.6 307.9 280.1 254.8 282.6 305.7 315.0 310.6 311.4

17-44years————---- 193.2 194.2 215.1 1.96.O 170.2 194.7 215.3 216.1 222.3 221.8

45-64years-—---——-— 132.8 125.3 144.0 124.6 98.3 123.4 136.7 142.2 143.0 131.9

65 yearsandover—-— 103.0 105.6 109.2 98.1 75.7 91.3 105.5 102.4 111.0 115.5


by thedirectmethodto the1970civiliannoninstitutionalized
lAgeadjusted ppulation,using4 ageintervals.

2A stietof restricted-activity
days.


lW &ause Of modifications designfOrthe1973Snd~74
3The lg74est~tes are artjLficial.ly in thequestionnaire

Sincethedataaremllectsdonacalendaryearbasis,the3.973 arealsopartially
surveys. and1975estimates affected.


Statistics, DatafrantheNational
SOURCE:Divisionof HealthInterview NationalCenterforHealthStatistics: Health

Interview
Survey.
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sinkingstatusof persons20 yearsof ageandwer, according
Table30.Cigarette to sex,race,andage:

UnitedStates,1965,1976,and1980


(Dataarebas&lon household population)
interviewsofasampleof theciviliannoninstitutionalized


Sinkingstatus


Currentsmkerl Formersmcker

Sex,race,andage


!r0ta13,4


All ages,20 yearsandwer—­


20-24years —. 
25-34years 
35-44years-—— —— 
45-64years —— 
65 yearsandwer


White


AH ages,20 yearsandwer———


20-24years ——

25-34years —

35-44years

45-64years ——.

65 yearsandover ————


Black


All ages,20 yearsandwer


20-24years

25-34years

35-44years


——
45-64years

65 yearsandwer


Tota13~4


AU ages,20 yearsmd wer——


20-24Y(2ZKS 
——25-34years 

—35-44years 
45-64years 
65 yearsandover————— 

White


All.ages,20 yearsandwer——


—————
20-24years——

25-34years

35-44years——


—————
45-64years———————

———
65 yearsandover-


Seefootnotes
at endof table.


1965 1.976 19802 1.965


Percentof persons


52.4 41.9 38.3 20.5 

59.2 45.9 40.5 9.0 
60.7 48.5 42.7 14.7 
58.2 47.6 42.2 20.6 
51.9 41.3 40.8 24.1 
28.5 23.0 18.4 28.1 

51.5 41.2 37.6 21.4 

58.1 45.3 39.6 9.6 
60.1 47.7 41.7 3.5.5 
57.3 46.8 42.1 21.5 
51.3 40.6 40.2 25.1 
27.7 22.8 17.3 28.7 

60.8 50.5 45.1 U.1 

67.4 52.8 47.6 3.8 
68.4 59.4 52.6 6.7 
67.3 58.8 42.0 12.3 
57.9 49.7 46.5 15.3 
36.4 26.4 28.9 21.5 

34.1 32.0 29.2 8.2 

41.9 34.2 32.5 7.3 
43.7 37.5 31.4 9.9 
43.7 38.2 34.6 9.6 
32.0 34.8 30.4 8.6 
9.6 12.8 16.7 4.5 

34.2 31.8 29.5 8.5 

41.9 34.4 33.0 
43.4 37.1 31.6 1::; 
43.9 38.1 35.6 9.9 
32.7 34.7 30.2 8.8 
9.8 13.2 17.5 4.5 

1976 19802


28.9 29.2


12.2 11.4

18.3 21.1

27.3 27.6

37.1 37.2

44.4 46.8


30.0 30.4


13.3 11.5

18.9 22.1

28.9 28.7

38.1 38.5

45.6 49.1


39.3 20.3


4.1 10.6

11.8 12.7

13.8 21.6

28.6 28.4

33.0 28.4


1.3.8 15.5


10.4 10.7

12.9 14.3

15.8 19.1

15.9 17.0

11.7 14.8


14.4 16.0


11.4 11.9

1.3.7 14.5

17.0 20.1

16.4 17.3

1.I..5 14.9
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smokingstatusof persons20 yearsof ageandover,according
Table30.Cigarette to sex,race,andage:

UnitedStates,1965,1976,and1980+ntinued


interviewsof noninstitutionalized
(Dataarebasedon household a sampleofthecivilian population)


Sinkingstatus


Currentsmkerl Formeremoker

Sex,race,andage


1965 1976 19802 1965 1976 19802


Black Percentof persons


AISages,20 yearsandover-—-—-- 34.4 35.1 29.6 6.0 9.9 11.5


20-24years———-———---— 44.2 34.9 31.5 2.5 
25-34years--——-—-———---—-----— 47.8 42.5 32.9 6.7 R ::! 
35-44years-—---—---—---——-— 42.8 4L3 34.4 7.0 9.6 1.3.7 

——-—-----—---—45-64 years-—— 25.7 38.1 33.7 6.6 11.9 14.3 
65 yearsandover—---—------—-----– 7.1 9.2 8.7 4.5 13.3 15.2 

1A current ~ker is a persc)n who has f~ked at least 100” cigarettesaltd occasionalwhO I’KW smkes; includes smokers. 
2Basedon dataforthelast6 mcnthsof 1980. 
3Baseof percentexcludespersonswithunknown.smkingstatus.

41ncludesallotherracesnckshownseparately.


Statistics, DatafrantheNational
SOURCE:Divisionof HealthInterview NationalCenterforHealthStatistics: Health

Interview
Survey.
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Table 31. Cigarettes smoked per day by persons 20 years of age and wer, according to sex, racer and age: 
United Statesr 1965, 1976, and 1980 

(Data are based on household interviewsof asampleof the civilian noninstitutimalized population) 

Cigarettes smked per day 

Sex, race, and age Less than 15 3.5-24 25 or mre 

1965 1976 1980’ 1965 1976 1980’ 1.965 3.976 19801 

Percent of current smkers4~M 2,3


AU ages, 20 years and over— 28.3 24.2 23.1 46.3 44.8 42.7 25.4 31.0 34.1 

20-24years——————— 34.9 31.6 32.0 49.7 49.9 47.8 15.4 18.5 20.2 
25-34years 25.7 25.5 23.6 50.0 45.8 46.5 24.3 28.7 29.9 
35-44years————— 23.7 19.6 1.5.8 44.8 41.2 42.3 31.5 39.2 41.9 
45-64years——— 26.7 18.5 21.6 45.3 44.1 36.4 28.0 37.4 42.0 
65 yeaxs and over— —— 47.1 39.1 29.2 39.0 42.7 46.1 13.8 18.2 24.7 

— —— 

White 

AJ.1 ages, 20 years and wer—- 25.9 21.4 19.1 46.8 44.9 43.6 27.4 33.7 37.4 

20-24years 32.3 27.5 27.1 50.8 52.8 50.4 16.9 19.7 22.4 
25-34years 22.8 22.1 51.1 46.5 47.4 26.1 31.4 33.1 
35-44years 21.3 17.2 E:: 44.8 40.4 42.1 33.9 42.5 45.1 
45-64years 24.6 16.2 17.3 45.4 43.3 37.4 30.0 40.4 45.3 
65 years and wer— 44.6 37.5 26.1 40.3 42.2 46.2 15.1 20.4 27.7 

Black 

All ages, 20 years and wer—- 48.1 43.8 48.7 42.6 44.8 40.3 9.3 11.5 10.9 

20-24 years 52.7 56.9 56.6 41.9 34.2 36.7 *5.3 *8.9 6.8 
25-34 years 47.8 46.0 44.4 41.7 43.5 46.2 10.5 10.5 9.6 
35-44 years —-— 42.5 38.5 45.6 45.5 44.8 41.1 12.0 16.7 13.2 
45-64 years 
65 years and over ———-

46.9 
64.9 

35.9 
53.0 

51.1 
41.7 

43.7 
31.9 

50.8 
47.0 

35.0 
47.2 

9.4 
*3.2 

13.3 
*-

14.1 
11.1 

~ti2,3


AU ages, 20 years and wer— 43.6 36.5 34.2 42.2 43.8 42.0 14.2 1.9.6 23.7 

——--20-24years 48.4 43.1 42.8 41.9 42.4 41.1 9.7 14.5 16.1 
——25-34years 41.4 34.3 33.5 43.1 45.2 41.9 15.5 20.5 24.6 

35-44years 39.1 33.8 27.8 43.7 44.4 39.3 17.1 21.8 33.0 
—-45-64years—— 44.4 34.3 29.8 42.0 44.2 45.9 13.6 21.5 24.2 

—-65 years and over— 62.6 49.3 48.9 31.0 38.9 37.7 6.4 11.8 1.3.4 

White 

All ages, 20 years and wer———— 41.0 33.2 30.6 43.9 45.2 43.8 15.1 21.6 25.6 

20-24 ~zH 45.3 39.3 37.4 44.4 44.3 44.1 10.4 16.4 18.5 
25-34years— . 37.9 30.6 28.6 45.4 46.8 44.9 16.7 22.6 26.5 
35-44years———— 36.2 29.5 24.6 45.3 45.4 39.9 18.4 25.1 35.5 

———- —45-64years————— 42.4 32.0 26.4 43.2 45.1 47.8 14.5 23.0 25.9 
65 years and wer———------ 61.5 45.7 48.1 31.8 41.7 37.7 6.8 12.6 14.2 

See footnotes at end of table. 
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Table31.Cigarettes to sex,race,andage:
smokedperdayby prsons 20 yearsof ageandover,according

UnitedStates,1965,1976,and1980--Continued


(Dataarebasedonhousehold a noninstitutionalized
in,terviewsofsampleof thecivilian population)


Cigarettes
smked perday


SeK,race,andage Lessthan15 15-24 25 ormore


1965 1976 19801 1965 1976 19801 1965 1976 19801


Percentof currentSmokersd

Black


AU ages,20yearsandover—--- 67.7 60.0 61.1 26.4 33.8 28.9 5.9 6.1 10.0 

20-24years---——-—--------—---- 73.4 65.7 78.0 22.1 31.3 22.0 *4.5 *3.O 
25-34years—-—-——----—-------- 66.2 58.8 61.9 25.1 33.6 22.0 8.7 *7.7 16.2 
35-44years—------—-——--——--- 63.4 60.4 55.6 30.4 38.1 35.6 *6.2 *1.4 
45-64years-—-——--------—---
65 yearsandover-----—--------—--

69.4 
83.2 

53.2 
100.0 

53.8 
66.3 

26.9 
*16.8 

36.7 
*-

34.2 
34.7 

*3.6 
*-

10.1 
*-

1::: 

‘Basedon dataforthelast6 ninthsof 1980.

2Baseof percentexcludesunknownamountsmked.

31ncludes
allotherracesnc)tshcwnseparately.

4ACwrent _ker is a p-~n whohas~ked at least100cigarettes ~d who nw mokes; includes OCCaShld smokers.


Statistics, Datafrcan
SOURCE:DivisionofHealthInterview NationalCenterforHealthStatistics: theNationalHealth

Interview
Survey.
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sinking,according
Table32.Teenagecigarette to sinkingstatus,sex,andage:UnitedStates,

1968,1974,and1.979


(Dataarebasedon teleplwne population) 

Current.mokerl Formeremker 

Sexandage 
1968 1974 1979 1.968 1974 1979 

interviewsofsanplesofthencninstitutionalized


Percentof teemgers


Wth sexes,12-18years—— 13.5 16.1 12.1 4.5 8.5 6.9


Male 

12-18years 17.0 16.3 11.1 5.9 9.2 8.1


—--—
12-14years 4.2 3.2 2.7 5.1 4.0

1.5-16
years d:: 18.1 14.6 5.5 1.2.4 10.1 
17-3.8years 34.0 32.6 19.6 11.3 12.1 1.2.3


Female


——-— “ 12-18years 10.0 15.9 33.1 3.1 7.9 5.8 

——
12-14years 1.4 5.1 4.3 0.7 4.7 3.4

——
years 11.8 21.6 12.3 3.8 9.1
1.5-16


17-ISyears— 21.0 26.4 27.0 6.0 11.4 :::


1Acurrents$mkeris a personwhohassmokedat least100cigarettes occasional
andwhonowsmokes;includes sinkers.


ChiltcnResearch Contract
SOURCE:Green,D.E.:TeenaqeSmkingrImediateandI#ng-TermPatterns. Services. No. 400-79-

of lulucatmn. Printing
0010.PreparedfortheNationalInstitute WashmgtcxyU.S.Government Office,Nov. 1979.
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to sourceandtypeof &mllutant: years1970-79
Table33.Air@lution, according UnitedStates,Selected


(Di~ta arecalculated estimates)emissions


~ofpllutant

andyear


Particulate
matter


1970—-—-—-.——---.-_—

l.975—— ..—_________


—-.—.— __________
1976

1977-—-——-——-—-——

1978—-———-———

1979— —-—____


Sulfuroxides


1970———---—---—-——


E176—-—-—---———

——-—-— _______
3977


1978A—-—.--——_______

1979———-——-——---


Nitmgenoxides


1970—-—--—---—___


1975—————-———-


1978— -—-—— _______

1979—-—--——-——


Hydrixarbons


1970—-—-—---—-—

—————---—
1975


1976———-———-—--—

1977— —-.—___________


1978— —-.---—--—---—--


1979— —-—- —__- —_____.,


Carbonmonoxide


1970——— —-- —-—_____

—---—---
1975—-—-——


1976—-——-—---—

1977--—--—

1978--—--—--—---—

1979—--- — —.-——-—


Au 
sources


21.0

11.6

10.6

9.9

9.7

9.5


28.2 
25.2!

25.g

25.4

24.3

24.!3


19.:1 
2(J.2 

21.8

22.4

22.7

22.6


27.’7

23.4

24.4

24.4

25.4

24.16


112.9

98.0

99.4

96.4

94.9

91.4


Source 

Transgm- Stationary Industrial Solid

tation fuel 

prccesses waste Other

canbustion


Emissions
in106metrictonsperyear


1.3 7.3 10.2

1.3 3.5 5.5

1.4 2.9 4.9

1.4 2.9 4.4

1.4 2.7 4.4

1.4 2.5 4.3


0.7 21.1 6.4

0.6 20.0 4.6

0.8 20.7 4.4

0.8 20.3 4.3

0.8 19.4 4.1

0.8 19.6 4.1


7.2 10.4 0.8

8.6 10.7

9.0 11.7 M

9.1 12.2 0.8

9.4 12.2 0.8

9.2 12.3 0.8


12.1 0.3 10.3

10.2 0.2 9.8

10.1 0.2 10.7

9.8 0.2 11.2

9.5 0.2 12.3

8.8 0.2 12.4


88.7 1.8 9.0

81.6 1.6 6.9

81.4 1.6 6.6

79.7 1.7 6.6

78.6 1.8 6.3

74.5 1.9 6.3


1.1 1.1 
0.7


M

0.4 :::

0.4 0.8

0.4 0.9


(1) 0.1 
(1) (1) 
(1) (1) 
(1) (1) 
(1) (1) 
(1) (1) 

0.4

0.1 t?

0.1 0.2

0.1 0.2

0.1 0.2

0.1 0.2


1.8 3.2

2.3


::: 2.6

0.8 2.4

0.8 2.6

0.8 2.4


6.4 7.0

3.1 4.8 ‘

2.7 7.1

2.6 5.8

2.5 5.7

2.5 6.2


l~issio~ Of less than 50,000metrictonsperye=.


inmethodology factors,
NX93:Becauseof modifications anduseofrmrerefinedemission datafranthistableshouldnot

be canpared —­
withdatainHealth,UnitedStates,1980.


andDataAnalysis National Emission 1970-1979.EPA-450/4-81-010.
SOURCE:Monitoring Division: AirPollutant Estimates,

Protection
U.S.Environmental Agency.ResearchTrianglepark,N.C.Mar.1981.
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Table 34. Physicianvisits,accordingto sourceor place of care and selectedpatientcharacteristics:

UnitedStates,3.974and 1979


(Dataare basedon householdinterviewsofa sampleof the civiliannoninstitutimalizedpopulation)


All sources

Characteristic


or placesl


1974 3.979


TOM 3/4/5 4,921.0 4,699.8 

Age


Under 17 years-—— 4,140.7 4,140.0

17-44years 4,809.8 4,470.3

45-64years 5,517.5 5,230.3

65 yearsandover 6,730.8 6,349.1


Sex3


hlal.~ 4,314.6 4,114.6

Femle—————— 5,476.2 5,236.0


Races


Whit~ 4,993.2 4,764.3 
Black 4,688.8 4,538.0 

Family incme 
3,6 

Less than$7,000 5,305.3 5,358.2 
$7,000-$9,999 4,87L7 5,1.39.7 
$10,000-$14,999 5,065.1 4,582.1 
$I.5,000-$24,999 4,764.4 4,624.6 
$25,000ormre—————— 5,162.6 4,658.3 

Geographicregion3 

Northeast 5,010.8 4,982.1 
NorthCentral 4,770.8 4,502.2 
sou~ 4,703.4 4,494.4 
West———— 5,432.5 5,036.8 

Lmaticm of residence3 

WithinSMSA 5,162.2 4,867.0

OutsideSMSA 4,390.6 4,336.2


Sourceor place of care


Doctor’soffice Hospital 
or clinicor outpatient Telephone 
grouppractice deparbnent2 

D74 1979 1974 )979 1974 1979 

Visitsper 1,000population


3,376.6 3,175.4 585.0 618.8 61.2.8 603.5


2,570.1 2,601.5 509.4 535.6 766.3 756.4

3,248.5 3,069.8 648.8 588.1 532.5 496.7

4,088.0 3,617.6 591.4 762.7 508.9 508.9

5,091.5 4,589.9 585.9 709.4 618.9 693.3


2,905.8 2,723.4 596.2 654.5 481.2 454.8

3,812.6 3,581.9 574.3 591.7 731.0 740.8


3,458.5 3,278.9 528.8 556.4 666.6 650.1

2,932.5 2,641.3 1,064.6 1,110.5 *284.8 348.5


3,235.9 3,141.6 994.4 1,128.4 484.4 543.9

3,248.3 3,445.3 818.4 790.9 467.2 570.5

3,536.2 3,035.9 587.5 618.1 556.4 631.5

3,325.7 3,253.5 514.2 519.3 662.5 637.4

3,649.2 3,349.9 435.8 425.4 737.0 624.1


3,23.9.9 3,141.2 691.6 790.2 673.1 713.1

3,343.8 3,147.2 474.4 553.0 681.7 609.4

3,263.6 3,082.0 586.9 555.4 511.7 510.8

3,853.2 3,433.4 606.2 627.1 609.4 639.8


3,462.1 3,23L2 642.9 674.3 691.8 631.0

3,189.2 3,052.9 457.7 500.4 439.0 545.2


%mludes all other sourcesor placesof care not shown separately.

21ncludeshospitaloutpatientclinicor emergencyrccm.

3Ageadjustedby the directmethod to the 1970 civiliannoninstitutionalized
population,using 4 age intervals.

%cludes another racesnot shown separately.

?hmludes unkncwnfamilyincane.

6F~lY in- categoriesfor M79. ~rrespondi,ngin- categoriesin 1974, adjustingfor inflation,were: less than


$7,000-$9,999;$10,000-$14,999;
$5,000;$5,000-$6,999; and $15,000ormre.


SOURCE:Divisionof Health InterviewStatktiCS, NationalCenter for Health Statistics:Data fran theNationalHealth 
InterviewSurvey. 
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Table35.Intervalsincelastphysician to selected UnitedStates,visit,according patientcharacteristics: 
1974and1979 

interviews ppulation)(Dataarebasedon household of a sampleoftheciviliannoninstitutionalized 

Intervalsincelastphysicianvisit 

Characteristic 
Less than 
1 year 

1 year-less 2-4yearsthan2 years 
5 years 
or nme 

1974 1.979 1974 1979 1974 1.979 1974 1979 

Percentof population 

~~ II% 3.—--— 75.3 75.1 10.7 11.1 9.5 9.1 3.8 3.4 

Age 

Under17 years-—-—— 74.2 75.6 13.3 13.7 8.8 7.4 2.5 1.7 
17-44years—-.——-— 76.5 74.2 10.3 11.2 9.5 10.3 3.0 3.1 
45-64y~ars..-.__-___— 73.9 73.6 8.9 9.3 10.9 10.4 5.7 5.6 
65 yea& andover—--— 77.2 79.8 6.7 5.7 8.9 7.8 6.7 5.9 

Sexl 

Male-—————— -—--— 71.3 70.8 11.7 12.2 11.6 11.2 4.5 4.4 
Female-—--————— 78.9 78.9 9.7 10.1 7.6 7.2 3.1 2.6 

Racel 

White————— 75.9 75.3 10.4 11.0 9.4 9.1 3.6 3.3 
Black———-——- 72.0 74.7 11.7 11.3 10.1 8.5 5.0 3.6 

Familyinccmel’4 

Lessthan$7,000———- 74.3 75.7 10.2 10.2 10.0 8.8 4.5 3.9 
$7rooo-$9r999-——— 73.7 73.5 10.5 11.6 10.4 9.7 4.6 3.9 
$10,ooo-$14,999—--––- 74.4 74.4 10.6 10.8 10.3 9.9 4.0 3.9 

,999—--––- 75.4 76.2 10.9 10.8 9.5 9.1 3.7 3.1$15,000-$24€
$25,000ormre—-———— 77.9 76.9 10.4 11.4 8.5 8.2 2.7 2.5€

Geographicrqionl 

———-—--Northeast 76.7 76.3 10.4 10.6 8.8 8.5 3.5 3.4 
NorthCentral——---- 75.2 75.5 10.2 10.7 10.2 9.1 3.6 3.2 
south——--—--—--- 74.4 73.9 11.3 11.8 9.3 9.3 4.1 3.6 
West— —.—-——-——- 75.3 75.1 10.4 11.0 9.7 9.4 3.6 3.4 

Lmationof residencel 

WithinS4SA-— 76.4 75.7 10.2 11.0 9.1 8.7 3.5 3.3 
Outside.SMSA—---——- 72.8 73.7 11.6 11.3 10.4 10.1 4.2 3.8 

.-

by thedirectmethcdto the1970civiliannoninstitutionalized using4 ageintervals.lAgeadjusted population,
‘Includesallotherracesnotshownseparately.
31ncludes~mknmqnfamilyinmne. 
%mily inmne categories incomecategories for inflation,for 1979.Corresponding in 1974,adjusting were: lessthan 
$5,000;$5,000-$6,999; $10,000-$14,999;$7,0130-$9,999; and$15,000or mre. 

E13URCE: Statistics, Datafr~ theNationalDivisionof HealthInterview NationalCenterforHealthStatistics: Health 
InterviewSurvey. 
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amrding tophysician andselected UnitedStates,1.974
Table36.Officevisitsto physicians, specialty patientcharacteristics: and1979


(Dataareksedon repxtingby a sampleof office-based
physicians)


Specialty


Generaland Internal Obstetrics
and General
Characteristic All special.tiesl 
familypractice medicine gynecology Pediatrics 

surgery


3.974 1979 1974 1979 3.974 1979 1974 1979 1974 1.979 1974 1979


Visitsper1,000~ulation


Tota12————————2,762.9 2,558.4 1,157.6 864.9 300.6 296.1 220.7 215.2 239.5 328.9 179.9 151.2


Age


—-----Under15 years 1,981.0 2,035.1 708.2 560.5 24.!5 43.2 23.9 6.4 793.3 1,058.3 69.5 53.4 
15-44years-—---—--- 2,653.9 2,385.8 1,118.8 832.6 223.1 197.2 436.4 443.0 23.5 50.4 180.9 148.4 
45-64years—---———-- 3,374.2 2,974.0 1,511.0 1,071.0 540.8 546.6 146.7 137.0 1.1 8.9 281.4 245.0 
65 yearsandover———— 4,259.6 3,968.7 1,912.0 1,474.1 941.9 935.8 59.3 48.5 2.3 3.7 288.1 255.1 

Sex2 

Male-——-—-—-—---- 2,332.3 2,149.9 983.6 730.4 269.0 266.4 13.5 247.2 332.1 160.4 142.5 
F~&__________ 3,155.7 2,933.1 1,313.8 985.3 328.2 322.1 413.9 231.6 325.4 197.1 159.4 

~ce 2,3 

Wiiit*----—-— 2,870.0 2,670.2 1,187.9 880.8 307.8 310.5 227.4 221.4 258.1 355.1 191.4 155.9

Allother--—--------- 2,154.4 1,868.7 1,007.8 784.1 247.8 186.9 184.1 174.2 148.0 207.5 103.8 115.2


lIncludes notshownseparately.
otherspecialties

2Ageadjustedby thedirectmethodto the1970civilianrmninstitutionalized
ppulation,using4 ageintervals.

3Achangeintheccdingprccedure responsible
forracialcatqoriesin1979my bepartially forthedropinofficevisitsfortheanother racialgroup.


NOTE:Ratesarebasedon theciviliannoninstitutionalized excluding
population, AlaskaandHawaii.


NationalCenterforHealthStatistics: Ambulatory
SOURCE:Divisionof HealthCareStatistics, DatafrantheNational MedicalCareSurvey.
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Table 37. Officevisitsto physicians,accordingto selectedcharacteristics:
UnitedStates,1974 and 1979


(Dataare basedon reportingby a sampleof office+asedphysicians)


Officevisit


visit

Selected Patient’s lasted10 Return


characteristic first minutes visit

visit or lessl scheduled


— 

1374 1979 1974 1979 1974 1979


Percentof visits


Tota12—-———-------–– 15.6 16.2 51.4 48.0 57.2 59.7


Age


Under 15 years-——-— 16.0 15.8 57.9 58.2 47.6 49.8 
15-44years—-—--——---- 1.9.o 19.5 51.2 47.7 57.5 60.5 

—--—45-64years-—--- 12.3 13.1 46.4 39.0 64.1 65.6 
65 yearsand over——-— 7.5 10.2 43.2 37.6 69.7 73.0 

Sex2 

Male--—-—---—---— 17.4 17.9 51.8 48.3 54.6 56.5 
Fana.le—-——---— :L4.8 15.4 51.0 47.8 58.5 61.4


Race2 

White—-—---—--—— 15.2 15.9 51.4 47.9 57.1 59.5

All other-----------— J.9.8 18.6 51.5 48.7 58.0 61.3


Lccationof

physician’soffice2


WithinShEA———---— 15.9 16.9 47.1 45.6 59.5 61.8

OutsideSMSA-—--—---—---- 14.9 14.2 64.2 54.7 49.9 53.9


lT& sPt ~ face-t~face~ntact betweenphysicianand patient.

2Age ad-justed
by &@ directmeth~ to i& 1970 civiliannoninstitutionaizedpop~ationr using4 age interv?ik.


Rates are basedon the civiliannoninstitutionalized
FL’I’E: ppulation, excludingAlaskaand Hawaii.


SOURCE:Divisionof Health Care Statistics,NationalCenter for HealthStatistics:Data fr~ the NationalAmbulatory

Medical.
Care Survey.
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to selected
Table38.Dentalvisitsand intervalsincelastvisit,according patientcharacteristics:

UnitedStates,1974and1979


of asanpleof theciviliannoninstitutionalized
(Dataarebasedonhouselmldinterviews population)


Intervalsincelastdentalvisit 
Never 

Visitsper1,000 visited 
ppulation Lessthan 1 year-less 2-4years 5 years dentist 

Characteristic


~~ 1,2,3


Age


Under17years——

17-44years———

45-64Years

65 ye&s andover-­


s~l


Male---

Female—————————


Racel


Whit~—

Black


Familyincanel’4


Lessthan$7,000

$7,000-$9,999

$10,000-$14,999

$I.5,000-$24,999

$25,000or more-----


Geographic
rqionl


Northeast

NorthCentral.

scu~— 

—
West


Lccationofresidence


—
WithinSMSA

Outside=——


1 year than2 years or nme


1.974 1979 1974


1,650.01,696.3 49.3


1,604.3 1,611.9 49.9

1,732.9 1,724.3 55.7

1,789.1 1,910.0 46.7

1,187.0 1,414.7 28.5


1,497.0 1,556.1 47.2

1,794.2 1,829.1 51.2


1,754.91,797.7 51.6

929.8 1,036.6 32.9


1,191.31,260.9 36.4

1,164.11,235.3 38.2

1,380.41,323.0 42.0

1,608.51,850.9 50.2

2,260.12,356.6 ‘62.9


1,986.82,067.9 54.0

1,566.21,603.3 51.4

1,318.51,443.3 43.3

1,922.51,846.9 50.7


1,800.6 1,868.6 51.5

1,304.9 1,326.9 44.5


1979 3974 1979 1974 1979 1.9741979 1974


Percentof pplation


50.2 10.9 12.8 13.9 

50.9 9.6 10.5 7.1

54.7 13.5 16.6 17.6

49.0 10.0 11.9 17.6

32.8 6.9 7.6 15.4


48.2 10.8 12.9 15.0

52.0 10.8 12.7 12.9


52.5 10.6 12.4 13.2

34.1 12.3 15.2 19.o


37.9 10.5 12.7 16.4

38.5 12.0 13.4 17.1

43.9 11.6 13.8 16.3

53.6 11.1 13.0 14.4

65.4 10.2 11.8 10.8


56.0 11.0 11.7 12.4

51.8 9.8 1.2.5 14.0

44.2 11.6 13.2 14.7

51.9 10.9 13.7 14.4


51.9 10.7 12.9 13.5

46.4 11.1 12.5 14.9


12.2 13.4 12.8 11.0


6.2 1.3 1.7 30.6

15.7 9.6 9.4 2.0

14.8 23.7 22.0 0.7

13.7 47.6 43.7 0.8


12.8 14.0 13.6 11.3

11.6 12.9 1.2.l 10.7


11.5 13.1 12.3 10.1

17.5 17.0 16.6 16.7


15.1 18.4 18.5 17.0

15.6 16.6 16.9 *14.8

14.2 14.8 14.3 *13.8

1.1.8 12.4 10.7 *1O.7

8.4 8.4 6.6 *6.3


10.8 12.2 11.9 *8.9

11.7 14.1 13.4 *9.5

13.6 14.8 14.5 1.3.9

12.2 11.8 9.8 *1O.9


13.9 12.3 11.3 10.4

12.7 15.8 15.8 12.4


1.979


10.7


29.6

2.0

0.8

0.7


I.1.o

10.4


10.0

14.7


14.8

*I4.4

*12.9

*9.8

*6.2


*8.4

*9.5

13.0

*11.O


10.4

11.4


by thedirectmethd to the1970civiliannoninstitutionalized
lAgeadjusted ppulation,using4 ageintervals.

21ncludes
allotherracesnotshownseparately.
31~udes unknown familyincane. - ­

for 1979.~rre~ding in- categoriesin ~73, adjustingfor inflatiOn,4F&ly in- categories Were:leSSthan


$5,000;$5,000-$6,999, $1OJJ3O-$14,999;
$7,000-$9,999: and$~,ooo or~re.


SOURCE:Divisionof HealthInterview National. DatafrantheNational
Statistics, CenterforHealthStatistics: Health

Interview
Survey.
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Table 39. Dischargesfran and days of care in short-stayhospitals,accordingto typeof hospital.
and ownership:UnitedStates,1974 and 1979


Year and type

of mnership


1974


AU cwnerships——


GOvernmmt———------

Federal-—-——--­

state-lmxil-—


EToprietary-————

Nonprofit—--—---—


1979


AU uunerships——


GOvermnt———-----—--

Federal--—-——--———

State-lcml———————


—-—---
Proprietary---

Nonprofit-----—-——--


1974


AH ownerships


———---—--
Government

—_______
Federal-


Stat~local--—--—---

Proprietary——­


—————-—_
Nonprofit


1979


All ownerships----


Government——-—-————

-——----
Federal————


state-lccal—

Proprietary—--—--­


——---—-_
Nonprofit


(Dataare basedon reportingby facilities)


All Cannunityhospitals


short-stay

hospitals 

Total General Specialty Total 

Numberof discharges 

.—— - _-
35,LU3,LU7 33,X)9,621 32,867,32? 30.994 1,893,666---r-

8,776,702 7,006,958 6,961,198 45,760 1,769,744 
1,654,718 1,654,718 
7,121,984 7,006,958 6,961,198 45,760 115,026 
2,718,857 2;~58,07~ 2,600,499 57,572 60,786

23,607,728 23,544,592 23,305,630 238,962 63,136


37,471,315 35,329,166 34,937,887 391,279 2,142,149


9,277,755 7,286,756 7,243,167 43,589 1,990,999

1,876,332 1,876,332

7,401,423 7,286,756 7,243,167 43,589 114,667

3,127,538 3,043,677 2,974,042 69,635 83,861

25,066,022 24,998,733 24,720,678 278,055 67,289


Numberof days of care


287,069,332 258,399,572 255,751,505 2,648,067 28,669,760


80,849,812 54,140,739 53,595,188 545,551 26,709,073

25,155,433 25,155,433

55,694,379 54,140,739 53,595,188 545,551 1,553,640

1.9,008,427 17,948,581 17,646,173 302,408 1,059,846

187,211,093 186,310,252 184,510,144 1,800,108 900,841


295,255,103 266r530,192 263,324,322 3,205,870 28,724,911 

79,665,394 53,595,392 52,865,687 729,705 26,070,002 
23r951,406 23,951,406 
55,713,988 53,595,392 52,865,687 729,705 2,118,596 
21,483,371 19,970,265 1.9,640,453 329,812 1,513,106 
194,106,338 192,964,535 190,818,182 2,146,353 1,141,803 

All otherlxxpitals


General Psychiatric Other


1,718,090 133,760 41:816 

1,703,439 53,576 12,729 
1,650,149 4,569 

53,290 53,576 8,160 
44,622 16,164 

M,65i 35,562 12,!?23 

1,920,673 166,602 54,874 

1,909,251 63,842 17,906 
1,866,158 10,174 

43,093 63,842 7,732 
57,930 25.931 

11,422 44,830 11,037 

25,441,452 2,685,243 543,065


25,390,400 1,082,133 236,540

25,041,313 114,120


349,087 1,082,133 122,420

880,128 179,718


51,052 722,982 126,807


24,122,033 3,663,623 939,255


24,077,472 1,551,218 441,312

23,704,124 247,282


373,348 1,551,218 3.94,030

1,216,804 296,302


44,561 895,601 201,641


NCWE: Crannunity
hospitalsincludeall non-Federalshort-stayhospitalsclassifiedby the AmericanHospitalAssociationaccordingto one of the

follcwingservices:generalmedicaland surgical;obstetricsandgynwology; eye, ear,rose,and throat;rehabilitation;
orthopedic;otherspecialty;

children’sgeneral;children’seye, ear, nose, and throat;children’srehabilitation;
children’sorthopedic;and children’sother specialty.


SOURCE:Divisionof HealthCare Statistics,NationalCenterfor HealthStatistics:Data frcm the NationalMasterFacilitvInventorv.
. A. 
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frcan short-stay according diagnosis,
Table40.Discharges anddaysof careinnon-Federal hospitals, to Sex,age,selectedfirst-listed

andIC!12Accde:
UnitedStates,1974and1979


(Dataareksed on a sampleof hospitalrecords)


codes] Discharges Daysof care
I(2JM


Sex,age,andfirst-listed
diagmsis


EighthRevision Ninth Revision 1974 1979 1.974 1979


Both sexes2’3 Number~r 1,000pqwlation 

-—-——---.-——-— . . . . . . 156.2 162.8 1,205.2 1,158.2Tota14


390-398,402.1,


Diseases‘oftheheart----—----——-———	 390-398,402, 404, 402.9,404.1, 11.7 13.0 129.3 122.8 
410-414,420-429 404.9,410-414, I420-429


140-208,230-234, 
7.0 7.9 92.8 94.1
Malignantnqlasm.s—--—-————— 140-209 289.8 }


800T829,905.0- 5.5 5.3 63.7 54.0
—---——-—-—----—-—
Fracture————— 800-829 905.5 }

Neurosesand nonpsychoticdisorders 300-309 300-316 4.9 45.8 49.4

Eneumnia---------------------—----------- 480-486 480-486 3.3 ::: 29.0 27.7


Nale 

under 15 years4--------——-—-----—— . . . . . . 78.8 80.3 366.9 352.4 

Pneumnia--—-------------—-----—-————— 480-486 480-486 4.8 5.9 27.6 30.6 

Fracture----—------—----——-—-—------ 800-829 
800-829,905.0-
905.5 } 

4.6 4.0 29.9 22.0 

Congenitalarmalies----—-—------——---- 740-759 740-759 3.4 3.8 19.7 22.0

Inguinalhernia----———---———---—— 550, 552 550 3.1 2.7 7.9 6.0


emphysen?ar
Bronchitis, asthma-----——---- 490-493 490-493 2.9 3.7 12.0 14.9

Intercranial
injury—-—-----—----— 850-854 850-854 2.6 2.3 9.7 5.8


15-44years4--—-——-------------—--- . . . . . . 92.8 97.1 637.6 616.5 

800-829,905.0-
6.4 6.6 58.2 51.4Fracture——-----—----——---——--—— 800-829 905.5 “ } 

Neurosesand nonpsychoticdisorders 300-309 300-316 6.2 7.4 52.0 69.2 

870-907 
870-904,904.02, 3.8 3.8 18.4 17.8Lacerations-—-——---——---—--——— 906.0 } 

Sprainsand strains--—----—— ------------ 840-848	 840-848,905.7 2.9 3.7 17.7 21.0

390-398,402.1,


--——- ———Diseasesof theheart— 390-398,402, 404, 402.9,404.1, 
2.9 3.1 24.9 22.1

410-414,420-429 404.9,410-414, 
420-429 I 

Intercranialinjury--—---—--—-———--- 850-854 850-854 2.3 2.3 12.6 11.1


See fcdmotes at end of table. 
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Table 40. Dischargesfran and days of care in non-Federalshort-stayhospitals,acmrding to sex, age, selectedfirst-listeddiagnosis,

and 1~ cede:united States,1974 and 1979--CmtinuW


(Dataare basedon a sa@e of hospitalrecords)


ICIX COdesl Discharges Days of care

Sex, age, and first-listeddiagnosis


EighthRevision Ninth Revision 1974 1979 1974 1979


Male--Con. Numberper 1,000ppulation


45–64 years+-—-----— ---------------- . . . . . . X2.4 lg~.~ 1,687.!3 1,562,7 

390-398,402.1,


Diseasesof the heart—--––--------------—	 390-398,402, 404, 402.9,404.1, I 29.4 33.2 306.8 279.6410-414,420-429 404.9,410-414, 
420-429


i
--—-—-- —-—-----
NalignantmOplasms—— 140-209 140-208,230-2.34, 
12.1 14.0 166.8 161.3
289.8 “1


Neurosesand ncmpsychoticdisorders--—-- 300-309 300-309 8.8 9.6 79.7 82.8

Inguinalhernia——------------–-— 550, 552 550 7.8 6.3 52.5 34.3


Fractur&——----—----—---–––--—---—--- 800-829 
800-829,905.0-

5.3 5.2 58.0 51.0
905.5 }

Ulcer—-—-----—-—–--—-—-----—------- 531-534 531-534 5.0 3.6 44.0 27.3


65 years and over4------------— . . . . . . 371.5 410.5 4,273.8 4,287.1 

390-398,402.1, 

Diseasesof the heart— 390-398,402, 404, 402.9,404.1, 
74.9 77.9 848.5 792.1410-414,420-429 404.9,410-414, 

420-429 I 
Malignantneoplasm---------------------- 140-209	

140-208,230-234, 
40.1 48.6 567.6 621.2
289.8 }


Cerebrovasculardisease-—--––——-—---- 430-438 430-438 22.0 24.4 305.3 307.6

Hyperplasiaof prostate---—------––----—— 600 600 19.1 16.5 220.1 172.4

Pneummia--———---—--—----------—–– 480-486 480-486 12.5 13.5 153.3 146.0


Female


Under 15 years4— ---—_-—___-—— . . . . . . 64.4 64.7 287.9 275.5 

Pneumnia--------——--—--— 480-486 480-486 3.9 4.3 24.0 22.0


Fracture-—-——--—-—-––—----—------ 800-829	 800-829,905.0-
2.7 2.1 16.4 11.2
905.5 }


Congenitalanomalies—-—-——--— 740-759 740-759 2.4 2.5 16.4 13.1

Bronchitis,emphysema,asthma--––—— 490-493 490-493 1.8 2.3 8.4 8.4

Eye diseasesand conditions-———--——— 360-379 360-379 1.3 1.6 3.6 3.4


See fcotnotesat end of table.
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Table40.Discharges short-stay according diagnosis,
frm anddaysof carein non-Federal hospitals, to sex,age,selectedfirst-listed

andICDAcede:UnitedStates,1974and1979--Continued


(Dataarebasedon a sampleof hospitalrecords)


ICDAcedes] Discharges Daysof care


Sex,age,andfirst-listed
diagnosis


EighthRevision NinthRevision 1974 1.979 1974 1979


Female-con. Numberper 1,000ppulation 

15-44years4--——-----—--------—-—- . . . . . . 213.7 213.0 1,129.0 1,009.0 

Delivery----------------------——--------- 650-662 V27 67.5 71.1 269.2 266.3 
Disordersof menstruation------------—---- 626 625.3,626, 627.1 7.9 7.3 32.9 24.0

Benignneoplasm—---------------—---—--- 210-228 210-229 7.2 4.2 38.2 22.5


disorders 300-309 300-316 6.6 6.2 63.5 56.1
Neurosesandncnpsycbotic


Malignant 140-208,230-234, 3.0 2.7 28.3 21.7
neoplasm------------------------ 140-209 289.8 }

(gallstones)
Cholelithiasis ---—-—----—- 574 574 2.8 2.6 27.0 20.6


45-64years4-------— . . . . . . 193.0 199.O 1,712.7 1,642.3 

390-398,402.1,


Diseasesof theheart 390-398,402, 404, 402.9,404.1, I 14.9 17.5 150.9 151.8

410-414,420-429 404.9,410-414,


420-429


neoplasm—------–— 140-209 140-2b8, 230-234, 14.7 16.3 189.0 188.2
Malignant 289.8 }

Benignneoplasm----------------—---–-——— 210-228 210-229 8.6 5.7 59.1 36.6


of menstruation 626 625.3,626, 627.1 7.6 6.9 28.9 22.2
Disorders

Neurosesandnonpsychotic
disorders--—---- 300-309 3oo-3i6 5.8 6.3 57.9 57.8


65 yearsandover4--------------------- . . . . . . 328.1 373.6 3,984.0 4,109.1 

390-398,402.1, 

Diseasesof theheart 
390-398,402, 404, 
410-414,420-429 

402.9,404.1, 
404.9,410-414, 

57.1 65.1 709.7 695.1 

420-429 

neoplasmNalignant 140-209 140-208,230-234, 
289.8 } 

26.9 31.1 406.2 429.4 

I 
Fracture—-------------------—--—-------- 800-829 

800-829,905.0- 22.7 21.3 409.7 348.8

905.5


disease 430-438 430-438 
} 

21.1 23.2 291.7 299.2
Cerebrovascular

Eyediseasesandconditions-------------—— 360-379 360-379 14.1 17.1 85.4 70.7


arthritis 714, 715, 720.0, 
7.7 8.8 117.0 112.1
Rheumatoid andostecarthritis---- 712, 713 721 }


lD@nosti~ grmPin95 ~ de n-r in~lusions are based ~ the Eighth Revision International Classification AdaptedforUSe in theof Diseases,

UnitedStatesandNinthRevisionInternational of Diseases,
Classification Ch_ucalModlflcatlon.


& pcplation,using4 age intervals.
d tedby the dmsct methcdto the1970clvllm.nncrmstltutmnallz

31%;d%data forwhichsexwasnotstatedfor1974only.

41ncludes
alldiagnoses.


NYIE:Ratesarebasedon theciviliannoninstitutional.
izedppulation.


National forHealthStatistics: Survey.
SXIRCE:Divisionof HealthCareStatistics, .Center Datafran theNationalHospitalDischarge
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Table 41. Dischargesfrom and days of care in non-Federal_
short-stayhospitalsfor all patientsand for patients

with surgery,accordingto bed size of hospitaland age of patient:UnitedStates,1974 and 1.979


Bed sizeof

hospitaland

age of patient


All sizes 

All ages
1,2

——-—


Under 15 years---————

15-44years—--—---——

45-64years—-———---

65 yearsand over-—---——


6-99 kkk 

All ages~’2—— 

Under 15 years—————--

15-44years—-——--—---

45-64years————-----

65 yearsand over—--——-


100-199beds


All ages.l’2————--


Under 15 yeam--———---

15-44years—-————---


——---—-
45-64years

65 years and over—--——--


200-299beds


All ages1’2—-——--—


Under 15 years————--

15-44years—-—— _____


45-64years—-——---—--

65 yearsand over—-----—-


See fcotnotesat end of table.


(Dataare basedon a sarqleof hospitalrecmds)


Discharges Days of care


All Patients All Patients

patients with surgery patients with surgery


——


1974 1979 1974 1979 1974 1.979 1974 1979 

Numberper 1,000ppulation 

156.2 162.8 65.5 66.3 1,205.2 1,158.2 514.0 490.9 

71.8 72.7 33.7 27.8 328.4 314.7 137.1 115.3 
155.2 156.5 71.0 72.8 891.6 817.8 429.0 386.9 
188.1 196.2 80.3 80.0 1,701.8 1,604.3 760.8 705.8 
346.2 388.8 105.8 125.4 4,107.0 4,182.5 1,477.3 1,600.1 

31.6 31.0 9.3 8.3 200.8 181.9 59.6 46.7 

14.4 13.5 5.6 3.8 51.8 43.5 18.3 10.6 
28.5 27.7 10.2 9.5 128.7 123.5 52.8 40.9 
36.9 36.7 10.6 8.9 259.4 232.0 80.6 57.0 
85.2 85.9 14.2 15.0 830.2 739.5 167.4 157.9 

27.7 28.1 10.9 11.0 194.8 181.8 73.8 71.0 

13.4 12.0 5.6 4.2 56.4 46.8 14.0 
28.1 22.4 12.7 12.6 139.3 126.1 i% 58.5 
30.9 32.6 12.1 12.7 258.7 239.1 98.9 96.6 
62.5 69.5 17.1 20.7 709.7 702.1 225.2 240.6 

25.1 28.8 11.1 12.4 195.8 205.3 87.3 90.9 

11.9 1.3.4 6.2 5.5 52.9 55.5 24.3 20.1 
25.2 28.1 12.1 13.8 146.2 142.7 74.2 71.7 
29.6 32.7 13.2 14.0 272.3 271.9 123.4 122.2 
54.9 69.4 17.6 24.3 672.3 779.5 254.5 318.1 
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Table 41. Dischargesfran and days of care in non-Federalshort-stayhospitalsfor all patientsand for patients

with surgery,accordingto bed size of hospitaland age of patient:UnitedStates,1974 and 1979--Continued


(Dataare basedon a sampleof hospitalrecords)


Discharges Days of care


Bed size of All Patients All Patients 
hospitaland patients with surgery patients with surgery 
age of patient 

1974 1979 1.974 1979 1974 1.979 1974 1.979 

300-499teds Numberper 1,000population 

All ages1‘2 41.2 38.2 19.5 17.0 344.1 292.0 157.8 133.0 

Under 15 years———— 18.7 17.7 9.8 7.2 86.9 76.5 37.6 28.3 
15-44years——-—— 40.5 36.2 1.9.8 17.8 250.8 1.98.8 X21.4 98.6 

—-—45-64years 51.9 47.1 25.4 21.2 506.0 417.6 244.4 1.94.9 
65 years and wer——— 88.7 89.8 34.2 34.1 1,165.9 1,066.5 487.6 461.4 

500 beds or mre 

All ages 1’2—-—-— 30.6 36.7 14.7 17.7 269.6 297.0 135.5 149.3 

Under 15 years———— 3.3.4 16.1 6.6 7.1 80.4 92.3 37.3 42.3 
15-44years 32.9 37.2 16.3 19.1 226.7 226.8 116.7 117.3 
45-64years 38.7 47.1 19.1 23.3 405.3 443.7 213.5 235.1 
65 years and over——— 54.9 74.2 22.8 31.4 729.0 894.8 342.6 422.1 

‘Includes age not stated. 
2Age adjustedby the directmethod to the 1970 civiliannoninstitutionalizedppulation, using4 age intervals.


WJ!ES:Excludesnewtorninfants.Rates are basedon the civiliannoninstitutionalized
ppulation.


SOURCE:Divisionof Health Care Statistics, NationalCenter fOr Health Statistics:Data fran the NationalHospital 
DischargeSurvey. 
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frananddaysof carein short-stay according characteristics:
Table42.Discharges hospitals, to selected

UnitedStates,1974and1979


interviews noninstitutionalized
(Dataarebasedonh,ousehold of a sanpleofthecivilian population)


Discharges Daysof caxel

Characteristic


1974 3.979 1.974 1.979


Numberper1,000ppul.ation


~W2r3,4 —________________ 125.7 121.6 1,110.9 997.4


Age


Under17years——-———-———-——-—— 68.7 64.4 396.0 357.7 
17-44years———--__—-—___——___ 115.9 108.9 887.6 749.7 

----—-———---—-45-64years-—-—— 174.0 366.3 1,780.2 1,562.1 
65 yearsandwar-—--—--------—-—-–- 254.1 269.9 2,968.3 2,916.6 

Sex2 

Male-——— —-———-——-__—.— 123.3 117.2 1,214.5 1,038.9 
Female—-—-———--——-——-— 128.6 126.1 1,020.0 961.6


Race2 

White—--——-——---——---—--——---- 126.0 120.9 1,072.4 957.3

mack— ———-———-..——__-—-—- 127.8 137.3 1,475.5 1,426.2


Familyincom2’5


Lessthan$7,000---—---—-—---—---—--- 160.9 163.0 1,717.3 1,490.0

--—— —-----——--- —--
$7,000-$9,999———— 141.8 139.2 1,218.7 1,280.8


$10,000-$
14,999----—---—.-----—--—--- 137.3 127.4 1,130.1 1,101.4

$15,000-$
24,999-—-—-—----—-----—-— 118.7 110.1 1,062.1 808.7

$25,000or mre—---——--–—--——-——— 102.7 107.2 805.9 808.1


Geographic
area2


Northeast—-————-——---—-—--——— 107.9 108.9 1,074.3 978.9 
NorthCentral---------—-———-—----——— 1.33.7 126.5 1,166.4 977.9 
south-—-———-—--—-——— —--—.--—- 139.8 138.2 1,199.6 1,143.7 

————-————---—-—-—--—-West 114.2 100.8 922.8 779.1 

Locationof residence2


WithinSMSlk———— -—-----———.——- 116.1 114.1 1,096.0 974.1

OutsidemsA—— —-------——---—.—- 147.0 137.7 1,142.9 1,049.5


1Excluding
deliveries.

by thedirectmethodto the1970civiliannoninstitutionalized using4 ageintervals.
2Ageadjusted population,


3Includes
allotherracesriotshownsq?arately.

4Includes income.
unkrmm farnily

5Familyincanecategories incme categories forinflation,
:Eor1979.Corresponding in 1973,adjusting were:lessthan

$5,000;$5,000-$6,999; $10,000-$14,999;
$7,000-$9,999; and$15,000or mre.


KIJRCIZ: Statistics, DatafrantheNational
Divisionof HealthInterview NationalCenterforHealthStatistics: Health

Interview
Survey.
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for inpatients frannon-Federal hospitals, to sex,age,leadingsurgical
Table43.Operations discharged short-stay according category,

andICtY+co5e:
UnitedStates,1974and1979


(Dataarebasedona sampleofhcspitalrecords)


ICJMcedes’ Operations 

Sex,age,andleadingsurgicalcatqory 
EighthRevision NinthRevision 1974 19792 1974 19792 

Numterin Numberpsr1,000 
Both sexes3 thousands pqwlation 

~ti4,5 ———.———-—---- —--——- . . . . . . 19,268 21,187 91.2 93.7 

Biopsy-—-——-—----——— —--——_-——--—----- AI-X2 (6) 1,023 1,328 4.8 5.8 
Dilationandcurettageof uterus-——-----------——- 70.3-74.7 69.01,69.09 1,043 994 4.9 4.3

Hysterectuny-—-------—-—-----------—-—------- 69.1-69.5 68.3,68.7 695 639 3.2 2.7

Tonsillectanv
withor withoutadenoidectcfnv 21.1-21.2 28.2-28.3 808 500 4.1 2.5

Repairof i~uinalhernia—--——--------~-—-——- 38.2-38.3 53.0-53.1 524 500 2.6 2.3


Male


Under15years4--—----—-------— ... ... 1,317 1,092 47.4 42.7


Tonsillectcrny,
withor withcutadenoidectany—— 21.1-21.2 28.2-28.3 296 152 10.6 6.0

Myringotany---—-------—----------—-------------- 17.0 20.0 111 115 4.0 4.5

Repairof inguinal
hernia------------—------—------ 38.2-38.3 53.0-53.1 91 76 3.3 3.0

Clozedreduction
of fracturewithoutfixation-------- 782.0 79.0 73 44 2.6 1.7

A&&.ende@xny8------------------------------------- 41.1 47.0 57 43 2.1 1.7


15-44years4-------—----------—--—---------—— ... ... 2,458 2,902 56.8 60.2


Repairof inguinal
hernia-—---------------------—— 38.2-38.3 53.0-53.1 112 122 2.6 2.5

cartilage
Excisionof semilunar of kneejoint 86.5 80.6 80 91 1.8 1.9


—-——----—-------------—
A@ectany8- 41.1 47.0 88 97 2.0 2.0

Sutureof skinormucousmembrane-— 92.5 86.5 78 89 1.8 1.9

Biopsy-—------—------------—----—-----—----- A1-A2 (6) 73 91 1.7 1.9


45-64years4—---—---—-—--—-—--—-—-—---- ... ... 1,963 2,186 96.1 105.2


Repair hernia-—-------—-—-----——-- 38.2-38.3 53.0-53.1 163 138 8.0 6.7 
A1-A2 (6) 121 177 5.9 8.5 

Car2i;ccatheterization------—----—------—-------- 30.2 37.2 67 118 3.3 5.7 
Prostatectcmy-—---—-—--———-------—-—------- 58.1-58.3 60.2-60.6 70 71 3.5 3.4 

lesionof skinandsubcutaneous 

of inguinal


Excision,of tissue-- 92.1-92.2 86.3-86.4 63 52 3.1 2.5


Seefcctnotes
at endof table.
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o	 Table 43. Operationsfor inpatientsdischargedfran non-Federalshort-stayhospitals,accordingto sex, age, leadingsurgicalcategory, 

and I(IXJcode:UnitedStates,1974 and 1979--Ccmtinued 

(Dataare


Sex, age, and leadingsurgicalcategory


Male-Con.


65 yearsand over4-—------—-———----—-—


Prostatectany——————————— -._— _______

Biopsy——----—-———-—------—--—--

Repairof inguinalhernia———____________

Extractionof lens--—----—-—-----—------------——

Lccalexcisionand destructionof lesionof bladder—


Female


Uncier15 years4————-—---——-———-—--­


‘mnsillectmy,with or withoutadenoide&my——--——

Myringotcny---————__ ———— _____

A~dectany8--—-———-————————— —-——-—_

Dilationof urethra——— —---—— ___________


Closedreductionof fracturewittmt fixation—-——­

-—
Adenoidectcmywithouttonsillectcq-———


15-44years4--————


Dilationand curettageof uterus—----——————----

Hysterectmy-———--—-——————————


Cesareansection--—-—— _____ _______


Ligationand divisionof fallopiantubes,bilateral—

Biopsy—--— _______________________


@hOrectany, salpingo-oophorectmy—-----———————


45-64years4---————-—--—---—---


Biopsy——————————— —---——


Dilationand curettageof uterus——-----—-—--—

Hysteretany——---—____- ———

Oophorectariy,
salpingemphorectany——-————————

Cholecystwtcrry —.-—--—-----—-—-—~


See fcmtnotesat end“oftable.


basedon a sampleof hospitalremrds)


ICDAcodes’ Operations


EighthRevision NinthRevision 1974 1979* 1.974 1979*


Number in

thousaiids


. . . . . . 1,420 2,000 165.4 207.6 

58.1-58.3 60.2-60.6 179 218 20.9 22.6 
U-X2 (6) 116 LL I 13.6 p~ 

38.2-38.3 53.0-53.1 91 112 10.6 11.6 
714.4_14.6 13.1-13.6 77 108 8.9 11.2 
56.1-56.2 57.49-57.50 43 56 5.0 5.8 

... . . . 979 759 36.7 30.9 

21.1-21.2 28.2-28.3 287 161 10.7 6.6 
17.0 20.0 82 87 3.1 3.5 
41.1 47.0 44 36 1.7 1.5 
57.5 58.6 42 22 1.6 0.9 
782.0 79.0 41 23 1.6 0.9 
21.3 28.6 28 31 1.0 1.3 

... . . . 6,448 6,889 140.2 135.8 

70.3,74.7 69.01,69.09 703 704 15.3 13.9 
69.1-69.5 68.3-68.7 418 407 9.1 8.0 

77.0-77.9 74.0-74.2,74.4,) 285 592 6.2 11.774.9 J

68.5 66.2,66.3 321 599 7.0 11.8

M-X2 (6) 296 287 6.4 5.6

67.2-67.5 65.3-65.6 247 267 5.4 5.3


... . . . 3,064 3,074 136.5 135.5 

A1-A2 (6) 254 294 11.3 12.9 
70.3, 74.7 69.01,69.09 290 247 12.9 10.9 
69.1-69.5 68.3-68.7 236 187 10.5 8.2 
67.2-67.5 65.3-65.6 163 149 7.2 6.6 
43.5 51.2 117 109 5.2 4.8 
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forinpatients frannon-Federal hospitals, to sex,age,leadingsurgical.
Table43.Operations discharged short-stay according category,

andICDAccde:UnitedStates,1974and1979-_tinWd


(Dataarebsedon asampleofhospitalrecords)


ICDAcodesl Operations


category 
EighthRevision NinthRevision 1974 19792 1974 19792 

Numberin Numberper1,000 
Female--Con. thousands ~pulation 

65 yearsandwere--------------------—----— ... ... 1,605 2,286 132.0 166.5 

Sex,age,andleadingsurgical


Biopsy A1-A2 (6) 131 222 10.8 16.1

Extraction
of lens-------------------—--—---------- 714.4-14.6 13.1-13.6 133 198 10.9 14.4


of fracture
Reduction withfixation-—------------—- 782.2 78.5,79.1,79.3 117 116 9.6 8.4

cholecystectany 43.5 51.2 52 77 4.3 5.6


tissue--- 92.1-92.2 86.3-86.4 41 46 3.4 ‘ 3.4
Excisionof lesionof skinandsutwutaneous

Dilationandcurettage
of uterus--------------— 70.3,74.7 69.01,69.09 45 39 3.7 2.8


groupings arebasedontheEighthRevisionInternationalC of Diseases,
‘Surgical andcodenumberinclusions lassification AdaptedforUse intheUnited

Classification c1“
StatesandtheNinthRevisionInternational of Diseases, mlcal Mcdltlcatlon.


lIn 1979,therewasan approximate becauseof thecxihngof 4 oprationsperdischarge, in
400,000increaseinoperations canparedwith3 operations

1970-78.

3Ageadjusted noninstitutionalized
by thedirectmethd to the1970civilian ppulation,using4 ageintervals.

41ncludes notlistedin table.
operations

5For1974data,includes
dataforwhichsexwas notstated.

61nclude codes:01.11-01.15; 05.11;06.11-06.13; 08.11;09.11-09.12;
dataonlyforthefollowing 03.32;04.11-04.12; 07.11-07.17; 10.21;11.22;12.22;

15.01;16.23;18.12;20.32;21.22;22.11;24.11-24.12; 26.11;27.21-27.24; 33.24-33.27;
25.01-25.02; 28.11;29.12;31.43-31.44; 34.23-34.27;

37.24-37.25; 42.24;44.14-44.15; 45.25-45.27; 49.22-49.23; 51.12-51.13;
38.21;40.11;41.31-41.33; 45.14-45.15; 48.24-48.26; 50.11-50.12; 52.11-52.12;


55.23-55.24; 57.33-57.34; 59.21;60.11-60.15; 63.01;64.11; 65.11-65.12;
54.22-54.23; 56.32-56.33; 58.23-58.24; 61.11;62.11-62.12; 66.11;

68.13-68.14; 71.11;76.11;77.40-77.49; 83.21;85.11-85.12;
67.11-67.12; 70.23-70.24; 80.30-80.39; 86.11.


7Theseties are~ifications of 1~ ~es forusein theNation~Hospit~Discharge
survey. 

8Limitd to estimt~ n-r of ap~ndect~ies, e~c~~d,ing those ~rfo~~ incidentaltootherabdminalsurgery.


Excludesnewkorninfants, population.
hWi’E: Ratesarebasedon theciviliannoninstitutionalized


NationalCenterforHealthStatistics: Discharge
YJURCE:DivisionofHealthCareStatistics, DatafrantheNationalHospita.L Survey.
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N Table44. Nursinghcme residents,accordingto selectedfunctionalstatusand age:UnitedStates,1973-74and 1977


(Dataare basedona sampleof nursinghmes)


1973-74’ 1977 

Functionalstatus 
All Under65 65-74 75-84 85 years All Under 65 65-74 75-84 85 years 
ages years years years and over ages years years years and over 

Nliiiiiof residents


AU residents——---————--- 1,075,800 114,300 163,100 384,900 413,600 1,303,100 177,100 211,400 464,700 449,900


Total—-—----------- _-——--

Dressing


——--—-— -——---
Independent—-——

Requiresassistance,includesthosewho

do not dress—----—-—--- __-——--


Using toiletroan


Independent——---————————— —-_— ___


Requiresassistance--—--———————————

——
Does not use toiletroan------


J“&ility


—
Walks independently——— __-—---


Walks with assistance-——-——-—

—-—-—--------
Chairfast——-—--—-—


--—--———-——----—
Bedfast——


Continence


No difficultymntrolli~ bcwelor bladder-—­

--——
Difficultycontrollingbowel———


Difficultycontrolli~ bladder——-—-——--

Difficultycontrollingboth boweland

bladder-—-———-—--——--———————

Ostcmy in eitherbcwelor bladder-——————


See footnotesat end of table.


Percentdistribution


100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

29.3 34.8 34.4 30.2 25.0 30.6 44.8 38.8 27.5 24.2


70.8 65.2 65.6 69.9 75.1 69.4 55.2 61.2 72.5 75.8


47.5 56.4 53.6 48.0 42.2 47.5 61.8 53.1 45.7 41.0

30.8 21.6 27.3 31.5 34.1 42.5 28.1 37.8 44.7 48.0

21.7 22.0 19.1 20.5 23.7 10.1 10.1 9.1 9.6 11.0


48.6 58.2 55.4 49.6 42.2 33.9 53.6 43.2 33.2 22.5 
20.2 I.1.l 15.5 20.4 24.4 28.8 15.7 21.4 30.5 35.6 
26.5 24.8 24.9 25.9 28.2 32.0 25.5 30.5 31.5 35.9 
4.7 5.9 4.1 4.1 5.2 5.3 5.2 5.0 4.9 6.1 

66.2 72.6 70.9 66.8 61.9 54.7 68.0 62.4 52.9 47.8 
1.1 *o.8 *1.2 1.1 1.2 3.7 3.0 3.7 4.0 3.8 
4.2 2.4 4.4 4.2 4.7 9.0 5.8 6.5 9.4 11.1 

28.1 23.4 23.0 27.5 31.9 25.9 16.8 20.6 26.9 30.8 
0.4 *0.8 *0.4 *0.4 *0.3 6.7 6.4 6.8 6.9 6.5 



-------------

Table44.Nursingham?residents, to selwtedfunctional
according statusandage:UnitedStates,1973-74and1977-Continued


(Dataarebasedon a sampleof nursinghcmes)


1973-741 1977


Functional
status

All Under65 65-74 75-84 85 years All Under65 65-74 75-84 85 years

ages years years years andover ages years years years andover


Percentdistribution

Eating


Independent-—-—-—----——-—-———— 65.2 67.0 68.1 66.0 62.8 67.4 73.8 72.9 66.2 63.5

Requiresassistance,
includesthosewho are

tubeor intravenously
fed----—-—-————— 34.8 33.0 31.9 34.0 37.2 32.6 26.2 27.1 33.8 36.5


Vision


—-— —-—------—— ----------
Not impaired- 53.5 70.6 62.3 53.8 45.0 67.2 81.0 75.4 67.9 57.2

@aired---------—--------—----- 33.7 21.7 28.8 35.0 37.6 19.0 11.0 13.4 19.6 24.1 

Severelyinpaim+-----—------——---——---- 10.0 5.0 6.3 8.9 14.0 6.6 3.3 6.1 10.4 
Ccm@etelylost----------------—-—-----—--- 2.8 2.7 2.6 2.3 3.5 3.0 2.6 2.6 3.8 

. . . . . . . . . ... ... 4.3 5.3 3.9 4.5 

Partially


Hearing


Not impaired--—---—----—---— 67.8 88.4 80.3 70.0 55.2 69.5 87.6 81.0 71.6 54.9 
impaired---------------------------Partially 26.1 9.2 17.0 25.5 34.8 21.7 6.6 11.4 21.2 33.1


Severelyimpair&l----—--------—----—------ 5.1 1.6 1.9 3.8 8.7 4.3 *0.4 1.9 3.0 8.4

Completely
lost-----—--------------—-—--- 1.0 *0.8 *0.8 0.7 1.4 0.7 *1.1 *0.7 *0.6 *0.7 
Unknown--—-----------------------------————. . . . . . . . . ... ... 3.7 4.4 5.0 3.6 3.0 

residents carebanes.
llmcludes inpersonalcareor domiciliary


EKXJRCE: NationalCenterforHealthStatistics: datafrantheNational
DivisionofHealthCareStatistics, Unpublished NursingHcm Survey.
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* Table 45. Nursinghare and personalcare hcnneresidents65 yearsof age and over,and numberper 1,000~pulation, accordingto sex, and race:


Year and age mtal 

1963


65 years and over— 445,600 
5.L74ye&r~-——-—-—-- 89,600 
75-84years---—-——---- 207,200

85 years and over--—----- 148,700


1969


65 years and over-——---- 722,200

65-74years-—-—-—---- 138,500


-———----
75-84years— 321,800

85 years and over--—----- 261,900


1973-74*


65 years and over 961,500

65-74years---—--— 163,100

75-84years—-—------—-- 384,900

85 years and over-----—-- 413,600


19773


65 years and over---------1,126,000

65-74years—--------—-— 211,400

75-84years 464,700

85 years and over---—---- 449,900


llncludesHispanics.


UnitedStates,1963,1969, 1973-74,and 1977


(Dataare basedon a sampleof nursingbanes)


Sex Race 

Male Whitel 
All 
other 

Nu!rber
of residents


141,000 304,500 431,700 13,800

35,100 54,500 84,400 5,200

65,200 142,000 ZXZ,GOO 5,300

40,700 108,000 145,400 3,300


207,100 515,200 695,000 27,300

52,200 86,300 129,500 9,000

90,800 231,100 310,900 10,900

64,100 197,800 254,500 7,400


265,700 695,800 920,600 40,900

65,100 98,100 150,100 13,000

102,300 282,600 369,700 15,200

98,300 315,300 400,800 12,800


294,000 832,000 1,059,900 66,100

80,200 131,200 187,500 23,800

122,100 342,600 443,200 21,500

91,700 358,200 429,100 20,800


T&al


25.4

7.9

39.5

148.4


37.1

11.6

51.7

203.2


45.1

12.3

59.4

253.7


47.9

14.5

68.0

216.4


Sex Race 

Male Female Whitel 

18.1 31.1 26.6 
6.8 8.8 8.1 
~g=~ 47.5 41.7 
105.6 175.1 157.7 

25.0 46.1 38.8

9.9 12.9 11.7

36.0 62.3 54.1

130.8 247.6 221.9


30.2 55.5 47.3

11.3 13.1 12.5

40.8 71.1 61.9

180.4 290.6 269.0


30.7 59.7 49.7 
12.7 15.9 14.2 
47.4 80.6 70.6 
140.0 251.5 229.0 

All

other


10.3

5.9

13.8

41.8


17.6

9.6

22.9

52.4


21.9

10.6

30.1

91.4


30.4

16.8

38.6

102.0


2Excludesresidentsin personalcare homes.

31ncludesresidentsin daniciliarycare hcmes.


S0UR2ES:NationalCenter for Health Statistics:Characteristics
of residentsin institutionsfor the aged and chronicallyill,UnitedStates,April-

June 1963, by G. S. Wunderlich.Vital and Health Statistics.Series 12-No. 2. DHEW Fub. NO. (PHS)1000. Public Health Service.Washington.U.S.

GovernmentPrintingOffice,Sept. 1965;Measuresof chronicillnessamongresidentsof nursingandpsrsonalcarehcanes,
UnitedStates,byD. K. Ingram.

Vital and HealthStatistics.Series 12-No.24. DHEM Pub. NO. (HRA)74-1709.Health ResourcesAdministration.
Washington.U.S. GovernmentPrinting

Office,Mar. 1974;Unpublisheddata fran the NationalNursingHcineSurvey.
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Table46.Additionstomentalhealthfacilities to servicesettingandtypeof facility:
andpercentchange,according UnitedStates,1971and1977


(Dataarebasedonrepxtingby facilities)


Servicesetting


Inpatient Outpatient Daytreatment

Typeof facility


Percent Percent Percent

1971 1.977 change 1971 1.977 change 1971 1977 change


3971-77 1971-77 1971-77


Nmber of additims Numberof additions Nmber of additions


All facilities-—-—----——---——-———-—- 1,336,312 1,588,964 18.9 1,378,822 2,350,185 70.4 75,545 170,591 125.8


psychiatric
Non-Federal hospitals-—-—————— 561,923 552,854 -1.6 147,383 141,265 -4.2 18,448 14,539 -21.2

Stateandcountylmspitals---———-——-———— 474,923 414,703 -12.7 129,133 107,692-16.6 16,554 10,697 -35.4


—-----— ___________
Privatehospitals———— 87,000 138,151 58.8 18,250 33,573 84.0 1,894 3,842 102.9


VeteransAdministration
hospitalsl— 134,065 183,461 36.8 51,645 120,940134.2 4,023 6,978 73.5


Non-Federal psychiatric
generalhospital units-—--- 519,926 552,437 6.3 282,677 230,412-18.5 11,563 12,724 10.0 
Government-----—---------------—-----—------- 215,158 135,460 -37.0 139,077 107,186-22.9 4,291 3,480 -18.9 
Private————--——--—--—--—-----—-—- 304,768 416,977 36.8 143,600 123,226-14.2 7,272 9,244 27.1 

treatmentResidential centersforemotionally

disturbed
children——----—-——--—-—---—-— 11,148 15,152 35.9 10,156 18,155 78.8 994 3,147 216.6


Federally-funded health
Ccmnunitymental

——---—--—
centers—-----—-—----—-—-—- 75,900 257,347 239.1 335,648 876,121161.0 21,092 102,493 385.9


psychiatric clinics-——---— 484,677 861,411 77.7 10,642 21,149 98.7 
Government-——--—--—---——-—---——----- 273,358 332,364 ‘21.6 7,737 8,059 4.2 
Private—---——--—---------—--------—-—----- 211,319 529,047150.4 2,905 13,090 350.6 

othermentalhealthfacilities-—-—-—-—-—-—_——_—_—— 33,350 27,713 -16.9 66,636 101,881 52.9 8,783 9,561 8.9 

Freestanding outpatient


VeteransAdministraticm hospitals generalhospitals psychiatric
‘Includes neuropsychiatric andVeteransAdministration withseparate mxklities.


of MentalHealth:Unpublished
S0URQ3:NationalInstitute datafrantheDivisionofBicm?tryandEpidemiology.




Table 47. Personsemployedin the healthserviceindustry,accordingto placeof employment: 
UnitedStates,1970-80 

(Dataare basedon householdinterviewsof a sampleof the civiliannoninstitutionalizedppulation) 

Year 

Place of employment 
19701 1975 1976 1977 I-978 1979 1980 

Number of personsin thousands 

Total-—------—-----—-—--—---- 4,246 5,865 6,122 6,328 6,673 6,849 7,186 

Officesof physicians—-----------——--- 477 607 641 677 753 755 756 
Officesof dentists----—------—---—--- 222 327 325 321 360 385 407 
Officesof chiropractors2-----—---—---- 19 30 27 31 33 36 40 
Hospitals—-—---—---—----——---——-- 2,690 3,394 3,568 3,645 3,781 3,843 3,947 
Convalescentinstitutions----—-----—--- 509 884 945 949 1,009 1,035 1,185 
Officesof other healthpractitioners--- 42 60 68 75 84 85 
Other healthservicesites---—----—--- 288 563 548 632 6;; 747 806 

‘April1, derivedfran decennialcensu,s;all other data years are July 1 estimates. 
2Data for ~77_80 are frm the Americm chirOpracticAss~iatiOn;data for thepreceding yearS are fr~ theu.s. Bureau 

of Later Statistics. 

Totalsexcludepersonsin health-relatedIW3’I!E: occupationswho are workingin nonhealthindustries,as classifiedby the 
U.S. Bureauof the Census, such as pharmacistsemployedin drugstores,schoolnurses,and nursesworkingin private 
households. 

.SQURCES:U.S. Bureau of the Census: 1.970Census of Population,occupationby industry.SubjectRepmts. Final Regret 
FC(2)-7C. Washington.U.S. GovernmentPrintingOfficepOct. 1972; U.S. Bureau of Labor Statistics:Mm@yment and 
Earnings,March 1977,Janua,r1978,Januar 1979,January1980,and January1981.Vol. 24,No. 3, Vol. 25,No. 1, Vol. 
6, NO. 1, vol. 27, No. 1, mM,No~l. Washington.U.S. GovernmentPrlntlngOffice,Mar. 1977,Jan. 1978,Jan. 
1979,Jan. 1980,and Jan. 1981;Unpub.l_lsheddata;AmericanChiropracticAssociation:Unpublisheddata. 
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Table48.Professionally andD.O.’s) to typeof physician,activephysicians(M.D.’s , according andnumberpsr10,000 
UnitedStatesandoutlying and1985,1990,and2000projectionspopulation: u.s.areas,selected1950-80estimates 

(Dataarebasedcmrepxting by physiciansandmedicalschools) 

Typeof physician 
Professionally

active 
Dcctors rectors physicians

Year Total of of per 10,000 
medicine osteopathy ppulation
(M.D.) (D.O.) 

Nunberof physicians 

1950———— ————.— 219,900 209,000 10,900 14.2 
1.960 .——— 259,500 247,300 12,200 14.2 
1970 323,200 311,200 12,300 15.5 
1971 —— —-—_____ 334,100 322,000 3.2,100 15.9 

—— —-1972— 345,000 332,400 12,600 16.3 
1973 —.——-

-—--1974————-——— 
1975 -————— 

350,100 
362,500 
378,600 

337,000 
348,900 
364,500 

13,100 
13,600 
14,100 

16.4 
16.8 
17.4 

1976—— —-.— 
1977 —-—. —._._ 
1978-- ———— 

390,600 
395,200 
419,520 

376,100 
380,200 
403,420 

14,700 
15,400 
16,100 

17.9 
17.9 
18.8 

——1979— 433,550 416,680 16,870 19.3 
1980 ——-—-——-— 449,500 432,400 17,100 20.2 

—-1985 523,900 502,000 21,900 22.5 
1990 ———-——-—. 591,200 563,300 27,900 24.3 
2000 704,700 665,700 39,000 27.1 

F0133S: forselected residents andciviliansThepopulation years1950-80includes inthe50States,DistrictofColumbia, 
in PuertoRico and otherU.S. outlyingareas;U.S. citizensin foreigncountries;and theArmedForcesin theUnited 
Statesandabmad.For1985and1990,theSeriesIIprojectionsof thetotalppulationfrantheU.S.BureauoftheCensus 
areused.Estimation methcdsusedarefrantheBureauofHealthProfessions.andprojection ThenumbersofM.D.’sdiffer 
frcmknerican figures-use avariantprqortionof thephysicians by specialtykledicalkssociation notclassified is 
allocatedintothetotals. 

SX%KES:Bureauof HealthManpmer:ARepxt to thePresident Personnelandcmgresson theStatusof HealthProfessions 
Ah”mlstratmn.Hyattsvllle,in theUnitd States.CHEWPub.No. (HRA)78-93.HealthResources ML, Aug. 78; Bureauor 

al.th HealthResources Unpublished ulationProfessions, Administration: data;U.S. Bureauof theCensus:Currentpcp
U.S. GovermmntPrintingSeriesP-25,Nos.336,603,704,731,and803.Washington. Office,Apr. 6,July 

%&?&y U77, Sept. 1978,andJune1979;Unpublisheddata. 
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Table 49. Physicians(M.D.’s), accordingto activity:UnitedStatesrselectedyears 1970-79


(Dataare basedon repcrtingby physicians)


Year 

Activity

1970 1975 1976 1977 1.978 1979


Nurrberof physicians


Dcctorsof medicine—-----—----—--- 328,020 388,626 404,338 416,645 432,434 449,327


Professionally
activephysicians 304,926 335,608 343,876 359,515 371,343 389,157 
Non-Federal—--——---— 278,855 309,410 318,089 340,603 352,390 371,788 
Patientcare---------,-— 252,778 285,345 292,152 312,872 322,835 338,328 
Office-basedpractice-------— 187,637 211,776 213,117 229,208 237,071 246,946 
Generalpracticel--------— 50,41.5 45,863 45,503 44,548 44,649 46,220 
Other specialty-----—------—--- 137,222 165,913 167,614 184,660 192,422 200,726 

Hospital-basedpractice—---— 65,141 73,569 79,035 83,664 85,764 91,382 
Residents2----—------—-----—--— 45,514 53,150 58,482 58,517 56,866 60,964 
Full-timehospitalstaff 19;627 20,419 20,553 25,147 28,898 30,418 

Otherprofessionalactivity3—-----—- 26,077 24,065 25,937 27,731 29,555 33,460 
26,071 26,198 25,787 18,912 18,953 17,369 

Patientcare------------------— 20.566 22,325 22,086 15,774 15,777 14,257 
Officebased practic~~----—--—_ 2;819 1,841 1,652 902 865 608 
Generalpracticel--——-----—---— 906 557 519 238 231 177 
Other specialty—— 1,913 1,284 1,133 664 634 431 

Hospital-basedpractice---—---——— 17,747 20,484 20,434 14,872 14,912 13,649

Residents2-—---——--—----—--- 5,173 4,089 3,934 3,527 3,297 2,793

Full-timehospitalstaff-— 12;574 16,395 16;500 11,345 11,615 10,856


Otherprofessionalactivity3——---—- 5,505 3,873 3,701 3,138 3,176 3,11.2


;:~+:?~y:v:--—. . —-----—----__----— D,	533 21,360 22,024 28,231 26,698 28,151

357 25,790 29,681 17,953 25,102 23,059
-—-—---—--———--—---— 3,204 5,868 8,757 10,946 9,291 8,960


‘Includesgeneralpracticeand fami~fpractice.

21ncludesinternsand residents,all years.

31ncludesmedicalteaching,administration,
research,and other.

41nformationnot available.

5phYsici~ with unknownaddress.


NOTE: Federaland non-Federal.
dcctorsof medicine(M.D.’s) in the 50 Statesand the Districtof Columbiaare included.


SOURCES:Haug,J. N., Roback,G. A., andMartin,B. C.: Distributionof Physiciansin the UnitedStates,1970.Chicago.

AmericanMedical.Asscciationr1971. (Copyright1971: Used with the permissionof the AmericanMedicalAssmiation.);

Goodman,L. J., and Mason, H. R.: physicianDistributionand MedicalLicensurein the U.S., 1975.Chicago.American


of the AmericanMedicalAssociation.);
MedicalAssociation,1.976.(Copyrig%t1976: Used with the perrrmsslon GcxMman,

L. J.: PhysicianDistributionand MedicalLicensurein the U.S., 1976.Chicago.AmericanMedicalAssociation,1977.


: Used with the pernusslonof the AmericanMedicalAssociation.);Departmentof StatisticalAnalysis:
(Copyright19’//

PhysicianDistributionandMedicalLicensurein theU.S.r 1977.Chicago.AmericanMedicalAssociation,1979. (Copyright

1979: Used with the ~rnusslon of the AmericanW“ al Association.);Departmentof StatisticalAnalysis:Ph Sician

DistributionandMedicalLicensureinthe U.S.,1978.%icago. AmericanMedicalAssociation,1980. (Copyright+
1980:

~e permissionof the AmericanMedical Association.);Wunderman,L. E.: PhysicianDistributionand Medical

Licensurein the U.S., 1.979.
Chicago.AmericanMedicalAssociation,1981. (Copyright1981:Used with the permissionof

the AmericanMedicalAss~~ation.)
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activephysicians(M.D.’s), to primaryspecialty:
Table50.Professionally according UnitedStates,

selectedyears1970-79


(Dataarebasedonre~rting by physicians)


Year 

Primaryspecialty


1970 1975 1976 1977 1978 1979


Numberof physicians


Professionally
activephysicians— 304,926 335,608 343,876 359,515 371,343 389,157


—Primary care-- U!5,505 128,745 134,051 139,248 141,610 151,527 
——
Generalpracticel


Internal
medicin&——

————
Pediatrics


Othermedicalspecialties

Dermatology .—

Pediatric
allergy-———--————————

Pediatric
cardiology

Internal
medicinesubspecial.tie.s?—————


Surgicalspecialties——————

—--———
Generalsurgery


Neurological
suxgery

Obstetrics
andgynecology

Ophthaholqy—————————————

Orthopedic
surgery


—- —
otolaryngology—

Plasticsurgery-——

Colonandrectalsurgery-—--------­


—
Tlmacic surgery

Urol~—


Otherspecialties

—
Anesthesiology


Neurology

—
Pathology


Forensicpatholcgy——

Psychiatry———————————

Childpsychiatry———

Physical
medicineandrehabilitatiori————


———
Radiology

Diagnostic
radiology————

TheraRuticradiolcgy


——
Miscellaneous


56,804 53,714 54,631 54,361 55,414 57,312 
41,196 53,712 57,312 61,278 62,056 67,989 
17,505 21,319 22,108 23,609 24,140 26,226 

17,127 18,743 18,702 19,656 22,277 23,278 
3,937 4,594 4,755 4,844 5,032 5,410 
388 439 469 485 431 448 
471 527 537 563 575 620 

12,331 13,183 1.2,941 13,764 16,239 16,800 

84,545 94,776 97,416 100,059 101,216 106,408 
29,216 31,173 31,899 32,014 31,699 32,844 
2,537 2,898 2,959 3,049 3,071 3,239 
18,498 21,330 21,908 23,038 23,591 24,828 
9,793 11,011 11,326 llr483 11,798 12,486 
9,467 11,267 1.1,689 12,223 12,553 13,419 
5,305 5,670 5,788 5,910 6,040 6,339 
1,583 2,224 2,337 2,509 2,610 2,867 
663 655 667 652 673 716 

1,779 1,960 2,020 2,131 2,025 2,198 
5,704 6,588 6,823 7,050 7,156 7,472 

87,749 93,344 93,707 100,552 106,240 107,944 
10,725 12,741 13,074 13,815 14,137 15,266 
3,027 4,085 4,374 4,577 4,873 5,335 
10,135 11,603 1.1,815 12,260 12,517 13,206 

3.93 186 203 206 232 232 
20,901 23,683 24,196 24,689 25,379 26,614 
2,067 2,557 2,618 2,877 2,897 3,134 
1,443 1,615 1,665 1,742 1,851 2,027 
10,380 1.1r417 1.1,627 12,062 11,495 11,621 
1,941 3,500 3,794 4,236 5,388 6,490 
855 1,161 1,202 1,305 1,389 1,509 

26,082 20,796 19,139 22,783 26,082 22,510 

lIncludes
generalpracticeandfamilypractice.

21ncludes pulnmarydiseases, diseases.
gastrcenterology, allergy,andcardiovascular

31ncludes
~ti~ ~icine, general preventive @icine, aerospace ~icine, public health, Other SpeCidkieS IIOt


listed,andunspecified
specialties.


doctorsof medicine(M.D.’s)
WTE: ActiveFederaland non-Federal in the 50 Statesand theDistrictof Columbiaare

includ&l. notclassified, physicians, withunkrmn addressin theUnitedStatesare
Physicians inactive andphysicians


For 1.979, not classified, inactive,
excluded. thisincludes23,059physicians 28,151physicians and8,960physicians

withunkrmm address.


SlURC3S: Physicians
Haug,J. N.,Roback,G. A., andMartin,B. C.:Distributionof in theUnitedStates,1970.Chicago.

Assmiation,1971.(Copyright of theAmericanMedicalAssociation.);
AmericanMedical. 1971:Usedwiththepermission


@cdman, L. J., andMason,H. R.: PhysicianDistribution
andMedicalLicensurein theU.S.,1975.Chicago.American

MedicalAssociation, 1976: Usedwith thepermsslonot theImerlcanMedicalAssociation);
1976. (Copyright Goodman,

L. J.: Physician andMedicalLicensurein theU.S.,1.976. 1977.
Distribution Chicago.AmericanM@ical Association,


1977:usedwiththepermmaon of theAmerman Medical Association.); of Statistical
(Ccpyright Department Analysis:

Physician andMedicalLicensure American 1979.(Copyright
Distribution intheu.s.,1977.Chicago. MedicalAssociation,

1.979Usedwiththepermssmn of theAmericanMedicalAssociation.); of Statistical
: Department Analysis:Ph sician

Distribution intheU.S.,1978.Chicago. 1980.(Copyright19
andMedicalLicensure AmricanMedicalAssociation, *O:


Wundermn, L. E.: PhysicianDistribution
With the	pmrussmn ot the AmericanMedicalAssociation.); and Medical

in theU.S.,1979.Chicago.AmericanMedical. 1981.(Copyright of the
Licensure Association, 1981:Usedwithpermission


)
tirwmMedlcal Asscmatlon.
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Table51.Activenon-Federalphysicians(M.D.’s)per 10,000civilian~ulationr accordingto gaqraphic region,€
Primaryspecialty,and activity UnitedStates,1974and1979€

(Dataare basedon reprting by physicians)€

Geographicregion€

Year, specialty,€and activity United€
States North- North€

east Central south West€

1974 Numberof physicians population 

Total~--—----—.—_______________ 14.4 18.3 12.4 12.0 16.4 

Patientcar~---———----——--—----————--- 13.2 16.5 11.5 11.1 15.1 
Officebased---—---——-—--————— 9.7 10.9 8.4 8.5 12.1 
Hospitalbased-—--------.-—------——---—----- 3.5 5.6 3.1 2.6 3.0 

Otherprofessionalactiviti.es2—----—--———— 1.2 1.8 0.9 0.9 1.3 

per10,000civilian€

care3————---—— —__________ 5.5 6.8 5.0 4.6 6.3 

Patientcare-——--—-———— -—--—---—---— 5.2 6.3 4.8 4.4 5.9 
Officebased---—---—-—----—-—————-———— 4.0 4.4 3.7 3.5 4.9 
Hospitalbased---————-——---—---—————— 1.2 1.1 0.9 1.0 

Otherprofessionalactivities2--—----——-—— 0.3 ;:; 0.3 0.3 0.4 

Othermedicalspecial,ties4—-----.---—-————— 0.8 1.0 0.6 0.6 0.9 

Patientcare———-—--——--—-—---—---—--- 0.7 0.9 0.5 0.5 0.8 
Officebased——— --—_-,_____._______, 0.6 0.8 0.4 0.5 0.7 
Hospitalbased——------------------—-———— 0.1 0.1 0.1 0.1 0.1 

Otherprofessionalactiviti.es2—----—-——---—-- 0.1 0.1 0.1 0.1 0.1 

Surgicalspecialties5--—--———-—-— 4.1 5.0 3.5 3.8 4.6 

Patientcare---—---———-—----—-—-—-—--- 4.0 3.4 3.6 4.5 
Officebased—-—---——-----—--------—----- 3.1 ::: 2.6 2.9 3.8 
Hospitalbased---—------—-—--—-—--—-—--- 0.9 0.8 0.7 

Primar~7€

Otherprofessional€activities2--——---———---— 0.1 ;:; ::? 0.1 0.2€

1979€

Total’-—--—-----——---—-——--—---- 17.0 20.9 14.8 15.0 19.0 

Patientcar+—-—---——-——---———-—------- 15.5 18.7 13.6 13.7 17.4 
Officebased—---------——-----—-------—--- 11.3 12.3 9.7 10.4 13.9 
Hospitalbased-----—------—-----—————---—-

Otherprofessionalactivities2-—------—--—--— 
4.2 
1.5 

6.4 
2.2 

3.9 
1.2 

3.3 
1.3 

3.5 
1.6 

Prinmrycare3-—----—---------—--——--—-- 6.6 8.0 6.0 5.8 7.3 “ 

Patientcar-—---------——---——-—---—------- 6.1 7.3 5.6 5.4 6.7 
Officebase&-—-----—---——---—-—--—----- 4.4 4.7 4.0 4.0 5.3 
Hospitalbased---—-—-------——---—-—-------

Otherprofessionalactivities2----—-----—--—-
1.7 
0.5 

2.5 
0.7 

1.6 
0.4 

1.4 
0.5 

1.4 
0.5 

Othermedicalspecial.ties4—----—---—— 1.0 1.3 0.8 0.9 1.2€

Patientcare—---——---—------———-——---- 0.8 1.1 0.6 1.0€
Officebased-——----—-——---——-—-—---- 0.7 0.9 0.5 ::! 0.9€
Hospitalbased—-----——---------—----—-—--- 0.1 0.2 0.1 0.1 0.1€

Otherprofessional€activities2—---———-—---—- 0.2 0.3 0.1 0.1 0.2€

Seefmtnotesat endof table.€
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Table 51. Activenon-Federalphysicians(M.D.’s) per 10,000civiliancopulation,accordingto geographicrqion,

primaryspecialty,and activity:UnitedStates,1974 and 1979--Continued


(Dataare basedonrepcrting by physicians)


Geqraphic region


Year, specialty,and activity United 
States North- North 

south Westeast Central 

Numberof physiciansper 10,000civilianpqmlation


——Surgicalspecialties5— 4.7 5.5 4.0 4.5 5.1 

Patientcar~ 4.5 5.3 3.9 4.3 4.9 
————Officebas~ 3.5 3.8 2.9 4.2 

Hospital.based——————— 1.0 1.5 1.0 ;:: 0.7 
Other professionalactivities2-———— 0.2 0.2 0.1 0.2 0.2 

lIncludesactivexmn-Federal.
doctorsof medicine (M.D.’s)in all other specialtiesnot shown separatelyand thosenot

classified.

21ncludesmedicalteaching,administration,
research,and otherprofessionalactivities. 
31ncludesgeneralpractice,internalmedicine,and pediatrics.
41ncludesde~tolqy, pediatric~ergy, pediatricCardiolqy, gastroenterolcgy, pUhOIEKy diseases,allergy,and 

cardiovascular
diseases.

‘Includes general and neurological surgery, obstetrics and gynecology, ophtbalmolqy, orthopedic sugery,

otolaryngology,
plasticsurgery,colon and rectalsurgery,thoracicsurgery,and urology.


SOURCES:RcbackrG. A., and Mason, H. R.: PhysicianDistributionand Medical Licensurein the U.S., 1.974.Chicago.

AmericanMedicalAssociation,1975. (Copyright1975: Used with the pernussmn of the Ameruxm Meal”al Association.);

Departmentof StatisticalAnalysis: PhysicianDistributionand MedicalLicensurein the U.S., 1979YChicago.American

MedicalA
ssociation, 1981. (Copyright1981: Usedwith thepermissmn ot theAmeruan Med dissociation.); U.S. Bureau

of the Census: Populationestimatesand projections.Current PopulationReprts. ~~ries P-25, Nos. 727 and 876.

Washington.U.S. GovernmentPrintingOffice,July l_978and Feb. 1980.
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Table52.Graduates schoolsandnumberof schools, to profession:
of healthprofessions according UnitedStates,

selected estimates
195CI-79 and1980,1990,and 2000projections


(Dataarebasedon reporting schools)
by healthprofessions


Profession


Year

Medicine osteopathy Dentistry Optcmwtry Pharmcy


Numberof graduates 

1950-—————.————-——-- 5,553 373 2,565 961 — 
1960 ——--.— 7,081 427 3,253 364 3,497 
1970—-—— -—--—-,—-. 8,367 432 3,749 445 4,758 
1975-—-–———-–— 12,714 702 4,969 806 6,712 

————1978— M,393 963 5,324 980 7,785 
1979——-— —-——— —. 14,966 1,004 5,424 1,051 6,856 

—--——----—--
1980——— 15i346 1,029 5,216 1,077 7,070

1990————--————-- 16,695 1,502 5,270 1,077 5,240

2000 ——.—— 16,523 1,486 5,120 1,077 5,110


Nunberof schcols


—
1950————————----— 79 6 42 10

———-——
1960— 86 6 47 10 76


1970——-———---—..—-— 103 7 53 11 74

1975 ——— —.— — 114 9 59 12 73

1978-. -—-—,.-— 122 12 59 12 72


—————
1979—-- 125 14 60 13 72


1980————— .—— —-— 124 14 60 15 72

-———-——-
l.990—— 126 14 60 1.5 72


-—-———-—
2ooo—- 126 14 60 15 72


BureauofHealthManpower: andCongressontheStatusofHealthProfessions
SOURCES: A_Reportto thePresident Personnel

in the UnitedStates.DHEW Pub. No. (HRA)78-93.HealthResourcesAdminitration.Hyattsville,
Md., Aug. 1978;


datafranDivisionof HealthProfessions Bureauof HealthProfessions.
Unpublished Analyais,


1 
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hospitals to typeof hospitalandcwnership:
Tables3.Short-stay andbeds,according UnitedStates,1974and1979


(Dataaxebasedon repxtingby facilities)


All Ccmnunity
lnspitals All otherhospitals

Yearandtype short­

of cwnership stay


hospitals Total General Specialty Total GeneralPsychiatric
other


1974 Numberof hospitals 

All.ownerships---- 6,693 6,113 5,980 133 580 422 118 40 

Governnwt— 2,245 1,815 1,799 16 430 396 26 8 
Federal———-—--- 335 335 334 1 
Statelccal .— 1,910 1,815 1,799 16 95 62 26 7 

Proprietary——---- 928 852 817 35 76 53 23 
Nonprofit 3,520 3,446 3,364 82 74 26 39 9 

1979


Allcwnerships————— 6,525 5,939 5,799 140 586 387 146 53 

Government 2,222 1,812 1,795 17 410 366 34 10 
Federal — 325 325 323 2 
state-local——— 1,897 1,812 1,795 17 85 43 34 8 

Proprietary—————— 867 767 735 32 100 70 30 
Nonprofit————— 3,436 3,360 3,269 91 76 21 42 13 

1974 Numberof beds 

Allownerships—— 1,049,701 945,489 935,046 10,443 104,2I.2 91,175 10,813 2,224 

Government 306,272 210,561 208,479 2,082 95,711 90,366 4,356 989 
Federal. 87,306 87,306 86,795 511 

-—Statelccal 218,966 210,561 208,479 2,082 8,405 3,571 4,356 478 
—Proprietary 79,027 74,538 73,173 1,365 4,489 3,766 723 

Nonprofit ——-. 664,402 660,390 653,394 6,996 4,012 809 2,691 512 

1979


Allcwnerships— 1,096,322 992,624 979,811 12,81.3 103,698 87,064 13r234 3,400 

Govermt 305,143 211,916 209,241 2,675 93,227 86,470 5,229 1,528 
Federal. 84,832 84,832 83,952 880 
state-local 220,311 211,916 209,241 2,675 8,395 2,518 5,229 648 

Proprietary 92,418 86,399 84,753 1,646 6,019 4,850 1,169 
Nonprofit— 698,761 694,309 685,817 8,492 4,452 594 3,1.55 703 

WI’E:Cannunity includeallnon-Federal hospitals by theArrterican
hospitals short-stay classified HospitalXscciation

tooneof thefollowing generalmedicalandsurgical; andgynecology;
according services: obstetrics eye,ear,nose,and


orthopedic;
throat;rehabilitation; other specialty;children’sgeneral;children’seye, ear, nose, and throat;

rehabilitation; orthopedic; otherspecialty.
children’s children’s andchildren’s


ofHealthCareStatistics, CenterforHealthStatistics: MasterFacility
SXJRCE:Division National DatafrantheNational

Inventory.
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Table54.Cmmunityhospital andaverageannualrateof change,accordingto geographic
bedsper1,000population

divisionand State:UnitedStates,selectedyears 1940-79


(Dataare basedonreporking by facilities)


Year Period 
Geographic


divisionand State -

‘
1!940 lg5113119602 1970 1975 1978 1979 1940-601’21960-7021.970-751975-79


COnmunityhospitalbeds per 1,000p0pulation3 Averageannualrateof change 

UnitedStates 3.2 3.3 3.6 4.3 4.6 4.6 4.5 0.6 1.8 1.4 -0.5 

New England— 4.4 4.2 3.9 4.1 4.2 4.2 4.1 -0.6 0.5 0.5 -0.6 

Main—-—-———-——— 3.0 3,>2 3.4 4.7 4.7 4.8 0.6 3.3 
New Harqshire—--———— 4.2 4.2 4.0 4.2 4.0 ::: 0.2 -0.9 1.0 -1.8 
Vermnt—————— 3.3 4,0 ::: 4.5 4.8 4.6 4.5 L6 1.3 -1.6 
Massachusetts---— 5.1 4.8 4.2 4.4 4.6 4.5 4.4 -1.0 0.5 0.9 -1.1 
Rhode Island-——---- 3.9 3.8 3.7 4.0 3.8 3.7 3.7 -0.3 0.8 -1.0 -0.7 
Comecticut-—---— 3.7 3.6 3.4 3.4 3.5 3.5 3.5 -0.4 0.6 

MiddleAtlantip—--- 3.9 3.8 4.0 4.4 4.6 4.6 4.6 0.1 1.0 0.9 -, 

New York—-------—--—--- 4.3 4.1 4.6 4.7 4.6 0.7 0.4 -0.5 
New Jersey-———---—— 
Pennsylvania——------

3.5 3.2 ::: 3.6 4.0 4.2 ;:; 
3.5 3.8 4.1 4.7 4.7 4.8 4.8 

-0.6 2.1 
0.8 ::; R 

EastNorth Central—— 3.2 3.2 3.6 4.4 4.7 4.7 4.7 0.6 2.0 1.3 

Ohio—-—---—-—-----—— 2.7 2,9 3.4 4.2 4.6 4.7 4.7 1.2 2.1 1.8 0.5 
Indiana-——--——--——— 2.3 2.6 3.1 4.0 4.4 4.5 4.4 1.5 2.6 
Illinois——---—---—— 3.4 3.6 4.0 4.7 4.9 5.0 5.0 0.8 1.6 ::: 
Michigan--——— 4.0 3.3 3.3 4.3 4.5 4.4 4.4 -Lo 2.7 -R 
NiscOnsin--—---—--- 3.4 3.7 4.3 5.2 5.1 5.1 4.9 1.2 1.9 -::: -1.0 

West North Central—-- 3.1 3.7 4.3 5.7 5.8 5.9 5.9 1.6 2.9 0.3 0.4 

Minnesota-—-— 3.9 4.4 4.8 6.1 6.0 6.0 5.8 1.0 2.4 -0.3 -0.8 
Iowa-—----——----——— 2.7 3.2 3.9 5.6 6.0 5.8 5.7 1.9 3.7 1.4 -1.3 
Missouri-——----—---- 2.9 3.3 3.9 5.1 5.5 5.8 5.7 1.5 2.7 1.5 0.9 
NorthDakota——------—-- 3.5 4.3 5.2 6.8 6.7 7.1 7.2 2.0 2.7 -0.3 1.8 
SouthDakoka—-----—-—-- 2.8 4.4 4.5 5.6 5.5 5.5 5.4 2.4 2.2 -0.4 -0.5 
Nebraska-—---—------—— 3.4 4.2 4.4 6.2 6.1 6.1 6.2 1.3 3.5 -0.3 0.4 
Kansas-——-—--—---—— 2.8 3.4 4.2 5.4 5.7 5.8 5.8 2.0 2.5 1.I. 0.4 

SouthAtlanti&-——— 2.5 2.8 3.3 4.0 4.3 4.5 4.5 1.4 1.9 1.5 1.1 

Delaware-———--— 4.4 3.9 3.7 3.7 3.5 3.7 3.6 -0.9 -1.1 0.7 
Maryland——-——-—---- 3.9 3.6 3.3 3.1 3.2 3.4 3.5 -0.8 -0.6 2,3 , 

of CoLnnbia 5.5 5.5 5.9 7.4 7.1 7.3 7.1 0.4 2.3 -;::District 
Virginia-—--—---—---- 2.2 2.5 3.0 3.7 4.1 4.1 4.1 1.6 2.1 2.1 

—--—-—-WestVirginia 2.7 3.1 4.1 5.4 5.8 5.6 5.5 2.1 2.8 1.4 -L3 
NorthCarolina—--------- 2.2 2.6 3.4 3.8 4.0 4.2 4.2 2.2 1.1 1.0 1.2 
SouthCarolina——---—-- 1.8 2.4 2.9 3.7 3.9 3.9 3.8 2.4 1.1 -0.6 

-—--—-——--GeOrgia——— 1.7 2.0 2.8 3.8 4.6 4.6 2.5 ::: 3.0 
Florida-------—--—---— 2.8 2.9 3.1 4.4 ::; 5.1 5.2 0.5 3.6 2.2 i:: 

East SouthCentra.L--- 1.7 2.1 3.0 4.4 4.9 5.1 5.1 2.9 3.9 2.2 1.0 

Kentucky--—--—— 1.8 2.2 3.0 4.0 4.3 4.4 4.4 2.6 2.9 1.5 0.6 
Tennessee—-—-———---- 1.9 2.3 3.4 4.7 5.4 5.5 5.6 3.0 3.3 2.8 0.9 
Alabama—--—---— 1.5 2.0 2.8 4.3 4.9 5.1 5.1 3.2 4.4 2.6 1.0 
Mississippi-——-—--—- 1.4 1.7 2.9 4.4 4.9 5.2 5.2 3.7 4.3 2.2 1.5 

See footnotesat endof table.
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hospitalbedsper 1,000ppulationandaverageannualrateof change,according
Table54.Cannunity to geographic

divisionandState:UnitedStates,selected
years1940-79-+mtinued


(Dataarebasedonreprtingby facilities)


Year Pericd

G&graphic


division
andState

3.940’ 1950’ 19602 1970 1975 1.978 3.979 1940-601’2
1960-7021970-751975-79


Ccmnunity
hospitalbedsper 1,000ppulation3 Averageannualrateof change


WestSouthCentral———


Arkansas —-

Louisiana—————————

okl.ahQna —— 

—-
Texas


hkxntain


Montana————————————

Id~—

W@ning

Colora~-—

NewMexi~—

Arizon~


——
Utah

Nevad~————


Pacifi*—————


Washingtm———————

Orego~————

California—

Alaska

Hawaii


2.1 2.7 3.3 4.3 4.7 

L4 1.6 2.9 4.2 4.6 
3.8 4.2 

;;; 2.5 ::: 4.5 ::: 
2.0 2.7 3.3 4.3 4.7 

3.6 3.8 3.5 4.3 4.0 

4.9 5.3 5.1 5.8 5.2 
3.4 3.2 4.0 3.9 

$; 3.9 4.6 5.5 4.5 
3.9 4.2 3.8 4.6 
2.7 2.2 2.9 3.5 ::: 
3.4 4.0 3.0 4.1 3.8 
3.2 2.9 3.6 
5.0 4.4 $; 4.2 ::: 

4.1 3.2 3.1 3.7 3.9 

3.6 3.3 3.5 3.4 
::: 3.1 4.0 3.9 
4.4 3.3 ;;; 3.8 4.0 
... ... 2.4 2.3 2.2 
... ... 3.7 3.4 3.3 

4.7 4.7 2.3 2.7 1.8 

4.9 
4.7 

4.9 
4.8 

3.7 
1.2 

3.8 1.8 
2.3 M 

4.6 4.6 2.6 ::; 0.4 
4.7 4.7 2.5 2.7 1.8 

3.9 3.9 -0.1 2.1 -1.4 -0.6 

5.7 5.8 0.2 1.3 -2.2 2.8 
3.7 3.7 1.0 2.3 -0.5 -1.3 
3.9 3.7 1.8 -3.9 -4.8 
4.2 4.3 -::: 1.9 -0.9 -0.6 
3.2 3.2 0.4 1.9 -0.6 -1.5 
3.8 3.7 -0.6 3.2 -1.5 -0.7 
3.2 3.0 -0.7 2.5 -2.3 -1.6 
4.1 4.3 -1.2 0.7 0.5 

3.6 3.6 -1.4 L8 1.1 -2.0 

3.2

3.6 u -0.1 0.6 -0.6 -2.3 

1.3 -0.5 -2.0 
3.8 3.7 -1.9 Lo -1.9 
2.3 2.5 . . . -::: -0.9 3.2 
3.1 3.1 . . . -0.8 -0.6 -1.6 

11940and1950dataareestimtd basedon published
figures.
2~60 incl~eshospiw units of institutions. 
3Civilianqation.


WTE: Ccmnunity includeallnon-Federal lmspitals
hospitals short-stay classifi@by theAmericanHospitalAssociation

tooneof thefollowing generalmedicalandsurgical; andgynecology;
according services: obstetrics eye,ear,nose,and


throat;rehabilitation; other specialty;children’sgeneral;children’seye, ear, nose,and throat;
orthopedic;

rehabilitation; orthopedic; other~ialty.
children’s children’s andchildren’s


MedicalAssociation: 1055-1144,
~: AnErican HospitalserviceintheUnitedStates.Jl!MAl16(ll): 1941,and146(2):

of the m=ican MedicalAssociation.);
109-184,1951. (might 1941and 1951:Used with the permission American


Hospital JAHA35(E): 383-430, 1961:Usedwiththepermissionofthe
Association:Hospitals. Aug.1, 1961.(Copyright

D=ion of HealthCareStatistics,
AmericanHospitalAssociation.); NaticmlCenterforHealthStatistics:Datafran


theNationalMasterFacilityInventorfi
U.S. Bureauof theCensus:CurrentPcpulationRepXts.SeriesP-25,Nos.72,

U.S.Government mcer 1953,1965,1971,1976,1.979,
304,460,640,642,868,and876.Washington. Printing’Of and1980;


Unpublished
data.
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Table 55. Occupancyrate in canmunityhospitalsand averageannualrate of change,accordingto geographic

divisionand State:Unitedstates,selectedyears 1940-79


(Dataare basedon reportingby facilities)


Year Pericd 
Geographicdivision 

and State 
1940’ 19602 1970 1975 1978 1979 1940-601’21960-702 1970-75 1975-79 

UnitedStates-—-———


New England——


Maine—————--—--__— _____

——---—-
New Hmpshire————


Venmnt-—----—---—

Massachusetts—-—--—

RhCde Islmd-—---—— -----

Connecticut—-——----—---


Middle&tlantic---————


New York—---—-—---—-­

———---—---—
New Jersey


Pennsylvania---—---————


East NorthCentral—---


Ohio—--——-—-------—--

Indiana——-——-—

Illinois—-----—---—----

Michigan-----—---—

Wisconsin-—---—---——----


West NorthCentral


Minnesota——--—-————

Iowa——-—---—--------——

Missouri--——-—-—

NorthDakota—-——-—

SouthDakota—-——---—--

Nebraska—--—---———---

Kansas——-----—--—---


SouthAtlantic---—---


Delaware—----—-—

Maryland-—------——

Districtof Columbia

Virginia—---—-——---—--

West Virginia-—---—---—-

NorthCarolina—-—

SouthCarolim——-—

Georgia———--— ---------

Florida———-——-—


East SouthCentral-—--­


———-—
Kentucky

Tennessee—-——-—

Alabama-—---—

Mississippi—-----—-— -----


See footnotesat end of table.


Percentof beds cccupied Averageannualrateof change 

69.9 74.7 77.3 74.2 73.2 73.6 0.3 0.3 -0.8 -0.2 

72.5 .75.2 79.7 77.6 77.6 79.1 0.2 0.6 -0.5 0.5 

72.4 ‘73:2 73.0 71.1 71.7 74.2 0.1 -0.0 -0.5 1.1 
65.3 66.5 73.4 71.4 71.5 71.2 0.1 1.0 -0.6 -0.1 
68.8 68.5 76.3 70.7 72.2 72.3 -0.0 1.1 -1.5 
71.8 75.8 80.3 79.1 79.2 80.8 0.6 -0.3 ::: 
77.7 75.7 82.9 82.2 82.3 84.3 -i’:? 0.9 -0.2 0.6 
75.9 78.2 82.6 78.6 78.1 79.7 0.1 0.5 -1.0 0.3 

75.5 78.1 82.4 81.4 81.1 82.0 0.2 0.5 -0.2 0.2 

78.9 79.4 82.9 84.2 83.1 85.5 0.0 0.4 0.3 0.4 
72.4 78.4 82.5 81.1 81.8 81.4 -0.3 0.1 
71.3 76.0 81.5 77.2 77.9 77.4 M ::; -1.1 0.1 

71.0 78.4 79.5 77.2 75.4 75.7 0.5 0.1 -0.6 -0.5 

72.1 81.3 81.8 80.6 78.0 77.4 0.6 0.1 -0.3 -1.0 
68.5 79.6 80.3 76.4 75.7 76.7 0.8 0.1 -1.0 0.1 
73.1 76.0 79.3 75.7 74.9 74.6 0.2 0.4 -0.9 -0.4 
71.5 80.5 80.6 78.8 76.3 77.1 0.6 0.0 -0.5 -0.5 
65.2 73.9 73.2 71.5 69.6 71.5 0.6 -0.1 -0.5 

65.7 71.8 73.6 70.6 69.4 69.2 0.4 0.2 -0.8 -0.5 

71.0 72.3 73.9 70.7 70.2 71.1 0.1 0.2 -0.9 0.1 
63.6 72.6 71.9 67.4 67.1 66.7 0.7 -0.1 -1.3 -0.3 
68.6 75.8 79.3 75.9 73.5 73.4 0.5 0.5 -0.9 -0.8 
61.9 71.3 67.1 69.1 66.2 65.9 0.7 -0.6 0.6 -1.2 
59.1 66.0 66.3 63.8 59.3 58.0 0.0 -0.8 -2.4 
59.0 65.6 69.9 65.8 66.2 65.0 H 0.6 -1.2 -0.3 
60.4 69.1 71.4 69.9 68.3 67.8 0.7 0.3 -0.4 -0.8 

66.7 74.8 77.9 73.9 73.0 73.4 0.6 0.4 -1.0 -0.2 

59.2 70.2 78.8 81.0 80.6 81.7 0.9 1.2 0.6 0.2 
74.6 73.9 79.3 79.3 81.0 80.9 -0.0 0.7 0.5 
76.2 80.8 77.7 78.9 77.0 78.5 0.3 -0.4 0.3 -0.1 
70.0 78.0 81.1 77.4 74.5 75.9 0.5 0.4 -0.9 -0.5 
62.1 74.5 79.3 75.3 72.3 74.9 0.9 0.6 -1.0 -0.1 ~ 
64.6 73.9 78.5 77.4 75.7 75.8 0.7 0.6 -0.3 -0.5 ~ 
69.1 76.9 76.4 74.2 74.1 75.3 0.5 -0.1 -0.6 0.4 
62.7 71.7 76.5 68.2 67.4 68.4 0.7 0.7 -2.3 0.1 
57.5 73.9 76.2 70.2 70.3 69.4 1.3 0.3 -1.6 -0.3 

62.6 71.8 78.2 74.0 73.3 73.8 0.7 0.9 -1.1 -0.1 

61.6 73.4 79.6 77.3 75.8 76.7 0.9 0.8 -0.6 -0.2 
65.5 75.9 78.2 74.4 73.8 74.1 0.7 0.3 -1.0 -0.1 
59.0 70.8 80.0 72.6 72.5 72.8 1.2 -1.9 0.1 
63.8 62.8 73.6 71.4 70.6 71.5 -::: 1.6 -0.6 0.0 
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andaverageannualrateof change,according
Table55.C@cupancyratein ccnmmityhospitals to geographic

divisionandState:UnitedStates,selected
yearsl.940-79--Continued


(Dataareksedon repxtingby facilities)


Gmgraphicdivision

andState


1940’


WestSouthCentral—— 62.5


Arkansas .— 55.6

Louisiana 75.0

Oklahana 54.5

Texas 59.6


Mxntaiw—————— 60.9


E@ntana 62.8

Id~ 65.4

Wycfning— 47.5

Colora~ 62.1

NewMexi~ 47.8

Arizom 61.2

ut~ 65.8


—-—
Nevada 67.9


Pacifi~ 69.7


Washingt~ 67.5

Orago~ 71.2

California 69.9

illask~ ...

Hawaii ...


Year


19602 1970 1975 1978


Percentof kds cccupied


68.7 73.2 69.1 67.5 

70.0 74.4 70.3 68.9 
67.9 73.6 68.8 68.4 
71.0 72.5 69.3 66.5 
68.2 73.0 69.0 67.2 

69.9 71.2 68.4 66.8 

60.3 65.9 61.4 64.0 
55.9 66.1 68.2 65.9 
61.1 63.1 55.9 54.6 
80.6 74.0 69.1 67.4 
65.1 69.8 63.6 65.0 
74.2 73.3 73.5 71.3 
70.0 73.7 73.6 66.5 
70.7 72.7 67.2 66.1 

71.4 71.0 66.2 66.1 

63.4 69.7 67.7 66.6 
65.8 69.3 66.6 65.8 
74.3 71.3 66.0 65.9 
53.8 59.1 63.3 60.5 
61.5 75.7 68.1 72.8 

Period


1979 1940-60”2 1960-702 1970-75 1.975-79


Averageannualrateof change


67.6 0.5 0.6 -1.1 -0.5 

68.6 1.2 0.6 -1.1 -0.6 
68.4 -0.5 0.8 -1.3 -0.1 
66.7 1.3 0.2 -0.9 -1.0 
67.4 0.7 0.7 -1.1 -0.6 

66.7 0.7 0.2 -0.8 -0.6 

62.5 -0.2 0.9 -1.4 0.4 
65.0 -0.8 1.7 0.6 -1.2 
54.2 L3 0.3 -2.4 -0.8 
66.0 1.3 -0.9 -1.4 -1.1 
64.3 1.6 0.7 -1.8 0.3 
73.6 1.0 -0.1 0.1 0.0 
69.4 0.3 0.5 -0.0 -1.5 
63.9 0.2 0.3 -1.6 -1.3 

66.5 0.1 -0.1 -1.4 0.1 

68.4 -0.3 1.0 -0.6 0.3 
65.8 -0.4 -0.8 -0.3 
66.1 0.3 -::: -1.5 0.0 
59.7 ... 0.9 1.4 -1.5 
75.2 ... 2.1 -2.1 2.5 

‘1940data are estimatedbasedm publish- figures.

21960 includeshospital.
unitsof institutions.


N3TE: Ccmnunityhospitalsincludeall non-Federalshort-stay classified
hospitals by theimericanHbspitalAssociation

according services: obstetrics
to oneof thefollcx#ing generalmedicalandsurgical; andgynecol~ eye,ear,rose,and


orthopedic; children’s children’s
throat;rehabilitation; otherspecialty; general.; eye,ear,nose,andthroat;children’s

rehabilitation; orthopedic; otherspecialty.
children’s andchildren’s


AmericanMedicalAssociation: (11):1055-U44, 1941. (Copyright
SOURCES: Hospitalservicein theUnitedStates.JAMA1.16

of theAmericanMedicalAssociation.); Hospitals.
1941: Usedwiththepermission luneri~-%pital.Association: JAHA


of theAmericanHospital Divi~
35(15):383-430,Aug. 1, 1961. (Copyright1961:Usedwiththepermission Association.);

ofHealthManpxerandFacilities National DatafrantheNational
Statistics, CenterforHealthStatistics: MasterFacility

Inventory.
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Table 56. Full-timeequivalentemployeesper 100 averagedailypatientsin ccmnunityhospitalsand averageannual

rateof change,accordingto geographicdivisionand State:unitedStates,selectedyears 1960-79


(Dataare basedon repmting by facilities)


Year Period

Geographic


divisionand State

19601 1970 1975 U78 1979 1960-70’ 3970-75 2975-79


per 100averagedailypatients Averageannualrateof change 

UnitedStates—---——-- 226 302 349 379 388 2.9 2.9 2.7 

New England—-— 249 351 412 436 441 3.5 3.3 1.7 ‘ 

Maine-—---—---— 227 289 359 402 404 2.4 3.0 
NewHampshire—--— 240 310 347 383 399 2.6 ;:: 3.6 

--—----Vermnt———— 227 318 346 346 364 3.4 1.7 1.3 
Massachusetts—---—— 252 365 436 456 458 3.8 3.6 1.2 
Rhode Island-——--—---- 270 383 433 460 461 3.6 2.5 1.6 
Connecticut— —---—___----,. 247 347 397 428 434 3.5 2.7 2.3 

Numberof employees


MiddleAtlantie-— 225 311 352 372 377 3.3 2.5 1.7 

NewYork---—-———-——— 233 336 375 386 387 3.7 2.2 0.8 
NewJersey-——————----- 225 278 308 328 333 2.1 2.1 2.0 
Pennsylvania— -—--—---.- 214 287 340 375 387 3.0 3.4 3.3 

EastNorth Central—-–– 226 299 343 379 392 2.8 2.8 3.4 

Ohio—----—-—----—---––– 232 302 334 372 387 2.7 2.0 3.8 
Indiana—————-——— 216 280 320 351 363 2.6 2.7 3.2 

————---—---- —Illinois 226 301 357 391 408 2.9 3.5 3.4 
Michigam-—-——— ———--- 239 313 364 401 412 2.7 3.1 3.1 

~——-————---Wisconsin 199 277 315 358 358 3.4 2.6 3.3 

West NorthCentral---- 212 273 305 335 346 2.6 2.2 3.2


Minnesota——— ———--—- 220 273 296 317 328 2.2 1.6 2.6

-——---—
Iowa——----—— 208 258 293 335 346 2.2 2.6 4.2


Missouri——-—— 217 289 326 357 370 2.9 2.4 3.2

———-——
NorthDakota 177 254 273 299 298 3.7 1.5 2.2


SouthDakota—--—---— 188 247 294 343 339 2.8 3.5 3.6

Nebraska--—--———-——---- 220 276 298 310 328 2.3 1.5 2.4

Kansas--—-—— 210 270 313 347 358 2.5 3.0 3.4


SouthAtlanti*—----— 217 295 343 368 376 3.1 3.1 2.3


—-—---—-—-
Delawar*— 243 328 390 403 403 3.0 3.5 0.8

Maryland-—--——— 237 354 391 401 400 4.1 2.0 0.6


of Columbia 240 363 443 497 493 4.2 4.1 2.7 
Virginia-———------—-- 193 289 323 333 360 4.1 2.2 

—---—---WestVirginia————— 198 255 298 335 339 2.6 3.2 R 
NorthCarolina——-———-—- 196 277 319 350 359 3.5 2.9 3.0 

—---—--..—- 185 257 302 338 352 3.3 3.3 3.9 

District


SouthCarolina

Georgia—-——— 233 294 364 396 397 2.4 4.4 2.2

Florida--——— —-—-.-— 245 295 346 367 376 1.9 3.2 2.1


EastSouthCentral—-——— 227 275 306 328 336 1.9 2.2 2.4


—_-----____-— 229 276 292 316 324 1.9 1.1 2.6 
Tennessee——-————-——— 231 284 315 333 343 2.1 2.1 2.2 

——-—-— —---Alabama— 233 266 308 337 343 1.3 3.0 2.7 
Mississippi-—--—----———— 207 270 300 317 328 2.7 2.1 2.3 

Kentucky


See footnoteat endof table.
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enployees hospitals
Table56.Full-timeequivalent per100averagedailypatientsinccmnunity andaverageannual

divisionandState:UnitedStates,selected
rateof change,acmrdingto geographic years1960-79--Continued


~raphic

divisionandState


WestSouthCentral——


Arkansas

Louisi~

oklabM————

Texas


Pacifi~


Washingt~

Oreg~

Califomi~

Alask~

Hawaii


(Dataarebasedonrepmtingby facilities)


Year 

19601 3.970 J975 1978 1979


Nmber of employees
per 100averagedailypatients


225 297 346 372 379 

209 274 318 329 349 
218 292 354 373 393 
218 296 359 385 401 
232 304 346 376 376 

226 299 364 402 410 

216 247 301 291 300 
255 281 321 359 364 
217 251 344 416 434 
221 306 373 413 417 
228 314 389 418 442 
222 327 381 432 426 
243 304 388 439 447 
224 284 344 398 431 

243 327 401 454 468 

263 313 382 422 433 
232 303 387 432 433 
241 334 407 463 480 
220 301 385 456 445 
226 278 357 389 385 

Period


1960-701 1970-75 1975-79


Averageannual.
rateof change


2.8 3.1 2.3 

2.7 3.0 2.4 
3.0 3.9 2.6 
3.1 3.9 2.8 
2.7 2.6 2.1 

2.8 4.0 3.0 

1.4 4.0 -0.1 
Lo 2.7 3.2 
1.5 6.5 6.0 
3.3 4.0 2.8 
3.3 4.4 3.2 
3.9 3.1 2.8 
2.3 5.0 3.6 
2.4 3.9 5.8 

3.0 4.2 3.9 

1.8 4.1 3.2 
2.7 5.0 2.8 
3.3 4.0 4.2 
3.2 5.0 3.7 
2.1 5.1 1.9 

butexcludesstudents, andresidents.
‘1960includes haspital unitsof institutions, interns, 

hc6pitals Short-stay classified
WI’E:Cannunity includeallrXXYFSderal lmspitals by theAmericanHospitalAssociation

according services: obstetrics
tocneof thefollowing generalmedicalandsurgical; andgynecol~ eye,ear,nose,and


orthopedic;
throat;rehabilitation; other specialty;children’sgeneral;children’seye, ear, nose,and throat;

children’s children’s otherspecialty.
rehabilitation; orthqedic;andchildren’s


JAHA35(1.5): 1961:Usedwiththe
SXXR2ES:lmericanmspitalAsmciation:Hospitals. 383-430,Aug.1, 1961.(Copyright

permissicm Naticml.Centerfor Health
of theAmericanHcspitalAssociation.);=isionof HealthCare Statistics,


Datafrcxn
Statistics: theNationalMesterFacilityInventory.
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Table 57. Outpatientvisitsper 1,000patientdays in ccmnunityhospitalsand averageannual.
rateof change,

accordingto geqraphic divisionand State:UnitedStates,selectedyears 1970-79


(Dataare basedon reportingby facilities)


Year 
G&graphic division


and State

1970 1975 1978


—---—---
UnitedStates


New England———


Maine-—.-———-——--.,-—


New Hampshire-—-————————

Vermnt——----—

Massachusetts— -—--——..—

F&de Island--—-----—----————


—————-—-
Connecticut


MiddleAtbntic&—--—-———


New York——— —.———-—--

New Jersey———---———--

Pennsylvania—--———


EastNorthCentral---—----


Ohio—-—-—---—-----—---—--

Indiana-——— —-———.--—


Illinois————--—---——

—-—---
Michigan—-———----


Wiswnsin—————---——


West NOrthCentral


Minnesota-——

Iowa—-————-——-—--—-­


---—--
MissOuri-——————

NorthDakota---—————


——-—--
SouthDakota———————

—---——
Nebraska—————­


—-——--——
Kansas—---


SouthAtlantic———-———


Delaware—-—--——-——————

Maryland—--–----—————————

Districtof Columbia— —.—-—


Virginia—---—-——-–-—----

West Virginia——--—-—--------

NorthCarolina--——---—

SouthCarolina—----—-———

GeOrgia———————— — --,.——-


Florida—-——-—--—-——-—----


East SouthCentral--—


Kentucky—---———--------—­

————-—,——-
Tennessee-


Alabama----—------—

Mississippi—---—-—


See footnotesat end of table.


Outpatientvisitsper 1,000patientdays


568 738 769 

676 955 1,036 

596 940 1,168 
811 1,070 1,234 
596 954 1,046 
704 940 1,031 
620 845 869 
640 1,006 986 

647 906 912 

658 896 913 
517 706 683 
6$]1 1,034 1,040 

5X3 732 762 

502 670 702 
484 741 775 
531 735 768 
588 885 875 
381 573 662 

373 499 512 

387 442 
348 525 573 
4:68 573 525 
1.50 211 267 
314 308 421 
264 401 444 
494 724 681 

547 697 668 

1574 1,036 945 
809 991 910 
749 924 841 
557 682 637 
635 792 747 
509 664 691 
456 608 667 
489 679 716 
442 570 502 

401 498 502 

448 558 577 
441 526 482 
344 422 486 
349 475 465 

Period


1979 1970-75 1975-79


Averageannual

rate of change


749 5.4 0.4 

1,049 7.2 2.4 

1,074 9.5 3.4 
1,331 5.7 5.6 
958 9.9 0.1 

1,042 6.0 2.6 
859 6.4 0.4 

1,053 9.5 1.1 

896 7.0 -0.3 

877 6.4 -0.5 
707 6.4 0.0 

1,034 8.4 

754 7.4 0.7 

722 5.9 1.9 
771 8.9 1.0 
694 6.7 -1.4 
933 8.5 1.3 
624 8.5 2.2 

499 6.0 

450 4.6 3.8 
599 8.6 3.4 
483 4.1 -4.2 
258 7.1 5.2 
344 -0.4 2.8 
447 8.7 2.8 
652 7.9 -2.6 

666 5.0 -1.1 

919 9.0 -3.0 
849 4.1 -3.8 

1,006 4.3 2.1 
659 4.1 -0.9 
709 4.5 -2.7 
698 5.5 1.3 
699 5.9 3.5 
699 6.8 
496 5.2 -!:; 

473 4.4 -1.3 

576 4.5 0.8 
467 3.6 -2.9 
425 4.2 0.2 
423 6.4 -2.9 
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Table 57. Outpatient lmspitals
visitsper 1,000patientdaysin cannunity andaverageannualrateof change,

to geographic years1970-79-Continued
according divisionandState:UnitedStates,selected


Geographic
division

andState


WestSouthCentral


Arkansas

LOuisia=

Oklahana

Texas


hlmntai~


l.%m~

Id~

-w

Colora~

New klexi~

Arizmm

u~

Neva~


l?acifi~


l’lashingt~

Orega.

Californi~

Alaska

Hawaii


(Dataarebasedonreporting
by facilities)


Year


1970 1975 3978 1979


Outpatient
visitsper1,000patientdays


442 528 578 569 

306 432 484 457 
693 756 900 894 
292 397 471 482 
421 502 515 506 

525 781 951 945 

337 538 726 646 
514 748 921 902 
342 670 1,060 1,229 
532 856 910 819 
435 690 1,028 1,091 
648 780 950 911 
677 1,015 1,359 1,383 
395 633 730 1,069 

923 935 1,085 966 

538 816 894 879 
612 773 964 899 

1,006 954 1,11.2 986 
747 1,388 1,035 807 

1,230 1,324 1,530 998 

Period


1970-75 1975-79


Averageannual

rateof change


3.6 1.9


7.1 1.4

1.8 4.3

6.3 5.0

3.6 0.2


8.3 4.9


9.8 4.7

7.8 4.8

14.4 16.4

10.0 -1.1

9.7 12.1

3.8 4.0

8.4 8.0

9.9 14.0


0.3 0.8


8.7 1.9

4.8 3.8


-1.1 0.8

13.2 -12.7

1.5 -6.8


Ccmnunity incl- allnon-Federal hospitals by theAmricanHospital.
NXl?E: hospital.s short-stay classified Asxsociation

according services: obstetrics
tooneof thefollowing generalmedicalandsurgical; andgynecol~ eye,ear,nose,and

throat;rehabilitation;
orthc@ic; other specialty;children’sgeneral;children’seye, ear, nose, and throat;


rehabilitation; orthopedic; otherspecialty.
children’s children’s andchildren’s


XXJ132E: ofHealthCareStatistics, CenterforHealthStatistics: MasterFacility
Division Naticnal DatafruntheNational

Inventory.
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hospitals to typeof hospitalandcwnership: 1974and1979
Table58.Long-stay andbeds,according UnitedStates,


(Dataarebasedonreporting
by facilities)


lrypeofhospital 
Yearandtype Au 
of cwnership long-stay 

hospitals General Psyqhi-
atric 

Tubercu- Rehabil-
losis itation 

Chronic 
disease Other 

1974 Numberof hospitals 

Allcwnerships-----—— 677 37 377 47 56 66 94 

Government-—-——---———— 450 31 278 44 13 44 40 
Federal--——— 52 23 27 2 
Stat-lccal—-——— 398 8 251 44 13 44 38 

Proprietary————-——— 65 2 51 1 
Nonprofit—--—--—--—--—- 162 4 48 3 42 1: 4: 

1979


AU ownerships———— 560 23 354 11 50 58 64


Government—-— 354 16 247 10 12 39 30 
Federal—---—--—---- 37 11 24 2 
State-lcml—--—---- 317 5 223 10 12 39 28 

?3mprietary-—---—---- 75 2 59 5 
Nonprofit—-—-—---- 131 5 48 1 3; 1: 29 

1974 Numberof beds 

AU cwnerships--—-- 369,238 20,140 289,325 8,019 7,105 20,310 24,339 

Government——_—---—- 341,902 19,405 278,998 7,821 3,436 17,105 1.5,137 
Federa.l--———— 46,011 16,501 28,381 1,129 
State-local—— 295,891 2,904 250,617 7,821 3,436 17,105 14,008 

Proprietaq---—--—--—— 6,172 335 4,775 262 429 371 
Nonprofit— ———.——-.. 21,164 400 5,552 198 3,407 2,776 8,831 

1979


Nonprofit---——-——--—---

Ml cwnerships-—---- 242,521 9,406 189,352 2,080 6,KL5 19,045 16,523 

Government—-—-— ----- 216,792 8,722 177,023 1,981 2,499 15,640 10,927 
Federal—---—--—--- 30,282 7,698 21,696 888 

—---——Statelocal— 186,51CI 1,024 155,327 1,981 2,499 15,640 10,039 
——-——--Proprietary— 7,698 148 6,031 658 449 412 

18,031 536 6,298 99 2,958 2,956 5,184


Division National DatafrantheNational.
SOURCE: ofHealthCareStatistics, CenterforHealthStatistics: MasterFacility

Inventory.
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Table 59. Nursinghares,beds,and bed rate,accmding to geographicdivisionand State:

UnitedStates,1973 and 1978


(Dataare basedonreprting by facilities)


Nursinghams 

Geographic 
divisionand Num&r Beds Bed rate’ 

State 

1973 19782 1973 19782 1973 19782 

UnitedStates—— 21,834 18,722 1,327,704 1,348,794 62.3 56.1 

New England——— 2,041 1,890 102,647 101,642 77.6 70.0 

Maine-- 341 353 9,227 10,733 76.3 80.7 
NewHampshire————————— 130 96 5,873 6,583 69.9 68.6 
Vermnt — 101 214 3,902 4,981 78.0 90.6 
Massachusetts— 945 829 53,858 51,175 82.6 73.1 
Rhde Island -—-— 159 112 6,493 7,981 59.6 66.0 
Connecticut 365 286 23,294 20,189 76.1 58.0 

MiddleAtlantie—————— 2,400 2,123 193,281 221,939 47.8 50.7


New York——— 1,083 1,027 92,888 104,523 46.7 49.9

——
New Jersey 549 487 34,430 37,528 46.9 45.5


Pennsylvania 768 609 65,963 79,888 49.9 54.7


East NorthCentral—— 3,790 2,755 280,059 265,880 70.8 61.8 

Ohi~ 1,163 669 65,134 52,007 62.8 46.3 
Irr3iana— 495 476 34,247 41,010 66.8 73.1 
Illinois 1,039 557 80,151 61,487 71.2 51.1 
Michigan————— 577 563 48,567 60,238 61.7 69.4 
WiscOnsi~ 516 490 51,960 51,138 105.0 93.8 

WestNmth Central— 2,755 2,521 168,168 169,003 84.8 79.3 

Minnesota 589 495 44,661 44,350 105.1 96.0 
Iowa— 678 488 35,152 33,910 98.5 89.9 
Mismuri 502 824 33,644 40,588 57.7 64.7 
North Dakota 107 79 6,631 5,080 94.7 65.1 
south Dakota 160 138 7,795 8,647 93.9 97.2 
Nebraska 251 214 17,396 16,586 92.0 82.1 
Kansas 468 283 22,889 19,842 82.6 66.8 

SouthAtlantic--- 2,424 2,242 135,768 150,007 41.1 37.6 

lxlawar~ 27 2r213 2,484 47.1 45.2 
Maryland——————— .——. 183 17,755 19,322 54.5 52.2 
Districtof Colunbia 70 3,147 2,873 44.3 39.9 

—
Virginia—— 348 330 16,732 21,008 42.0 44.9

———­
west Virginia 137 125 4,753 6,089 23.3 27.4


—
NorthCarolina 838 722 22,145 24,614 48.6 44.7

Smth Caroli~ 123 161 8,131 9,427 38.4 36.5

GeOrgia--———— 306 278 25,936 29,768 64.5 62.9

Florida 360 346 34,956 34,422 29.4 22.6


East SouthCentral—— 896 782 55,734 65,420 40.7 42.4 

Kentucky 312 237 18,177 17,551 51.2 45.4 
Tennessee——————— 244 245 14,827 18,461 35.8 38.6 
Alabama 197 204 14,844 19,246 41.6 47.1 

——Mississippi 143 96 7,886 10,162 32.6 37.6 

See fcotnotesat end of table.
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Table 59. Nursinghomes,beds,and bed rate,accordingto geographicdivisionand State:

UnitedStates,1973and 1978--Continu@


(Dataare basedon re~rting by facilities)


Nursinghcmes


Geographic 
divisionand Number Beds Bed rate’ 

State 

1973 19782 1973 19782 1973 19782 

West SouthCentral--- 1,807 1,500 144,978 140,243 72.8 61.4


Arkansas— ..—-————.—_ 21.1 179 17,952 16,561 69.6 56.7

Louisiana-— 21.2 133 17,004 13,885 51.7 37.5

Oklahcma-———---- 417 222 29,512 17,223 91.9 48.4


———-—--—----
Texas 967 966 80,510 92,574 74.3 73.2


Mountain—-------- 7.32 561 43,328 45,446 55.7 46.9


Bbntana ——-.. 1105 67 4,759 4,320 67.0 53.3 
Idahc——— ——---——___ 64 48 4,190 4,381 56.6 50.4 
Wjaning—-———-—-——— 34 28 1,896 1,982 59.3 55.1 
ColoradO—— 214 190 16,670 19,228 83.4 82.9 
New Mexi~——— 66 43 3,345 2,640 40.8 25.4 
Arizona- — 88 84 6,430 6,823 32.8 25.2 
utah———— 120 72 4,556 4,386 53.6 43.0 
Nevada—— ——--—___ 41 29 1,482 1,686 39.0 30.1 

Pacific—-———— 4,$)89 4,348 203,741 189,214 79.1 62.8


Washington—--—-——--—-- 382 504 31,147 34,909 90.5 87.1 
Oregon———------ 312 184 18,306 11,663 74.7 40.9 

————---California 4,145 3,500 150,956 138,219 78.3 61.5 
Alaska——-—-------- 8 12 606 1,108 75.8 110.8 
Hawaii ————-.. 142 148 2,726 3,315 53.5 49.5 

‘Numberof bedsper 1,000population65 yearsof age and over.

2Datafor California,New York,NorthCarolina,and the Districtof Columbiaare for 1976.


SCIJKE:Divisionof HealthCare Statistics,NationalCenterforHealthStatistics:Datafranthe NationalMasterFacility

Inventory.
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Table 60. Gross nationalprduct and nationalhealthexpenditures:
UnitedStates,selectedyears 1929-80


(Dataare canpiledby the HealthCare FinancingAdministration)


Nationalhealthexpenditures

Gross


national
Year

product Almunt Percentof Anwunt


grossnational per

bil%ns bil~ons product capita


1929 $ 103.4 $ 3.6 3.5 $ 29.49 
193~ 72.2 2.9 4.0 22.65 
1940 100.0 4.0 4.0 29.62 
1950—— 286.5 12.7 4.4 81.86 
195~ 400.0 17.7 4.4 105.38 

1960 —. ——— 506.5 26.9 5.3 146.30 
196~—- 691.0 41.7 6.0 210.89 

1970 992.7 74.7 7.5 357.90 
1971 1,077.6 83.3 7.7 394.23 
1972 1,185.9 93.5 7.9 437.77 
1973 1,326.4 103.2 7.8 478.34 
1974 1,434.2 1.I.6.4 8.1 534.63 

197~ 1,549.2 132.7 8.6 603.57 
1976 1,718.0 149.7 8.7 674.14 
1977 1,918.0 169.2 8.8 754.81 
1978 2,156.1 189.3 8.8 835.57 
197~ — 2,413.9 214.6 8.9 936.92 
1980————— 2,628.8 247.2 9.4 1,067.06 

SCUKE: Officeof Research,DmOnstrations, and Statistics:Nationalhealth expenditures,1980, by R. M. Gikm and

D. R. Wal&. HealthCare Financing Review.HCFA Pub. No. 031.23. Washington.U.S.
HealthCare FinancingAdministration.

Cmernment PrintingOffice,Sept. 1981.
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Table61.Personalhealthcareexpenditures, of factors
averageannual~rcent change,andpercentdistribution

affecting
grcwth:UnitedStates,1965-80


(Dataarecompiledby theHealthCareFinancing
Ministration)


Factorsaffecting
growth

Personal. Average


Year healthcare annual

expenditures percent All

in billicns change’ factors Prices Population Intensity2


Percentdistribution


1965-80--———---—---— ... 12.8 100 58 9 33


1966——-—---——— $ 39.6 10.6 100 46 11 43 
1967———-—---—--—- 44.4 12.2 100 54 9 37 
1968—-—-—-—-————-- 50.2 13.1 100 43 8 49 
1969-—---—-–-— 56.9 13.4 100 8 51 
1970—-—-—--—---—---- 65<1 14.5 100 : 8 
1971———---—---——-- 72.0 10.5 100 58 12 : 
1972———--—--—--—- 80,,2 11.5 100 40 10 50 

88.7 10.6 100 41 10 49 
1974———--———---—-- 101.0 13.9 100 7 27 
1975—--—— 116.8 15.6 100 % 
1976— —-—---——____ 131.8 12.9 100 69 : ;: 
1977—-—————--—--- 148.7 12.8 100 64 8 28 
1978———-— ——- 166.7 12.1 100 69 9 22 

189.1 13.5 100 71 8 21 
217.9 15.2 100 75 8 17 

to l-yea periodsunlessotherwiselRefers l’IOk’d. 

2Represents andsupplies.changesinuseand/orkindsof services


SOURCE:HealthCareFinancing Unpublished
Administration: data.
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Table 62. ConsumerPrice Index (1967=100)and averageannualpercentchangefor all.itemsand selecteditms:€
UnitedStates,selectedyears 1950-80€

(Dataare basedonreprting by samplesof providersand other retailoutlets)€

All.€
Year€ items€

Medical€
care€

1950———————— 72.1 53.7 
1955 80.2 64.8 
1960 — 88.7 79.1 
1965 .— 94.5 89.5 
1970 116.3 120.6 
197~ 161.2 168.6 
1976—— 170.5 184.7 
1977 181.5 202.4 
1978 —— 195.3 219.4 
1979— 217.7 240.1 
1980 247.0 267.2 

1950-55———— 2.2 3.8€
1955-60————— 2.0 4.1€
1960-6~ 1.3 2.5€
1965-70 4.2 6.1€
1970-75-- 6.7 6.9€
1975-76 5.8 9.5€
1976-77 6.5 9.6€
1977-78 7.6 8.4€
1978-79- 11.5 9.4€
1979-80———— 13.5 11.3€

Item€

=del€
Food Hmsirq€

upkeep€

ConsumerPrice Index€

74.5 79.0 72.8 
81.6 84.1 82.3 
88.0 89.6 90.2 
94.4 93.7 94.9 
114.9 116.1 118.9 
175.4 142.3 166.8 
180.8 147.6 177.2 
192.2 154.2 189.6 
211.2 159.5 202.6 
234.7 166.4 227.5 
255.3 177.4 263.2 

Averageannual.€~rcent change€

1.8 1.3 2.5 
1.5 1.3 1.9 
1.4 0.9 1.0 
4.0 4.4 4.6 
8.8 4.2 7.0 
3.1 3.7 6.2 
6.3 4.5 7.0 
9.9 3.4 6.9 
11.1 4.3 12.3 
8.8 6.6 15.7 

Personal€
Energy€

care€

68.3€
— 77.9€
94.2 90.1€
96.3 95.2€
107.0 113.2€
176.6 150.7€
189.3 160.5€
207.3 170.9€
220.3 182.0€
277.7 195.5€
364.8 212.7€

—€ 2.7€
—€ 3.0€
0.4 1.1€
2.1 3.5€
10.5 5.9€
7.2 6.5€
9.5 6.5€
6.3 6.5€
26.1 7.4€
31.4 8.8€

EmFCE: Bureauof LaborStatistics,U.S. Departmentof Labor:COnSWtEr Price Index.Variousreleases. 
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Table 63. ConsumerPrice Index (1967=100)for all itemsand medicalcare cmponents: UnitedStates,

selectedyears 1950-80


(Dataare basedon reportingby samplesof providersand other retailoutlets)


Item and

medicalcare ccmponent


CPI, all items-———---


Lessmedicalcaxe--------


CPI, all services-—----


All medicalcare----———


Medical.
care services------————

Professionalservices—--—--—-


Physicianservices----—----

Dentalservices--—-—-------

Otherprofessional

servicesl
-——---——


Othermedicalcare services-—-

Hospitaland othermedical

servicesl
-—-———-——-

Hos?pital
room--——----

Other hospitaland

medicalcare servic!esl


Medical.
care ccmmdities---—————

Prescriptiondrugs---——--—

Nonprescription
drugs and

medicalsuppliesl
-------–—---

EyeglassesI--—---–—

Internaland respiratory

over-the-counter
dru9+----

Nonprescription
medical

eguipnentand supplies’---­


l=, 1977.~oo.


Year 

1950 1955 1960 1965 1970 1975 1979 1980


ConsumerPrice Index 

72.1 80.2 88.7 94.5 116.3 161.2 217.7 247.0 

—.. -— 89.4 94.9 116.1 160.9 216.2 245.6 

58.7 70.9 83.5 92.2 121.6 166.6 234.4 270.9 

53.7 64.8 79.1 89.5 120.6 168.6 240.1 267.2 

49.2 60.4 74.9 87.3 124.2 179.1 258.5 288.9 
-— —- . —- 119.7 164.5 228.5 255.0 
55.2 65.4 77.0 88.3 121.4 169.4 245.5 274.3 
63.9 73.0 82.1 92.2 119.4 161.9 217.0 242.3 

—- —- — 110.5 122.3 
—- —- -— 129.7 196.9 295.2 330.4 

— -— — 1.I.6.9 132.7 
3
30s, 42.3 57.3 75.9 145.4 236.1 368.2 416.3


— — -— — —-
 115.9 132.1


88.5 94.7 104.5 100.2 103.6 118.8 154.7 168.7

92.6 101.6 115.3 102.0 101.2 109.3 142.6 155.8


-— 111.3 121.3 
—- -— — 108.0 116.9 

98.0 106.2 130.1 172.2 188.8


—
 110.2 118.9


SCIJIWE:
Bureauof LSbOr Statistics,U.S. Departmentof Labor:ConsumerPrice Index.VariousR1EX15E!S. 
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Table 64. ConsumerPriceIndex(1967=100)averageannualpercentchangeforall itemsandmedicalcareccqonents: 
UnitedStates,selectedyears1950-80 

(Dataarebasedon reprtingby samplesof providersam30therretailoutlets) 

Itemand

medicalcareccqonent


CPI,allitems———---


Lessmedicalcare———


CPI,allservices


Pericd


1950-55 1955-60 1960-65 1965-70 1970-75 1975-79 1979-80


Averageannualpercentchange


2.2	 2.0 1.3 4.2 6.7 7.8 13.5


—-
—	 1.2 4.1 6.7 7.7 13.6


3.8 3.3 2.0 5.7 6.5 8.9 15.6


Ml medicalcare—————— 3.8 4.1 2.5 6.1 6.9 9.2 11.3


Medicalcareservices 4.2 4.4 3.1 7.3 7.6 9.6 1.I..8

Professional
services——— — — — -— 6.6 8.6 11.6


services 3.4 3.3 2.8 6.6 6.9 9.7 11.7 
Eentalservices 2.7 2.4 2.3 5.3 6.3 7.6 11.7 
Otherprofessional 
servicesl —— — — — -— — 10.7 

Othermedicalcareservices-—- — —- — . 8.7 10.7 11.9 
Hospitalandothermedical 
servicesl —- . — — — — — 13.5 
Hospitalr~ 6.9 6.3 5.8 13.9 10.2 1.I..7 13.1 
OtherhospitalaM 
nedicalcareservicesl— — — — — -— — 14.0 

Medicalcareccnamdities 1.4 2.0 -0.8 0.7 2.8 6.8 9.0 
Prescription

Physician


drugs 1.9 2.6 -2.4 -0.2 1.6 6.9 9.3 
Nonprescriptiondrugsand 

— — — — — —medicalsuppliesl 9.0 
— -— — — — — —Eyeglasses 8.2 

Internalandrespiratory

— —­
over-thecounter
drugs— — 1.6 4.1 7.3 9.6 

Nonprescriptionmedical.

— — — — —
equipnent
andsu@iesl- — 7.9 

kkc. 1977=100.


U.S.Department
SCXJXE:Bureauof LaborStatistics, of Laker:ConsumerPriceIndex.Variousreleases.




Table 65. Nationalhealthexpenditures,accordingto sourceof funds:UnitedStates,selectedyears1929-80


(Dataareccmpiled by the HealthCare Financirqtiinistration)


Soume of funds


Year All health Private Public 
expenditures

in billions


Amcunt in AnKmlt Percent Anrxnt in Almunt Percent 
billions per capita of total. billions per capita of total


1929- $ 3.6 $ 3.2 $25.49 86.4 $0.5 $ 4.00 13.6 
1935— - 2.9 2.4 18.30 80.8 0.6 4.34 19.2 
1940———-— 4.0 3.2 23.61 79”7 0.8 6.03 20.3 
1950——-–- 12.7 9.2 59.62 72.8 3.4 22.24 27.2 
1955——— 17.7 13.2 78.33 74.3 4.6 27.05 25.7 

1960———--- 26.9 20.3 ILO.20 75.3 6.6 36.10 24.7 
1965———-- 41.7 30.9 156.32 74.1 10.8 54.57 25.9 

1970——— 74.7 46.9 224.68 62.8 27.8 133.22 37.2 
1971——-— 83.3 51.6 244.36 62.0 3L7 149.87 38.0 
1972——-—— 93.5 58.1 271.89 62.1 35.4 165.88 37.9 
1973———- 103.2 63.9 296.19 61.9 39.3 182.15 38.1 
1974--—-–—— 116.4 69.3 318.18 59.5 47.1 216.44 40.5 

1975——— 132.7 76.5 348.08 57.7 56.2 255.49 42.3 
1976———— 149.7 86.7 390.63 57.9 62.9 283.51 42.1 
1977-—-——- 169.2 99.1 442.14 58.6 70.1 312.67 41.4 
1978————- 189.3 Uo.o 485.29 58.1 79.4 350.27 41.9 
1979——— 214.6 ~~4.5 543.61 58.0 90.1 393.31 42.0 
1980—-——— 247.2 143.0 617.10 57.8 104.2 449.96 42.2 

SCXJRCE:
Officeof Research,Demonstrations,and Statistics:Nationalhealth expenditures,1980, by R. M. Gibson and

D. R. Waldo. HealthCare FinancingReview.HCFA Pub.m. 03123.HealthCare FinancingAdministration.
Washington.U.S.

GovernmentPrintingOffice,Sept. 1981.
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Table66.Nationalhealthexpenditures change,according
averageannualps!rcent to sourceof funds:UnitedStates,

selected
years1929-80


(Dataarecmpiled by theHealthCareFinancing
Administration)


Sourceof funds

AH healthPericd expenditures 

Private Public 

Averageannualpercentchmge


1929-80———— -— —— 8.6 7.7 11.o 

1929-35 -3.5 -4.7 3.1 
1935-40 6.6 5.9 5.9 
J940-50 ——— 12.2 I.1.l 15.6 
EJ50-55 — 6.9 7.5 6.2 
1955-6~-- 8.7 9.0 7.5 

1960-65 9.2 8.8 10.4 
1965-70 ——.— 12.4 8.7 20.8 
1970-75—————— 12.2 10.3 .15.1 
1975-80 13.2 13.3 13.1 

1970-71 11.5 10.0 14.0 
1971-72 12.2 12.6 11.7 
1972-73— .— 10.4 10.0 1.1.o 
1973-7~ 12.8 8.5 19.8 
1974-75 — 14.0 10.4 19.3 

1975-76 12.8 13.3 11.9 
1976-77 13.0 14.3 11.4 
1977-78 11.9 11.o 13.3 
1978-79 13.4 13.2 13.5 
1979-8~ 15.2 14.9 15.6 

SUJ’K3Z: Demonstrations, National healthexpenditures,Officeof Research, and Statistics: 1980,by R.M. Gibam and

w Pub.M. 03123.HealthCareFinancing Washington.
D. R. Waldo. HealthCareFinanci Review.EK3?A Administration. U.S.


GcwernmntPrinting
Office,Sept.1.981.
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Table67.Personalhealthcareexpenditures according
andpercentdistribution, to sourceof payment:

UnitedStates,selected
years1929-80


(Dataaxeccmpiledby theHealthCareFinancing
Administration)


Sourceof payment


Payment 
personal 

Year health 
care All Direct Government 

expendi- sources payment Private Philan-

All Third-party

tures Total health thropy

in and
 State
insurance industrv lbtal Federal and
billions’


1929—-— $ 3.2 100.0 288.4 11.6 
193.5——————— 2.7 100.0 282.4 17.6 
1940—-- 3.5 100.0 281.3 18.7 
1950 10.9 100.0 65.5 34.5 
1955 15.7 100.0 58.1 41.9 
l.960———— 23.7 100.0 54.9 45.1 
l.965—— 35.8 100.0 51.7 48.3 

1970——- 65.1 100.0 39.9 60.1 
1971 72.0 100.0 38.6 61.4 
1.972 80.2 100.0 38.6 61.4 
1973—- 88.7 100.0 38.6 61.4 
1974—––––– 101.0 100.0 36.1 63.9 
1975--- 116.8 100.0 33.4 66.6 
l.976––– 131.8 100.0 32.6 67.4 
1.977 148.7 100.0 32.8 67.2 
1978—— 166.7 100.0 32.5 67.5 
1979——— 189.1 100.0 32.8 67.2 
1980———————— 217.9 100.0 32.4 67.6 

Percentdistribution


— 2.6

—
 2.8

—
 2.6

9.1 2.9

16.1 2.8

21.1 2.3

24.5 2.2


24.0 1.6

24.1 1.7

23.8 1.6

23.8 1.5

24.2 1.5

25.8 1.4

26.9 1.4

26.9 1.4

27.0 1.3

26.5 1.3

26.6 1.3


local 

9.0 2.7 6.3 
14.7 3.4 11.3 
16.1 4.1 12.0 
22.4 10.4 12.0 
23.0 10.5 12.5 
21.8 9.3 12.5 
21.6 10.1 11.4 

34.5 22.3 12.2 
35.6 23.3 12.3 
36.0 23.6 12.4 
36.1 23.8 12.4 
38.2 25.5 12.7 
39.5 26.9 12.6 
39.1 27.4 1.1.7 
38.9 27.6 11.4 
39.1 27.8 11.3 
39.3 28.1 11.3 
39.6 28.7 11.0 

lIncludes forhealthservicesandsu’@lies andadministration,
allexpenditures otherthanexpensesforprepayment and

IC healthactivities.
;overmt publ”


Includes benefitsandexpensesforprepayment premiumslessinsurance
anyinsurance (insurance benefits).


sOURCE:Officeof Research, andStatistics: 1980,by R. M. Gibsonand
Denmstrations, Nationalhealthexpenditures,

Review.HCFAPub.No.03123.HealthCareFinancing Washington.
D. R. Waldo.HealthCare!?inancin Administration. U.S. ,


Government Oftice,Sept.
Printing
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according UnitedStates,
Table68.Nationalhealthe~nditures andpercentdistribution, to typeof expenditure:

selectedyears1950-80


(Dataareccmpiledby theHealthCareFinancing
Administration)


Year


~ of expenditure


1950 1960 1965 1.970 1975 1979 1980


?mmuntin billions


—Total—————— $12.7 $26.9 $41.7 $74.7 $132.7 $214.6 $247.2 

Percentdistribution


All expenditures 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

Healthservices
andsu~lies 92.4 93.6 91.6 92.8 93.7 95.2 95.3


Hcepitalcare 30.4 33.8 33.3 37.2 39.3 39.9 40.3

Physician 
Dentistservices 7.6 7.4 6.7 6.4 6.2 6.3 6.4 
Nursingkm care-- — 1.5 2.0 5.0 6.3 7.6 8.3 8.4 
Otherprofessional 

services 21.7 21.1 20.3 19.2 18.8 19.0 18.9


services— 3.1 3.2 2.5 2.1 2.0 2.2 2.2

Drugsanddrugsundries 13.6 13.6 12.4 10.7 9.0 8.0 7.8

Eyeglasses
andappliances 3.9 2.9 2.8 2.6 2.4 2.2 2.1

Expensesforprepayment—— 3.6 4.1 3.9 3.6 3.3 4.1 4.2

Government
publichealthactivities—— 2.9 1.5 2.0 1.9 2.4 3.0 3.0 
Otherhealthservices 4.2 4.1 2.7 2.8 2.8 2.3 2.2 

Researchandconstruction— 7.6 6.4 8.4 7.2 6.3 4.8 4.7 

Researc~——————— 0.9 2.5 3.6 2.6 2.5 2.2 2.2 
Construction 6.7 3.9 4.8 4.6 3.8 2.5 2.5 

S0UR2E:Officeof Research, and Statistics: 1980,by R.M. Gibmn and
Denmstrations, Nationalhealthexpenditures,

Review.KTAPub. No.03123.HealthCareFinamingAdministration. U.S.
D. R. Waldo.HealthCareFinancing Washington.


Government Office,Sept.1981.
Printing
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averageannualpercentchange,according UnitedStates,
Table69.Nationalhealthexpenditures to typeof expenditure:

selected
years1950-80


(Dataareccmpikdby theHealthCareFinancing
Administration)


Pericd


Typeof eqxmditure


1950-80 1950-60 1960-65 1965-70 1970-75 1975-80


Averageannualpercentchange


Allexpenditures--––-—————— 10.4 7.8 9.2 12.4 12.2 13.2


Healthservicesand supplies-——--- 10.5 8.0 8.7 12.7 12.4 13.6 

Hospital
care——--—-—-----——-—— 11.4 9.0 8.8 14.9 13.4 13.8

services--——---—----——--- 10.0 7.5 8.3 11.0 11.7 13.4 

Dentistservices——---—---——----—— 9.7 7.5 7.0 10.9 11.8 14.2 
Nursinghcm care—--—-—-————— 16.7 10.9 33.2 17.5 16.5 15.4 
Otherprofessionalservices----—--—— 9.1 8.1 2.1 9.9 10.2 15.7 
Drugs and drug sundries—---—-—-—--- 7.8 7.0 9.0 8.3 10.0 
Eyeglassesand appliances------—---—-- ::; 4.7 8.4 9.6 11.0 9.8 
Expensesfor pre~pnt-— ____________ 10.6 9.1 11.0 10.3 18.8 
Gmernmentpublichealthactivities--—- 10.2 1.4 1::; 11.8 18.0 17.9 

—---------Otherhealthservices-—--— 8.3 7.7 13.8 12.4 7.9 

Physician


Resexch and construction——— 8.5 5.9 15.5 9.1 9.2 6.7


Research—---—--------—----—-—--— 14.2 18.9 16.5 5.9 10.5 10.4

Construction-——-——---—-----—---- 7.0 2.2 14.9 11.2 8.4 3.6


SOUKE: Officeof Research, and Statistics: 1980,by R. M. Gilxcmand
IOemnstrations, Nationalhealthexpenditures,

Review.HCFAPub.No.03123.HealthCareFinancing Washington.
D. R. Waldo.HealthCareFirlancinq Administration. U.S.


Government Office,Sept.1981.—
Printing


204 



Table 70. Hospitalexpensesper inpatientday, personnelmi numberper 100 patients,and averageannual

percentchange:UnitedStates,1971-79


(Dataare basedonrepxting bya censusof hospitals)


Adjustedexpmses per inpatientdayl


Year and period


1971-—--——-—-———-

1972——-— —-— .—-


1973———————-

1974———-———-


-——--——

1976———

1977————————-

1978— -——.


1979—--—-——-


———
1971-79


1971-72——-

1972-73—————

1973-74-—-———————

1974-75—

1975-76—-———

1976-77—


——
1977-78

1978-79————————


Total Labor2


83.43 53.10

94.61 59.24

101.78 62.86

113.21 68.76

133.08 79.00

152.24 88.08

173.25 99.63

193.81 110.82

215.75 122.95


12.6 11.1


13.4 IL.6

7.6 6.1

11.2 9.4

17.6 14.9

14.4 3.1.5

13.8 13.1

3.1.9 3.1.2

3.I..3 10.9


Lakxx costs

as percent

Of total


Ncn­

latex


30.33 63.6

35.37 62.6

38.92 61.8

44.45 60.7

54.08 59.4

64.16 57.9

73.62 57.5

82.99 57.2

92.80 57.0


Averageannualpercentchange


15.0 ...


16.6 ...

10.0 ...

14.2 ...

21.7 ...

18.6 ...

14.7 ...

12.7 ...

11.8 ...


Personne13


Number Number

per 100


tho;&nds patients


1,999 272

2,056 278

2,149 280

2,289 289

2,399 298

2,483 304

2,581 315

2,662 323

2,762 328


4.1 2.4


2.9 2.2

4.5 0.7

6.5 3.2

4.8 3.1

3.5 2.0

3.9 3.6

3.1 2.5

3.8 1.5


lR,efers exclusively to e~nses incurred for inpatientcare.

2Lakm expensesincludeemployeebenefits.

3~1-t* equivalentpersonnel.


IWI’E:Data refer to non-Federal.
short-termgeneraland other specialtyhospitals.


sWXE: AmericanHospitalAssociation:HospitalStatistics,1980Edition.Chicago,1980. (Ccpyright1980:Used with the

permissionof the M_EricanHospitalAssociation.)
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Table 71. Averageannualpercentincreasesin hospitalinpatientexpensespsr patientday, accordingto

contributi~ factors:UnitedStates,selectedyears 1960-79


(Dataare basedona numberof governmentand privatescurces)


I?ericd


Contributingfactor

1960-651 1965-68 1968-71 1971-74 1974-76 1976-79


Averageannualpercentincrease


Total-———-——-——--- 6.-7 11.2 14.3 10.7 16.0 12.3 

Percentof total increase


--—----
Wage rates———— 43 35 41 36 36 35

Pricesof homital wurchases-—--— 7 12 15 28 22 34 
Hospitalmpl&~ees-~———-—---— 16 18 13 11 9 11 
Othere-es~——-—--———-— 34 35 31 25 33 20 

lstatisti~~alculat~ on a per patientday basis;statisticsfor &Ll other peri~s are caculated on a per adjusted

patientday basis. The latterincludesan approximationofequivalentservicesto outpatients.

2Nonltir expensessuch as X-rays,laboratorytests,etc.


WOTE:For 1971-79,employeebenefitsare includedas part of thewage ccanponent
of totalhospitalexpenses.Previously,

theywere includedin the service-nent. As thesebenefitsamunt to a sizableportionof totalhospitalexpenses

(7.6percentin 1979),this impactson the distributionanmg contributingfactorsto hospitalexpenses.


S0UR2ES:Amrican HospitalAssociation:Hospital.
Statistics,1980 Edition.Chicago,1980;Bureauof Labor Statistics,

U.S. Departmentof Labor:ConsumerPrice Index.Variousreleases.
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Table 72. Nursinghare averagemnthly ch~ges and percentdistriktim Of residmts, accmrdingto primarysourceOf pdymaks Z@ selected 
facilityChamcteristics:UnitedStates,1973-74and 1977 

(Dataare basedcn a sampleof nursinghcmes)


1973-741 1977 

Primry scum of paymnt primarysourceof payment 

Facilitycharacteristic All All 
residents Fublic Ml residents Public Ml 

All facilities —


CWnership


Proprietary .———

Nonprofitand government————


Certification


Skillednursingfacility————————

Skillednursingand

intermediatefacility—

Intermediatefacility—————————

NOt certified—--—-——


Bed size 

Less than 50 beds—--——— 
50-99beds—— ——.--—— 

-—-
100-199beds——

200 beds or mr~—


Gmgraphic region


——
Northeast

——­
tbrthCentral—


--———
scu~

———-—- ­
kst—————


See footnotesat end of table. 

Wn 
I’kdicare assis- CMn


incans 
Medicaid _ other 

inccm 
Medicare hksdicaid‘&- other


welfare ‘rms welfare ‘r-s


Averagemthly charge2


$479 $491 $754 $503 $381 $225 $689 $690 $1,167 $720 $508 $440


489 525 754 486 373 406 670 686 1,048 677 501 562

456 427 *751 556 397 136 732 698 1,325 825 534 324


566 585 765 567 468 290 880 866 1,136 955 575 606 

514 521 719 513 482 396 762 800 1,195 739 623 630 
376 388 ... 375 333 *389 556 567 ... 563 479 *456 
329 377 ... ... 330 *89 390 447 ..* ... 401 *155 

397 *625 431 296 *128 546 516 *&j9 663 394 *295

448 484 *786 449 356 186 643 686 *1,141 634 493 468

502 523 787 508 414 256 706 721 1,242 691 573 551

576 506 *689 656 496 307 837 823 *1,179 925 602 370


651 637 *957 718 538 131 918 909 1,369 975 *511 395

433 449 *738 454 360 252 640 652 *1,160 639 537 524

410 452 *615 408 306 278 585 585 *1,096 619 452 342

454 487 *672 442 323 *3~4 653 663 *868 663 564 *499




-----
-----

Table 72. Nursinghcme averagemnthly chargesand percentdistributionof residents,accordingto primarysourceof paymentsandselected

facilitycharacteristics:
UnitedStates,1973-74and1977--Continued


(Dataare basedona sampleof nursinghcmes)


1973-741 1977


Primarysourceof payment Primarysourceof payment


Facilitycharacteristic All All

residents Fublic ml residents Public ml


CWT1 
MedicareMedicaid 35Lssis-diher Own 

Medic&-e Medicaid a~~~~~ other
income tance inmne .- .

welfare 

sources 
welfare 

sources


Percentdistributionof residents


All facilities---—-—-----— 100.0 36.7 1.1 47.9 11.4 3.0 100 38.4 2.0 47.8 6.4 5.3 

Oi.mership


Proprietary——-—----—------—- 100.0 34.5 1.2 52.0 11.0 1.4 100 37.5 1.7 49.6 7.3 3.8 
Nonprofitandgovernmnt--———— 100.0 41.9 0.9 38.4 12.2 6.6 100 40.4 2.7 43.8 4.4 8.6 

Certification


Skillednursingfacility—-—-—— 100.0 36.9 2.0 53.6 5.3 2.2 100 41.5 4.6 41.4 7.7 4.8

Skillednursingand

intermediate
facility—-—-——--- 100.0 29.8 1.1 59.7 7.6 1.8 100 31.6 2.6 58.3 3.2 4.1


facility
Intermediate ——---—-- 100.0 35.8 ... 53.1 1.4 100 36.3 55.3 5.3 3.1

Notcertified---——— —--------— 100.0 50.6 ... ... 3;:; 10.2 100 64.2 ::: ... 19.0 16.7


Bed size 

Lessthan50 beds---—-—— 100.0 41.5 *0.6 37.1 17.5 3.4 100 49.6 *1.8 32.7 10.5 
50-99beds---—----—---—— 100.0 37.8 0.9 47.9 10.9 2.5 100 39.5 *1.2 46.5 8.1 ?: 
100-199beds———--—-——-—--- 100.0 36.3 1.3 50.8 8.8 2.8 100 38.4 2.6 50.4 4.6 4.0 
200bedsor more--------—----———100.0 30.7 *1.3 51.6 12.3 4.1 100 28.6 2.3 55.5 4.6 9.1 

Geographicregion 

Northeast--—--------------—---- 100.0 30.6 1.4 53.2 10.5 4.5 100 34.6 3.3 53.3 3.8 5.1 
NorthCentral—-————— —————-— 100.0 44.4 0.8 35.6 16.1 3.0 100 44.5 1.5 42.1 6.5 5.4 
south— ----—----------—-—---— 100.0 31.0 1.1 55.2 10.3 2.4 100 32.2 *1.4 52.5 8.2 5.7 
west—— -———___ ---——— 100.0 37.9 *1.2 54.6 4.6 1.9 100 41.3 2.5 44.7 6.7 4.8 

residents
lExcludes inper~nalcareOr d~iciliarycarehms. Excludesresidentswho didnotliveinthenursinghcmeforat leastonemnth.

21ncludes residents residents.
life-care andno-charge


exte~edcarefacilities
3Medicare andMedicaidskillednursingh-s fr~ the1973-74Survey were considered Imbe equivalentto Medicareor Medicaid


skillednursingfacilitiesin 1977forthepurpses of thiscomparison.


SCXJKES:NationalCenterfor HealthStatistics:Chargesfor careand sourcesof paymentforresidentsin nursinghcines,
UnitedStates,NationalNursing

Hom Survey,August1973-April1974,byE. Hing. Vital and HealthStatistics.Series13-No.32. Dml?ub. No. (PHS)78-1783. Wblic Healthservice.

Washington. U.S. GovernmentPrintingOffice,Nov. 1977;The NationalNursingHems Survey,1977sumary for theUnitedStates,byJ. F. VanNostrand,

A. Za~lo, andE. Hing,et al. Vital and HealthStatistics.Series13-No.43. DHEW Pub.No. (PHS)79-1794.
PublicHealthService.Washington.U.S.

Government Office,July1979.
Printing




Table73.Mmthly chargeforcareinnursingkmes andpercentdistribution according
of residents, to

selectedfacilityandresidentcharacteristics:
UnitedStates,1964,1973-74,and1977


(Dataarebasedonrepxtingby asampleof nursinghanes)


Year


1964 1973-742 1977


Facilityand

resident
characteristic Average Percent Average Percent Average Percent


total distribution total distribution total distribution

monthly of mnthly of mnthly of

chargel residents chargel residents chargel residents


FMXLITYCWWCEXUSTIC 

All facilities— — $186 100.0 $479 100.0 $689 100.0 

Typof serviceprovided 

Nursingcare—————— 212 67.4 495 64.8 719 85.4 
Personalcarewithor withoutnursing— 117 32.6 448 35.2 514 14.6 

ownership


Proprietary ——— 205 60.2 489 69.8 670 68.2

Mnprofitad governmnt 145 39.8 456 30.2 732 31.8


Size


Iessthan50 beds— — — 397 1.5.2 546 1.2.9 
50-99beds — 448 34.1 643 30.5 
100-199beds — — 502 35.6 706 38.8 
200bedsor mre————— — — 576 15.1 837 17.9 

Ge@raphicregion 

Northeast 21.3 28.6 651 22.0 918 22.4 
NorthCentral 171 36.6 433 34.6 640 34.5 

161 18.1 410 26.0 585 27.2 
204 16.7 454 17.4 653 15.9 

RESIDEMC~STIC 

Allresidents —— 186 100.0 479 100.0 689 100.0 

Age 

Under65years 155 12.0 434 10.6 585 13.6 
65-74years 184 18.9 473 15.0 669 16.2 
75-84years ——— 191 41.7 488 35.5 710 35.7 
85yearsandover 194 27.5 485 38.8 719 34.5 

sex


Mal.e——————— — 171 35.0 466 29.1 652 28.8

Femal~— 194 65.0 484 70.9 705 71.2


Levelof carereceived


nursingcar~ ———.— 224 31.0 510 40.6 758 43.8 
Othernursingcar~—-- 199 28.7 469 42.1 659 40.7 
Personalcar~ 164 26.9 435 16.4 586 14.4 
No nursingor personalcare-————— 109 13.5 315 0.9 388 1.1 

lIncludes residents residents. 

Intensive


life-care andno-charge

2Dataexcluderesidents
of personalcarehcmes.


National Chargesforcareandsourcesforpaymentforresidents
SCUlW2E: CenterforHealthStatistics: innursinghmes,

UnitedStates, NursingHaneSuvey,Aug.1973-Apr.
National 1974,byE. Hing.VitalandHealthStatistics.Series13-W.

32.DHKWpUb.NO. (PHS)78-1783. PublicHealthService.Washington.U.S.Governnkmt
PrintingOffice.Nov.1977;

Unpublished
datafrcm1977NationalNursingHcm Survey.
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is Table 74. Personalhealthcare per capitaexpenditures,awording to age, sourceof payment,and t~ of expenditure:UnitedStates, 
selectedyears 1965-78 

(Dataare Ccmpiledby the Healkh~5re FinancingAdministration)


All ages Under 19 years 19-64years 65 yearsand over


Year and typeof expenditure Sourceof payment Sourceof payment Sourceof payment Sourceof payment


Per Per Per Per

—=-----an i i-a 

EYi- capita pri- capita 
Pri-

capita 
Pri­anmunt Public almunt RkIlic almlwlt Public arGOunt Publicvate vate vate vate 

1965 Percentof total Percentof total Percentof total Percentof total


All expenditures—----—---- $188.43 78.9 21.1 $83.02 84.5 i5.5 $215.58 (jQ.s ~g=2 .$ 472.31 70.1 29.9 

Hospitalcare-—-—----—-— 70.46 61.3 38.7 22.51 64.2 35.8 87.24 64.6 35.4 175.52 50.9 49.1

Physicianservices-—--——------— 42.85 93.1 6.9 22.27 97.7 2.3 49.21 91.6 8.4 92.50 93.1 6.9

Dentistservices---—---------—---- 14.20 98.3 1.7 10.04 97.5 2.5 17.85 99.0 1.0 11.30 94.4 5.6

Other professionalservices----—-— 5.22 96.4 3.6 1.76 95.5 4.5 6.41 96.4 3.6 12.99 96.7

Drugs and drug sundries—-----—--- 29.18 96.6 18.17 98.9 1.1 31.60 98.0 2.0 61.14 89.7 1:::

Eyeglassesand appliances--—----- 9.44 98.3 N 3.98 98.7 1.3 12.78 98.2 1.8 13.63 99.2 0.8

Nursinghcme care--—----------———— 10.48 65.6 34.4 2.42 70.0 30.0 97.19 65.0 35.0

Other healthservices----————--- 6.60 32.9 67.1 4.29 12.4 87.6 8.07 45.5 54.5 7.99 8.6 91.4


1970


All expenditures 315.37 65.9 34.1 137.68 76.1 23.9 337.27 75.4 24.6 853.81 38.8 61.2 

Hcspitalcare-———-—---——--- 133.39 47.6 52=4 45.72 58.2 41.8 153.21 60.2 39.8 348.74 11.4 88.6 
Physicianservices-—-——--—-— 68.81 78.5 21.5 36.39 89.6 10.4 75.90 89.o 11.0 149.80 38.5 61.5 
Dentistservices—--—-—— 22.80 95.3 4.7 15.80 93.5 6.5 27.88 96.2 3.8 20.42 93.5 6.5 
Otherprofessionalservices-—---—- 7.70 86.1 13.9 2.43 78.6 21.4 9.05 92.6 7.4 19.23 73.3 26.7 
Drugs and drug sundries 40.34 94.2 5.8 25.03 96.4 3.6 42.42 95.6 4.4 85.63 88.0 12.0 
~eglasses and appliances———--- 10.07 94.9 5.1 4.11 96.1 3.9 13.16 96.9 3.1 15.03 83.9 16.1 
Nursinghme care-----—-----—---- 22.44 51.2 48.8 .81 -— 100.0 4.18 29.7 70.3 204.87 54.4 45.6 
Other healthservices————--— 9.90 28.8 71.2 7.39 10.3 89.7 11.48 39.9 60.1 10.09 8.9 91.2 

1976


All expenditwes——————— 602.45 60.9 39.1 232.34 71.1 28.9 624.31 71.1 28.9 1,623.88 35.5 64.5 

Hospitalcare-———-——-————— 272.69 45.2 54.8 83.92 54.4 45.6 300.75 58.5 41.5 702.80 11.2 88.8 
Physicianservices-—---—--——- 126.11 74.5 25.5 59.55 82.9 17.1 135.52 84.7 15.3 280.39 42.2 57.8 
Dentistservices———-——-—— 46.19 95.2 4.8 30.94 90.4 55.40 96.7 3.3 43.66 95.5 4.5 
Other professional.services-----— 14.60 79.5 20.5 4.40 63.1 3::: 16.66 89.7 10.3 34.91 59.9 40.1 
Drugs and drug sundries———— 58.40 91.1 8.9 34.62 93.6 6.4 61.10 93.0 7.0 lu.07 83.3 16.7 
Eyeglassesand appliances--——---- 14.60 91.9 8.1 5.83 95.4 4.6 18.40 95.5 4.5 21.12 72.9 27.3

Nursinghcme care——-——————— 52.22 44.6 55.4 .77 100.0 16.04 20.6 79.4 404.96 50.0 50.0

Other healthservices—--—-—-— 17.64 25.7 74.3 12.32 10.7 89.3 20.43 34.1 65.9 18.97 6.9 93.1
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to age,sourceof payment,ad typeOf expenditure:
Table74.PerSOtihealthcareper capitaexpenditures,according UnitedStates,

selected
years1965-78-+mtinued


(Dataareccanpil~by theHealthCareFinancing
Administration)


All ages Under19 years 19-64years 65yearsandover 

Yearandtypeof expmditure Sourceof paymnt Sourceof payment sourceof payment Sourceof payment 

Per Per Per Per 
capita 
anmunt Pri- Public 

capita 
armunt Pri- Public 

capita Pri-amount Public 
capita Pri-amunt Publicvate vate vate vate


1977 Percentof total Percentof total Percentof total Percentof total


All expenditures--—-— $674.46 61.0 39.0 $258.77 71.5 28.5 $690.76 71.2 28.8 $1,821.14 36.1 63.9


Hospitalcar&----—--——----—---- 307.13 45.6 54.4 92.84 54.6 45.4 334.95 59.2 40.8 794.72 12.0 88.0

Physician
services—-—--——---—-- 141.29 74.1 25.9 67.61 84.4 15.6 148.66 84.5 15.5 320.59 41.8 58.2

Dentistservices-----------— 52.69 95.7 4.3 35.33 91.4 8.6 62.85 96.9 3.1 49.96 96.1 3.9

Otherprofessional
services—— 16.73 77.3 22.7 4.98 48.9 51.1 18.99 88.5 11.5 39.53 59.0 41.0

Drugsanddrugsundries— 62.45 91.3 8.7 37.19 94.2 5.8 65.02 93.0 7.0 123.69 84.2 15.8


andappliances----—---- 15.62 91.4 8.6 6.22 95.2 4.8 19.57 95.4 4.6 22.50 69.9 30.1
Eyeglasses

Nursingkme care——---—------—— 60.44 45.5 54.5 .86 96.7 19.36 20.2 79.8 456.18 51.5 48.5

Otherhealthservices— 18.11 27.1 72.9 13.72 1::: 89.4 21.36 35.1 64.9 13.96 10.0 90.0


1978


All expenditures 752.98 61.3 38.7 286.07 71.3 28.7 763.96 71.4 28.6 2,026.19 36.9 63.2


Hospitalcare—--—---—-—----—-- 340.93 46.2 53.8 101.76 54.2 45.8 369.98 59.9 40.1 868.86 12.5 87.5

Physician
services 158.08 73.2 26.8 75.06 84.0 16.0 163.56 84.3 15.7 365.70 40.6 59.4

Dentistservices-—-—-----------—- 59.64 95.9 4.1 40.01 91.6 8.4 70.75 97.1 2.9 56.76 96.7

Otherprofessional
services--— 19.17 77.3 22.7 5.73 48.5 51.5 21.58 89.0 11.0 44.74 57.9 4;:;

Drugsanddrugsundries— 67.70 91.4 8.6 40.63 93.9 70.02 93.1 6.9 132.61 84.4 15.6

Eyeglasses
andappliances-———--- 17.40 90.8 9.2 6.92 95.4 ::; 21.62 95.2 4.8 24.83 66.9 33.2

Nursinghcmecare----------------- 70.64 46.9 53.1 1.00 1.5 98.5 23.67 19.6 80.4 518.14 53.8 46.2

Otherhealthservices-— 19.43 27.1 72.9 14.97 10.9 89.1 22.77 35.0 65.0 14.53 9.9 90.1


SCXJIUX: Demonstrations, Age differences
Officeof Research, and Statistics: in healthcarespending,1978,by C. R. Fisher.HealthCareFinanciq

Pub.NO. 03045.HealthCareFinancing Washington.
Review.IK2FA Administration. U.S.GovernnmtPrintingOffice,Spring1980.
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Table 75.Medicareexpendituresand percentdistribution,accordingto typeof service:UnitedStatesr

selectedyears 1967-80


(Dataarecmpiled by the HealthCare FinancingAdministration)


Year 

‘J!ypeof
service

1967 1970 1975 1978 1979 19801


Amunt in billions


Total——---———----— $ 4.5 $ 7.1 $ 15.6 $ 24.9 $ 29.3 $ 35.6


Percentdistribution


All semices---———-—— 100.0 100.0 100.0 100.0 100.0 100.0 

Hospitalcare———---- 69.0 71.8 74.8 73.9 73.1 73.9 
Physicianservices-———-—- 24.7 22.5 21.3 21.7 22.1 21.6 
Nursinghcanecare—— ------- 4.6 4.2 1.9 1.2 1.4 1.1 
Other services2-———-— 1.7 1.4 1.9 3.2 3.4 3.4 

Iprelfiinary estimates.

20therservicesincludeh~: healthagencies,hcme healthservices,eyeglassesand appliances,and Other prOfeSSiOIld.


services.


SCXJWES:Officsof Research,Denmstrations,and Statistics:Nationalhealthexpenditures,1980,by	R. M. Gibsonand

Washington.U.S.
D. R. Waldo. HealthCareFinancingReview.HCFA Pub.No. 03123. HealthCareFinancingAdministration.


GovernmentPrintingOffice,Sept. 1981;Unpublisheddata.
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Table 76. Medicaidexpendituresandpercentdistribution, to typeof service:
according UnitedStates,

selected
years1967-80


(DataareccqiledfranStateandFederalGovernment
murces)


Year 

Type of service 
1967 1970 1975 1978 1979 19802 

Ammnt inbillions


Total—-———————— $ 2.9 $ 5.2 $ 13.5 $ 18.8 $ 21.7 $ 25.3


Percentdistribution


—— -All services 100.0 100.0 100.0 100.0 100.0 100.0 

Hospitalcar~ 42.3 42.9 34.6 37.2 37.2 37.7

Physician
services——————— 10.9 13.3 14.0 10.6 9.8 9.1


—-—
Dentistservices 4.4 3.2 2.9 2.1 1.9 2.0

Other services—— 0.9 1.4 1.5 2.1 1.9 2.0 
Drugsanddrugsundries-- 7.2 7.9 6.6 5.9 5.6 5.2 

—Nursingbanecare———— 31.7 27.2 36.0 38.8 40.5 40.9 
Otherhealthservices3 ———. 2.6 4.1 4.4 3.2 3.3 3.2 

professional


Federal,State,andlocalfundstier Medicaid.Includes forPartB of Medicare
l~fiitures frcin percapitapaynients 
andexcludesadministrativecosts.

2preltinq estimates.

30therservi~s includel~ratory ~ radiologic~ services,hcanehealth,andfamilyphing services.


KxJXES:Officeof Research, andStatistics: 1980,by R. M. Gibsm and
Demonstrations, Nationalhealthexpenditures,

w No.03123.HealthCareFinawingAdministration. U.S.
D. R.Waldo.HealthCareFinanci Review.HCT’AFub. Washington.


Government Office,Sept.1981;Unpublished
Printing data.
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w 
medicalcareexpendituresandpercentdistribution, to typeof expenditure: fiscalyears
r. Table77.Veterans’ according UnitedStates,selected 

Typeof expenditure


Total—— 

All eo*nditures——


Inpatient
hospital —


Outpatient
car~


VA nursingbanesand

daniciliaries


Ccnrnunity
nursinghmes—————


Allothers3—


1965-80


(DataareccmpiledfrcmVeteranx3 auurces)
Administration


Year


1965 1970 1975 1976 19772 19782 19792 19802


~.!l!t in milliGilS 

$1,150.1 $1,688.6 $3,328.2 $3,838.8 .$4,376.3 $4,809.3 $5,159.5 $5,981.3


Percentdistribution


100.0 100.0 100.0 100.0 ioo.o 10(!.!? 100.0 100.0 

81.9 71.3 66.4 65.6 64.8 64.3 64.4 64.3 

12.0 14.0 17.8 18.5 18.8 18.9 18.5 19.1 

2.9 4.3 4.8 4.8 4.8 5.1 5.1 5.1 

0.0 1.2 1.4 1.5 1.7 1.8 1.9 2.0 

3.2 9.1 9.6 9.7 9.8 10.0 10.1 9.6 

l~i~~ -e ~~ndit~es excl~e ~~ucticjn, medical administration, and IlliSC&lSIWOUS expenses.cperating 
2DS& forfi- yea ending Sept&r 30;allotherdataforfiscalyearendingJUne30. 

mi~llaneousbenefits contracthospitals, andtraining subsidies hospitals,
3Includes andservices, education for1969-79, toStateveterans’ nursing

hcmes,anddaniciliaries,
and theCivilianHealthandMedicalPrcgramof theVeteransF@ninistration.


SCIWE:VeteransAdministration: datafrantheBudgetOffice.
Unpublished




andaverageannualpercentchange,according
Table78.Nationalfundingforhealthresearchanddevelqxnent to

sourceof funds:UnitedStates,select~years1960-80


(Dataarebasedonmltiple scwces)


Scurceof funds


All Government
Year and period funding Private


State Industry2 rxmprofit


Federal and organizationa


local’


Anmnt inmillions


—
1960— $ 884 $ 448 $44 $ 253 $139

1969———— 2,785 1,674 144 754 213 
1970 2,846 1,667 169 795 215 
1971 .— —— 3,167 1,877 197 860 233 
1972—— ————— 3,527 2,147 228 925 227 
1973— 3,735 2,225 245 1,033 232 
1974 — 4,431 2,754 254 1,171 252 
19751 4,688 2,832 286 1,306 264 

— — 

———-


19761 5,084 3,059 312 l;446 267

19771— 
19781 .— 6,249 3,811 386 1,770 282 
1979’ .— 7,093 4,321 415 2,055 302 
19803 —— 7,891 4,723 455 2,391 322 

5,594 3,396 338 1,587 273


Averageannual.
percentchange


1960-80-- 11.6 12.5 12.4 11.9 4.3 
13.6 15.8 14.1 12.9 4.9 
9.8 9.9 1.I..2 10.5 3.5 
11.3 1.2.6 16.6 8.2 8.4 

1971-72 11.4 14.4 15.7 7.6 -2.6 
1972-73 3.6 7.5 11.7 2.2 
1973-74 1::; 23.8 3.7 13.4 8.6 
1974-7~—- 5.8 2.8 1.2.6 11.5 4.8 

8.5 8.0 9.1 10.7 1.1 
10.0 11.2 8.3 9.8 2.3 

1977-78 —— 11.7 12.2 14.2 11.5 3.3 
1978-79 13.5 13.4 7.5 16.1 7.1 
1979-80 sl.3 9.3 9.6 16.4 6.6 

lRevised
figures.

expenditures Theseexpenditures ccqment of the
21rmJ.udes fordrugresearch. are includedin the “drugsand sundries”


HealthCareFinancing NationalHealthExpenditure
Administration’s Series,mt under“research.”

3~t&tes.


~: Officeof ProgramPlannirxj NationalInstitutes
andEvaluation, of Health,PublicHealthService:Selecteddata.
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a Table 79. Federalobligationsfor healthresearchand develqxrentand percentdistribution,accordirqto agency:UnitedStates,

fiscalyears 1970-80


frcsnFederalCaverrm_ent
(Dataare Coimpil&i sources)


Year


Agency

1970 1971 1972 1973 1974 1975 1976 1977’ 1978‘ 1979’ 1980’


—


Fmr3untin millions


‘iwal— --—-——. $1,666.6 $1,876.6 $2,147.3 $2,225.3 $2,753.6 $2,831.7 $3,058.7 $3,395.9 $3,811.2 $4,32L2 $4,723.4


Percentdistribution


All Federalagencies——--- 100.0 100.0 100.0 100.0 100.0 U_io.o 100.0 100=0 100.0 100.0 100.0 

Departmentof Healthand Human 
Services— -——-.--—---.-—- 70.6 70.1 73.8 72.3 76.0 77.6 77.9 78.1 79.0 79.9 78.2 

NationalInstitutesof Health 52.4 55.4 59.2 59.5 63.1 66.4 67.4 67.1 67.7 68.3 67.4 
————-Other PublicHealthService——— 16.2 13.2 12.8 11.5 11.4 9.8 9.4 9.1 9.6 9.7 9.7 

OtherI?epartmentof Healthand Human

Services——-—--——-———————_ 2.0 1.6 1.7 1.4 1.5 1.3 1.1 1.9 1.8 1.8 1.1


Other agencies——-———-—-——— 29.4 29.9 26.2 27.7 24.0 22.4 22.1 21.9 21.0 20.2 21.8 
Deprbnent of Agricultur*—-—-—-- 3.0 3.2 3.1 2.7 2.2 2.2 2.0 2.5 2.5 2.6 3.1 
Eqartment of Defense———— 7.5 6.6 5.9 5.7 4.3 4.1 3.9 4.4 4.3 4.3 4.5 

—---——.— . . . ... . . . . . . ... ... ... ... ... ... 0.7Departmentof Fx3ucation2

DepartmentofEnergy3—--—--——-————— . . . ... . . . . . . ... ... ... ... 5.1 4.4 4.5

Departmentof the Interior-—————- 0.7 1.2 1.6 1.5 1.2 0.3 0.4 0.3 0.4 0.5 0.5

Departmnt of Transportation------ 0.6 2.2 1.8 2.9 2.4 0.4 0.2 0.2 0.2 0.1 0.1

Agencyfor International
Developnent---- 0.6 0.8 0.7 0.7 0.4 0.2 0.3 0.7 0.5 0.5 0.3

Atc4nic
EnergyCcnInission3——---- 6.3 5.6 4.8 5.0 ... ... ... ... ... ... ... 
ConsumerPr03uctSafetyCmnission----- . . . ... . . . . . . 0.2 0.3 0.2 0.2 0.1 0.1 0.1 
EnergyResearchand Development 
Administration3 —-—--— . . . . . . . . . . . . 4.4 5.8 5.5 5.3 ... ... . . . 
EnvironmentalProtectionAgency--- . . . 0.7 0.7 0.9 0.7 1.3 2.1 1.7 1.5 1.6 1.7 
NationalAeromutics and Space 
Administration-————— 5.2 4.0 2.3 1.9 2.9 2.6 2.4 1.4 1.5 1.0 1.5 
NationalScienceFoundation———— 1.7 1.8 1.7 2.0 1.7 1.6 1.7 1.6 1.7 1.7 1.6 
VeteransAdministration————— 3.5 3.3 3.2 3.3 3.1 3.3 3.2 3.2 3.0 3.0 2.8 
Ml otherdepartmentsand agencies—— 0.3 0.3 0.3 0.9 0.7 0.3 0.3 0.3 0.2 0.2 0.2 

‘kta for fiscalyear eriding
September30; all otherdata for fiscalyear endingJune 30.

21Xmmerlya part of the Departmentof Health,Education,and welfare.

3~ta for tie At-i~ ~er- mission, ~erq ~se~ch and ~vel~nt Administration,
~ w~~nt Of ~ergy fOrm a continuousseries.


SCWK3z:Officeof PrcgramPlannirqand Evaluation,NationalInstitutesof Health,PublicHealthService:Selecteddata.
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Appendix 1: Sources and Limitations of Data


Introduction 

This report consolidates the most current data on the 
health of the population of the United States, the 
availability and use of health resources, and health care ex­
penditures. The information was obtained from the data 
files and/or published reports of many governmental and 
nongovernmental agencies and organizations. In each 
case, the sponsoring agency or organization collected data 
using its own methods and procedures. Therefore, the data 
in this report vary considerably with respect to source, 
method of collection, definitions, and reference period. 

Generally, the data presented in the detailed tables are 
from the ongoing data collection systems of the National 
Center for Health Statistics (NCHS). However, health care 
manpower data come primarily from the Bureau of Health 
Professions, Health Resources Administration, and the 
American Medical Association. National health expend­
itures data were compiled by the Office of Research, 
Demonstrations, and Statistics, Health Care Financing 
Administration. 

Although a detailed description and comprehensive evalua­
tion of each data source is beyond the scope of this appendix, 
users should be aware of the general strengths and weaknesses 
of the different data collection systems. For example, 
population-based surveys obtain socioeconomic data, data on 
family characteristics, and information on the impact of an 
illness, such as days lost from work or limitation of activity. 
They are limited by the amount of information a respondent 
remembers or is willing to report. Detailed medical informa­

. tion, such as precise diagnoses or the types of operations 
performed, may not be known and so will not be reported. 
Conversely, health care providers, such as physicians and 
hospitals, usually have good diagnostic information but little 
or no information about the socioeconomic characteristics of 
individuals or the impact of an illness on the individual. 

The population covered by different data collection 

systems may not be the same, and understanding the dif­
ferences is critical to interpreting the data. Data on vital 
statistics and national expenditures cover the entire 
population. Most data on morbidity and utilization of 
health resources cover only the civilian noninstitutional­
ized population. Thus, statistics are not included for 
military personnel, who are usually young; for institu­
tionalized people, who may be any age; or for nursing 
home residents, who are usually old. 

All data collection systems are subject to error, and 
records may be incomplete or contain inaccurate informa­
tion. People may not remember essential information, a 
question may not mean the same thing to different 
respondents, and some institutions or individuals may not 
respond at all. The sponsoring agencies do the best they 
can, but it is not always possible to measure the magnitude 
of these errors or their impact on the data. Where possible, 
the tables have notes describing the universe and the 
method of data collection to enable the user to place hk or 
her own evaluation on the data. In many instances, data do 
not add to totals because of rounding. 

Statistics based on samples have sampling errors in addi­
tion to errors mentioned above. A sampling error is a 
measure of the variability introduced because only a sam­
ple of the universe was taken. The fact that a sample has an 
additional source of error does not mean that sample data 
are less reliable than full-count data. Frequently, the 
money saved by taking only a sample is spent on reducing 
other forms of error through more pretesting of survey 
forms, better quality control, and other measures. 

The descriptive summaries that follow provide a general 
overview of study design, methods of data collection, and 
reliability and validity of the data. More complete and 
detailed discussions are found in the publications refer­
enced at the end of each summary. The data set or source is 
listed under the agency or organization that sponsored the 
data collection. 
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DEPARTMENT OF HEALTH 
AND HUMAN SERVICES 

Public Health !3ervice 

OFFICE OF HEALTH RESEARCH, 
STATISTICS, AND TECHNOLOGY 

National Center for Health Statistics 

National Vita] Registration System 

The vital registration system of the National Center for 
Health Statistics (NCHS) collects and publishes data on 
births, deaths, marriages, and divorces in the United 
States. Fetal deaths are classified and tabulated separately 
from other deaths. The Division of Vital Statistics obtains 
information on births and deaths from the registration of­
fices of all States, certain cities that perform their own data 
collection, the District of Columbia, Puerto Rico, the U .S. 
Virgin Islands, and Guam. Geographic coverage for births 
and deaths has been complete since 1933. 

Until 1972, microfilm copies of all death certificates and 
a 50-percent sample of birth certificates were received from 
all registration areas and processed by NCHS. Beginning 
in 1972, some States began sending their data to NCHS 
through the Cooperative Health Statistics System (CHSS). 
States that participate in the CHSS program process 100 
percent of their death and ‘birth records and send the entire 
data file to NCHS on com,puter tape. The number of par­
ticipating States has grown from 6 in 1972 to 44 in 1980. 

The standard certificates of birth, death, and fetal death 
recommended by NCHS are modified in each registration 
area to serve the area’s needs. However, most certificates 
conform closely in content and arrangement to the stand­
ard certificate, and all certificates COXIltak a minimum data 
set specified by NCHS. 

In most areas, practically all births and deaths are 
registered. The most recent survey of the completeness of 
birth registration, conducted on a sample of births from 
1964 tcn1968, showed that 99.3 percent of all births in the 
United States during that period were registered. No com­
parable information is available for deaths, but it is 
generally believed that death registration in the United 
States is at least as complete as birth registration. 

For more information, see: National Center for Health 
Statistics, Vital Statistics of the Uni@d States, 1976, Vol. I, 
DHHS Pub. No. (PHS) 80-1103 and Vol. II, Part A, 
DHEW Pub. No. (PHS) 79-1114, Public Health Service, 
Washington, U.S. Government Printing Office, 1980 and 
1979. 

National Survey of Family Growth 

Data from the National Survey of Family Growth 
(NSFG) are based on a five-stage area probability sample 
of civilian noninstitutionalized women living in the coter­
minous United States who are 15-44 years of age and who 
are currently married, previously married, or never mar­
ried but have offspring living in the household. 

The counties and independent cities of the United States 
were combined to form a frame of primary sampling units 
(PSU’S), and 101 PSU’S were selected as the first-stage 
sample for Cycle I of NSFG, conducted from June 1973 to 
February 1974. The next three stages produced a clustered 
sample of 28,998 households within the 101 PSU’S, At 
26,028 of these households (89.8 percent), a household 
screener interview was completed. These screeners pro­
duced a fifth-stage sample of 10,879 women, of which 
9,797 were interviewed. 

Cycle II of NSFG was conducted from January to 
September 1976. The sample design was basically the same 
as it was in Cycle I. The sample consisted of 27,162 
households in 79 PSU’S. Household screener interviews 
were completed at 25,479 of these households (93.8 
percent). Of the 10,202 women in the sample, 8,611 were 
interviewed. 

In order to produce estimates for the entire population 
of eligible women in the United States, data for the inter-
viewed sample women were inflated by the reciprocal of 
the probability of selection at each stage of sampling and 
adjusted for both screener and interview nonresponse. In 
addition, estimates for ever-married women in 12 age-race 
categories were poststratified to benchmark population 
values based on data from the Current Population Survey 
of the U.S. Bureau of the Census. 

Quality control procedures for interviewer selection, in­
terviewer training, field listing, and data processing were 
built into NSFG to minimize nonsampling error and bias. 
In addition, the nonresponse adjustments in the estimator 
were designed to minimize the effect of nonresponse bias 
by assigning to nonrespondents the characteristics of 
similar respondents. Sampling errors for NSFG were 
estimated by balanced half-sample replication. 

Discussion of the balanced half-sample technique, sum­
mary sampling error charts, and detailed information on 
the NSFG sample design are available in the following 
reports: National Center for Health Statistics, National 
Survey of Family Growth, Cycle I, sample design, estima­
tion procedures, and variance estimation, by D. K. French, 
Vital and Health Statisics, Series 2-No 76, DHEW Pub. 
No. (PHS) 78-1350, Public Health Service, Washington, 
U.S. Government Printing Office, Jan. 1978, and National 
Center for Health Statistics, National Survey of Family 
Growth, Cycle II, sample design, estimation procedures, 
and variance estimation, by W. R. Grady, Vital and 
Health Statistics, Series 2-No. 87, DHHS Pub. No. (PHS) 
81-1361, Public Health Service, Washington, U.S. 
Government Printing Office, Feb. 1981. 
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National Health Interview Survey€

The National Health Interview Survey (NHIS) is a continu­
ing nationwide sample survey in which data are collected 
through personal household interviews. Information is ob­
tained on personal and demographic characteristics, illnesses, 
injuries, impairments, chronic conditions, utilization of 
health resources, and other health topics. The household 
questionnaire is reviewed each year, with supplemental topics 
being added or deleted. For most topics, data are collected 
over an entire calendar year. The universe for NHIS is the 
civilian noninstitutionalized population of the United States. 
Members of the Armed Forces, U.S. nationals living in 
foreign countries, and persons who died during the reference 
period are excluded. 

Thq survey is based on a multistage, probability cluster 
sample of 376 primary sampling units selected from ap­
proximately 1,900 geographically defined units in the first 
stage, and 12,000 segments containing about 42,000 eligi­
ble occupied households in the final stage. The usual NHIS 
sample is about 111,000 persons in 41,000 interviewed 
households in a year. The response rate is ordinarily about 
96 percent of the eligible households. National estimates 
are based on a four-stage estimation procedure involving 
inflation by the reciprocal of the probability of selection, a 
nonresponse adjustment, ratio adjustment, and 
poststratification. 

For more detailed information on NHIS design, limita­
tions of data, and sampling errors of the estimates, see: 
National Center for Health Statistics, Current estimates 
from the National Health Interview Survey, United States, 
1979, by S. S. Jack and P. W. Ries, Vital and Health 
Statistics, Series 1O-NO. 136, DHEW Pub. No. (PHS) 
81-1564, Public Health Service, Washington, U.S. 
Government Printing Office, 1981. 

National Health Examination Survey€

The National Health Examination Survey (NHES) is a con­
tinuing nationwide sample survey conducted by the National 
Center for Health Statistics in which data for determiningg the 
health status of the population are collected through direct 
standardized physical examinations, clinical and laboratory 
tests, and measurements. The content of the NHES program 
is revised periodically and selected components are added or 
deleted to meet the current needs for health data of this type. 

For the first program or cycle of the National Health Ex­
amination Survey (NHES I), 1960-62, data were collected 
on the total prevalence of certain chronic diseases as well 
as the distributions of various physical and physiological 
measures, including blood pressure and serum cholesterol 
levels. For that program, a highly stratified, multistage 
probability sample of 7,710 adults, of whom 86.5 percent 
were examined, was selected to represent the 111 million 
civilian noninstitutionalized adults 18-79 years of age in 
the United States at that time. The sample areas consisted 

of 42 primary sampling units (PSU’S) from the 1,900 
geographic units. 

In 1971, a nutrition surveillance component was added 
and the survey name was changed to the National Health 
and Nutrition Examination Survey. 

For further information on NHES I, see: National 
Center for Health Statistics, Cycle I of the National Health 
Examination Survey, sample and response, United States, 
1960-1962, T. Gordon and H. W. Miller, Vital and Health 
Statistics, PHS Pub. No. 1000-Series 1l-No. 1, Public 
Health Service, Washington, U.S. Government Printing 
Office, Apr. 1964. 

National Health and Nutrition Examination Survey€

This survey collects health-related data that can be ob­
tained only by direct physical examinations, clinical and 
laboratory tests, and related measurement procedures. In 
the Fwst National Health and Nutrition Examination 
Survey (NHANES-1), a major purpose was to measure and 
monitor indicators of the nutritional status of the 
American people through dietary intake data, biochemical 
tests, physical measurements, and clinical assessments for 
evidence of nutritional deficiency. Detailed examinations 
were given by dentists, ophthalmologists, and der­
matologists with an assessment of need for treatment. In 
addition, data were obtained for a subsample of adults on 
overall health care needs and behavior, and more detailed 
examination data were collected on cardiovascular, 
respiratory, arthrhic, and hearing conditions. 

The NHANES-I target population was the civilian 
noninstitutiona.lized population 1-74 years of age residing 
in the coterminous United States, except for people 
residing on any of the reservation lands set aside for the 
use of American Indkns. The sample design was a 
multistage, stratified probability sample of clusters of per-
sons in land-based segments. The sample areas consisted of 
65 primary sampling units (PSU’S) selected from the 1,900 
PSU’S in the coterminous United States. A subsample of 
persons 25-74 years of age was selected to receive the more 
detailed health examination. Groups at high risk of 
malnutrition were oversampled at known rates throughout 
the process. 

Household interviews were completed for more than 96 
percent of the 28,043 persons selected for the NHANES-I 
sample, and about 75 percent (20,749) were examined be-
tween 1971 and 1974. 

The estimation procedure used to produce national 
statistics involved inflation by the reciprocal of the 
probability of selection, adjustment for nonresponse, and 
poststratified ratio adjustment to population totals. Sampling 
errors also were estimated to measure the reliability of the 
statistics. 

For more information on NHANES-1, see: National 
Center for Health Statistics, Plan and operation of the Na­
tional Health and Nutrition Examination Survey, United 
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States, 1971-1973, by H. W. Miller, Vital and Health 
Statistics, Series I-Nos. 10a and 10b, DHEW Pub. No. 
(HSM) 73-I31O, Health Services and Mental Health Ad-
ministration, Washington, U.S. Government Printing 
Office, Feb. 1973; and National Center for Health 
Statistics, P’lan and operation of the NHANES-I Augmen­
tation Survey of adults 25-74 years, United States, 
1974-1975, by A. Engel, R. S. Murphy, K. Maurer, and E. 
Collins, Vital and Health Statistics, Series l-No. 14, 
DHEW Pub. No. (PHS) 78-1314, Public Health Service, 
Washington, U.S. Government Printing Office, June 
1978. 

National Master Facility Inwmtory 

The National Master Facility Inventory (NMFI) is a 
comprehensive file of inpatient health facilities in the 
United States. The three broad categories of facilities in 
NMFI are hospitals, nursing and related care homes, and 
other custodial or remedial care facilities. To be included 
in NMFI, hospitals must have at least six inpatient beds, 
and nursing and related care homes must have at least 
three inpatient beds. 

NMFI is kept current by thle periodic addition of names 
and addresses obtained from State licensing agencies for 
all newly established inpatient facilities,, In addition, an­
nual surveys of hospitals and periodic surveys of nursing 
homes and other facilities are conducted to update name 
and location, type of business, number of beds, and 
number of residents or patients in the facilities. 

From 1968 through 1975, the hospital survey was con­
ducted in conjunction wiith the American Hospital 
Association (AHA) Annual Survey of Hospitals. AHA 
performed the data collecticm for its member hospitals, 
while the National Center for Health Statistics (NCHS) 
collected the data for the approximately 400 non-AHA 
registered hospitals. Since 1976, however, all of the data 
collection has been performed by AHA. 

Hospitals are requested to report data for the full year 
ending September 30. More than half of the responding 
hospitals used this reporting period for the 1979 Survey. 
The remaining hospitals used various other reporting 
periods. 

The nursing home and other facilities survey was con­
ducted by NCHS in 1963, 1967, 1969, 1971, 1973, 1976, 
and 1978. In 1978, data for 2(6States were collected at least 
partially through the Cooperative Health Statistics System 
(CHSS). There may have been changes in data collection 
procedures, coverage, definitions, amd concepts in 
prelimina~~ data from these 26 States in 1978. 

The response rate for the 1979 hospital survey was about 
90 percent. Low response ]rates and other reporting dif­
ficulties with the 1978 nursing home and other facilities 
survey prevented the use of 1978 nursing home data for 
California, New York, North Carolina, and the District of 
Columbia; 1976 data have been substituted for these four 
areas. Also due to low response rates, the 1978 data on 

other facilities did not meet NCHS standards of reliability 
and precision and are not available. 

Statistics derived from the hospital and nursing home 
and other facilities surveys were adjusted for both facility 
and item nonresponse. Missing items on the questioimaire 
were imputed, when possible, by using information 
reported by the same facility in a previous survey. When 
data were not available from a previous census for a 
responding facility, the data were imputed by using data 
from similar responding facilities. Similar facilities are 
defined as those with the same types of business, owner-
ship, service, and approximately the same bed size. 

For more detailed information on NMFI, see: National 
Center for Health Statistics, Design and methodology of 
the 1967 Master Facility Inventory Survey, by G. G. 
Hollis, Vital and Health Statistics, PHS Pub. No. 
1000-Series l-No. 9, Public Health Service, Washington, 
U.S. Government Printing Office, Jan. 1971. 

National Hospital Discharge Survey 

The National Hospital Discharge Survey (NHDS) is a 
continuing nationwide sample survey of short-stay 
hospitals in the United States. The scope of NHDS encom­
passes patients discharged from noninstitutional hospitals, 
exclusive of military and Veterans Administration 
hospitals, located in the 50 States and the District of 
Columbia. Only hospitals having six or more beds for pa­
tient use and those in which the average length of stay for 
all patients is less than 30 days are included in the survey. 
Although all discharges of patients from these hospitals’ 
are within the scope of the survey, discharges of newborn 
infants from all hospitals are excluded from this report as 
well as discharges of all patients from Federal hospitals. 

The sample was selected from a frame of about’ 7,500 
short-stay hospitals listed in the National Master Facility 
Inventory. A two-stage stratified sample design was used, 
and hospitals were stratified according to bed size and 
geographic region. The largest hospitals were selected with 
certainty in the sample, and the probability of selection of 
a hospital clecreased as the bed size of the hospital decreas­
ed. Within each sample hospital, a systematic random 
sample of discharges was selected from the daily listing 
sheet. The within-hospital sampling ratio for selecting 
discharges varied inversely with the probability of selection 
of the hospital, so that the overall probability of selecting a 
discharge was approximately the same in each bed-size 
class. 

Survey hospitals used an abstract form to transcribe 
data from the face sheet of hospital records. Forms were 
completed either by hospital staff or representatives of the 
National Center for Health Statistics. 

The basic unit of estimation for NHDS was the sample 
patient abstract. The estimation procedure involved infla­
tion by the reciprocal of the probability of selection, 
adjustment for nonresponding hospitals and missing 
abstracts, and ratio adjustments to fixed totals. Of the 544 
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hospitals selected for the survey, 496 were within the scope 
of the survey, and 431 participated in the survey in 1979. 
Data were abstracted from about 215,000 medical records. 

For more detailed information on the design of NHDS 
and the magnitude of sampling errors associated with 
NHDS estimates, see: National Center for Health 
Statistics, Utilization of short-stay hospitals, annual sum­
mary for the United States, 1978, by B. J. Haupt, Vital 
and Health Statistics, Series 13-No. 46, DHEW Pub. No. 
(PHS) 80-1797, Public Health Service, Washington, U.S. 
Government Printing Office, Mar. 1980. 

National Nursing Home Survey 

Two sample surveys were conducted by the National 
Center for Health Statistics to obtain information on nurs­
ing homes, their expenditures, residents, staff, and, in the 
most recent survey, discharged patients. The fiist survey 
was conducted between August 1973 and April 1974. The 
most recent National Nursing Home Survey (NNHS) was 
conducted from May through December 1977. 

Data on faciMies were collected by personal interviews 
with administrators; facility accountants completed ques­
tionnaires on expenditures. Resident data were collected by 
a nurse familiar with the care provided to the resident. The 
nurse relied on the medical record and personal knowledge 
of the residents. Employees completed a self-administered 
questionnaire. Discharge data, collected only in the most 
recent NNHS, were based on information recorded in the 
medical record. 

For the initial survey conducted in 1973-74, the universe 
included only those nursing homes that provided some 
level of nursing care. Thus, homes providing only personal 
or domiciliary care were excluded. The sample of 2,118 
homes was selected from the 17,685 homes that provided 
some level of nursing care and were listed in the 1971 Na­
tional Master Facility Inventory (NMFI) or those which 
opened for business in 1972. Data were obtained from 
about 20,600 staff and 19,000 residents. Response rates 
were 97 percent for facilities, 88 percent for expenditures, 
98 percent for residents, and 82 percent for staff. 

The scope of the 1977 NNHS encompassed all types of 
nursing homes, including personal care and domiciliary 
care homes. The sample of about 1,700 facilities was 
selected from 23,105 nursing homes in the sampling frame, 
which consisted of all homes listed in the 1973 MFI and 
those opening for business between 1973 and December 
1976. Data were obtained from about 13,600 staff, 7,000 
residents, and 5,100 discharged residents. Response rates 
were 95 percent for facilities, 85 percent for expenses, 81 
percent for staff, 99 percent for residents, and 97 percent 
for discharges. 

Statistics from NNHS were derived by a ratio-estimating 
procedure. Statistics were adjusted for failure of a home to 
respond, failure to fill out one of the questionnaires, and 
failure to complete an item on a questionnaire. 

For more information on the 1973-74 NNHS, see: Na­
tional Center for Health Statistics, Selected operating and 
financial characteristics of nursing homes, United States, 
1973-74 National Nursing Home Survey, by M. R. 
Meiners, Vital and Health Statistics, Series 13-No. 22, 
DHEW Pub. No. (HRA) 76-1773, Health Resources Ad-
ministration, Washington, U.S. Government Printing 
Office, Dec. 1975. For more information on the 1977 
NNHS, see: National Center for Health Statistics, The Na­
tional Nursing Home Survey, 1977 summary for the 
United States, by J. F. Van Nostrand, A. Zappolo, and E. 
Hing, et al., Vital and Hea[th Statistics, Series 13-No. 43, 
DHEW Pub. No. (PHS) 79-1794, Public Health Service, 
Washington, U.S. Government Printing Office, 
July 1979. 

National Ambulatory Medical Care Survey 

The National Ambulatory Medical Care Survey 
(NAMCS) is a continuing national probability sample of 
ambulatory medical encounters. The scope of the survey 
covers physician-patient encounters in the offices of 
nonfederally employed physicians classified by the 
American Medical Association or American Osteopathic 
Association as “office-based, patient care” physicians. 
Excluded are visits to hospital-based physicians, visits to 
specialists in anesthesiology, pathology, and radiology, 
and visits to physicians who are principally engaged in 
teaching, research, or administration. Telephone contacts 
and nonoffice visits are also excluded. 

A multistage probability design is employed. The first-
stage sample consists of 87 primary sampling units (PSU’S) 
selected from about 1,900 such units into which the United 
States has been divided. In each sample PSU, a sample of 
practicing physicians is selected. The final stage involves 
selection within a randomly assigned 7-day reporting 
period, and the selection of samples of patient visits during 
that period. 

For the 1979 survey, 3,023 physicians were selected for 
the sample, of whom 2,482 were found to be eligible for 
NAMCS and were asked to participate. A total of 1,783 
physicians (71.8 percent of those eligible) participated in 
the study, providing data concerning a random sample of 
about 45,351 patient visits. 

The estimation procedure used in NAMCS basically has 
three components: inflation by the reciprocal of the 
probability of selection, adjustment for nonresponse, and 
ratio adjustment to fried totals. 

For more detailed information on the design of NAMCS 
and the magnitude of sampling errors associated with 
NAMCS estimates, see: National Center for Health 
Statistics, 1977 Summary, National Ambulatory Medical 
Care Survey, by T. Ezzati and T. McLemore, Advance 
Date’ From Vital and Health Statistics, No. 48, DHEW 
Pub. No. (PHS) 79-1250, Public Health Service, Hyatts­
ville, Md., Apr. 13, 1979. 
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National Survey of Personal Health Practices 
and Consequences 

The National Survey of Personal Health Practices and 
Consequences (NSPHPC) was a two-wave, panel, tele­
phone survey of adults 20.64 years of age residing in 
telephone households in the coterminous United States. 
The survey, funded by the (Iffice of Disease Prevention 
and Health Promotion, was designed to collect data on the 
extent and distribution of personal health practices, their 
stability over time, and their relationship to morbidity and 
mortality. Questions were asked concerning personal 
health practices, self-perceived health status, health care 
utilization, social support, psychological well-being, 
occupation-related health factors, life events, and 
sociodemographic characteristics. Respondents were also 
asked to provide information to permit future linking of 
respondent records with the National Death Index 
developed by the National Center for Health Statistics. 

The sampling plan, a two-stage stratified cluster design, 
used a random-digit-dialing procedure to select sample 
telephone households. Within “eligible” households con­
taining one or more persons 20 to 64 years of age, one 
respondent was randomly selected. Self-reporting was re­
quired for all questions. Wave I interviews, conducted in 
the Spring of 1979, were completed for 3,025 adults 20-64 
years of age, representing a response rate of 81 percent. 
Wave II interviews, conducted in the Spring of 1980, were 
completed for 80 percent of the persons interviewed in 
Wave I. 

For more detailed information on the ‘NSPHPC design, 
limitations of the data, and sampling errors, see: National 
Center for Health Statistics, Highlights from Wave I of the 
National Survey of Personal Health Practices and Conse­
quences, United States, 1979, by K. M. Danchik and C. A. 
Schoenborn, Vital and Health Statistics, Series 15-No. 1, 
DHHS Pub. No. (PHS) 81-1,162. Public Health Service, 
Washington, U.S. Government Printing Office, June 
1981. 

Nationall Center for IEIealthServices 
Research 

National Medical Care ExpemlditureSurvey 

The National Medical Care Expenditure Survey 
(NMCES) is a nationwide sample survey Iofhealth expend­
itures for and use of personal health services and 
individual and family health insurance coverage during 
1977. Data were collected in five separate but complemen­
tary survey components, 4 of which are discussed below. 
Data for NNICES were collected by Research Triangle In­
stitute, North Carolina, and its subcontractors, National 
Opinion Research Center of the University of Chicago, 
and Abt Associates, Inc., of ~Cambridge, Mass. 

Household Survey—This cc~mponent consisted of about 
14,000 randomly selected households in the civilian 
noninstituicmalized population who were interviewed six 

times over an 18-month period during 1977 and 1978 con­
cerning their use of health services, expenditures, and 
health insurance coverage. 

The Household Survey sample was designed to produce 
statistically unbiased national estimates that are represent­
ative of the civilian noninstitutionalized population of the 
United States. To this end, the study used the national 
multistage area samples of the Research Triangle Institute 
and the National Opinion Research Center. Data were ob­
tained for about 91 percent of eligible households in the 
first interview and 82 percent in the sixth interview. 

For a detailed description of the survey sample and of 
sampling, estimation, and adjustment methods, including 
weighting for nonresponse and poststratiflcation, see: Na­
tional Center for Health Services Research, NMCES 
estimation and sampling variances in the Household 
Survey, by S. B. Cohen and W. D. Kalsbeek, National 
Health Care Expenditure Study, DHHS Pub. No. (PHS) 
81-3281, Public Health Service, Hyattsville, Md., June 
1981. For the questions used in the survey, see: National 
Center for Health Services Research, NMCES household 
interview instruments, by G. S. Bonham and L. S. Corder, 
National Health Care Expenditure Study, DHHS Pub. 
No. (PHS) 81-3280, Public Health Service, Hyattsville, 
Md., April 1981. 

Physicians’ Practice Survey—This component was 
based on a sample of physicians providing care to sample 
household members on the characteristics of these physi­
cians and their practices. The sample frame for the 
Physicians’ Practice Survey (PPS) consisted of the physi­
cians (doctors of medicine and doctors of osteopathy) who 
provided care to 25 percent of the NMCES household 
survey members. Pathologists, anesthesiologists, and 
radiologists were not eligible. Physicians were asked about 
their place and mode of practice, hours worked weekly, the 
site of care, and about their age, specialty, board certifica­
tion, and practice and other income. Of those physicians 
eligible, 67 percent completed the PPS interview. An addi­
tional 19 percent did not complete the interview but 
provided information required for weighting purposes. 

The sample weights for the data were calculated on the 
basis of the joint probability that a particular respondent 
was selectecl for inclusion in the Household Survey and the 
Physicians’ Practice Survey sample frame, and a particular 
physician was named by one of the household respondents. 
The first component of this weight is based on the 
household respondent’s weight. The second component of 
the weight is based on the number of unique patients 
whom the specific physician had seen in his or her practice 
during 1977. Poststratification adjustments were made to 
the household weights according to Bureau of the Census 
estimates of the United States population by age, color, 
and sex. Poststratification adjustments to the physician 
weights were made to match data from the American 
Medical Association on the distribution of medical 

@ood~an, L. J.: phys[cian Distribution and Medicai Licemme in the 

U.S., 1976. Chicago. American Medical Association, 1977. 
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specialties and from the Drug Enforcement Administra­
tion on the geographic distribution of physicians. The 
methods of calculating these sampling weights will be 
described in a forthcoming report from the National 
Center for Health Services Research. 

Employer Health Insurance Cost Survey—This compo­
nent was used to obtain information on the cost of health 
insurance coverage to both employers and employees and 
on the characteristics of employees eligible for 
employment-related health insurance. The sample for the 
Employer Health Insurance Cost Survey (EHICS) was 
designed to produce statistically unbiased national 
estimates of employers and their employees in the civilian 
noninstitutionalized population of the United States. To 
this end, a sample of employers in the 50 States and the 
District of Columbia was obtained from information pro­
vided by NMCES household respondents who were 
selected from the national multistage area samples of the 
Research Triangle Institute and the National Opinion 
Research Center. 

The EHICS sampling frame consisted of all persons in 
the NMCES household sample who reported that they 
were employed but not self-employed at any time during 
1977. Employers were then identified either from permis­
sion forms authorizing the collection of detailed personal 
health insurance information or by means of a special 
NMCES telephone survey. 

Since every employer in the Nation employs one or more 
persons, each eligible to be selected for the NMCES 
household survey, every employer had a positive proba­
bility of being included in the EHICS survey. The methods 
of calculating the sampling weights used to account for 
firm size, nonresponse, and varying sampling rates will be 
described in a forthcoming report from the National 
Center for Health Services Research. 

A two-page questionnaire was mailed to this sample of 
employers that asked about the number and characteristics 
of their employees during 1977; their total 1977 health in­
surance premiums; employer and employee contributions 
to this premium; the number and salary level of employees 
eligible to participate in their health insurance plan(s); and 
total payroll expenditures. 

Questions concerning the extent of coverage and the 
number of employees actually covered by these health in­
surance plan(s) were not asked. Thus, the estimates of 
mean premiums and employer and employee contributions 
are based on the number of eligible employees as 
calculated from information supplied by the employer. 
Because not all employees eligible for participation in 
health insurance plans may in fact have joined, the 
estimates of mean premiums and of the contribution per 
eligible employee are probably lower than would be true 
for estimates based on covered employees only. Also, they 
do not represent the insurance status of the employed 
population as a whole, since some employees obtain 

2Computer File, Doctors of Medicine and Osteopathy, office of Infor­

mation Services, Drug Enforcement Administration, Washington, D.C. 

coverage outside of their place of employment. Further-
more, some employers were unable to separate health 
insurance from other insurance (life and disability) 
benefits. For this group of employers, it was assumed that 
83 percent of the total premium was applicable to health 
insurance.3 

When EHICS respondents were unable to answer a 
question, values of missing data for total annual health in­
surance premiums, employer and employee contributions, 
and total payroll were imputed to firms from others with 
similar characteristics, such as size of workforce, U.S. 
Census region, and labor union status. Imputation pro­
cedures used for the survey will be described in a 
forthcoming report from the National Center for Health 
Services Research. 

The EHICS questionnaire was mailed to approximately 
9,700 employers between November 1978 and June 1979 
by the Research Triangle Institute; 85.5 percent of eligible 
employers responded. 

Health Insurance Employer Survey-This component 
collected data from employers and insurance carriers con­
cerning the health insurance coverage of individuals and 
families in the household survey. The sample for the 
Health Insurance/Employer Survey (HIES) was obtained 
in the second and fifth interview round of the household 
survey. In the second interview round, all members of the 
household sample who were covered by nongroup policies 
that were obtained directly from health insurance carriers 
were asked to sign permission forms enabling the data col­
lection contractor to request additional information about 
their insurance from the carrier. Also during this round, 
primary subscribers of 25 percent of households in the 
sample were asked to sign permission forms for anyone 
covered by health insurance obtained through a group ar­
rangement, which proved to be most often through an 
employer. During the fifth household interview, permis­
sion forms were obtained from the remaining households 
with members covered by group insurance and from 
anyone who had purchased private, nongroup insurance 
since the second interview round. In all, signed permission 
forms were obtained from approximately 88 percent of the 
primary subscribers who reported that they were covered 
by some type of insurance, whether group or nongroup. 

In addition, persons who reported that they were not 
covered by an employment-related health insurance plan, 
but who were employed and not self-employed, were asked 
during the fifth interview round to sign a permission form 
for the Uninsured Vrdidation Survey (UVS), a subcompo­
nent of HIES. Approximately 66 percent of the household 
members eligible for the UVS signed this permission form. 
The purpose of the UVS was to confirm through the 
employer that these people were not in fact covered by 
employment-related health insurance. If an employer 
stated that such a person was insured at some time during 
1977, information about the health insurance plan was ob-

3Yoha1em, M.: Employee-benefit plans, 1975. Sot. Sec. Bul[. 
40(11):19-28, NOV. 1977. 
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tained. Data were also obtained in the UVS about all of the 
health insurance plans that were available to employees 
through their employers, even if the household or in­
dividual did not choose a particular plan or even to be 
covered at all. If the employer did not offer a plan, this in-
formation was also noted. 

For each health insurance plan n:ported in the 
household survey, the HI!ES questionnaire asked 
employers and other policyholders (in the case of group in­
surance) or insurance carriers (in the case of nongroup 
policies) to indicate whether the person or household was 
in fact insured at any time during 1977. 

Wherever coverage was verified, the HIES or the UVS 
respondent was asked if the policy covered a family, a cou­
ple, or a single person. In HIES, it was also determined 
whether the policy was issuecl on a group or nongroup 
basis. Data were obtained on the total annual premium for 
the plan, the amount paid by the insured, and the names of 
and payments by other contributors to the premium. The 
HIES and UVS respondents cm employers were asked to 
send Abt Associates, Inc., a copy of the policy or group in­
surance certificate for each plan in which the household 
member was enrolled. 

Those HIES respondents who provided group insurance 
and UVS respondents were asked for additional informa­
tion about thle size of the group covered under each policy 
held by a household sample member. They were also asked 
to indicate what other options or plans :members of the 
household sample could have purchased. l?or each option, 
data were obtained on premiums and the amount that 
would have been paid by the household; copies of the 
policy or certificate were requested as well. 

Roughly 16,000 HIES and UVS questionnaires were 
mailed to insurance carriers and group policyholders be-
tween October 1978 and August 1979. Data were obtained 
for 84 percent of the household members who had signed 
one or both types of permission fo~ms. The policies and 
certificates obtained for both elected and optional in­
surance plans were subsequently abstracted onto forrns 
developed for the Rand Corporation Health Insurance 
Study sponsored by the Department of Health and Human 
Services. 

When HIES respondents were unable ‘to answer ques­
tions about the premiums or sources and amounts of 
premium payments for a household member’s plan, these 
data were innputed from responses for other insured in­
dividuals with characteristics similar to the household 
members with missing data. These characteristics in­
cluded age, sex, marital status, geographic region of 
residence, employment, and industry clf employment. 
Characteristics of the person’s insurance policy were con­
sidered as well, including whether it was a group or 
nongroup policy, whether coverage was provided on an in­
dividual, couple, or family basis, and the types of benefits. 
Imputation procedures used for the survey will be describ­
ed in a forthcoming report fralm the National Center for 
Health Services Research. 

To obtain statistically unbiased national estimates 
representative of the civilian noninstitutionalized popula­
tion of the United States, the household survey weights 
were adjusted to account for permission forms that were 
not signed and for nonresponse of carriers and group 
policyholders in HIES and UVS. The methods of 
calculating the sampling weights used to account for 
nonresponse will be described in the forthcoming report 

HEALTH RESOURCES 
ADMINISTRATION 

Bureau of Health Professions 

Medical Specialist Supply Projections 

In an ongoing effort, the Division of Manpower 
Analysis, Bureau of Health Professions (formerly the 
Bureau of Health Manpower), evaluates both the current 
and future supply of health manpower in the various 
occupations. 

The 1974 supply of active physicians (M.D. ‘s) by 
specialty was used as the starting point for the projections 
of active physicians ‘published in 1980. The major source 
of data used to obtain 1974 figures was the American 
Medical Association (AMA) Physician Masterfile. 

The projections were derived essentially from two 
distinct estimation matrices. The first matrix produced a 
“basic” projection of year-by-year future M.D. graduates 
and separations from the active workforce by country of 
medical education. Estimates of first-year enrolhnents, 
student attrition, other medical school-related trends, and 
a model of foreign and Canadian medical graduate im­
migration were used. The second matrix distributed the 
future graduates and separations by specialty, disag­
gregated by country of medical education. Projections of 
first-year residency trends were used, and deaths and 
retirements of active practitioners were distributed among 
the specialties proportionate to the supply in each specialty 
as of 1974. Mortality and retirement losses were computed 
by 5-year age cohorts on an annual basis, using age 
distributions and mortality and retirement rates from 
AMA data. 

For more information, see: Bureau of Health Man-
power, The Current and Future Supply of Physicians and 
Physician Specialists, DHEW Pub. No. (HRA) 80-60, 
Health Resources Administration, Hyattsville, Md., 1980. 

Health Manpower Shortage Areas 

Designation of Health Manpower Shortage Areas is an 
ongoing activity of the Division of Health Professions 
Analysis, Bureau of Health Professions. 

Shortage areas are designated for seven professional 
categories in connection with three Federal programs: the 
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National Health Service Corps, Loan Repayment and 
Scholarship programs. 

The designations are also used to determine funding 
priorities for other programs. Areas may be considered for 
shortage area designation by submitting an application 
with supporting documentation to the Bureau of Health 
Professions. Criteria for designation are defiied in 
Department of Health and Human Services regulations. 
Interim final regulations were published in the Federal 
Register on Jan. 10, 1978. Final regulations are currently 
being developed. 

For more information, write: Distribution Studies 
Branch, Division of Health Professions Analysis, Bureau 
of Health Professions, Health Resources Administration, 
3700 East-West Highway, Hyattsville, Md. 20782. 

CENTER FOR DISEASE CONTROL 

Bureau of Epidemiology 

National Morbidity Reporting System 

This is a system for collecting demographic, clinical, and 
laboratory data primarily from State and territorial health 
agencies to provide national surveillance for conditions 
such as rabies, aseptic meningitis, diphtheria, tetanus, 
encephalitis, foodborne outbreaks, and others. Com­
pleteness of reporting varies greatly, since not all cases 
receive medical care and not all treated conditions are 
reported. Reporting is voluntary. 

Estimates of underreporting have been made for two 
diseases—measles and viral hepatitis. It is generally ac­
cepted that about 10-15 percent of all cases of measles that 
occur in the United States are reported to the Center for 
Disease Control (CDC). About 15-20 percent of all cases 
of viral hepatitis are reported to CDC. 

Depending on the disease, data are collected weekly or 
monthly and are analyzed to detect epidemiologic trends or 
to locate cases requiring control efforts. Data are pub­
lisiled weekly and summarized annually. For more 
information, see: Center for Disease Control, Reported 
morbidity and mortality in the United States, 1979, Mor­
h’clity and Mortality Weekly Report, 28(54), Sept. 1980, or 
write to Center for Disease Control, Chief, Consolidated 
Surveillance and Communications Activity, Bureau of 
Epidemiology, Atlanta, Ga. 30333. 

Abortion Surveillance 

The Center for Disease Control (CDC) acquires abor­
tion service statistics by State of occurrence from two 
sources—central health agencies and hospitals and 

facilities. Since the initiation of epidemiologic surveillance 
of abortion in 8 States in 1969, the number of States from 
which statewide abortion data are reported increased to 48 
in 1978. Most of the 45 central health agencies have 
established direct reporting systems, although a few col­
lected data by surveying abortion facilities. Inquiries by 
CDC to hospitals and facilities provided information for 4 
States that did not collect statewide abortion data. 

The total number of abortions reported to CDC is about 
18 percent less than the total estimated independently by 
the Alan Guttmacher Institute, the research and develop­
ment division of the Planned Parenthood Federation of 
America, Inc. 

For more information, see: Center for Disease Control, 
Abortion Surveillance, 1978, Public Health 
Service, DHHS, Atlanta, Ga., Nov. 1980, or write to 
Center for Disease Control, Director, Family Planning 
Evaluation Division, Bureau of Epidemiology, Atlanta, 
Ga. 30333. 

Bureau of State Services 

U.S. Immunization Survey 

This system is the result of a contractual agreement be-
tween the Center for Disease Control and the U.S. Bureau 
of the Census. Estimates from the Immunization Survey 
are based on data obtained during the third week of each 
September for a subsarnple of households interviewed for 
the Current Population Survey, which is described 
separately in this appendix. 

The reporting system contains demographic variables 
and vaccine history along with disease history when rele­
vant to vaccine history. The system is used to estimate the 
immunization level of the Nation’s child population 
against the vaccine preventable diseases; from time-to-
time, immunization level data on the adult population are 
collected. 

The scope of the U.S. Immunization Survey covers the 
50 States and the District of Columbia. In the 1978 sample, 
approximately 41,000 household units were included in the 
survey sample. Six thousand sample units were found to be 
vacant or otherwise not to be interviewed. Of the approx­
imately 35,000 occupied households eligible for interview, 
about 1,500 were not interviewed because the occupants 
either were not at home after repeated calls or were 
unavailable for some other reason. 

The estimating procedure that was used involves the in­
flation of weighted sample results to independent estimates 
of the civilian noninstitutionalized population of the 
United States by age and race. 

For more information, see: Center for Disease Control, 
United States Immunization Survey, 1978, DHEW Pub. 
No. (CDC)79-8221, Public Health Service, Atlanta, Ga., 
July 1979. 
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ALCOHOL, DRUG ABUSE, AND 
MENTAL HEALTH 
ADMINISTRATION 

National Institute of Mental IHealth 

Surveys of Mental Health Facilities 

The Survey and Reports IBranch of the Division of 
Biometry and Epidemiology conducts several surveys of 
mental health facilities. Some (ofthe data in this report are 
derived from more than one of these surveys. The response 
rate to most of the items on these surveys is relatively high 
(90 percent (or better) as is the rate for data presented in 
this report. However, for some survey items, the response 
rate may be somewhat lower. 

The Inventories of Mentall Health Facilities are the 
primary source for NIMH data used in this report. This 
data system k based on questionnaires mi~iled by January 
of each year to mental health facilities in the United States, 
including psychiatric hospitals, non-FederaI general 
hospitals with psychiatric services, residential treatment 
centers for emotionally disturbed children, federally fund­
ed community mental health centers, freestanding outpa­
tient psychiatric clinics, and other types of multiservice or 
day-night facilities. 

Other surveys conducted by the Survey and Reports 
Branch encompass sample surveys of patients coming 
under care ila State, county, and private mental hospitals, 
outpatient psychiatric services, and general hospital inpa­
tient psychiatric units. The purpose of these surveys is to 
determine thle characteristics of patients served by these 
facilities. 

For more information, write: Survey and Reports 
Branch, Division of Biometry and Epidemiology, National 
Institute of Mental Health, 5600 Fishers Lane, Rockville, 
Md, 20857. 

Health Care Financing 
Administration 

OFFICE OF RESEARCH, 
DEMONSTRATIONS, 
AND STATISTICS 

Estimates of National Health IExpenditures 

Estimates of public and private expenditures for health 
are compiled annually by type of expenditure and source 
of funds. The data for several l?ederal health programs are 
taken from the Office of Management and Budget’s 
special analysis of health programs, while data for the re­

maining Federal health programs are supplied directly by 
the various agencies. 

Estimates for non-Federal expenditures come from an 
array of sources. American Hospital Association data on 
hospital finances, increased slightly to allow for 
osteopathic hospitals, are the primary source for estimates 
relating to hospital care. Estimated expenditures for the 
services of dentists and physicians in private practice are 
based on the gross income from self-employed practice 
reported to the Internal Revenue Service. The salaries of 
dentists and physicians on the staffs of hospitals and 
hospital outpatient facilities are considered a component 
of hospital care. Expenditures for the education and train­
ing of medical personnel are considered to be expenditures 
for education, and where they can be separated, they are 
excluded from health expenditures. Expenditures for 
drugs, drug sundries, eyeglasses, and appliances exclude 
those provicled to inpatients and are estimated principally 
from the report of personal consumption expenditures in 
the U. S. Department of Commerce’s national income ac­
counts in the Survey of Current Business. Nursing home 
care expenditures by both public and private sources are 
based on data from the National Nursing Home Survey 
conducted by the National Center for Health Statistics. 
Data on the financial expenditures of health insurance 
organizations come from, special Social Security Ad-
ministration analyses of private health insurers. 
Expenditures for construction represent “value put in 
place” for hospitals, nursing homes, medical clinics, and 
medical research facilities but not for private office 
buildings providing office space for private practitioners. 

For more specific information on items included and ex­
cluded and on general methodology used, see: National 
health expenditures, 1980, by R. M. Gibson, Health Care 
Financing Review, HCFA Pub. No. 03123, Health Care 
Financing Administration, Washington, U.S. Government 
Printing Office, Sept. 1981. 

DEPARTMENT OF 
COMMERCE 

Bureau of the Census 

U.S. Census of Population 

The census of population has been taken in the United States 
every 10 years since 1790. In the 1970 census, basic 
demographic data such as sex, race, age, and marital status 
were obtained from 100percent of the enumerated population. 
In addition, information such as educational attainment, oc­
cupational status, and earnings were obtained from a 
20-percent sample. More detailed data such as previous 
residence, veteran status, place of work, and country of birth 
of parents, were collected from a 15-percent sample; a 
5-percent sample was asked about disability status, citizenship, 
length of marriage, vocational training, and the like. 
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Americans living overseas received a supplemental schedule. 
Detailed national data are tabulated and published as me data 
for areas as small as census tracts. 

For information on undercoverage see: U.S. Bureau of 
the Census, Estimates of Coverage of the Population by 
Sex, Race, and Age, Demographic Analysis PHC(E)-4; 
and for tables of sampling errors for sampled data, see: 
Census of Population Z970, PC(l)-C, General Social and 
Economic Characteristics, Appendix C. 

Current Population Survey 

The Current Population Survey (CPS) is a household 
sample survey of the civilian noninstitutionalized popula­
tion conducted monthly by the U.S. Bureau of the Census 
to provide estimates of employment, unemployment, and 
other characteristics of the general labor force, the popula­
tion as a whole, and various other subgroups of the 
population. 

A list of housing units from the 1970 census, sup­
plemented by newly constructed units and households 
known to be missed in the 1970 census, provides the sam­
pling frame in most areas for the present CPS. In some 
rural locations, current household listings of selected land 
areas serve as the frame. 

The present CPS sample is located in 461 areas compris­
ing 923 counties and independent cities with coverage in 
every State and the District of Columbia. In an average 
month during 1975, the number of housing units or living 
quarters designated for the national sample was about 
58,000, of which about 3,000 were found to be nonexis­
tent, demolished, or no longer used as living quarters. Of 
the remaining 55,000 units assigned for interview, about 
45,000 were interviewed households, 2,000 were 
households at which the members were not available for 
interview, and 8,000 were found to be vacant, occupied by 
persons with usual residence elsewhere, or otherwise not 
eligible for interview. 

The estimation procedure used involves inflation by the 
reciprocal of the probability of selection, adjustment for 
nonresponse, and ratio adjustment. 

For more information, see: U.S. Bureau of the Census, 
The Current Population Survey, Design and Methodology, 
Technical Paper 40, Washington, U.S. Government 
Printing Office, Jan. 1978. 

Population Estimates and Projections 

National estimates are derived by use of decennial cen­
sus data as benchmarks and of data available from various 
agencies as follows: births and deaths (Public Health 
Service); immigrants (Immigration and Naturalization 
Service); the Armed Forces (Department of Defense); net 
movement between Puerto Rico and the U.S. mainland 
(Puerto Rico Planning Board); and Federal employees 
abroad (Civil Service Commission and Department of 
Defense). State estimates are based on similar data and 
also on a variety of data series, including school statistics 

from State departments of education and parochial school 
systems. 

National population projections indicate the approx­
imate future level and characteristics of the population 
under given assumptions as to future fertility, mortality, 
and net immigration. The method used to develop the pro­
jections involved preparation of projections of each of the 
components of population change-births, deaths, and net 
immigration-and the combination of these with July 1 
estimates of the current population. Projections for States 
and metropolitan areas incorporate further assumptions 
about population redistribution through interarea 
migration. 

Current estimates and projections me generally consistent 
with official decennial census figures and do not reflect the 
amount of estimated decennial census underenumeration. 

For more information, see: U.S. Bureau of the Census, 
Projections of the Population of the United States, 1977 to 
2050, Current Population Reports, Series P-25, No. 704, 
Washington, U.S. Government Printing Office, 1977. 

DEPARTMENT OF LABOR 

Bureau of Labor Statistics 

Consumer Price Index 

The Consumer Price Index (CPI) is a monthly measure 
of price change for a freed “market basket” of goods and 
services. It is revised periodically to take into account 
changes in what Americans buy and in the way they live. 
The latest revision introduced (1) a new CPI for all urban 
consumers, (2) a revision of the CPI for urban wage 
earners and clerical workers, and (3) a modification of 
some categories within the medical care component. The 
new indexes were introduced with the release of January 
1978 data. 

In this report, all CPI data shown are for urban wage 
earners and clerical workers. Prices for 400 items were ob­
tained in urban portions of 39 major statistical areas and 
17 smaller cities that were chosen to represent all urban 
places in the United States. They were collected from 
about 18,000 establishments-grocery and department 
stores, hospitaIs, filling stations, and other types of stores 
and service establishments. 

Prices of food, fuels, and a few other items were ob­
tained every month in all 56 locations. Prices of most other 
commodities and services were collected every month in 
the five lrugest areas and every 3 months in other areas. 
Prices of most goods and services were obtained by per­
sonal visits of the Bureau’s trained representatives. Mail 
questionnaires were used to obtain local transit fares, 
public utility rates, newspaper prices, fuel prices, and cer­
tain other items. 

In calculating the index, price changes for the various 
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items in each location were averaged together with weights 
that represent their importance in the spending of all wage 
earners and clerical workers. Local data were then com­
bined to obtain a U.S. city average. Separate indexes were 
also published for 23 areas. 

The index measures price changes from a designated 
reference date—1 967—which tiquals 100. An increase of 22 
percent, for example, is shown as 122. This change can 
also be expressed in dollars as follows: The price of a base 
period “market basket” of goods and services bought by 
urban wage earners and clerical workers has risen from $10 
in 1967 to $12.20. 

For more information, see: Bureau of Labor Statistics, 
Consumer Price Index, Concepts and Content over the 
Years, BLS Report 517, Washington, U.S. Government 
Printing Office, May 1978. 

Employment and Earnings 

The Division of Industry Employment Statistics and the 
Division of Employment and Unemployment Analysis of 
the Bureau of Labor Statistics (BLS) publish data on 
employment and earnings. The data are collected by the 
Bureau of the Census, State Employment Security Agen­
cies, and State Departments of Labor in cooperation with 
BLS. 

The major data source is the Current Pclpulation Survey 
(CPS), a household interview survey conducted monthly 
by the Bureau of the Census to collect labor force data for 
BLS. CPS is described separately in this appendix. Data 
based on establishment records are also compiled each 
month from mail questionnaires by BLS, in cooperation 
with State agencies. 

For more information, see: lJ.S. Department of Labor, 
Bureau of Labor Statistics, Employment and Earnings, 
January 1981, Vol. 28, No. 1, Washington, U.S. Govern­
ment Printin,g Office, Jan. 1981. 

ENVII?ONMENTAL 
PROTECTION AGENCY 

National Aerometric Surveillance Network 

The Environmental Protection Agency (EPA), through 
extensive monitoring of activities conducted by Federal, 
State, and local air pollution control agencies, collects data 
on the five pollutants for which National Ambient Air 
Quality Standards have been set. These pollution control 
agencies submit data quarterly to EPA’s National 
Aerometric Data Bank (NAD13). There are about 3,400 
total stations reporting. Data from some short-term or 
sporadic monitoring for such purposes as special studies 
and complaint investigations are usually not included in 
NADB because the data are not extensive enough to pro-
vide equitable comparisons with routine data from 
permanent monitoring sites. 

For more information, see: Environmental Protection 
Agency, National Air Pol[utant Emission Estimates, 
1970-79, EPA-450/4-80-O02, Research Triangle Park, 
N. C., to be published, or write to Office of Air Quality 
Planning and Standards, Environmental Protection Agen­
cy, Research Triangle Park, N.C. 27711. 

UNITlED NATIONS 

Demographic Yearbook 

The Statistical Office of the United Nations prepares the 
Demographic Yearbook, a comprehensive collection of in­
ternational demographic statistics. 

Questionnaires are sent annually and monthly to more 
than 220 national statistical services and other appropriate 
government offices. Data forwarded on these question­
naires are supplemented, to the extent possible, by data 
taken from official national publications and by cor­
respondence with the national statistical services. To insure 
comparability, rates, ratios, and percentages have been 
calculated in the Statistical Office of the United Nations. 

Lack of international comparability between estimates 
arises from differences in concepts, definitions, and time 
of data collection. The comparability of population data is 
affected by several factors, including (1) the definitions of 
the total population, (2) the definitions used to classify the 
population into its urban and rural components, (3) dif­
ficulties relating to age reporting, (4) the extent of over-or 
under-enumeration, and (5) the quality of population 
estimates. The completeness and accuracy of vital statistics 
data also vary from one country to another. Differences in 
statistical definitions of vital events may also influence 
comparability. 

For more information, see: United Nations, Demo-
graphic Yearbook 1978, Pub. No. ST/ESA/STAT/ 
SER.R/7, United Nations, New York, N. Y., 1979. 

World Health Organization 

World Health Statistics Annual 

The World Health Organization (WHO) is one of the 
specialized agencies of the United Nations. WHO 
publishes the World Health Statistics Annual each year. 
This publication is the result of a joint effort by the 
national health and statistical administrations of many 
countries, the Statistical Office of the United Nations, and 
the World Health Organization. It is published in three 
volumes: Volume I-Vital Statistics and Causes of Death; 
Volume II-Infectious Diseases, Cases and Deaths; Volume 
III-Health Personnel and Hospital Establishments. 

Data in the World Health Statistics Annual are provided 
by national administrators in answer to questionnaires, or 

232 



they are obtained from annual national publications. Some 
of the data are reprinted from the Demographic Yearbook. 

In many cases, complete comparability of data between 
countries is not possible. Differences in the definition of a 
hospital may occur. The level of general education and 
professional training of health personnel may vary from 
country to country. Completeness of coverage also varies. 
Noncomparability of diagnostic coding of data can also 
occur. 

For more information, see: World Health Organization, 
World Health Statistics Annual, 1980, Vols. I, II, III, 
Geneva, Switzerland, World Health Organization, 1980. 

ALAN GUTTMACHER 
INSTITUTE 

Abortion Survey 

The Alan Guttmacher Institute (AGI) conducts an an­
nual survey of abortion providers. Data are collected from 
hospitals, nonhospital clinics, and physicians identified as 
providers of abortion services. A survey universe of 3,092 
hospitals, nonhospital clinics, and individual physicians 
was compiled. To assess the completeness of the provider 
and abortion counts, supplemental surveys were conducted 
of a sample of obstetrician-gynecologists and a sample of 
hospitals (not in ‘original universe) that were identified as 
providing abortion services through the American 
Hospital Association Survey. 

The number of abortions estimated by AGI is about 22 
percent more than the number reported to the Center for 
Disease Control. 

For more information, write to: The Alan Guttmacher 
Institute, 515 Madison Avenue, New York, N.Y. 10022. 

AMERICAN DENTAL 
ASSOCIATION 

Survey of Dental Practice 

This survey has been conducted every 2 or 3 years since 
1950 to gather data on various characteristics of dentists 
and their practices. The 1977 survey was a stratified 
systematic sample. The stratifying variables were type of 
practice, geographic distribution by region and State, and 
year of graduation from dental school. A six-percent sam­
ple of the 101,261 practicing dentists listed in the American 
Dental Association (ADA) registry were mailed survey 
questionnaires. A followup was conducted by telephone, 
requesting nonrespondents to return the original question­
naire. The response rate in 1977 was about 46.5 percent of 
the total sample (adjusted to eliminate persons who should 
not have been included in the original sample). Because 

specialists were oversampled, a weighting factor was ap­
plied to each survey response. 

For more information on the ADA Survey of Dental 
Practice, see: American Dental Association, The 1977 
Survey of Dental Practice, Chicago, 1978. 

AMERICAN HOSPITAL 
ASSOCIATION 

Annual Survey of Hospitals 

Data from this survey are based on questionnaires that 
are sent to all hospitals in the United States and its 
associated areas accepted for registration by the American 
Hospital Association (AHA). In 1979, questionnaires were 
mailed to 7,060 registered hospitals. Of these, 6,988 
hospitals were located in the 50 States and the District of 
Columbia, and 72 were located in the U.S. possessions. 
Overall, 6,342 hospitals reported data, a response rate of 
89.8 percent. For nonreporting hospitals and for the 
survey questionnaires of reporting hospitals on which 
some information was missing, estimates were made for all 
data except those on bassinets and facilities. The estimates 
of the missing data were based on data furnished by report 
ing hospitals that were similar in terms of bed-size 
category, type of control, major type of service provided, 
and type of stay in the hospitals for which data were not 
reported. 

Hospitals are requested to report data for the full year 
ending September 30. More than half of the responding 
hospitals used this reporting period in the 1979 survey. The 
remaining hospitals used various reporting periods. 

For more information on the AHA Annual Survey of 
Hospitals, see: American Hospital Association, Hospital 
Statistics, 1980Edition, Data from the American Hospital 
Association 1979Annual Survey, Chicago, 1980, 

AMERICAN MEDICAL 
ASSOCIATION 

Physician Masterfile 

A masterfile of physicians has been maintained by the 
American Medical Association (AMA) since 1906. Today, 
the Physician Masterfile contains data on ahnost every 
physician in the United States, both members and 
nonmembers of AMA, and on those graduates of 
American medical schools temporarily practicing overseas. 
The fiie also includes graduates of foreign medical schools 
who are in the United States. 

A file is initiated on each individual upon entry into 
medical school or, in the case of foreign graduates, upon 
entry into the United States. A census of physicians is 
conducted every 3 years to update the fiie information on 
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professional activities, specialization, and present employ­
ment status. The last census from which data are available 
was conducted in 1977. Between censuses,, AMA keeps the 
file current by continuous checks of professional publica­
tions and State licensure notices for changes in any physi­
cian’s activities. When a change is noted, the physician is 
sent another copy of the questionnaire. In 1976, approx­
imately 3,600 of these questionnaires were mailed per 
week. The general response rate to the questionnaires is 
about 87 percent. 

For more information on tlhe AMA Physician Master-
file, see: Department of Statistical Analysis, American 
Medical Association, Physician Distribution and Medical 
Licensure in the U.S., 1979, Chicago, 19$1. 

Annual Census of Hospitals 

From 1920 to 1953, the Council on Medical Education 
and Hospitals of the American Medical Association 

(AMA) conducted annual censuses of all hospitals 
registered by AMA. 

In each annual census, questionnaires were sent to 
hospitals asking for the number of beds, bassinets, births, 
patients admitted, average census of patients, lists of staff 
doctors and interns, and other information of importance 
at the particular time. Response rates were always nearly 
100 percent. 

The community hospital data from 1940 and 1950 
presented in this report were calculated using published 
figures from the AMA Annual Census of Hospitals. 
Although the hospital classification scheme used by AMA 
in published reports is not strictly comparable with the 
definition of community hospitals, methods were 
employed to achieve the greatest comparability possible. 

For more information on the AMA Annual Census of 
Hospitals, see: American Medical Association, Hospital 
Service in the United States, Journai of the American 
Medical Association, 11(116):1055-1144, 1940. 
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Appendix II: Glossary of Terms 

General Terms 

Social and Demographic Terms 

Age.—Age is reported as age at last birthday, i.e., age in 
completed years, often calculated by subtracting date of 
birth from the reference date, with the reference date being 
the date of the examination, interview, or other contact 
with an individual. 

Age adjusment of death rates. —Age adjustment, using 
the direct method, is the application of the age-specific 
death rates in a population of interest to a standardized age 
distribution in order to eliminate the differences in ob­
served rates that result from age differences in population 
composition. This is usually done when comparing two or 
more populations at one point in time, or one population 
at two or more points in time. 

In this report, the mortality rates are age adjusted to the 
U.S. population enumerated in 1940. Adjustment is based 
on 11 age intervals as follows: under 1 year, 1-4 years, 5-14 
years, 15-24 years, 25-34 years, 35-44 years, 45-54 years, 
55-64 years, 65-74 years, 75-84 years, and 85 years and 
over. The data from the National Health Interview Survey, 
National Ambulatory Medical Care Survey, and the Na­
tional Hospital Discharge Survey are age adjusted to the 
1970 civilian noninstitutionalized population. In these 
cases, adjustment is based on four age intervals. For the 
National Health Interview Survey, those intervals are: 
under 17 years, 17-44 years, 45-64 years, and 65 years and 
over. For the National Ambulatory Medical Care Survey 
and National Hospital Discharge Survey, they are: under 
15 years, 15-44 years, 45-64 years, and 65 years and over. 

Average annual rate of change (percent change).—In 
this report, average annual rates of change or growth rates 
are calculated as follows: 

(V* -’) x‘“ 

where P. = later time period 
P. = earlier time period 

and N= number of years in interval 

This geometric rate of change assumes that a variable 
increases or decreases at the same rate during each year be-
tween the two time periods. 

Race. —Beginning in 1976, the Federal Government’s 
data systems classified individuals into the following racial 
groups: American Indian or Alaskan Native, Asian or 
Pacific Islander, black, and white. In this report, three 
raciaI categories are generally used: “white,” “black,” 
and “all other. ” When the “all other” category is used, it 
includes all races other than white. 

Depending on the data source, the classification by race 
may be based on self-classification or on observation by an 
interviewer or other persons fiiing out the questionnaire. 
In the national vital registration system, newborn infants 
are assigned the race of their parents. If the parents are of 
different races and one is white, the child is assigned the 
other parent’s race. If either parent is Hawaiian, the child 
is classifed as Hawaiian. In all other cases, the child is 
assigned the father’s race. Prior to 1964, the national vital 
registration system classified all births for which race was 
unknown as “white .“ The National Health Interview 
Survey assigns children whose parents are of different 
races to the race of the father. 

Family income.—For purposes of the National Health 
Interview Survey and National Health and Nutrition Ex­
amination Survey, all people within a househoId related to 
each other by blood, marriage, or adoption constitute a 
family. Each member of a family is classified according to 
the total income of the family of which he is a member. 
Unrelated individuals are classified according to their own 
income. Family income, then, is the total income received 
by the members of a family (or by an unrelated individual) 
in the 12 months prior to interview, including wages, 
salaries, rents from property, interest, dividends, profits, 
and fees from their own business, pensions, and help from 
relatives. 

Marital status.—The population is classified through 
self-reporting into the categories married and unmarried. 
Married includes all married people including those 
separated from their spouses. Unmarried includes those 
who are single (never married), divorced, or widowed. The 
National Survey of Family Growth generally includes 
women who are living in informal unions under the cur-
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rently married category. The Abortion Surveillance reports 
of the Center for Disease Control classify separated people 
as unmarried for all States except Rhode Island. 

Population. —The U.S. Bureau of the Census collects 
and publishes data on several different types of population 
in the United States. Various statistical systems then use 
the appropriate population in calculating rates. 

Total population is the population of the United 
States, including all members of the Armed Forces liv­
ing in foreign countries, Puerto Rico, Guam, and the 
U.S. Virgin Islands. Other Americans abroad (e.g., 
civilian Federal employees and dependents of 
members of the Armed Forces or other Federal 
employees) are not included. 
Resident population is the population living in the 
United States. This includes members of the Armed 
Forces stationed in the United States and their 
families as well as foreigners working or studying 
here; it excludes foreign military, naval, and 
diplomatic personnel and their families located here 
and residing in embassies or similar quarters as well as 
Americams living abroad. The resident population is 
often the denominator when calculating birth and 
death rates and incidence of disease. 
Civilian population is the resident population ex­
cluding members of the Armed Forces. Families of 
members of the Armed Forces are included, however. 
Civilian noninstitutionalizedp ovulation is the civilian 
population not residing in institutions. Institutions in­
clude correctional institutions, detention homes, and 
training schools for juvenile delinquents; homes for 
the aged and dependent (e.g., nursing homes and con­
valescent homes); homes for dependent and neglected 
children; homes and schools for the mentally or 
physically handicapped; homes for unwed mothers; 
psychiatric, tuberculosis, and chronic disease 
hospitals and residential, treatment centers. This 
population is the denominator in rates calculated for 
the National Center for Health Statistics’ National 
Health Interview Survey, National Health and Nutri­
tion Examination Survey, National Hospital 
Discharge Survey, and National Ambulatory Medical 
Care Survey. 

Poverty level. —As used in the National Survey of Fami­
ly Growth, poverty level is calculated by dividing the total 
family income by the weightecl average threshold income 
of nonfarm families with the head under 65 years of age 
based on the poverty levels slmwn in U.S. Bureau of the 
Census Current Population Reports, Series P-60, No. 106, 
“Money Income in 1975 of IPamilies and Persons in the 
United States, ” table A-3 (for Cycle II), and No. 98, 
“Characteristics of the Low-Income Population, 1973,” 
table A-3 (for Cycle I). This clefinition takes into account 
the sex of the family head and the number of persons in the 
family. Total family income includes income from all 
sources for all members of the respondent’s family. 

Geographic Terms 

Division and region. — The 50 States and the District of 
Columbia are grouped for statistical purposes by the U.S. 
Bureau of the Census into nine divisions within four 
regions. The groupings are as follows: 

NORTHEAST 

New England 
Maine, New Hampshire, Vermont, 
Massachusetts, Rhode Island, Connecticut 

Middle Atlantic 
New York, New Jersey, Pennsylvania 

NORTH CENTRAL 

East North Central 
Michigan, Wisconsin, Ohio, Indiana, Illinois 

West North Central 
Minnesota, Iowa, Missouri, North Dakota, 
South Dakota, Nebraska, Kansas 

SOUTH 

South Atlantic 
Delaware, Maryland, District of Columbia, 
Virginia, West Virginia, North Carolina, South 
Carolina, Georgia, Florida 

East South Central 
Kentucky, Tennessee, Alabama, Mississippi 

West South Central 
Arkansas, Louisiana, Oklahoma, Texas ,. 

WEST 

Mountain 
Montana, Idaho, Wyoming, Colorado, New 
Mexico, Arizona, Utah, Nevada 

Pacific 
Washington, Oregon, California, Alaska, 
Hawaii 

Level of urbanization. —Counties are classified in a 
Department of Agriculture system. Metropolitan counties 
are classified according to the size of the metropolitan area 
of which they are a part. Nonmetropolitan counties are 
classified by their number of urban residents and proximi­
ty to a metropolitan area. The county classifications areas 
follows: 

Within SMSA refers to metropolitan counties 
“Standard Metropolitan Statistical Areas”). 

Large SMSA refers to a county within 
SMSA of at least 1 million population. 

Core refers to counties containing 
primary central city of an SMSA. 
Fringe refers to suburban counties of 
SMSA. 

Medium SMSA refers to a county within 
SMSA of 250,000 to 999,999 population. 

(see 

an 

the 

an 

an 
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Other SMSA refers to a county within an 
SMSA of less than 250,000 population. 

Outside SMSA refers to nonmetropolitan counties. 
Adjacent to SMSA refers to a county contiguous to 
an SMSA. 

Urbanized refers to a county contiguous to an 
SMSA and having an aggregate urban popula­
tion of at least 20,000. 
Less urbanized refers to a county contiguous to 
an SMSA and having an aggregate urban popula­
tion of 2,500 to 19,999. 
Thinly populated refers to a county contiguous 
to an SMSA and having no urban population. 

Not adjacent to SMSA refers to a county not con­
tiguous to SMSA. 

Urbanized refers to a county not contiguous to 
an SMSA and having an aggregate urban popula­
tion of at least 20,000. 
Less Urbanized refers to a county not contiguous 
to an SMSA and having an aggregate urban pop­
ulation of 2,500 to 19,999. 
Thinly populated refers to a county not contigu­
ous to an SMSA and having no urban popula­
tion. 

Metropolitan.—Any county withh a standard metro­
politan statistical area is metropolitan. Other counties are 
nonmetropolitan. 

Registration area.—The United States has separate reg­
istration areas for birth, death, marriage, and divorce sta­
tistics, which collect data annually from States whose reg­
istration data are at least 90-percent complete. 

The death registration area was established in 1900 with 
10 States and the District of Columbia, while the birth reg­
istration area was established in 1915, also with 10 States 
and the District of Columbia. Both areas have covered the 
entire United States since 1933. Currently, Puerto Rico, 
the U.S. V@@ Islands, and Guam are also included, al­
though in statistical tabulations they are not part of the 
“United States” total. 

Reporting area.—In the national vital registration sYs­
tem, reporting requirements on birth certificates vary ac­
cording to State. Thus, different numbers of States report 
various characteristics. For example, in 1977, births to un­
married women are reported on the birth certificate only in 
37 States and the District of Columbia, and the month dur­
ing which prenatal care began is reported in 44 States and 
the District of Columbia. 

Standard metropolitan statistical area (SMSA).—This is 
a concept developed for use in statistical reporting and 
analysis. Except in the New England States, an SMSA is a 
county or a goup of contiguous counties containing at 
least one city of 50,000 inhabitants or more or “twin 
cities” with a combined population of at least 50,000. In 
addition, contiguous counties are included in an SMSA if 
they are essentially metropolitan in character (based on cri­
teria of labor force characteristics and population density) 

and are socially and economically integrated with the cen­
tral city or cities. 

In New England, towns and cities rather than counties 
are the geographic components of the SMSA. Since Na­
tional Center for Health Statistics (NCHS) data are not 
coded to identify all towns, NCHS uses the metropolitan 
State economic area (MSEA), which is made up of county 
units, for reporting data in New England. 

Health Status and Determinants 

Fertility 

Abortion.—The Center for Disease Control’s surveil-
lance program counts Iega/ abortions only. What con­
stitutes a legal abortion varies, depending on a State’s 
regulations about when one may be performed. 

Birth rate. —This measure divides the number of live bir­
ths in a population in a given period by the resident 
population at the middle of that period. The rate may be 
restricted to births to women of specific age, race, marital 
status, or geographic location, or it may be related to the 
entire population. 

Gestation.—For both the national vital registration 
system and the Center for Disease Control’s Abortion 
Surveillance, the period of gestation is defined as begin­
ning with the fiist day of the last normal menstrual period 
and ending with the day of birth. 

Live birth.—In the World Health Organization’s defini­
tion, also adopted by the United Nations and the National 
Center for Health Statistics, a live birth is the complete 
expulsion or extraction from its mother of a product of 
conception, irrespective of the duration of the pregnancy, 
which, after such separation, breathes or shows any other 
evidence of life such as heartbeat, umbilical cord pulsa­
tion, or definite movement of voluntary muscles, whether 
or not the umbilical cord has been cut or the placenta is at­
tached. Each product of such a birth is considered live 
born. 

Live-birth order.—In the national vital registration 
system, this item from the birth certificate indicates the 
number of live births a woman has had, counting the birth 
being recorded. 

Mortality 

Cause of death.—For the purpose of national mortality 
statistics, every death is attributed to one underlying condi­
tion, based on information reported on the death 
certificate, and utilizing the international rules for select­
ing the underlying cause of death from the reported 
conditions. For data years 1968-78, the Eighth Revision in­
ternational Classification of Diseases, Adapted for Use in 
the United States is used for coding. Earlier data used the 
then current revision of the International Classification of 
Diseases. For 1979, the Ninth Revision is used. 
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Death rate. —This measure divides the number of deaths 
in a population in a given period by the resident population 
at the middle of that period. It maybe restricted to deaths 
in specific age, race, sex, or geographic groups, or it may 
be related to the entire population. 

Eighth Revision International Classl~ication of Diseases, 
Adapted for Use in the United States (ICDA).—ICDA and 
the International Classl~icatio,n of Diseases (ICD), upon 
which ICDA is based, classify morbidity and mortality in-
formation for statistical purpo:ses. Both are arranged in 17 
main sections. Most of the diseases are arranged according 
to their principal anatomical site, with special sections for 
infective and parasitic diseases; neoplasms; endocrine, 
metabolic, and nutritional dise:ases; mental diseases; com­
plications of pregnancy and childbirth; certain diseases 
peculiar to the perinatal period; and ill-defined conditions. 
Separate sections provide a classification of injuries accord­
ing to the external cause giving rise to the injury, usually 
used for cause-of-death categories, and a classification ac­
cording to the nature of injury (such as puncture, open 
wound, or burn), usually used for morbidity categories. 
Supplementary sections in ICDA on speciaJ conditions and 
examinations without sickness (YOO-Y13) and on surgical 
operations and diagnostic and other therapeutic pro­
cedures are used for coding information on ambulatory 
and inpatient utilization. 

ICD was first used in 1900 and has been revised about 
every 10 years since then. The Ninth Revision, introduced 
in 1977, is used to code U.S. mortaJity data beginning with 
1979. A modification of the Ninth Revision has been 
prepared for use with U.S. morbidity data. Only two tables 
in this volume (tables 40 and 43) include data using Ninth 
Revision cocles. 

Infant nzortality.-Infant mortality is the death of live-
born children who have not :reached their first birthday 
and is usually expressed as a rate (i.e., the number of in­
fant deaths during a year per 1,000 live births reported in 
the year). 

Neonatal mortality.—The neonatal mortality rate is the 
number of deaths under 28 days of age per 1,000 live 
births. 

Postneonatal mortality .—The postneonatal mortality 
rate is the number of deaths that occur from 28 days to 365 
days after birth per 1,000 live births. 

Fetal death. —The fetal death rate is the number of fetal 
deaths with stated or presumed gestation of 20 weeks or 
more per 1,000 total births (i.e., live births plus fetal 
deaths). 

Life expectancy. —Life expectancy is the average 
number of years of life remaining to a person at a par­
ticular age and is based on a given set of age-specific death 
rates, generally the mortality conditions existing in the 
period mentioned. Life expectancy may be determined by 
race, sex, or other characteristics using age-specific death 
rates for the population with that characteristic. 

Determinants and Measures of Health 

Condition. —A health condition is a departure from a 
state of physical or mental well-being. Conditions, except 
impairments, are coded according to the Eighth Revision 
International Classification of Diseases, Adapted for Use 
in the United States (ICDA). 

Based on duration, there are two categories of condi­
tions, acute and chronic. In the National Health Interview 
Survey, an acute condition is a condition which has lasted 
less than 3 months and has involved either a physician visit 
(medical attention) or restricted activity. The category in­
cludes respiratory conditions (ICDA codes 460-486, 501, 
508-516, 519, 783), injuries (ICDA codes N800-N870, 
N872-N884, N890-N894, N900-N994, N996-N999), infec­
tive and parasitic conditions (ICDA codes 000-136), and 
digestive conditions (ICDA codes 520.6-521.5, 
521.7-523.9,525-530, 535-543,560-561,564-577, 784-785). 
In the National Health Interview Survey, a chronic condi­
tion is any condition lasting 3 months or more or is one of 
certain conditions classified as chronic regardless of their 
time of onset, The National Nursing Home Survey uses a 
specific list of conditions classified as chronic, also 
disregarding time of onset. 

Disability. —Disability is any temporary or long-term 
reduction of a person’s activity as a result of an acute or 
chronic condition. It is often measured in terms of the 
number of days that a person’s activity has been reduced. 

Disability day. —The National Health Interview Survey 
identifies several types of days on which a person’s usual 
activity is reduced because of illness or injury (reported for 
the 2-week period preceding the week of the interview). 
These short-term disability days are not mutually exclusive 
categories but are defined as follows: 

A restricted-activity day is any day on which a person 
cuts down on his or her usual activities for all or most 
of that day because of an illness or an injury. Restrict­
ed-activity days are unduplicated counts of bed-
disability, work-loss, and school-loss days as well as 
other days during which a person cuts down on his or 
her usual activities. 
A bed-disability day is a day on which a person stays in 
bed for more than half of the daylight hours (or nor- <” 
mal waking hours) because of a specific illness or in-
jury. All hospital days are bed-disability days. Bed-
disability days may also be work-loss or school-loss 
days. 
A work-loss day is a day on which a person did not 
work at his or her job or business for at least half of 
his or her normal workday because of a specific illness 
or injury. The number of work-loss days is determined 
only for currently employed persons. 
A school-loss day is a day on which a child did not 
attend school for at least half of his or her normal 
schoolday because of a specific illness or injury. 
School-1oss days are determined only for children 6-16 
years of age. 
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Former smoker.—Any person who has smoked at least 
100 cigarettes during his or her entire life but who reports 
smoking no cigarettes at the present time is a former 
smoker. 

Incidence. —Incidence is the number of cases of disease 
having their onset during a prescribed period of time and is 
often expressed as a rate (e.g., the incidence of measles per 
1,000 children 5-15 years of age during a year). Incidence is 
a measure of morbidit y or other events that occur within a 
specified period of time. 

Limitation of activity. —Each person identified by the 
National Health Interview Survey as having a chronic con­
dition is classified according to the extent to which his or 
her activities are limited because of the condition as 
follows: 

● Persons unable to carry on major activity. 

●❨ Persons limited in the amount or kind of major ac 
tivity performed. 

. Persons not limited in major activity but otherwise 
limited. 

● Persons not limited in activity. 

Major activity (or usual activity). —This is the princip~ 
activity of a person or of his or her age-sex group. For 1-5 
years of age, it refers to ordinary play with other children; 
for 6-16 years of age, it refers to school attendance; for 17 
years of age and over, it usually refers to a job, 
housework, or school attendance. 

Notifiable direase.— A notifiable disease is one that 
health providers are required, usually by law, to report to 
Federal, State, or local public health officials when 
diagnosed. Notifiable diseases are those of public interest 
by reason of their contagiousness, severity, or frequency. 

Particulate matter. —Particulate matter is de fried as 
particles of solid or liquid matter in the air, including both 
nontoxic materials (soot, dust, and dirt) and toxic 
materials (lead, asbestos, suspended sulfates and nitrates, 
etc.). 

Pollutant. —A pollutant is any substance that renders 
the atmosphere or water foul or noxious to health. 

Prevalence. —Prevalence is the number of cases of a 
disease, infected persons, or persons with some other at-
tribute present during a particular interval of time. It is 
often expressed as a rate (e.g., the prevalence of diabetes 
per 1,000 persons during a year). 

SeIf-assesssment of health .—the National Health Inter-
view Survey, the respondents are asked to evaluate the 
health of everyone in their household compared with other 
people of the same age. 

Utilization and Resources 

Ambulatory Care 

Dental visit. —The National Health Interview Survey 
counts visits to a dentist’s office for treatment or advice, 
including services by a tectilcian or hygienist acting under 

the dentist’s supervision, as dental visits. Services provided 
to hospital inpatients are not included. 

Disposition of visit.—As used by the National Am­
bulatory Medical Care Survey, this term describes the 
variety of followup procedures that a physician may plan 
for the patient, ranging from no followup to specific 
return contacts, to referral to other providers of care. 

Eighth Rewkion International Class~ication of Diseases, 
Adapted for Use in the United States.—See “Mortality” 
section. 

Family planning visit.—In the NationaI Survey of Fami­
ly Growth, women are considered to have made a family 
planning visit if they answer affiiatively when asked if 
they have talked to a doctor or other trained medical 
personnel about a method for delaying or preventing 
pregnancy. Those who have such visits are asked the date 
of the visit. 

Office.—In the National Health Interview Survey, an 
office refers to the office of any physician in private prac­
tice, including physicians connected with prepaid group 
practices. In the National Ambulatory Medical Care 
Survey, an office is any location for a physician’s amb­
ulatory practice other than hospitals, nursing homes, 
other extended care facilities, patients’ homes, and in­
dustrial clinics. However, private offices in hospitals are 
included. 

Physician visit.—The National Health Interview Survey 
counts as a physician visit a visit in person or by telephone 
to a doctor of medicine or doctor of osteopathy for the 
purpose of examination, diagnosis, treatment, or advice. 
The service may be provided directly by the physician or by 
a nurse or other person acting under the physician’s super-
vision. Contacts involving services provided on a mass 
basis are not included, nor are contacts for hospital 
inpatients. 

Physician visits are generally classified by the type of 
place of visit. In the National Health Interview Survey, this 
includes the office, hospital outpatient clinic or emergency 
room, telephone (advice given by a physician in a 
telephone call), company or industrial ciinic (units at a 
place of business that provide treatment through a physi­
cian or trained nurse), home (any place in which a person 
was staying at the time a physician was called there), as 
well as other places. 

In the National Ambulatory Medical Care Survey, an 
office visit is any direct personal exchange between an am­
bulatory patient and a physician, or members of his or her 
staff, for the purposes of seeking care and rendering health 
services. 

Place of [ast fami[y planning visit. —Women with a 
family planning visit in the last 3 years are asked where the 
last (most recent) visit took place. “Own physician” in­
cludes visits of the respondent with her own physician, 
whether in the physician’s office or in a hospital; it in­
cludes group practices and prepaid medical organizations. 
“Organized medical services ‘‘ includes visits to all other 
places: general clinics, family planning clinics, hospitals, 
or elsewhere. 
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Principal diagnosis. —In the Natio:nal Ambulatory 
Medical Care Survey, this is the physician’s diagnosis ,of 
the patient’s most important problem or complaint as 
evaluated at the time of the visit. 

Seriousness of problem. —I[n the National Ambulatory 
Medical Care Survey, the physician indicates for each pa­
tient visit the seriousness of the problem, condition, or 
symptom which the patient says caused the visit. 
Seriousness refers to the physician’s clinical judgment as to 
the extent the patient would be impaired if no care were 
given. It is expressed as very serious, serious, slightly 
serious, or not serious. 

Inpatient Care 

Average daily census or average daily patients. —This 
refers to the average number of inpatients receiving care 
each day during a reporting period, excluding newborns. 

Average [ength of sta.y.–-In the National Hospital 
Discharge Survey, the average length of stay is the total 
number of patient days accumulated at the time of 
discharge, counting the date of admission but not the date 
of discharge by patients discharged during a reporting 
period, divided by the number of patients discharged. 

As measured in the National Nursing Home Survey, 
length of stay for residents is the time from their admission 
until the reporting time, while the length of stay for 
discharges is the time between the date of admission and 
the date of discharge. 

Bed.—Any bed that is set up and staffed for use for in-
patients is counted as a bed in a facility. In the National 
Master Facility Inventory, the count is of beds at the end 
of the reporting period; for the American Hospital 
Association, it is of the averaige number of beds during the 
entire period. The World Health Organization defines a 
hospital bed as one regularly maintained and staffed for 
the accommodation and full-time care of a succession of 
inpatients and situated in a part of the hospital where con­
tinuous medical care for inpatients is provided. 

Day. —liccording to the American Hospital Association 
and National Master Facility Inventory, days or inpatient 
days are the number of adult and pediatric days of care 
rendered during a reporting period. Days of care for 
newborns are excluded. 

In the National Health Interview Survey, hospital days 
during the year refer to the total number of hospital days 
occurring in the 12-month period prior to the interview 
week. A hospital day is a night spent in the hospital for 
persons admitted as inpatients to a hospital. 

In the National Hospital Discharge Survey, days of care 
refer to the total number of’ patient days accumulated by 
patients at the time of discharge from non-Federal short-
stay hospitals during a reporting period. All days from and 
including the date of admission to, but not including the 
date of discharge, are counted. A patient is a person who is 
formally admitted to the inpatient service of the hospital 
for observation, care, diagnosis, or treatment. 

Discharge. —The National Health Interview Survey 

defines a hospital discharge as the completion of any con­
tinuous period of stay of 1 night or more in a hospital as an 
inpatient, excepting the period of stay of a well newborn 
infant. 

According to the National Hospital Discharge Survey, 
American Hospital Association, and National Master 
Facility Inventory, this is the formal release of an inpatient 
by a hospital, i.e., the termination of a period of 
hospitalization (including stays of Onights) by death or by 
disposition to a place of residence, nursing home, or 
another hospital. In this report, newborn infants are 
excluded. 

In the National Nursing Home Survey, this is the formal 
release of a resident by a nursing home. 

First-1isted diagnosis. —In the National Hospital 
Discharge Survey, this is the diagnosis listed first on the 
face sheet of the medical record. 

Hospital. —According to the American Hospital 
Association (AHA) and National Master Facility Inven­
tory (NMFI), hospitals are institutions licensed as hospitals 
whose primary function is to provide diagnostic and 
therapeutic patient services for medical conditions and 
which have at least six beds, an organized physician staff, 
and continuous nursing services under the supervision of 
registered nurses. AHA data differ slightly from those of 
NMFI, since data from NMFI reflect osteopathic hospitals 
as well as hospitals not registered with AHA. Non-AHA 
hospitals comprise 5-10 percent of all hospitals in the coun­
try. The World Health Organization considers an 
establishment a hospital if it is permanently staffed by at 
least one physician, can offer inpatient accommodation, 
and can provide active medical and nursing care. 

Hospitals may be classified by type of service, owner-
ship, and length of stay. 

General hospitals provide both diagnostic and treat­
ment services for patients with a variety of medical 
conditions, both surgical and nonsurgical. According 
to the World Health Organization, these are hospitals 
that provide medical and nursing care for more than 
one category of medical discipline (e.g., general 
medicine, specialized medicine, general surgery, 
specialized surgery, obstetrics, etc.); excluded are 
hospitals, usually ones in rural areas, which provide a 
more limited range of care. 
Psychiatric hospitals are ones whose major type of 
service is psychiatric care. See’ ‘Psychiatric, Care” sec­
tion. 
SpeciaIty hospitals, such as psychiatric, tuberculosis, 
chronic disease, rehabilitation, maternity, and 
alcoholic or narcotic, provide a particular type of serv­
ice to the majority of their patients. 
Federal hospitals are operated by the Federal 
Government. 
Non-Federal government hospita[s are operated by 
State or local governments. 
Voluntary nonprofit hospitals are operated by a 
church or other nonprofit organization. 
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Proprietary hospitals are operated by individuals, 
partnerships, orcorporations for profit. 
Short-stay hospitals in the National Hospital 
Discharge Survey are those in which the average 
length of stay is less than 30 days. The American 
Hospital Association and National Master Facility In­
ventory define short-term hospita/s as hospitals in 
which more than half the patients are admitted to 
units with an average length of stay of less than 30 
days and long-term hospitals as ones in which more 
than half the patients are admitted to units with an 
average length of stay of 30 days or more. The Na­
tional Health Interview Survey defines short-stay 
hospitals as any hospital or hospital department in 
which the type of service provided is general; matemi­
ty; eye, ear, nose, and throat; children’s; or 
osteopathic. 

Nursing care. —Nursing care is the provision of any 
of the following services: application of dressings or 
band-ages; bowel and bladder retraining; catheteriza­
tion; enema; full bed bath; hypodermic, in 
tramuscular, or intravenous injection; irrigation; 
nasal feeding; oxygen therapy; and temperature-
pulse-respiration or blood pressure measurement. 

Nursing home.—No uniform definition is possible, 
because the minimum standards and regulations for 
nursing homes vary among the States. However, the 
National Master Facility Inventory includes in its 
count only facilities licensed by the States in which 
they are located. The homes are then classified accor­
ding to the level of care they provide, as follows: 

Nursing care homes must employ one or more full-
time registered or licensed practical nurses and must 
provide nursing care to at least half the residents. 
Personal care homes with nursing have some but 
fewer than half the residents receiving nursing care. In 
addition, such homes must employ one or more 
registered or licensed practical nurses or must provide 
administration of medications and treatments in 
accordance with physicians’ orders, supervision of 
self-administered medications, or three or more per­
sonal services. 
Personal care homes without nursing have no 
residents receiving nursing care. These homes provide 
administration of medications and treatments in 
accordance with physicians’ orders, supervision of 
self-administered medications, or three or more per­
sonal services. 
Domiciliary care homes primarily provide domiciliary 
care, but also provide one or two personal services. 
In the 1977 National Nursing Home Survey, all four 
categories of homes were included. In the 1973-74 
survey, only nursing homes providing some level of 
nursing care were classified as nursing homes. 
Skil[ed nursing facilities provide the most intensive 
nursing care available outside of a hospital. Facilities 
certified by Medicare provide posthospital care to 
eligible Medicare enrollees. Facilities certified by 

Medicaid as skilled nursing faciMies provide skilled 
nursing services on a daily basis to individuals eligible 
for Medicaid benefits. 
Intermediate care facilities are certified by the 
Medicaid program to provide health-related services 
on a regular basis to Medicaid eligibles who do not re-
quire hospital or skilled nursing facility care, but do 
require institutional care above the level of room and 
board. 

Occupancy rate.—The National Master Facility Inven­
tory and American Hospital Association define hospital 
occupancy rate as the average daily census divided by the 
number of hospital beds during a reporting period. The oc­
cupancy rate for other facilities is calculated as the number 
of residents reported at the time of the interview divided by 
the number of beds reported. 

Outpatient visit. —According to the American Hospital 
Association, these are visits by patients not lodged in the 
hospital for medical, dental, or other services. See “Am­
bulatory Care” section. 

Primary diagnosis. —In the National Nursing Home 
Survey, this is the primary condition at the last examinat­
ion as extracted from the resident’s medical record. 

Resident.—In the National Nursing Home Survey, a 
resident is a person who has been formally admitted to but 
not discharged from an establishment. 

Psychiatric Carel 

Addition.—An individual is classified as an addition to 
a psychiatric facility by being a new admission, a readmis­
sion, or a return from leave to either an inpatient or an 
outpatient psychiatric facility. 

Mental disorder.—A mental disorder is anY of several 
disorders listed in Section V of the Eighth Revision k?ter­
nationa~ Classz~ication of Diseases, Adapted for Use in the 
United States (ICDA). 

Mental health facility.—A mental health facility is an 
administratively distinct public or private agency or in­
stitution whose primary concern is the provision of direct 
mental health services to the mentally ill or emotionally 
disturbed. Facilities include public and private psychiatric 
hospitals, psychiatric units of general hospitals, residential 
treatment centers (for emotionally disturbed children), 
federally funded community mental health center, 
freestanding outpatient psychiatric clinics, multiservice 
mental health facilities, and half way houses. 

Psychiatric hospitals are hospitals primarily concer­
nedwith providing inpatient care and treatment for the 
mentally ill. Psychiatric inpatient units of Veterans 
Administration general hospitals and Veterans Ad-
ministration neuropsychiatric hospitals are often com­
bined into the category Veterans Administration 
psychiatric hospitals because of their similarity in size, 

IThe definitions for psychiatric care are those used by the National In­
stitute of Mental Health. 
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operation, and length of stay. Other psychiatric 
hospitals include State and county mental hospitals 
and private mental hospitals. 
General hospitals providing psychiatric services are 
hospitals that knowingly and routinely admit patients 
to a separate psychiatric unit for the purpose of 
diagnosing and treating psychiatric illness. 
Residential treatment centers @or emotionally 
disturbed children) are residential institutions primari­
ly serving emotionally disturbed children and 
providing treatment services, usually under the super-
vision of a psychiatrist. 
Federally funded community mental health centers 
are legal entities through which comprehensive mental 
health services are provicled to a delineated catchment 
area. This mental health delivery system may be im­
plemented by a single facility (with or without 
subunits) or by a group of affiliated facilities which 
make available at least the following essential mental 
health services: inpatient, day treatment, outpatient, 
emergency care, and community consultation and 
education. 
Freestanding outpatienif psychiatric clinics are ad­
ministratively distinct facilities, the primary purpose 
of which is to provide nonresidential mental health 
service, and where a ]psychiatrist assumes medical 
responsibility for all patients and/or directs the men­
tal health program. 

Service mode. —Service mode and tj?eatment modality 
refer generally to the kinds of mental health service 
available: inpatient care, outpatient care, day treatment, 
etc. 

Inpatient care is the provision of mental health treat­€
ment to people requiring 24-hour supervision.€
Outpatient care is the provision of mental health treat­€
ment on an outpatient basis and does not involve any€
overnight stay in an inpatient facility.€
Day treatment is the provision of a planned€
therapeutic program cluring most or all of the day for€
people needing broader programs than are possible€
through outpatient visits but who do not require full-€
time hospitalization.€

Manpower 

Full-time equivalent employee (FTE). —The American 
Hospital Association and National Master Facility Inven­
tory use an estimate of full-time equivalent employees that 
counts two part-time employees as one full-time employee, 
a full-time employee being someone working 35 hours a 
week or more. The National Nursing Home Survey uses an 
estimate of full-time employees that counts 35 hours of 
part-time employees’ work per week as equivalent to one 
full-time employee. 

Group practice. —Group practice is the application of 
services by three physicians or more who are formally 

organized to provide medical care, consultation, diagnosis, 
and/or treatment through the joint use of equipment and 
personnel and with the income from medical practice 
distributed in accordance with methods previously deter-
mined by members of the group. 

Nurse practitioner (NP). —These are specially trained 
nurses who perform acts of diagnosis, treatment, or 
prescription which traditionally have been within the 
exclusive province of the physician. Nurse practitioners 
function under the supervision of physicians for these 
medical tasks, but not for their nursing practice. 

Physician. —Physicians are licensed doctors of medicine 
or osteopathy classified by the American Medical Associa­
tion and others through self-reporting, as follows: 

Active physicians or professionally active physicians 
are ones currently practicing, regardless of the 
number of hours worked per week, 
Federal physicians are employed by the Federal 
Government; non-Federal or civilian physicians are 
not. 
Fee-for-service group practice physicians have most of 
their contact with patients in a group practice and 
none of the care they provide in this practice is on a 
prepaid basis. Rather, remuneration for the treatment 
of patients is made by a fee per unit of service 
provided. 
Licensed physicians are authorized to practice in a 
State. Every State (and the District of Columbia) re-
quires that physicians and dentists be licensed therein 
order to practice in that State. 
Office-based physicians are physicians who spend the 
plurality of their time working in practices based in 
private offices; hospital-based physicians spend the 
plurality of their time as salaried physicians in 
hospitals. 
Prepaid group practice physicians have most of their 
contact with patients in a group practice and all or 
part of the care they provide in this practice is on a 
prepaid basis. That is, remuneration for the treatment 
of some patients is made by a predetermined fee which 
is not related to the amount of care provided to an in­
dividual patient. 
Private practice physicians are independent of any ex­
ternal policy control and are self-employed or salaried 
by a partnership. See also “Professional manpower.” 
Physician assistant (PA). —These are individuals with 
appropriate medical training who are authorized to 
perform medical services under the supervision of a 
licensed physician. The extent to which these medical 
services may be delegated to the PA by the physician 
varies from State to State. 

Physician specia[ty. —A physician specialty is any 
specific branch of medicine that a physician may concen­
trate in. The specialty classification used by the Bureau of 
Health Professions and National Ambulatory Medical 
Care Survey (NAMCS) follow these American Medical 
Association categories: 
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Primary care specialties include general practice (or 
family practice), internal medicine, and pediatrics. 
Medical specialties include, along with internal 
medicine and pediatrics, the areas of allergy, car­
diovascular disease, dermatology, gastroenterology, 
pediatric allergy and cardiology, and pulmonary 
diseases. 
Surgical specialties include general surgery, neurologi­
cal surgery, obstetrics and gynecology, ophthalmol­
ogy, orthopedic surgery, otolaryngology, plastic 
surgery, colon and rectrd surgery, thoracic surgery, 
and urology. Other specialties covered by NAMCS are 
geriatrics, neurology, preventive medicine, psychiatry, 
and public health. Other specialties covered by the 
Bureau of Health Professions are aerospace medicine, 
anesthesiology, child psychiatry, neurology, occupa­
tional medicine, pathology, physical medicine and re­
habilitatio~ psychiatry, public health, and radiology. 

Place of employment. —The classification of people em­
ployed in the health service industry by place of employ­
ment is a U.S. Bureau of the Census adaptation of the U.S. 
Office of Management and Budget’s Standard Industrial 
Classification Manual, 1967 which classified people ac­
cording to health service industry codes 801-809. 

Professional manpower. —Professional manpower in­
cludes chiropractors, dentists, dental hygienists, licensed 
practical nurses, pharmacists, physical therapists, physi­
cians, podiatrists, and registered nurses as well as other oc­
cupations not covered in this report. 

In the United States, counts of these professionals in­
clude only those licensed in the State where they practice, 
with licensure usually requiring the completion of an ap­
propriate degree or certificate program for that profession. 
In international counts prepared by the World Health Or­
ganization, only those professionals active in their profes­
sion are counted. 

Professionals may be classified according to specialty, 
place of practice, or other criteria. See “Physician.” 

Health Expenditures 

Consumer Price Index (CPl).-The CPI is prepared by 
the U.S. Bureau of Labor Statistics. It is a measure of the 
changes in average prices of the goods and services pur­
chased by urban wage earners and by clerical workers and 
their families. The medical care component of the CPI 
shows trends in medical care prices based on specific indi­
cators of hospital, medical, dental, and drug prices. 

A recent revision of the CPI has been in use since Janu­
ary 1978, and changes are noted where applicable in this 
report. 

Economic Stabilization Program (ESP).—This FederaI 
program was established to control wages and prices. On 
August 15, 1971, all wages and prices were frozen for a 
period of 90 days, and a system of wage and price controls, 
administered through a cost-of-living council, was imple­
mented. Controls continued, with periodic changes in the 

flexibility and intensity with which they were enforced, un­
til their legislative authority expired in April. 1974. 

Gross national product (G1’VP).-This is the most com­
prehensive measure of a nation’s total output of goods and 
services. In the United States, the GNP represents the 
dollar value in current prices of all goods and services pro­
duced for sale plus the estimated value of certain imputed 
outputs (i.e., goods and services that are neither bought 
nor sold). The GNP is the sum OR (1) consumption expen­
ditures by both individuals and nonprofit organizations, 
plus certain imputed values; (2) business investment in 
equipment, inventories, and new construction; (3) Federal, 
State, and local government purchases of goods and serv­
ices; and (4) the sale of goods and services abroad minus 
purchases from abroad. 

Health insurance pians.—Health insurance plans are 
formal plans with defined membership and benefits, 
designed to pay all or part of the hospital, physician, or 
other medical expenses of the insured individual. The dif­
ferent types of plans are as follows: 

Employment-related health insurance is any type of 
health insurance benefit provided by a firm for an 
employee, regardless of who pays the premium. 

Firm is any organization or establishment (in­
cluding for profit, not-for-profit, Federal, State, or 
local government) that employs one or more per-
sons to provide goods or services. 
Employee is any person, 14 years or older, working 
for pay for a firm; self-employed persons are not in­
cluded. 
Premium/payroll ratio is the total annual health in­
surance premium divided by gross wages and sala­
ries paid by the firm. 

Prepaid group plans involve physician group practices 
that provide a comprehensive range of health care 
services to an enrolled population for a fixed prepaid 
cavitation payment. Prepaid group practice plans are 
one form of Health Maintenance Organization. 

Health Maintenance Organizations (HMO ‘s).—These 
are public or private organizations that provide a com­
prehensive range of health care services, either directly or 
under arrangement with others, to an enrolled population 
for a fixed prepaid cavitation payment. 

Medicaid. —This program is federally aided but State 
operated and administered. It provides medical benefits 
for certain low-income persons in need of medical care. 
The program, authorized in 1965 by Title XIX of the 
Social Security Act, categorically covers participants in the 
Aid to Families with Dependent Children program as well 
as some participants in the Supplemental Security Income 
program and other people deemed medically needy in a 
participating State. States also determine the benefits 
covered, rates of payment for providers, and methods of 
administering the program. 

Medicare. —This is a nationwide health insurance pro-
gram providing health insurance protection to people 65 
years of age and over, people eligible for social security 
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disability payments for more than 2 years, and people with 
end-stage renal disease, regardless of income. The program 
was enacted July 30, 1965, as Title XVIII, Health In­
surance for the Aged, of the Social Security Act, and 
became effective on July 1,, 1966. It consists of two 
separate but coordinated programs: hospital insurance 
(Part A) and supplementary medical insurance (Part B). 

National health expenditures.—This measure estimates 
the amount spent for all health services and supplies and 
health-related research and construction activities con­
sumed in the United States during a specified time period. 
Detailed estimates are available by source of expenditure 
(e.g., consumer out-of-poc]cet, private health insurance, 
and government programs) and by type of expenditure 
(e.g., hospitals, physicians, and drugs). Data are compiled 
from a variety of sources that collect data from the pro­
viders of care. 

Health services and supplies expenditures are outlays 
for goods and services relating directly to patient care 
plus expenses for administering health insurance pro-

grams and for government public health activities. 
This category is equivalent to total national health ex­
penditures minus expenditures for research and con­
struction. 

Private expenditures are outlays for services provided 
or paid for by nongovernmental sources—consumers, 
insurance companies, private industry, and philan­
thropic organizations. 

Public expenditures are outlays for services provided 
or paid for by Federal, State, and local government 
agencies or expenditures required by governmental ac­
tion (such as workmen’s compensation insurance pay­
ments). 

Personal health care expenditures.—These are outlayh 
for goods and services relating directly to patient care. The 
expenditures in this category are total national health expen­
ditures minus expenditures for research and construction, 
expenses for administering health insurance programs, and 
government public health activities. 
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